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Executive summary

In March 2025, Staffordshire and Stoke-on-Trent Integrated Care Board
(SSOT ICB) approved its 2025/26 financial plan which required one of the
largest system-wide savings in England. Commissioned by Stoke-on-Trent
City Council, this review examines the implications of these savings for local
services, and particularly examines concerns about potential cost-shifting to
councils and rising unmet need.

SSOT NHS system’s total saving requirement for 2025/26 was £277m, to fill

a budget shortfall primarily driven by demand for health care growing at a
faster rate than funding, and relatively high costs, particularly for acute care.
The health economy also received additional funding during the pandemic
from NHS England which meant it was viewed as ‘over-funded’ and as such
received a lower level of funding growth in 2025/26 than the England average.

The total £277m savings requirement was split almost equally between the ICB
as the commissioner of NHS health care and the health system’s three NHS
providers. This report focuses predominantly on the ICB’s share of savings,
and finds the largest portion (in the region of £60m) of these were planned to
come from the ICB withdrawing from funding services and interventions it no
longer views as legitimate health care expenditure.

The largest single programme of savings within that group relates to NHS
continuing health care (CHC), a national legal framework through which the
needs of (typically) elderly and disabled people are assessed to determine
whether responsibility for funding their social care (as well as health care)
needs sit with the NHS. Decisions under the CHC framework have stark
financial consequences, as when a patient is assessed as ineligible for

CHC, the costs of their social care fall either to their local authority, or to
their household.
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SSOT’s CHC savings involve both reducing the numbers of people found
eligible for CHC as well as reducing the intensity and extent of services and
expenditure items included in CHC care packages.

Nationally, there is very significant variation in the rate of CHC eligibility
between ICB areas, with only some of this variation explained by population
age and deprivation. SSOT has historically had a higher-than-average rate of
CHC eligibility after adjusting for age and deprivation. However, by the middle
of 2025, SSOT’s CHC eligibility rate was within the expected range, suggesting
the ICB now has limited scope for reducing eligibility further.

A smaller portion of the ICB’s total savings were planned to be made through
reducing specific elective procedures carried out in independent sector
providers. These savings mainly related to hip, knee and cataract surgery
procedures where NHS patients receiving these treatments in private
facilities experienced much shorter waiting times than patients requiring
other procedures not typically treated in the independent sector. While the
ICB’s savings will lead to longer waiting times for some patients, this may be
necessary in order to rebalance provision and investment more equitably,
particularly for patients with multiple conditions or who are deprived and are
much less likely to be treated in the independent sector.

The ICB planned to find in the region of a further £50m in savings through
administrative efficiencies and by holding down the prices it pays to providers
outside of the SSOT health system below the rate of inflation. These are known
as ‘tariff efficiencies’ and are required by national guidance.

The health system’s own three NHS provider trusts were also expected to
absorb some of the cost of inflation this year, and were tasked with finding in
the region of £29m cost savings to off-set unfunded inflation in their contracts
with SSOT ICB, again reflecting national policy. These savings requirements
were particularly challenging for the health system’s main acute care provider,
University Hospitals North Midlands NHS Trust, as they came on top of a
substantial underlying gap between its income and expenditure. Original
plans for the year alluded to this gap being closed through a significant
reduction in staffing numbers at the trust, but that has not been implemented,
and the savings have instead been made non recurrently, which means much
of the gap between its recurrent income and expenditure will be carried

into 2026/27.
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The review concludes that the SSOT health system is likely to meet its financial
plan for 2025/26, but the level of non-recurrent savings required to do this

will mean its financial challenges will continue into 2026/27. A substantial
component of its recurrent savings result from a redrawing of the boundary
around what is viewed as ‘health care’, which risks leaving some needs unmet
- particularly the needs of those who are economically deprived. This reflects a
dynamic also seen nationally and highlights the need for local authorities and
a broader range of public and third sector services to work together to agree
how limited resources can best be prioritised.
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1 Introduction

At the end of March 2025, following challenge from NHS England,
Staffordshire and Stoke-on-Trent Integrated Care Board (SSOT ICB) approved
its financial plan for 2025/26, which included headline savings across its
health system totalling £306m.

The wider SSOT health care system is composed of SSOT ICB as the
commissioner of NHS care for the local population, and three local NHS
provider trusts: the University Hospital of North Midlands (UHNM) as the
main acute care provider; Midlands Partnership University Foundation Trust
(MPFT), which provides both community and mental health care; and North
Staffordshire Combined Healthcare (NSCH) as the largest mental health
care provider.

The scale of the headline savings required over the course of 2025/26 by the
four NHS organisations that make up the health care system is the equivalent
of 9.5% of the ICB’s allocation for the year. Nationally, health systems were
tasked with savings of 7.1% of their allocations, leaving the SSOT system

with the second-largest financial challenge in England at the start of the
financial year.! In view of the scale of the spending reductions entailed,

the chief executives of both Stoke-on-Trent City Council and Staffordshire
County Council opposed the ICB’s plan, raising particular concerns about
the prospect of a ‘cost shunt’ from the NHS to local authorities and increased
unmet need within their resident populations.

1 ‘2025/26 operating plan position’, NHS England board paper, May 28, 2025, accessed January 2026
www.england.nhs.uk/long-read/2025-26-operating-plan-position
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This review was commissioned by Stoke-on-Trent City Council as a report to
its Adult Social Care Health Integration and Wellbeing Overview and Scrutiny
Committee. The review aims to explore the following questions:

e Why does the SSOT integrated care system (ICS) have such a large
saving requirement?

o Howrealistic/achievable is the 2025/26 financial plan?

o How will the spending reductions affect local residents, particularly those
most vulnerable?

o Will the ICS’s plan increase costs and care burdens for the local authorities
and private citizens?

The Staffordshire and Stoke-on-Trent health economy and wider population
carries with it the legacy and trauma of the Mid Staffordshire NHS Foundation
Trust scandal, when care quality was found to have been compromised

in pursuit of financial targets.2 That trauma is still relevant to the financial
challenges the health economy experiences today.

However, the Nuffield Trust agreed to take on this commission not because of
the unique aspects of SSOT, but because, in very many respects, the financial
and operational challenges it faces are shared across the rest of the NHS

in England.

In financial terms, these challenges are illustrated by the below chart, which
sets out the Department of Health and Social Care’s day-to-day spending
since 2011/12. The solid line sets out actual spending in real terms, and shows
a significant surge in funding during the first year of the Covid-19 pandemic,
followed by a rapid reduction in the years that followed. Funding plans set out
in the 2025 Spending Review mean that nationally, funding levels for the NHS
in England will only return to 2020/21 levels in 2028/29.

2  For an overview, see ‘'The Mid Staffordshire NHS Foundation Trust Public Inquiry' final report),
The Health Foundation, 2013 (accessed January 2026) https:/navigator.health.org.uk/theme/mid-
staffordshire-nhs-foundation-trust-public-inquiry-final-report
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That leaves a funding trajectory of 2.6% real-terms growth per year between
2023/24 and 2028/29, and a real-terms increase of just 2% between 2024/25
and 2025/26. The purple line in Figure 1 shows that this would still leave some
headroom above estimates of the funding level needed to maintain health
care services at a steady state per head of population (after adjusting for the
higher health care needs of growing numbers of older people). However, the
dashed red reveals the gap between actual funding levels and the long-term
trend for health care consumption, which rises considerably faster than we
would expect to stem from population growth and ageing alone. This gap is
partly driven by rising demand for health services to adopt new treatments
and medicines, and for services to expand treatments and diagnostics into
areas previously not thought possible.3 This is a cost pressure that is likely to
be exacerbated by the recent government decision to increase the prices the
NHS pays for new branded medicines.4

For ICBs, the difference between the rate at which demand for health care
grows in the population and the slower rate at which their budgets increase
presents them with two broad choices: to reduce the cost of each unit of health
care provided, through efficiencies, or to reduce the scale and speed of health
care services, through waiting time extensions or service reductions. A third
option - to reduce the need for health care in the first place - is frequently
cited but less frequently pursued, not least due to the difficulties in securing
sufficient resources to invest in public health improvements in the future while
simultaneously also addressing the demand for health care in the present.

3  For ashort overview, see Gainsbury S (2025) ‘Money at the heart of the decision to abolish
NHS England’, Nuffield Trust, www.nuffieldtrust.org.uk/news-item/the-financial-truth-at-the-
heart-of-the-decision-to-abolish-nhs-england

4  See Gainsbury S and Naci H (2025) ‘“The tough choices at the heart of the government’s dispute with
big pharma), Nuffield Trust, www.nuffieldtrust.org.uk/news-item/the-tough-choices-at-the-
heart-of-the-government-s-dispute-with-big-pharma
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Figure 1: Department of Health and Social Care revenue funding in real terms,
2011/12 to 2028/29
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Source: Nuffield Trust analysis of PESA and DHSC annual accounts. Real-terms adjustment
using the November 2025 GDP deflator. Figures have also been adjusted to remove the
impact of public sector pension cost (and funding) increases in 2019/20 and 2024/25, as
well as the funded ENIC increase in 2025/26 (£1.5bn). Trend lines projected from 2011/12
actual spending.

The SSOT context

ICBs are charged with making the difficult decisions needed to balance
budgets amid health care demand growing faster than funding levels.

For SSOT ICB, this involves managing the budget on behalf of a population
of approximately 1.14 million people, of whom around 22% are over 65 years
old.s This compares to an England average of 19%, meaning the population
NHS Staffordshire and Stoke-on-Trent ICB serves a population that is older
than the English average. Age is a significant driver of health care need, so
SSOT’s older population means it consumes a higher-than-average level of
health care, and its core funding level is set to reflect this. However, not every
part of the ICB has the same age profile.

5 Mid-year population estimates for 2025, Office of National Statistics www.ons.gov.uk/
peoplepopulationandcommunity/populationandmigration/populationestimates/bulletins/
populationestimatesforenglandandwales/mid2024
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Figure 2 below shows the areas of SSOT ICB with the highest and lowest
concentrations of people aged 65 and over. The highest proportion is in the
sub-ICB area covered by the previous NHS Clinical Commissioning Group
Stafford and Surrounds, where 24.5% of the population is over 65. The lowest is
in Stoke-on-Trent, where just 18% of the population falls into the older

age group.

Figure 2: Map of over 65 population in SSOT ICB
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As we would expect as a result of its older population, a higher proportion
of people living in SSOT describe themselves as disabled, with 19% of the
population of SSOT reporting this in the 2021 Census, compared to 17%
across England as a whole.6 However, the highest levels of disability were
recorded in the Stoke-on-Trent former CCG area, despite its younger
population. This reflects the significant role that deprivation plays in driving
health care need. While the population of the ICB as a whole is, on average,
less deprived than the population of England, Stoke-on-Trent is significantly
more deprived than the England average, with 51% of the population living
in neighbourhoods that fall into the most deprived fifth of England.”

Figure 3: Map of 2025 Index of Multiple Deprivation deciles for SSOT ICB
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Source: English Indices of Deprivation 2025. Decile 1 is the most deprived, and decile 10 the least deprived

6 2021 Census, Office for National Statistics (accessed January 2026) www.nomisweb.co.uk/sources/census_2021
7 English indices of deprivation 2025, Ministry of Housing, Communities and Local Government, October 2025.
Accessed January 2025, www.gov.uk/government/statistics/english-indices-of-deprivation-2025
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After adjusting for age differences, socio-economic deprivation drives
a significant health gap across SSOT, with 7.8% of the population of
Stoke-on-Trent reporting ‘bad’ or ‘very bad’ health in the 2021 Census,
compared to 4.5% in the much less deprived, yet significantly older,
population of Stafford and Surrounds.

These health and socioeconomic inequalities add significant complexity

to the ICB’s challenges. They mean that while the ICB experiences high

levels of absolute health care demand as a result of its older and frailer
population, it also has significant health inequalities, with its more deprived
population groups experiencing poor health and disability at a much younger
age than those living in less deprived areas. In the following chapters, we
show how these complexities have influenced the ICB’s response to its
financial challenges.

What is Staffordshire and Stoke on Trent’s
funding deficit and how did it get there?

The SSOT health economy ended 2024/25 with a system-wide overspend

of £17.8m. This was made up of a £14.9m overspend by the ICB as the
commissioner, and a further net £3m overspend across the system'’s three NHS
provider trusts.

However, the system-wide overspend against the 2024/25 plan masked far
deeper financial problems within the SSOT health economy, which has -
like many other health systems in England - been propped up by a series of
non-recurrent funding streams from NHS England and stop-gap single-year
savings. The most significant of these was £90m of deficit-support funding in
2024/25, which helped plug an underlying deficitin UHNM which its board
estimated at £86m.8 Without deficit support funding from NHS England,

the SSOT system would have ended 2024/25 at least £108m overspent - the
equivalent to 3.5% of the ICB's allocation for the year.?

8 UHNM May 2025 board papers, accessed January 2025, www.uhnm.nhs.uk/media/ghnb22fo/
trust-board-part-1-7th-may-2025.pdf

9 Nuffield Trust analysis of SSOT’s Integrated Planning Return submission, dated April 29, 2025. We
are grateful to SSOT ICB for the transparent way it has shared these materials with us.
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That overspending was driven by two core factors. First, the ICB purchased a
higher volume of health care for its population than funding levels allowed
for. Second, each unit of health care the ICB purchased costed, on average,
substantially more than the national average, on which planning assumptions
and funding flows are in part based. This was particularly the case for acute
hospital care: NHS England analysis suggests unit costs in 2024/25 at UHNM
were, overall, 3% higher than the national average.10

SSOT health system carried its £108m overspend into 2025/26, and this
formed the baseline position upon which 2025/26 pressures were added.
The ICB financial plan for 2025/26 implies an estimate for inflation that
year of 4.4%" - broadly in line with NHS England’s estimates. In addition
to that cost pressure, the Nuffield Trust estimates that population growth
and ageing would add a further £42m in costs in 2025/26 (a demographic
pressure growth rate of around 1.3%, which reflects SSOT’s slightly
older-than-average population).

As discussed above, there is a long-established trend in the UK and similarly
high-income countries for health care demand to rise at a significantly faster
rate than we would expect to come from population growth and ageing
alone. We would expect that pressure to add approximately £60m in further
cost pressures to SSOT ICS during 2025/26, although the ICB’s financial plan
for the year implicitly provides for a slightly smaller pressure of £52m.12 In
total, we estimate that these three recurrent pressures for 2025/26 - inflation,
demography and public expectations - sum to a ‘do nothing’ spending
requirement for SSOT ICB of £3.39bn.

10 2024/25 National Cost Collection data (NCC), NHS England, accessed January 2026 www.england.
nhs.uk/costing-in-the-nhs/national-cost-collection. The 3% higher cost figure is based on UHNM’s
overall cost index for 2024/25, including adjustment for the ‘market forces factor’, which adjusts for
unavoidable cost differences between different areas and providers.

11 Figure excludes delegated specialised commissioning spend, as budgetary changes for specialised
commissioning in part reflect changes in responsibility between NHS England and ICBs.

12 Our £60m estimate for the cost of meeting demand for new treatments and diagnostics is based
on the Office for Budget Responsibility’s assumptions on the medium-term trend for health care
spending, set out in their Fiscal Risks and Sustainability Report, September 2024. https://obr.uk/
docs/dim_uploads/Fiscal-risks-and-sustainability-report-September-2024-1.pdf. For a further
discussion, see Gainsbury S (2025) ‘Down payment or making ends meet? NHS Financial pressures
in the run-up to the Spending Review'. Nuffield Trust, June 2025. www.nuffieldtrust.org.uk/
resource/down-payment-or-making-ends-meet-nhs-financial-pressures-in-the-run-up-to-the-
spending-review
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SSOT’s funding level in 2025/26

As the local commissioners of NHS health care, the level of funding ICBs have
to meet their spending needs each year is determined by allocation formulas
which estimate expected population health care consumption based on
detailed breakdowns of relevant factors such as age, sex, deprivation and,
where available, recorded diagnoses and mortality. This creates a ‘target’
allocation for each ICB, expressed as its share of total health care funding
allocated across the NHS in England for a year.13 Partly as a result of additional
funding needed to cover increased spending levels during the Covid-19
pandemic, the core recurrent allocation SSOT received in 2024/25 was 2.4%
(or £53m) more than its ‘fair share’ under these formulas.

Over recent years, NHS England has attempted to implement a ‘convergence’
policy, in which all ICBs receive annual cash funding increases, but those
that are over their fair-share target receive smaller increases, while those that
are under receive larger ones. For 2025/26, this meant that SSOT’s allocation
increased by 3.9% while across England ICB core recurrent allocations
increased by 4.1%.

A funding increase of 3.9% is lower than NHS England’s 4.8% estimate for
inflation in health services for 2025/26.14 As such, SSOT’s recurrent allocation
growth for 2025/26 represents a real-terms reduction of just under 0.9%.

However, in recent years, increasing proportions of ICB budgets have been
allocated non-recurrently. This reflects both the growing instability of health
systems across England since around 2015,1% and also NHS England’s policy
to offer additional funds on top of recurrent allocations to health systems that
meet and exceed targets to increase elective activity. These non-recurrent
funding streams have been reduced in 2025/26, meaning that at the start of

13 For more information on the NHS allocation formulas, see ‘Technical guide to allocation formulae
and convergence, NHS England. (Accessed January 2026) www.england.nhs.uk/wp-content/
uploads/2024/03/Allocations-2023-24-Technical-Guide-to-Formulae-v10.0.pdf

14 ‘2025/26 pay awards: revenue finance and contracting guidance’ NHS England, July 2025.
www.england.nhs.uk/long-read/2025-26-pay-awards-revenue-finance-and-contracting-
guidance (Accessed January 2026).

15 Gainsbury S (2016) ‘Feeling the crunch: NHS finances to 2020’. Nuffield Trust, August 2016.
www.nuffieldtrust.org.uk/research/feeling-the-crunch-nhs-finances-to-2020
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2025/26, SSOT ICB expected its overall allocation for the year to be just 1.8%
higher in cash terms than in 2024/25 - a real-terms reduction of 2.9%.

As Figure 4 below shows, SSOT ICB's total allocation for 2025/26 of £3.12bn for
the purchase of health care for the SSOT population leaves a £265m gap when
considered against its £3.39bn ‘do nothing’ spending pressure.

Figure 4: SSOT’s funding pressures 2025/26: spending versus allocation
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Source: Nuffield Trust analysis of SSOT’s Integrated Planning Return submission, dated
April 29, 2025. Figures rounded to nearest £0.5m

SSOT ICPB’s financial savings plan
for 2025/26

At the end of 2024, the ICB set out principles for a five-year financial plan
which would see the SSOT health system as a whole break even by 2029/30,
requiring annual efficiency savings equivalent to around 3% of the cost
base.’6 However, NHS England required all health systems to end 2025/26 in
financial balance, and made non-recurrent deficit support funding available
to those who were able to show they were complying with in-year financial
improvement trajectories and targets.

16 SSOT ICB board papers, December 19, 2024.
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Provided the system as a whole meets these targets, SSOT ICB will be able to
access £95m in deficit support funding in 2025/26. Deficit support funding
reduces the funding gap the ICB must fill in its commissioning budget from
£265m to £170m, although NHS England requires the ICB to maintain a
trajectory that will rapidly eliminate this need for support in future years.

In order to reduce the remaining £170m funding gap to zero by the end of
March 2026, SSOT ICB’s financial plan for 2025/26 included a total of £170m in
efficiency savings, of which £11m were due to come from a more-than-halving
of its own running costs and just under £42m from non-recurrent measures,
meaning that while they would help balance the ICB’s finances this year, they
would need to be found from fresh sources next financial year.

However, in order to access the £95m in deficit support, the ICB must ensure
the SSOT health system as a whole reaches financial balance by the end of
2025/26, not just its own commissioning budget. The health system’s three
NHS provider trusts together have a £137m savings target for 2025/26, of which
around £29m relates to inflationary pressures the ICB is obliged (through NHS
financing rules) to pass on to the trusts through the prices it pays for the health
care it commissions from them. Together with the ICB’s own £170m savings
target, the trusts’ £137m target has been aggregated to a total headline savings
target for the ICS as a whole of just over £306m. However, that figure counts
the £29m inflationary pressure that is reflected in the transactions between the
ICB and its trusts twice. Adjusting out that accounting mechanism results in

a total saving requirement for the SSOT health economy in 2025/26 of £277m,
split almost equally between £141m to be found by the ICB (£170m net of the
£29m passed to providers) and £137m by the three provider trusts.

Figure 5 below shows how the system-wide pressures in SSOT that began
with a £108m deficit carried over from 2024/25 grew further with inflation,
population demand and unfunded pressures in the acute trust in 2025/26. To
address this pressure, the SSOT system as a whole plans to receive £95m in
deficit support funding, of which at least £37.2m will be transferred from the
ICB to UHNM, as the health system’s most financially troubled provider. The
health system plans to close the remaining funding gap through both ICB and
provider savings plans. Both are explored further in this report, with the focus
on ICB spending reductions.
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Figure 5: The SSOT system’s planned route from a £108m deficit to balanced
books in 2025/26
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Source: Nuffield Trust analysis of SSOT’s Integrated Planning Return submission, dated April
29, 2025. ICB inflation in the chart is shown net of £29m in inflation which is instead shown in
the provider inflation bar. The same £29m sum is also excluded from the ICB savings bar and
is reported instead in the provider trust savings bar. A further discussion of the £29m - which

is transacted between the ICB and provider trusts - is included in Chapter 3.

As shown above, SSOT ICB’s financial plan for 2025/26 included reducing
its spending against a ‘do nothing’ baseline by £170m - or £141m once it is
recognised that £29m applies to efficiencies that will be found in the three
provider trusts.

In the next three chapters, we look at the most significant elements of the ICB’s
saving plan in more detail, exploring whether the plans are feasible; what
impact they will have on patients; and the expected knock-on effects for local
authorities and other services.

For the purposes of this report, we focus on savings schemes planned at the
time the ICB'’s 2025/26 financial plan was submitted to NHS England. As is
common across the NHS, the scope and detail of some of these schemes will
have been adjusted over the course of the financial year. Where this detail is
available and most pertinent, we note this in the report.
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SSOT ICB’s savings plans fit into the following three broad themes.

Reducing some activity levels. Plans here include the ICB reducing or
eliminating some forms of activity that have been shown to be cost-ineffective
for patients (meaning that much greater health benefits can be found by
spending money on other forms of care). They also include a reduction in
some forms of activity that, although they are seen as cost-effective, are viewed
as lower priority than others. We estimate the original scope of these savings to
be in the region of £25m.

Technical efficiencies and administrative savings, where the ICB aims to
reduce the overall cost of delivering health care to the local population. Plans
within this theme involve requiring the health care providers that the ICB
purchases care from to reduce the unit costs of the care they provide down to
a benchmarked level, such as the national average. Plans also involve savings
to the ICB’s own administrative costs. We estimate the original scope of these
savings to be in the region of £50m.

Asserting a firmer boundary between what is seen as ‘health care’ and
what is not. These plans involve the ICB reviewing whether past spend in
some areas remains a legitimate use of NHS funding. Plans within this theme
in particular understandably raise concerns about the burden of cost and care
shifting to local authorities and citizens. We estimate the original scope of
these savings to be in the region of £60m.

These three themes are interlinked, particularly the first and last, and we look
at each of them in what follows.

Review of Staffordshire and Stoke-on-Trent Integrated Care Board’s 2025/26 savings plans 17



EEEE————————————————————
Ol - JOI0J0IS

2 Reducing some
activity levels

As noted above, SSOT ICB's total allocation for 2025/26 represents a significant
real-terms reduction in funding since 2024/25. In order for the ICB to meet
population demand for some health care services to increase, it has planned
to reduce others.

In the year to March 2025, non-elective (emergency) hospital admissions in
SSOT increased by 3.4% while elective care admissions increased by 8.4%.
That growth rate is in line with the national trend for elective activity, but is
significantly higher than the national trend for emergency admissions.?

SSOT’s plan for 2025/26 involves reducing the level of elective hospital
admissions by around 3% overall, while moderately reducing the growth in
emergency hospital admissions.18

A relatively small portion of this reduction (less than £1m in value) relates to
plans to reduce or eliminate activity that is widely accepted among clinicians
as being of low or negative value, for example the removal of benign skin
lesions, and some scans for shoulder pain.’® However, the vast bulk of the
planned reduction at the start of the financial year was scheduled to come
from a £24m cut in SSOT-funded elective care activity in independent sector
providers, with the likely final figure being in the region of £14m.20

17 ‘Hospital Admitted Patient Care Activity’ data collection, NHS England. Accessed January 2026.
https://digital.nhs.uk/data-and-information/publications/statistical/hospital-admitted-patient-
care-activity

18 Nuffield Trust analysis of SSOT ICB ‘Operational planning 2025/26: ICB submission activity and
performance’ submission to NHS England, undated. Shared with the Nuffield Trust.

19 Best practice guidance on the use of scans for shoulder pain, and reducing referrals and activity
is set out by the Academy of Medical Royal Colleges, here Scans for shoulder pain and guided
injections for shoulder pain — EBI (Accessed January 2026).

20 Nulffield Trust analysis of SSOT ICB ‘Operational planning 2025/26: ICB submission activity and
performance’ submission to NHS England, undated. Shared with the Nuffield Trust. Forecast final
figure provided by ICB chief finance officer.
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The mechanism for achieving this reduction is NHS England’s introduction

of Indicative Activity Plans (IAPs) between ICBs and independent sector
providers in the summer of 2025. These allow ICBs to set contractual limits on
the levels of activity they will fund from providers, with reference to minimum
local waiting times.21

While the plan, if successful, will help to preserve funding streams into the
pressurised area of emergency hospital care (where long waits for ambulance
handovers and admissions from A&E create significant concerns for patient
safety), it does so at the cost of a slower reduction in elective waiting times
than would likely be achieved had funding levels been maintained. This
trade-off is a consequence of the ICB lacking sufficient funds to grow activity
levels in both elective and emergency care simultaneously.

This will be distressing for some patients, who will experience longer waits for
elective care than they otherwise might have done, so it is important to look at
the likely impact of the plan across all patient groups in more detail.

Context on SSOT’s elective care activity
and waiting list

In the period immediately after the Covid-19 pandemic and up until 2024/25,
NHS organisations were encouraged to reduce elective care waiting times
through additional funding from NHS England, which covered (at least in
part) the cost of providing additional capacity - predominantly in the form

of higher staffing levels and overtime at NHS trusts and buying additional
capacity from private providers.

21 ‘NHS standard contract 2025/26: A further consultation’. NHS England, April 2025, accessed January
2026, www.england.nhs.uk/wp-content/uploads/2025/04/01-nhs-standard-contract-25-26-
proposed-changes-a-further-consultation-v3.pdf
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NHS England management information indicates that by January 2025,
elective activity levels for the SSOT population were around 14% higher
than the same month in 2020, shortly before the pandemic disrupted health
care globally.22

Part of that increase took place in the independent sector and was funded
through non-recurrent funding streams, which the ICB no longer has access
to. Data published monthly by NHS England indicates that by March 2025,
SSOT ICS had the second-highest use of the independent sector in England
by share of recorded elective activity counts, with 20.4% of the combined
count of all elective spells and outpatient appointments taking place in the
independent sector, compared to 7.8% nationally.23

One spell of inpatient care can typically consume six times the health

care resources of a day-case spell and 35 times that of an outpatient visit.
When SSOT’s particular mix of independent sector-provided elective care
is adjusted to reflect these variations in resource intensity, activity levels
for March 2025 suggest the ICB spent around a 35% (or £20m) larger share
of its core allocation on elective care in the independent sector than the
England average.24

While use of independent sector providers to treat NHS patients has enabled

the NHS to reduce waiting times for some patients, an over-reliance on the
sector can be problematic for three main reasons which are relevant when
considering the merits of SSOT ICB’s 2025/26 savings plan. First, activity

22 SSOT ICB board finance report for month 12, 2024-25, provided by ICB. Figures also triangulated
with NHS England elective recovery management information, accessed January 2026

www.england.nhs.uk/statistics/statistical-work-areas/rtt-waiting-times/recovery-of-elective_

activity-mi

23 NHS England data collection: Elective Activity by Independent Sector Providers; IS SUS Publication

March 2025. Accessed January 2026: www.england.nhs.uk/statistics/statistical-work-areas/rtt-

waiting-times/recovery-of-elective_activity-mi

24 Estimates based on Nuffield Trust analysis of NHS England data on monthly ICB level activity,
split by NHS and independent sector (IS SUS Publication, March 2025 and November 2025,
latest available). Both accessed January 2026. Activity is reported at a high level, showing elective
inpatients, day cases, first and follow up outpatients. Our cost weighting adjusts these high-level

values by the 2024-25 National Cost Collection and working days. As such, our estimate is indicative

only as the data does not allow a detailed adjustment to take account of patient or procedure
complexity. We estimate that SSOT ICB's indicative elective care spend in 2025/26 was the
equivalent to 3.5% of its core funding allocation that year, compared to 2.6% for ICBs overall.
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increases (and waiting time reductions) are skewed towards only those
specialties and procedures where independent sector capacity is available.
Second, independent sector facilities are unable to treat patients with complex
or multiple health conditions, which risks exacerbating health care inequities;
and third, when the commissioning budget is spent in the independent sector,
the opportunity to retain funds within the NHS is lost. We consider these in
turn below.

Skewed priorities

Across the country, elective care capacity in the independent sector is
heavily skewed towards providing hip and knee replacements, and cataract
procedures.25 This is the case for SSOT, where 81% of all NHS-funded activity
counts in the independent sector recorded for the system in March 2025 were
in the orthopaedics and ophthalmology specialties.26

The existence of apparent additional clinical capacity within the independent
sector to treat patients from the elective care backlog has meant waiting times
for some NHS patients have been shorter than they might otherwise have
been. But the fact this capacity is so concentrated in just a small number

of procedures and specialties means that continued reliance on the sector
could risk not just skewing waiting times between surgical specialties, but
also skewing constrained NHS financial resource away from specialties (and
patients) and forms of health care (including those outside of acute hospitals)
which lack the option to tap into surplus independent sector capacity to
deliver higher rates of activity.

This risk is evident in the reported waiting times that SSOT set out in their
planning documents, in particular with regard to their cataract providers.27
These show that 99% of patients referred to the largest independent sector
provider of cataract procedures had a referral-to-treatment waiting time of

25 Bagri S and Scobie S (2023) ‘How much planned care in England is delivered and funded privately?,
Nuffield Trust, June 2023, www.nuffieldtrust.org.uk/resource/how-much-planned-care-in-
england-is-delivered-and-funded-privately

26 Elective Activity by Independent Sector Providers; IS SUS Publication, March 2025, as above.

27 SSOT Project Initiation Documents, 2025, unpublished, shared with Nuffield Trust, November 2025.
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under 18 weeks, compared to an overall average for SSOT patients referred for
all elective treatments of 57%, and a national NHS constitutional standard of
92%, which has not been met since 2015.28

Equity

The vast majority of independent sector providers do not have intensive care
facilities, so are unable to operate on patients with complicating factors, such
as multiple diseases, or poorly controlled conditions such as diabetes, which
make it more likely they will need intensive care support immediately after
their procedures. A recent study of patients in London found that around a
quarter to a third of all NHS elective orthopaedic patients were likely to be
ineligible for care in facilities without intensive care units, which are generally
only available at hospital sites that also host emergency departments.2® Given
that long-term conditions and earlier-onset disease are significantly more
prevalent in deprived populations, it is likely this factor contributes to the
wide socio-economic inequality in who receives NHS-funded care in private
facilities, and therefore who is able to benefit when additional elective care
capacity is purchased from the independent sector.

To explore these questions further, we examined the SSOT NHS-funded
elective care activity that took place in the independent sector between
2019/20 and 2024/25, the latest full year for which detailed data is available.

As independent sector activity is relatively narrowly concentrated on a

small number of specialties and procedures, we focused our analysis on
cataracts procedures, where there are sufficient patient volumes (for example
12,115 SSOT patients treated in the independent sector alone in 2023/24) to
undertake meaningful statistical analysis of equity between groups.3©

28 Referral to treatment waiting times dashboard (RTT dashboard), NHS England. Accessed January
2026. https://data.england.nhs.uk/dashboard/rtt

29 Gainsbury S, Keeble E, Davies M, Buckingham H, Julian S and Wallace O (2023) Assessment of North
West London’s proposed elective orthopaedic care centre against all six of the Mayor’s Tests. Research
report, Nuffield Trust. www.nuffieldtrust.org.uk/sites/default/files/2023-03/nwl-report-
march-v3.pdf

30 Itis worth noting that we were unable to explore access to these procedures by patient ethnicity due
to poor reporting within SSOT independent sector activity as a whole, with 44% of all NHS-funded
independent sector procedures in the ICS recording ethnicity as ‘not known, compared to 14% of
procedures carried out in the NHS.
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In 2019/20 there were more than 2.5 times as many NHS-funded cataract
procedures provided by the NHS for SSOT patients than were provided by the
independent sector (8,165 procedures in NHS facilities, compared to 3,20531).
However, by 2023/24 the balance of activity had reversed, with twice as many
NHS-funded cataract procedures carried out in the independent sector

than in the NHS (12,115 in the independent sector, compared to 5,985 in the
NHS). As an indication of likely cost, based on the average cost of a relatively
low-complexity elective cataract procedure in an NHS facility in 2024/25,
SSOT’s independent sector cataract procedures will have cost in the region

of £17.1m.32

Exploring the data by patient deprivation level (as measured by the 2025
Index of Multiple Deprivation)33 suggests the shift towards independent
sector provision is likely to have resulted in access to NHS-funded cataract
procedures in SSOT becoming less equitable, with activity disproportionately
weighted towards better-off groups.

Cataract procedures and deprivation

Age is a significant determinant of health care use and need, particularly

for cataract procedures. As the age profile of SSOT follows a pattern seen
elsewhere in England, with a higher concentration of older people living in its
more affluent neighbourhoods, it is important that explorations of inequalities
in health care provision adjust health care activity data by age.

31 Nuffield Trust analysis of inpatient Hospital Episode Statistics data. Hospital Episode Statistics
Admitted Patient Care Dataset (2019/20 to 2024/25) Copyright © (2026), NHS England. Figures
rounded to nearest 5. Re-used with the permission of NHS England. All rights reserved.

32 Nuffield Trust estimate, based on 2024/25 National Cost Collection data (NCC), as above. Unit cost
estimate of £1,415 excludes non elective procedures, and procedures with a complication score of 2
or more.

33 English indices of deprivation 2025, Ministry of Housing, Communities and Local Government,
October 2025. Accessed January 2025. www.gov.uk/government/statistics/english-indices-of-
deprivation-2025
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After adjusting for age,34 our analysis finds SSOT overall had a lower number
of NHS-funded procedures per head in 2024/25 than the national average.
However, we also find a relatively steep socio-economic gradient, in which
patients living in SSOT’s most deprived neighbourhoods - those that fall
within the most deprived decile (10%) of neighbourhoods nationally - were
significantly less likely to receive the expected number of procedures (given
their age profile) than those living in SSOT’s most affluent neighbourhoods.35
This socio-economic gradient existed in the case of patients treated in NHS
hospitals as well as NHS-funded patients treated in independent sector
providers. However, the gradient was much steeper for patients treated in
independent sector providers, where activity levels for patients from the most
deprived areas were 43% lower than expected, compared to activity levels
just 6% below expected in SSOT’s most affluent areas. As Figure 6 below
shows, activity rates in the independent sector are particularly low for SSOT
patients whose neighbourhoods fall within the most deprived two deciles of
England. This analysis does not adjust for the greater likelihood that patients
from more affluent neighbourhoods will be more likely to access privately
funded care, either through paying for it directly themselves, or through health
insurance, which would further exacerbate the socio-economic inequality
illustrated here.

34 Not adjusting cataract or orthopaedic elective activity by age would result in an overstatement of
socio-economic inequalities in access, as the lower level of need for these interventions in younger
age groups would not be accounted for.

35 We use the term ‘most affluent neighbourhoods’ to refer to lower super output areas that fall within
the 10% least deprived in England, using the 2025 Index of Multiple Deprivation, and the term ‘most
deprived’ to refer to those that fall within the 10% most deprived areas in England. In both cases,
each of these groupings of neighbourhoods comprise just under 9% of the population of SSOT ICS.
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Figure 6: The socio-economic gradient in SSOT’s cataract activity (2024/25)
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actual activity volumes rounded to nearest 5, for people aged 60-89 only.

Would a shift back towards the NHS make provision
more equitable?

This inequality suggests that an over-reliance on the independent sector

to deliver elective procedures such as cataracts risks exacerbating health
inequalities, because deprived patients are significantly less likely to receive
the care they need within them than affluent patients. It is reasonable to
assume that at least some of this inequity in access is driven by difficulties that
independent sector providers have in meeting the clinical needs of patients
with more complex conditions and health care needs.

But a simple reduction in activity in the independent sector would not
necessarily improve equity in access to cataract procedures. That point is
illustrated in the pattern of activity reductions already seen in SSOT between
2023/24 and 2024/25, when the number of NHS-funded cataract procedures
in the independent sector reduced by 43%.
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In 2024/25 the volume of procedures carried out by NHS providers increased
by 13% compared to the previous year, absorbing a proportion of the activity
that was previously carried out by the independent sector. However, the
increase in NHS activity was skewed towards patients living in the most
affluent neighbourhoods, while reductions in independent sector activity
were skewed in the opposite direction - with the sharpest reductions in the
already small proportion of patients from the most deprived neighbourhoods.
This meant that overall, cataract activity volumes reduced by 25% in 2024/25,
but the largest reductions were for patients living in the most deprived
neighbourhoods, while there were more modest reductions for those living

in the most affluent areas. Further analysis would be needed to establish the
drivers of this, which may be linked to efforts to target particular elements of
the waiting list, or to admission criteria used by particular providers, as well as
greater difficulties less advantaged groups might experience when accessing
services which are being constrained.

Figure 7: Percentage change in the volume of cataract procedures between
2023/24 and 2024/25, by IMD decile
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Financial balance

Although arrangements can vary, in general for elective procedures, NHS
commissioners pay health care providers a nationally set price (or ‘tariff’) for
each specific procedure or treatment that they purchase on behalf of their
populations. The price that is set aims to cover the expected national average
cost of a patient receiving the specific procedure. This means that providers
that are more efficient than average - either overall, or, more commonly, in
relation to a particular group of procedures - can in theory generate a financial
surplus on their income. That surplus can either be reinvested into additional
services (or improvements) for patients, used to offset deficits or losses made
elsewhere in a provider’s activities, or, in the private sector, can be returned
to shareholders.

When NHS-funded procedures are carried out in the independent sector,
the ability of the health system to retain that potential surplus is lost, or
‘leaked’ out.

The ability of individual hospitals - either in the NHS or the private sector -

to make surpluses on the elective care they provide depends on a range of
factors beyond just their relative cost efficiency, including the specific mix of
patients under their care (and the procedures they receive), and the extent to
which those patients are more, or less, complicated than ‘average’. The very
wide differences in the levels of complexity between patients treated in NHS
hospitals and those treated in private hospitals make it hard to draw firm
conclusions about the comparative efficiency of publicly or privately provided
health care.36

Efficiency comparisons between individual NHS providers can also be
problematic, particularly when they are made at the granular level of
individual procedures. However, as an indication, NHS England’s comparative
measure of NHS provider efficiency (the National Cost Collection Index)
suggests that UHNM was able to make a 1% surplus on the 1,970 elective
inpatient orthopaedic patients it treated in 2024/25 (equivalent to just over

36 For an overview of the literature, see Kruse FM, et al. (2018) ‘Do private hospitals outperform public
hospitals regarding efficiency, accessibility, and quality of care in the European Union? A literature
review’, Int ] Health Plann Manage. Apr; 33(2):e434-e453. doi: 10.1002/hpm.2502 [https:/pmc.ncbi.
nlm.nih.gov/articles/PMC6033142]
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£146,000), although this was more than offset by losses it made on its elective
ophthalmology patients that year.37

In the context of SSOT’s financial challenges, the health economy’s relatively
high use of the private sector to deliver NHS-funded care could be seen as

a missed opportunity to retain current and future surpluses that could be
generated on that funding flow within the NHS.

SSOT plans look to rebalance funding and activity flows to ensure NHS
facilities are being used as efficiently and effectively as possible, which

may help health systems make the most of their local funding allocations.
However, SSOT ICS'’s ability to do this without incurring additional financial
costs or deteriorating waiting times overall will depend on the ability of
UHNM and other SSOT NHS providers to make marked improvements in
their productivity; to treat more patients without incurring additional costs
such as staff overtime or premium rate agency shifts. SSOT ICB have also
stressed that it does not have a wholesale policy to ‘repatriate’ activity from
the independent sector to NHS providers, but rather that it is using Indicative
Activity Plans in a targeted way, to equalise waiting times and capacity across
different patient groups and specialties.

The level of savings required under the theme that we turn to next are relevant
to the prospects of success in this area.

37 National Cost Collection Index 2024/25, www.england.nhs.uk/costing-in-the-nhs/national-cost-
collection (accessed January 2026).
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3 Technical efficiency
and administrative
savings

As we saw in the first chapter, SSOT ICB estimates that just over half of its
total £170m savings programme for 2025/26 will come from ‘back office’ and
technical efficiencies. £11m of these savings are driven by NHS England’s
policy to halve management costs across ICBs, although the delivery of the
full expected value of that reduction will be delayed, as a result of delays

in establishing nationally how ICB redundancies are going to be funded. A
further £14m is scheduled to be found through ICBs and trusts regionally
sharing more corporate and administrative functions (such as payroll),
although these schemes have also been subject to delays. The most significant
component of these savings, however, are efficiencies built into the prices the
ICB pays for the care it buys in 2025/26.

SSOT ICB’s allocation growth in 2025/26 is lower than the expected impact of
inflation across NHS services. Inflation in the NHS is predominantly driven
by staff pay settlements, which are agreed nationally. Each year, NHS England
specifies in its financing and contracting arrangements what proportion of
total inflationary pressures for the year it expects health care providers to

the NHS (both NHS trusts and independent providers) to absorb through
cost efficiencies. For 2025/26, NHS England has specified that it expects
contracts between ICBs and provider organisations to reflect a provider
efficiency requirement of 2%.38 This means that, before any changes to
increase or decrease the number of patients treated or seen, typical unit costs
in contracts between ICBs and providers in 2025/26 will need to increase by
2.8%, the net of the overall estimate of health care inflation of 4.8% and the 2%
efficiency requirement.

38 ‘2025/26 pay awards: revenue finance and contracting guidance’ NHS England, as above.
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In this way, the Nuffield Trust estimates that in the region of £55m of the total
£120m inflation pressure experienced by SSOT ICB in 2025/26 will be passed
on to the health care providers it purchases care from, of which in the region of
£29m will relate to the contracts the ICB holds with its three hosted providers:
UHNM, MPFT and NSCHT.

Figure 8 below puts these figures into context, showing a high-level breakdown
of SSOT ICB’s planned savings at the start of the 2025/26 financial year. The
hashed bars show how the 2% efficiency requirement built into contracts

- sometimes referred to as ‘tariff efficiencies’ - will be passed onto the
providers the ICB contracts with.

Figure 8: High-level summary of SSOT ICB’s £170m savings plan for 2025/26
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Source: Nuffield Trust analysis of SSOT ICB’s Integrated Planning Return submission, dated
April 29, 2025

We discussed earlier how that estimated £29m forms part of the larger
headline £306m combined savings programme across the entire SSOT health
care system, of which £170m relates to the ICB’s own savings programme and
£136m relates to the system’s three hosted NHS trusts. We noted how, due to
a quirk in how the NHS accounts for inflation and efficiencies in its financial
planning, the £29m in tariff and contract savings passed onto the ICB’s hosted
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providers is effectively counted twice when the total value of the savings
programmes are combined: once as a saving for the ICB to find through its
contracts and price negotiations (although many of these will be automatic
with NHS providers) and once again as a cost pressure for its host trusts to
absorb through their own efficiencies.

In addition to the inflationary pressures passed on by its own ICB, an
estimated further £15m of the savings that SSOT’s provider trusts will need to
find in 2025/26 relate to similar efficiency requirements built into the contracts
they hold with other ICBs beyond SSOT. And for UHNM in particular, around
£40m of its savings requirement will stem from its higher-than-average unit
costs, meaning that it is unable to cover its full costs under the NHS's pricing
guidance and rules. Although the focus of this review is the ICB’s own direct
savings plan, the feasibility and impact of savings required by its hosted
providers are also relevant to understanding the full context of the NHS’s
pressures in 2025/26.

The largest share of the £136m SSOT provider trust savings requirement sits
with UHNM, the ICS’s acute care provider.

Efficiency savings in UHNM’s plan for
2025/26

UHNM ended the financial year 2024/25 with a reported income and
expenditure deficit of £18m, which its annual accounts for the year
noted “relied heavily on non-recurrent [efficiency] delivery and other
one-off benefits”32

The trust’s original draft financial plan for 2025/26 showed that without those
non-recurrent savings and benefits, it would have ended 2024/25 with a £86m
deficit, which became its starting point for 2025/26. Additional pressures in
2025/26 (predominantly inflation) were expected to increase that deficit to
£128.5m without action.

39 UHNM Annual report and accounts, 2024/25.
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UHNM’s original draft financial plan for 2025/26 involved the trust making
sufficient recurrent efficiencies to offset inflation (just under £30m) and then
a further non-recurrent saving of £15m to bring its funding gap to £84m - a
marginal improvement on its starting position for the year.

NHS England rejected this plan, as it would have meant the SSOT system as
a whole ending the year overspent, requiring either additional funding from
the Treasury, or for health systems elsewhere in the country to underspend
in order to offset higher spending in SSOT. A revised UHNM plan for the year
added a further £30m in efficiencies and £53.7m in additional non-recurrent
income from the ICB, of which £37.2m is described as deficit support. £5.7m
was originally described in UHNM board reports as “local deficit support

in recognition of mental health pressures at UHNM"40 As the trust does not
formally provide mental health services, this triggered concerns in the wider
health and care economy that the support would come at the expense of
investment into the system’s mental health providers.

Over the course of this review, we have established that the £5.7m provided
to UHNM will not be scored as part of the ICB’s compliance with the national
Mental Health Investment Standard (which requires ICBs to increase funding
for mental health services faster than overall funding growth) which will be
audited and which the ICB plans to meet in full.41

UHNM'’s revised financial plan for 2025/26 required the trust to find a total of
£74.7m in savings over the course of the year. In broad terms, £30m of these
savings relate to inflation the trust will face in 2025/26, while £40m reflect its
higher-than-national-average costs, which means payments for units of care
such as elective activity under standard NHS pricing guidelines do not cover
its actual costs of delivering that care.42 At the start of the financial year, just
under £50m of the UHNM savings plan was formally marked as ‘at high risk
of non-delivery, while the trust’s plan noted in May 2025 that the most likely

40 UHNM May 2025 board papers.

41 Nuffield Trust interview with ICB chief finance officer, January 2026.

42 Ttis worth noting that UHNM'’s senior management attributes its high costs to a number of factors
beyond its immediate control, including an relatively costly private finance initiative building and
the reconfiguration of elective care services in the region after the Mid Staffordshire NHS Trust
scandal, which left UHNM with limited opportunities to undertake high-volume, low-complexity
elective care cases, which are typically linked to lower unit costs. Nuffield Trust interview with
UHNM chief finance officer, January 2026.
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scenario was that £14m would not be found. A full-year saving of £61m would
involve efficiency savings equivalent to around 4.7% of UHNM'’s expected
operating costs in 2025/26. That is broadly in line with the level of savings
made by NHS trusts in 2024/25 (including UHNM), although it should be
noted that high levels of savings, made year-on-year, become progressively
harder for providers to maintain on a recurrent basis.43

UHNM'’s latest published finance report to its board shows that by October
2025 it was anticipating ending the year with a deficit of between £13m and
£25m, in line with its expectations at the start of the financial year.44 The
ICB have informed us that the most likely figure for the full year will be an
overspend at UHNM in the region of £6.9m, or lower, which will be offset by
modest surpluses reported elsewhere in the SSOT healthcare system.

Impact of UHNM saving requirement on
staffing levels

Of UHNM's total 2025/26 £74.7m savings plan, over £25m is specified as
relating to staffing levels or pay. The May 2025 board report stated that £15m
related to an ‘establishment review’ - which aims to ascertain the appropriate
level of staff on each ward and service - and was equivalent to workforce
reductions of 567 whole-time-equivalent staff from October 2025.

As the legacy organisation of Mid Staffordshire NHS Trust, references to
planned staffing cuts at UHNM - particularly when driven by the need to
secure financial savings - are particularly evocative and worrying for people in
Staffordshire and Stoke on Trent.

During the course of this review, we have confirmed with the directors

of finance for both the ICB and UHNM that there are no plans to make

any substantial reductions to UHNM’s staffing levels and that the 567
whole-time-equivalent figure was placed in the submitted financial plan as

43 Gainsbury S (2017) “When the price isn’t right: how cuts in hospital payments added up to the NHS
deficit, Nuffield Trust, October 2017, www.nuffieldtrust.org.uk/news-item/when-the-price-isn-t-
right-how-cuts-in-hospital-payments-added-up-to-the-nhs-deficit

44 UHNM public board meeting, December 10, 2025, month 7 finance report.
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a ‘place holder’, reflecting the speed at which revised plans were demanded
by NHS England, and the fact that in the region of 70% of acute hospital costs
are staff pay. In the event, the savings required will need to be filled non-
recurrently, through additional funding from the ICB, or through technical
savings. These non-recurrent measures will add to the burden in 2026/27
when they will again form a recurrent deficit between the trust’s income and
cost base.

The latest ICB board report, published at the end of January, showed that by
November, UHNM had overspent its year-to-date pay budget by £3.4m (or
0.7%), and that across the ICS, total and substantive workforce whole time
equivalent numbers were broadly flat between April and November 2025.45
ICB reports shared with the Nuffield Trust in the course of this review note
potential longer term savings opportunities at UHNM relating to changes

to consultant job plans, which in part reflect national expectations related
to clinically unnecessary follow up outpatient appointments.46 It should be
noted however that these are unlikely to result in savings in 2025/26.

Have staffing levels at UHNM reduced as a result of the
savings plan?

Judgements on safe staffing levels require a complex assessment of patient
acuity at a ward level, combined with granular data on staff skills, ward rotas,
working patterns and planned and unplanned staff absences (for example
covering sickness, maternity and training). That is beyond the scope of

this review.

However, as an indication of how UHNM's staffing levels have changed over
time, data published by NHS England records the average number of ‘care
hours’ provided on wards for each patient in an overnight bed by nursing
and care staff. The resulting ‘care hours per patient bed day’ (CHPPD) figure
shows that in September 2025 (the latest month for which data is available)

45 SSOT ICB board papers, January 2026, accessed January 2026, https://staffsstoke.icb.nhs.uk/your-
nhs-integrated-care-board/our-publications/board-papers/2026/january-2026/combined-
papers-stw-and-ssot-board-meeting-in-common-29-january-2026/?layout=file

46 See for example: Reed, S and Crellin, N, 2024, ‘Patient-initiated follow-up: does it work, why it
matters, and can it help the NHS recover?’ Nuffield Trust www.nuffieldtrust.org.uk/resource/
patient-initiated-follow-up-does-it-work-why-it-matters-and-can-it-help-the-nhs-recover
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UHNM wards were staffed to provide each patient with, on average, 9 hours
and 13 minutes of care each day, of which 5 hours and 29 minutes of care was
provided by registered nurses or midwives.47

That represented a modest reduction from the same month in 2024 in terms

of overall care provided (a 5 minute reduction per patient compared to
September 2024), but an increase in the proportion of total care time provided
by registered nurses and midwives (of 19 minutes). Data is not available for the
comparable month pre-pandemic, but data from July 2018 suggests UHNM
increased the levels of care provided to patients on wards by around 8% (or

42 minutes per patient) between July 2018 and July 2025.

Itis important to apply caution when comparing CHPPD data between
different hospital trusts, as levels of patient acuity and need can vary
significantly, and the data has not been published in a way that allows
detailed analysis. However, the available data suggests UHNM has a slightly
lower-than-average overall level of nursing and care staff, but that a higher
proportion of that staffing than the average is delivered by registered nurses
and midwives.

47 Care hour per patient bed day data, NHS England, accessed January 2026. www.england.nhs.uk/
publication/care-hours-per-patient-day-chppd-data
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4 Asserting a firmer
boundary between
what is seen as ‘health
care’ and what is not

We discussed above how SSOT’s 2025/26 savings programme can be
grouped into three themes, of which two have now been explored: one
focused on reducing the volume of health care brought, and a second
centred on reducing the cost of each unit or episode of care bought.

These are perennial themes for health care commissioners, who are
charged with meeting ever-rising demand within fixed budgets. The
slowdown in NHS funding since the pandemic makes the growing
prominence of these themes inevitable, but no less painful and
difficult for patients and health care staff, or indeed for the NHS
commissioners charged with making the difficult decisions about
where to allocate resources that will never suffice.

That said, savings that centre on buying less of a service, or buying
more of it at a cheaper unit cost, are relatively straightforward to
conceptualise. A far more conceptually complex set of savings in
SSOT’s plan fall under a third theme: clarifying what is, and what is
not, health or health care.

The most significant of these savings schemes, and the largest single
area of planned savings after contractual and back-office efficiencies,
relates to the ICB’s continuing health care (CHC) spending, which

is the national framework under which the NHS is legally responsible
for funding eligible individuals' social care costs. In total, the ICB’s
original agreed plan with NHS England for 2025/26 set out a
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£43.7m reduction in its CHC spending, all of it recurrent. In practice, the ICB
expects to make substantially more by the year end, with savings from CHC
being used to offset savings shortfalls in other parts of the financial plan,
including spending on acute care.

NHS continuing health care

NHS CHC is a national policy framework that sits at the uncomfortable
interface between health care and adult social care. Health care provided
through the NHS is a universal service, free at the point of use. Adult social
care is means-tested, which means that only people who have been deemed
to lack the financial means to fund their social care are able to access publicly
funded services, which are paid for and arranged by local authorities and
typically provided by the independent sector.

Although funding arrangements for the two services are very different, the
distinction between a health care need and a social care need is often not. The
national framework on CHC does not resolve this lack of clarity, but rather sets
out a process that should be followed for making decisions on an individual
basis. This process centres on determining whether or not the “main aspects
or majority part of the care they require is focused on addressing and/or
preventing health needs” - known legally as a ‘primary health need’.48 What

a primary health need looks like in practice is often not clear-cut, and there

is significant scope for subjective judgements to differ.42 Nonetheless, these
judgements have huge financial implications: where an individual is found

to have a primary health need, it is the NHS rather than the local authority

or private individual who becomes responsible for funding and arranging a
package of care that meets their social care, as well as their health care needs,
through a CHC package. When the opposite judgement is made, responsibility
and cost for meeting social care needs falls to the local authority, or, subject to

48 National Framework for NHS Continuing Healthcare and NHS Funded Nursing
Care, July 2022 (accessed January 2026) https://assets.publishing.service.gov.uk/
media/64b0f7cdc033c100108062f9/National-Framework-for-NHS-Continuing-Healthcare-
and-NHS-funded-Nursing-Care_July-2022-revised_corrected-July-2023.pdf

49 Hutchings R, Dodsworth E, Curry N, Best R and Davies M (2025) All or nothing? Access and variation
in NHS continuing health care. Research report, Nuffield Trust. www.nuffieldtrust.org.uk/sites/
default/files/2025-09/Nuffield%20Trust%20-%20Continuing%20health%20care_WEB.pdf
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the financial means test, the individual and their family. A single CHC package
can very easily exceed £150,000 a year.50

SSOT ICB records a total CHC spend for 2024/25 of £227m. As ICBs across

the country organise and report their CHC spending differently, this is not a
figure that can be readily compared to other ICBs. For 2024/25, the SSOT ICB
£227m total includes just under £8m on care packages for children, where the
national policy framework differs from CHC for adults.51 SSOT’s total spend
on adults under its CHC programme for the three years to 2024/25 is set out in
Table 1.

Table 1: SSOT spending on continuing health care, 2022/23-2024/25

Type of spend 2022/23 (£) 2023/24 (£) 2024/25 (£)
Continuing health 87,453,465 118,762,676 113,009,945
care: adult
Children 5,889,408 7,263,752 7,502,881
Children: personal 499,965 579,345 391,470
health budgets
End of life - - 11,522,979
Fast track 25,617,877 21,423,341 5,069,452
Joint-funded: adults 16,356,963 20,397,512 22,053,551
Joint-funded: personal 218,593 212,231 213,102
health budgets
Personal health 34,418,715 40,939,262 42,367,767
budgets: adult
Funded nursing care 20,483,870 22,765,722 24,993,814
Grand total 190,938,856 232,343,839 227,124,961

50 This figure is based on the average spend per client count on CHC packages in SSOT in November

2025, of £14,862, the equivalent of £178,345 over a full year. Information shared by SSOT ICB for this

review, January 2026.

51 Children and young people’s continuing care national framework, Department of Health and Social
Care, January 2016 (accessed January 2026) www.gov.uk/government/publications/children-and-
young-peoples-continuing-care-national-framework
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This includes just under £25m of spending on NHS-funded nursing care,
which is a separate, but related national policy to CHC, where the NHS is
responsible for funding the nursing element (only) of a care home resident’s
package. A further £22m relates to the ICB’s contribution to jointly funded
packages, where local authorities and the NHS have agreed to jointly fund

an individual’s health and social care needs. These packages are technically
outside the CHC framework, although individuals may move between each
over the course of their life, and a joint package arrangement may arise out of
an individual’s (unsuccessful) application for full CHC funding.

Personal health budgets (PHBs) describe arrangements where the NHS
provides individuals with a budget for purchasing an agreed, personalised set
of services to meet their care needs, allowing the recipient greater flexibility
and choice over how much of a service they receive in a given month, and
when and where they receive it. In financial terms, the largest proportion

of these kinds of arrangements will fall under CHC, but some will relate to
wheelchair purchases and also to a separate policy under which the NHS is
responsible for funding the social care of people who have been discharged
from hospital following an admission under the 1983 Mental Health Act.

CHC ‘fast-track’ is a mechanism within the CHC framework for ensuring that
cases where the individual is deteriorating rapidly - for example if they are
approaching the final weeks or months of their life - are assessed quickly, to
ensure suitable care is in place without delay. Nationally, ICB reporting in
relation to fast-track cases and spend is subject to wide variation, which NHS
England states can be due to the existence of different arrangements locally for
delivering and planning end of life care.52 As shown in the table above, SSOT’s
spending on CHC fast-track cases reduced very sharply in 2024/25.

SSOT ICB have stated that both its fast-track spending and its recipient counts
(which are among the lowest per head nationally) are distorted in national
comparisons, as a result of the ICB introducing a new end of life pathway

for CHC fast-track-eligible patients in December 2023. The pathway uses a
variation of the national fast-track tool for assessing patients’ needs, with the

52 Statistical Press Notice: NHS Continuing Healthcare and NHS-funded Nursing Care data Q2
2025-26, NHS England (accessed January 2026) www.england.nhs.uk/statistics/wp-content/
uploads/sites/2/2025/11/CHC_Statistical_Press_Release_Q2_2025_26-LG30u.pdf
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ICB’s tool requesting a significant amount of detailed information from the
referring clinician about the patient’s condition that is not required in the
national assessment tool - for example, details on the patient’s breathing,
feeding arrangements, mobility and continence.

This has led to Stoke-on-Trent City Council expressing concerns that clinicians
may be deterred from referring patients for a ‘fast-track’ assessment out of

a belief that only patients that meet very specific criteria will be assessed as
eligible (for example, patients unable to eat or drink) and that the substantially
more lengthy and detailed referral form is acting either as a deterrent to
referral, or is resulting in a higher volume of referrals being refused. These
concerns are shared by the ICB’s largest local hospice provider - Dougie Mac

- who told the review team that in January 2026 the hospice was caring for

two inpatients who were in receipt of CHC funding, whereas in the past, they
would have expected around six or seven.53

The ICB refutes the claim that fewer patients are being cared for as a result

of the pathway change, pointing to a higher level of referrals onto its end of
life pathway since the change (an average 178 referrals a month in 2024/25,
compared to 144 prior to the introduction) and a 93% ‘conversion rate),
representing the proportion of referrals that are accepted as cases. The
conversion rate is consistent both with the period before the introduction of
the new pathway, and with the national average rate of acceptance on to fast-
track CHC packages.54

Work is ongoing between Stoke-on-Trent Council and the ICB to explore the
impact of the ICB’s new end of life care pathway further. In the meantime, it

is clear that the ICB’s combined spending on CHC fast-track and end of life
care within its CHC programme saw a significant reduction between 2023/24
and 2024/25 (22.6%, in cash terms). The ICB attributes this reduction to cost
savings resulting from care packages under the new pathway being more
suitable for patients - for example in their own home, rather than in a hospital,
hospice or nursing home.

53 Interview with Dougie Mac chief executive officer, February 2026.

54 Continuing Healthcare and NHS-funded Nursing Care statistics, Q4 2024/25, NHS England,
accessed January 2025, www.england.nhs.uk/statistics/statistical-work-areas/nhs-chc-fnc ; and
SSOT ICB slides to Stoke-on-Trent Overview and Scrutiny Committee, dated August 2025, shared as
part of this review.
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SSOT intends to make further savings from its CHC programme in 2025/26,
with a significant portion of these savings stemming from similarly reducing
the intensity of care packages provided to people who are assessed as eligible
for CHC under the standard access pathway, which we will refer to here as
‘standard CHC'. The ICB believes it has scope to make these savings in part
because historically it has been a high outlier in the rate of standard CHC
eligibility its clinical assessors have found in the SSOT population, and has
been recognised nationally as having one of the highest rates of CHC spending
per head of population in the country.5s

Reducing care no longer regarded
as beneficial

While these planned reductions to CHC packages would reduce the volume

of care being provided from the ICB’s budget, there are important and subtle
differences in how the ICB is approaching these reductions compared to the
planned reductions to elective care purchased from independent sectors.

In the case of its planned reductions to elective care, the ICB acknowledges
that for the most part, the health care being reduced has a value and benefit
to patients, and so seeks to re-provide it, over the longer term, in a more
equitable and economic way than its current reliance on the independent
sector allows.

This is not the case for a significant element of the ICB’s planned cuts to its
CHC spending. There, the ICB’s assessment is that some of the care historically
provided through its CHC programme has not been in the recipients’ best
interests, as the care packages have been overly ‘restrictive’, with too much

use of 24-hour, one-to-one care, leading to further physical and mental
deconditioning and increased dependency. In other instances, the ICB views
that care packages already in place have not been reviewed regularly enough,
such that improvements in the health and self-care abilities of recipients are
not reflected in ongoing packages, which may as a result be over-specified

55 ‘CHC - Financial Overview’, no date, HFMA presentation (accessed January 2026)
www.hfma.org.uk/system/files/2024-04/HFMA%20%20Staffs%20and%20Stoke %20CHC. pdf
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- at best of little benefit to the receiver, and at worst counter-productive to
their health and wellbeing. The ICB identifies in excess of £20m of savings
opportunities in this regard.

The ICB is not the first to cast doubt over the benefit of high-intensity care
packages to some recipients. Similar claims were made throughout the second
half of the 2000s, when local authorities responded to growing financial
pressures (which continue to this day) by reviewing the eligibility criteria for
adult social care services, and reducing access to some services that were
viewed as increasing dependence in elderly and disabled populations.56

If SSOT ICB’s assessments are correct, the reduction in the volume and
intensity of care provided as part of its CHC savings could be considered
unproblematic, as it would involve removing spending on unnecessary and
potentially harmful forms of care - similar to clinical interventions that either
do more harm than good, or offer minimal benefit for considerable cost.
However, these claims are likely to be disputed by care recipients and their
families, with decisions on reducing packages potentially having a profound
impact on people’s lives and financial standing, as well as significant financial
implications for the two local authorities.

A full understanding of the impact of reduced NHS spending on CHC on the
need for local authority and privately funded care services would require a
detailed prospective study beyond the scope of this review. While there is
evidence that reduced spending on adult social care services increases the
use of hospital A&E services - particularly in those aged over 85,57 there have
been fewer studies that have successfully explored the potential for a reverse
dynamic. A particular obstacle is the lack of consistent, granular data on

the forms and quantity of health and social care consumed within relevant
populations, which makes impact modelling unreliable.

56 Adultsocial care efficiency programme: The initial position, ADASS/LGA, 2012 (accessed January
2026) www.local.gov.uk/sites/default/files/documents/adult-social-care-efficie-4b6.pdf

57 Crawford S, Stoye G and Zaranko B (2018) ‘The impact of cuts to social care spending on the use of
Accident and Emergency departments in England), Institute for Fiscal Studies, June 2018, accessed
January 2026, https://ifs.org.uk/sites/default/files/output_url_files/WP201815.pdf
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To assess the validity of SSOT ICB’s approach, we therefore limited our
analysis to two questions: first, is SSOT ICB correct to assert that it has
historically been a national outlier for standard CHC eligibility when relevant
indicators of population need are taken into account? And second, what is
the likely real-terms change in SSOT ICB spending on standard CHC care
packages, and what is the potential knock-on effect onto council social care
services and individual residents?

It is important to preface this analysis with an acknowledgement that
conformity to a national average does not necessarily indicate sufficient
provision to meet people’s needs, either as judged by the standards society
would like to see, or by potentially narrower expectations, such as providing
maximum cost-effectiveness in the use of the combined £240bn public
expenditure on health and adult social care nationally.58

Does SSOT ICB have a higher level of CHC
spending than other comparable areas?

SSOT believes that it has historically been an outlier in terms of both the levels
of CHC eligibility it has assessed as present within its population, and in its
CHC spending. As discussed above, inconsistencies in ICB-level reporting

on CHC ‘fast-track’ cases mean it is not possible to meaningfully compare
overall rates of CHC eligibility and reported spending over time and between
locations. However, comparing the headline data on standard CHC eligibility
rates (i.e, excluding fast-track CHC) for SSOT to the England average does
suggest that the ICB and its predecessor CCGs historically had a higher rate of
CHC eligibility per 50,000 adult population, compared to the England average.

As Figure 9 below shows, whereas the all-England trend from 2017/18 onwards
was for steadily decreasing eligibility rates, the rate in SSOT gradually
increased. In the figure below we show the rate both for SSOT ICB as a whole
and also the SSOT rate, with figures for East Staffordshire CCG/sub-ICB area

58 For a discussion of some of the relevant factors in considering the cost effectiveness of adult social
care spend and how this might be judged, see Martin S et al (2021) ‘Causal impact of social care,
public health and healthcare expenditure on mortality in England: cross-sectional evidence for
2013/2014’, BM] Open doi:10.1136/ bmjopen-2020-046417.
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excluded, as there is a probable reporting anomaly in the penultimate quarter
of data for East Staffordshire (quarter 1, 2025/26).

Figure 9: Adults assessed as eligible for standard CHC care across England and
in SSOT
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Source: CHC and NHS-funded Nursing Care statistics, NHS England, timeseries, Q1

2017/18 to Q2 2025/26. Note: NHS England’s rate per 50,000 adult population is based on

GP registration data for 18 and over, taken as a corresponding snapshot. In the dotted line,

we have removed the reported figures for East Staffordshire sub-ICB area as these record an
implausible single sudden drop from 97 to 7 standard CHC cases between Q4 2024/25 and Q1
2025/26, which then increased to 82 in Q2 2025/26.59

At its peak, in September 2022, 1,096 adults in SSOT ICB were eligible for
standard CHC care across SSOT ICB’s population - the equivalent of 58.1 for
every 50,000 adults aged 18 and over, compared to a rate of 33.7 in England as
awhole. As Figure 9 above shows, while the eligibility rate in England has only
gradually declined since that point (to 33.3 per 50,000 adults by September
2025) the reduction in SSOT has been both sharper and more erratic, ending
September 2025 with a rate of 40.8 per 50,000 adults - a 30% reduction over
three years. It is important to note that while the average eligibility rate across
England in September 2025 was 33.3 per 50,000 adults, there was substantial
variation at sub-ICB level, ranging from 4.4 per 50,000 in the Black Country
sub-ICB to 105.7 in Blackpool sub-ICB.

59 www.england.nhs.uk/statistics/statistical-work-areas/nhs-chc-fnc accessed January 2025.
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A larger share of the adult population is over the age of 75 in SSOT ICS than in
England as a whole. Although CHC is a framework which supports disabled
working-age adults as well as elderly adults, it would be reasonable to expect
that the ICS’s relatively older population would lead to a higher adult eligibility
rate than is seen across England as a whole.

To examine this further, we used linear regression modelling to explore
how much of the variation between the latest available sub-ICB standard
CHC care eligibility rates (September 2025/26) could be explained by either
(i) deprivation (as measured by the 2025 Index of Multiple Deprivation) and
(ii) the percentage of the adult population aged 75 or over. Other potential
indicators of underlying CHC need were also assessed, but found to be
statistically insignificant.

Our analysis found that although statistically significant, age and the relative
size of the older population can only explain a very modest amount of the
variation seen between sub-ICB eligibility rates for standard CHC care
(around 13% of the variation between sub-ICBs). This very modest association
supports a hypothesis that a substantial degree of variation between sub-ICBs
(and ICBs) in their rate of CHC eligibility is due to differences in how the
framework is applied and potential clients assessed. Regression modelling
shows that a one-percentage-point increase in the proportion of the sub-

ICB adult population at or over 75 is associated with an increase of just over

3 people found eligible for CHC for every 50,000 resident adults, while a
one-point increase in sub-ICB deprivation score is associated with just under
1 additional eligible person per 50,000 adults.

Figure 10 below shows the results of this analysis. In the figure, ‘predicted
eligibility rates’ indicate each sub-ICB’s expected rate of standard CHC
eligibility, given the proportion of the population over 75 and deprivation
level. ‘Observed eligibility rates’ show the sub-ICB’s actual eligibility rate at
the end of September 2025. The dashed line shows where sub-ICBs would sit if
their actual and predicted rates aligned. While very few sub-ICBs sit perfectly
on that line, the level of variation between sub-ICBs and the limited predictive
ability of age and deprivation mean that only the sub-ICBs shown in red can
be considered statistical outliers, as their distance from the predicted value

is so large. Each of SSOT'’s six sub-ICBs is shown in green, and none can be
considered outliers.
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Figure 10: Predicted versus observed eligibility rates in SSOT sub-ICBs compared

to other sub-ICBs
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In conversation with SSOT ICB'’s leads for CHC, they have commented that,
as a result of the work they have been doing for the last two years, they would
expect to no longer be an outlier on standard CHC care eligibility.60 Our
analysis confirms that, prior to that work, in mid-2022, the health system'’s
sub-ICBs each had a more pronounced deviation from the expected rate of
standard CHC care eligibility given their age and deprivation profile, with
higher-than-predicted rates in each. These have all subsequently reduced,
taking them much closer to the expected range. Our analysis suggests there
may be limited scope for the ICB to make further reductions in its rate

of standard CHC care eligibility beyond the point that it had reached in
September 2025.

Does SSOT spend less than it should per
client? How much has it cut per client?

Given the very wide variations in how ICBs manage and report their CHC
expenditure, it is not possible to meaningfully compare SSOT ICB’s spending
(as opposed to population-level eligibility) on CHC with that of other ICBs. In
addition to varied arrangements for CHC fast-track clients and expenditure
noted above, another significant source of inconsistency between CHC
expenditure reporting relates to the treatment of PHBs. In some cases, these
are reported separately from CHC expenditure, while in other cases they are
consolidated, but with a lack of distinction around PHB expenditure that does
not fall within the CHC framework, such as PHBs for wheelchairs and for
section 117 aftercare arrangements.

Given the difficulties in establishing the ‘right’ level of CHC spending or
eligibility beyond benchmarking to the national average (in a context where
many other ICBs are similarly seeking savings from their CHC programmes),
the more relevant and immediate impact on local residents and the two
local authorities may be in seen in the ICB’s divergence from its recent
historical practice.

60 Interview with ICB interim chief nursing and therapies officer, and director of nursing for all age
continuing care, January 2025.

Review of Staffordshire and Stoke-on-Trent Integrated Care Board’s 2025/26 savings plans a7



EEEE————————————————————
OI0J0) - JOIS

By September 2025, SSOT ICB had reduced its eligibility rates for standard
CHC care by 27% compared to September 2024. If the rate had been
maintained at the September 2024 level, we estimate that an additional 293
adults would have been receiving CHC care packages in September 2025
across the ICB, of which 78 would have been residents of the Stoke-on-Trent
City Council area. Based on the average cost per standard CHC care case in
2024/25, adjusted for inflation, the savings stemming from the reduction

in standard CHC care eligibility across the entire ICB between 2024/25 and
2025/26 would be in the region of £37.6m over a full year, at 2025/26 prices.6!

The ICB'’s position is that the vast majority of the savings it has made on

CHC will not negatively affect recipients, as the savings involve reducing
expenditure on care that does not need to happen - in packages that have
been over-specified, to the detriment of the receiver, or that are no longer
needed. If, however, the ICB is wrong in that assessment, we estimate that
the maximum cost that would be passed on in respect of people living in

the Stoke-on-Trent City council area would be around £10m over a full year.
That figure is based on the difference between eligibility rates for standard
CHC in Stoke-on-Trent in 2024/25 and the lower eligibility rate by September
2025, and is based on the ICB’s average spend-per-case in 2024/25. It should
be noted that this potential cost transfer represents a ‘worst case’ where

the ICB is wholly wrong in both its assessments that its spend-per-case in
2024/25 included unnecessary and inefficient spending, and also that its
2024/25 CHC eligibility rates were too high, as a result of care packages being
insufficiently reviewed.

As adult social care is means tested, a proportion of that cost would be
passed on to private citizens. The level of self-funding differs widely between
Stoke-on-Trent City and Staffordshire County local authorities. Experimental
estimates from the Office for National Statistics (ONS) suggest that around
16% of community care users in the Stoke-on-Trent area are self-funders,
compared to 31% in Staffordshire. For residential care, the ONS estimates that

61 Note that as some of the reductions in standard CHC eligibility will have been phased in over the
course the first half of 2025/26, the full year effect of reductions on the ICB’s spending will not be
felt until 2026/27. Also note that this estimate does not adjust for potential cost savings made to
individual packages through efficiencies or reducing unnecessarily restrictive care.
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22% of people in residential care homes in Stoke-on-Trent are self-funders,
while for Staffordshire it estimates the proportion to be 38%.62

It is important to note that there are wide confidence intervals around these
figures, with the self-funder proportion in Stoke-on-Trent potentially being
much lower for community care. Combining the ONS’s central estimates with
the relative proportion of each local authority’s own social care budgets that
is spent on residential and community careé3 allows us to broadly estimate
the potential cost impact on the residents living in Stoke-on-Trent at around
£1.7m, and those in the Staffordshire County Council area at around £9.6m.

Using the ONS’s lower estimates of the proportions of self-funders within each
local authority would result in a lower estimate of the potential cost impact on
local residents from just under £0.5m in Stoke-on-Trent to just under £7.5m in
Staffordshire. Nonetheless, these figures may be alarming to local residents.
We stress that they represent ‘worst case’ scenarios in which the ICB and its
clinical assessors are wholly wrong in their assessments that the reduction

in eligibility reflects a more appropriate and person-centred understanding

of care need and promotes greater independence, rather than exacerbating
unmet need to be picked up either by local authorities, or private individuals.

62 ONS (2023) ‘Estimating the size of the self-funding population in the community, England: 2022 to
2023’ and ‘Care homes and estimating the self-funding population, England’.
www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/socialcare/bulletins/
estimatingthesizeoftheselffunderpopulationinthecommunityengland/2022t02023 and
www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/socialcare/datasets/
carehomesandestimatingtheselffundingpopulationengland

63 In2024/25, 22% of Stoke City’s gross adult social care budget was spent on residential care,
whereas in Staffordshire the proportion was 38%. Much less is known about how individuals who
completely self-fund their social care split their expenditure, so we use the local authority split
as a guide to form an illustrative estimate only. Adult social care finance report, England: 2024 to
2025, Department of Health and Social Care, October 2025, accessed January 2026, www.gov.uk/
government/statistics/adult-social-care-finance-report-england-2024-to-2025
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Reducing care no longer regarded as
‘health care’

The CHC savings outlined above represent the ICB asserting a firmer
boundary around what it regards as ‘health care’ and what it does not -
quite literally through assessing a lower level of ‘primary health need’ in

the population than it has found in the past. But it is important to note that
insofar as this involves a reduction in the intensity and duration of cases, the
ICB’s position is that its reductions in expenditure will improve the quality
of life of those with care needs, as care packages will be less restrictive and
more appropriate.

While it is likely some care recipients and families will dispute the ICB’s
analysis of their individual cases, few would dispute the premise that care
packages should improve a recipient’s quality of life, not limit or harm it.
However, around £4m of the ICB’s planned savings rely on a more contentious
assumption: that spending which may once have been regarded as benefiting
CHC PHB recipients, no longer qualifies as a legitimate health care cost.

The list is not exhaustive, but services and expenditure items the ICB envisages
withdrawing funding from include: leisure and social stimulation, travel costs,
cleaning, gardening, ironing, alternative therapies (such as massage), car
insurance, holidays, food shopping, gym membership, swimming, utility bills,
rent and mortgage costs.64

The ICB’s PHB policy states that a “personal health budget can potentially

be spent on a broader range of care and support than would routinely be
commissioned by the NHS, if it is agreed as being appropriate to meet
someone’s identified needs and achieve their health outcomes as detailed
within an individual’s personalised care and support plan.” But it explains that
exclusions include “anything not related to assessed healthcare needs”65

64 ICB Project Initiation Document (PID) 40, 2025, shared with the Nuffield Trust for this review,
and Personal Health Budget Policy All Age Continuing Care (AACC), specifically, NHS Continuing
Healthcare (CHC) and Children’s Continuing Care (CCC), SSOT ICB, May 23, 2025, accessed
January 2026, https://staffsstoke.icb.nhs.uk/your-nhs-integrated-care-board/our-publications/
governance-handbook/all-policies/commissioning/ssot-phb-policy-v1-9-updated-june-
22/?layout=file

65 SSOT ICB PHB policy, May 2025, as above.
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Through a proactive review of PHBs, the ICB intends to remove funding for
services and items not linked to identified care needs or health outcomes.
Given the wide acceptance that the key determinants of health status are the
social and environmental contexts in which we live, the philosophical and
ethical complexities involved in setting a boundary around what constitutes
‘health’ and ‘health care’ are multiple. It is not clear how disagreements
would be dealt with under the ICB’s policy, but the implication in the PHB
policy document is that these would ultimately be defined through clinical
assessment, and the ICB anticipates that its proactive review of PHBs may in
some cases lead to legal challenge.66

The ICB'’s savings plans in respect of its PHB expenditure is an example of

the NHS setting a firmer boundary than has existed in its previous practices
around what is and is not viewed as a health care need and intervention.
Unlike the ICB’s position on the potential overuse of one-to-one care
packages, the ICB does not dispute that PHB holders benefit from the services
and items that it now intends to remove from their PHB care packages. Rather,
it disputes that these benefits can be regarded as health care benefits, when
they have not been linked to a specific health need or outcome. It is important
to note that, during conversations as part of this review, the ICB’s two leads on
CHC policy - the ICB’s Chief Nursing and Therapies Officer and its Director of
Nursing for all-age continuing care - were clear that in their view the change
in practice represented a move to bring the ICB into line with national CHC
policy, which they believed had been inconsistently implemented in the past,
rather than being a departure from it.67

Two further examples of savings proposals which focus on limiting the scope
- or redrawing the boundary - of health care are useful for exploring this
dynamic, and how the SSOT approach is an example of trends seen across the
NHS at present.

66 PID 40, as above.
67 Interview with interim chief nursing and therapies officer and director for nursing of all age
continuing care, as above.
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Narrowing the boundary of mental health care

In its original financial plan for the year, SSOT ICB proposed additional
savings through reducing its contribution to packages of care that were

jointly funded with local authorities - typically for patients who do not meet
CHC criteria but who have been found to have both health and social care
needs. This included packages falling under section 117 of the 1983 Mental
Health Act, where the NHS is obliged to work with local authorities to fund
and provide health care, social care and support for people who have been
discharged from hospital after being detailed under the Act. Alongside a
review of packages to identify overly restrictive forms of care, or care no longer
required (similar to reviews of CHC packages, discussed above) the ICB
indicated that it would no longer automatically fund 50% of such packages
but would instead move towards a ‘fair share’ arrangement, where only
elements of packages viewed as ‘health care’ would be funded by the NHS. The
submitted financial plan included over £12m of savings in this area - broadly
in line with a 50% reduction in the ICB’s total contribution to jointly funded
care packages recorded under its CHC programme.

Following objections from both local authorities, the ICB agreed to retain the
current funding arrangements on jointly funded packages and undertook

to provide local authorities with at least six months’ notice of any further
intent to change. It is worth noting that Shropshire, Telford and Wrekin

ICB, with which SSOT ICB has now ‘clustered’ with a view to future merger,
does not default to a 50/50 split on jointly funded packages and instead
contributes funding based on a case-by-case consideration of their ‘health
care’ element.68 However, there would be substantial administrative costs for
both the ICB and local authorities in departing from current arrangements,
particularly as information on the contents of current care packages is not
captured and shared consistently.69

68 ‘Joint funding policy’ Shropshire, Telford and Wrekin ICB, September 2025 (accessed January
2026) https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fwww.
shropshiretelfordandwrekin.nhs.uk%2Fwp-content%2Fuploads%2FCHCO002-FINAL-
APPROVED-NHS-STW-ICB-Joint-Funding-Policy-Final-Approved-V6.1-30.09.2025.
docx&wdOrigin=BROWSELINK

69 Interview with SSOT ICB director of integration, January 2026.
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Narrowing the boundary of prescribing

The ICB’s accounts report £240m in primary care prescribing spend in
2024/25,70 which the ICB plans to increase by at least £6.2m in 2025/26,
reflecting pressures seen nationally, both in the form of a growing volume of
prescriptions, but also the cost of new treatments. The ICB plans to offset some
of the pressure on its prescribing budget with an extension of its pre-existing
medicine efficiencies programme, targeting over £18m savings in 2025/26.

Nationally, SSOT ICB is recognised as having substantial scope to make
savings from its primary care prescription spending through reducing
problematic polypharmacy (which is indicated by a high number of individual
prescriptions for elderly patients), treatments not deemed clinically effective,
and prescriptions for medications that can be purchased over the counter.”

The NHS as a whole has been tasked with responding to the evidence on
clinical effectiveness in order to create efficiencies in primary care prescribing,
as well as responding to the changing consumer availability of products once
only accessible through prescription.72 The concept of ‘value-based health
care’73 implies that as new evidence and consumer habits emerge, the NHS
will respond by adapting what is provided through the NHS, so as to maximise
the cost-effectiveness of the NHS budget in terms of the health benefits

that can be bought for it. SSOT very firmly positions its prescribing savings
programme within this context.

70 ICB annual report and accounts, 2024/25, as above.

71 NHS BSA Epact2 dashboard, accessed January 2026, www.nhsbsa.nhs.uk/access-our-data-
products/epact2; see also Items which should not be routinely prescribed in primary care,
NHS England, no date, accessed January 2026, www.england.nhs.uk/medicines-2/items-which-
should-not-be-routinely-prescribed

72 See for example NHS England’s policy on prescribing of gluten-free food, which after a consultation
in 2017 reduced the range of products than could be prescribed to reflect the increased consumer
availability of such products. See ‘Prescribing Gluten-Free Foods in Primary Care: Guidance
for CCGs’ NHS England, 2018, accessed January 2026, www.england.nhs.uk/wp-content/
uploads/2018/11/prescribing-gluten-free-foods-primary-care-guidance-for-ccgs.pdf

73 NHS RightCare and the shift to value-based healthcare, NHS England, February 2017, accessed
January 2026, www.england.nhs.uk/wp-content/uploads/2017/02/board-papers-090217-item-
6-nhs-rightcare.pdf
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While it was not within scope to explore this programme in depth through
the current review, two particular elements of SSOT’s medicine efficiencies
programme illustrate the challenges involved when NHS organisations
attempt to draw a firmer boundary between what is and what is not

‘health care’.

The ICB plans to make £5m savings in 2025/26 by reducing the use of oral
nutritional supplements, which are typically prescribed when a patient is
discharged from hospital suffering from, or at risk of, malnutrition relating to
disease. National comparative data suggests that SSOT ICB is a high outlier in
its use of oral nutritional supplements. The ICB’s assessment is that this largely
stems from its inconsistent implementation of the British Association for
Parenteral and Enteral Nutrition’s recommendations that patient care follow a
‘food first’ approach, with departures from these recommendations only being
made under the guidance of a dietitian.74

Separately, the ICB also plans to make savings by reducing the prescribing

of vitamins that are available over the counter (with exceptions for some
clinical conditions such as calcium and vitamin D for osteoporosis). National
benchmarking data suggests the ICB could have saved over £2m in 2024/25 by
reducing such prescribing.7s

There are very substantial differences between these two separate components
of the ICB’s prescribing savings programme, with the oral nutritional
supplement work in particular requiring - and the ICB planning - extensive
clinical review of individual patients and their care pathways. However, one
similarity between them is pertinent to the challenges faced when the NHS
attempts to define a service or expenditure item as beyond the boundary of
the NHS. In both cases, the available data suggests the highest proportions of
‘excess’ prescriptions are issued by GPs serving the most deprived patients,
with those GPs also showing the least scope to reduce that excess.

74 Project initiation document 52, SSOT 2025. Shared for the purposes of this review.
75 NHSBSA medicines optimisation opportunities, NHS BSA Epact2 dashboard, as above.
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A simple indicator of excess prescribing of oral nutritional supplements is
the proportion of patients given quantities exceeding the recommended two
standard-sized drinks per day for six months.76 Data tracking oral nutritional
supplement prescribing over this threshold in SSOT shows that GP practices
whose populations are among the most deprived quintile of England have

a significantly higher level of oral nutritional supplement over-prescribing.
In October 2025, 28.5% of prescriptions for oral nutritional supplements in
the SSOT’s poorest practices were over the threshold, compared to 21.5% for
practices serving people living in the most affluent quintile of England.””

For vitamins, national benchmarking data estimates the cost, at a GP practice
level, of prescriptions for vitamins that are available over the counter. The
data assumes that 10% of all such prescribing may be clinically justifiable,
but that the balance should be funded by patients themselves. Similar to the
nutritional supplement pattern, the data shows that in the three months to
November 2025, practices serving the most deprived patients prescribed a
higher value (in cost terms) of excess over-the-counter vitamins.

While the excess cost per patient was small across all practices (in the region
of 50p per registered patient in the three-month period), the gap between
practices serving the ICB’s most and least deprived areas widened in the 12
months to November 2025. This widening gap appears to have been driven by
practices serving the most affluent patients making larger reductions in their
vitamin prescribing (7% reductions over the 12-month period) compared to
practices serving the least deprived (with just 2% reductions over the period),
leaving an 11% gap in the level of vitamin overprescribing cost per patient
between the two groups by November 2025.78

76 Note that the over-prescribing rates discussed here do not indicate patients who are prescribed
oral nutritional supplements outside of dietitian advice (which can only be ascertained through
individual clinical review) but are rather an indication of the overall levels of excess supply issued to
patients who have a prescription for such supplements.

77 Nuffield Trust analysis of NHSBSA medicines optimisation opportunities data, as above, using
IMD 2025.

78 Nuffield Trust analysis of NHSBSA medicines optimisation opportunities data, as above, using
IMD 2025.
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It is likely that these deprivation gaps reflect two things: first, an
under-resourcing of GP primary care in the most deprived areas, which limits
the scope for practices in such areas to commit time towards addressing issues
such as medicine efficiencies.”® And second, a concern among clinicians that
some patients lack the financial means to access either adequate nutrition or
over-the-counter medicines without a prescription. Both concerns are noted
in the ICB’s equality impact assessments of each scheme as areas to keep
under review, and where case-by-case exceptions may be required. In the
case of oral food supplements, the ICB also highlights as a potential mitigation
the potential for onward referral to other social services, although it does not
make an assessment of the capacity of those services to absorb additional
referrals, or address the unmet need indicated by it.

Constant evolution

Health care is constantly evolving: technological advances in diagnosis and
treatment, alongside shifting social norms, reshape what is viewed as a ‘health
care need’ - introducing some new needs (with their attendant diagnoses and
treatments) while in effect removing others, or at least demoting them from
the NHS offer. But even if a need is recast as falling outside the boundaries of
the health care system, that does not necessarily mean the original need itself
has been erased.

SSOT ICB accepts that social interactions for severely disabled people,
household bills, adequate nutrition and over-the-counter medicines are real
and continuing needs, but argues they should no longer be funded from a
constrained NHS budget.

That position may align with national policy, yet limited capacity in social care,
welfare and voluntary sectors raises a critical question about who, or what,
will meet those needs instead. As the examples above highlight, the risk is that
those with fewer resources are least able to adapt to the new norms that have
reclassified their needs as ‘non-health care’, and are therefore most likely to
lose out.

79 ‘Fairer funding for general practice in England: what’s the problem, why is it so hard to fix, and what
should the government do?’ Fisher, B et al, Nuffield Trust, December 2024, www.nuffieldtrust.org.
uk/resource/fairer-funding-for-general-practice-in-england
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A final example of this dynamic that is currently creating tensions across and
health, education and welfare services nationally relates to the treatment and
assessment of Attention Deficit Hyperactivity Disorder (ADHD). Referrals for
autism and ADHD assessment in England have risen sharply in recent years,
with data showing a 13.5% increase in new referrals for adults and children
in the year to March 2025.80 It is unlikely this increase is driven by a marked
increase in the underlying prevalence of ADHD, but rather by an increased
recognition of the symptoms, and awareness that help can be available.

As NHS-run neurodevelopmental services have been overwhelmed, the surge
in demand for ADHD (as well as autism) diagnosis has fuelled rapid growth

in the private assessment market, where NHS spending on private ADHD
services has more than tripled in three years.81 There is evidence that these
private assessments do not meet required clinical or quality standards, leading
to delays, duplicated spend and patient distress when people receive a private
diagnosis yet are unable to access medication or a treatment plan.82

SSOT ICB’s original 2025/26 saving plan includes a £3m reduction in its
expenditure on private ADHD assessments, leading to concerns from
Stoke-on-Trent City Council that this may hinder adults and children
accessing the wider forms of help they need - such as in their workplace
or school - which often require a formal diagnosis before assistance and
adjustments are made.83 The ICB has subsequently opted not to make the
ADHD savings in 2025/26 and has sought to fill the savings gap elsewhere.

80 ‘ADHD Management Information - May 2025, NHS England, accessed January 2026, https://digital.
nhs.uk/data-and-information/publications/statistical/mi-adhd/may-2025

81 Rowland, D (2026) ‘Market failure: How the under-regulated market in NHS funded ADHD services
impacts patients and the finances of the NHS', Centre for Health and the Public Interest, January
2026, https://staticl.squarespace.com/static/665df1b730af0f34e4f4503b/t/695fbe43e0967421
6199ced8/1767882307541/CHPI-MarketFailure-Jan26-HighRes.pdf

82 See for example, BBC Panorama (2023) ‘ADHD: Private clinics exposed by BBC undercover
investigation’, May 2023, accessed January 2026, www.bbc.co.uk/news/health-65534448; and
Marsh S (2026) “The ADHD grey zone: why patients are stuck between private diagnosis and NHS
care’ The Guardian, January 2026, www.theguardian.com/society/2026/jan/24/adhd-nhs-
private-providers-right-to-choose

83 ‘NHS Financial/Operational Plan 2025-26', Stoke-on-Trent City Council report to adult social care
health integration and wellbeing overview and scrutiny committee, dated July 3, 2025. Shared with
Nuffield Trust for this review.
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However, nationally, health policy is moving towards an approach where
limited clinical resources for neurodevelopmental conditions are focused on
those with the greatest clinical need while ensuring that everyone, regardless
of diagnosis, receives appropriate support in education and employment
settings.84 The emphasis, in the words of NHS England’s independent ADHD
taskforce, is that ADHD “is not the remit of health alone”.85

As with the elements of SSOT ICB’s planned savings that involve a subtle
redrawing of the boundary around health care and non-health care
expenditure, successful reform will require these changes to be made in
careful lockstep with other services. The clear danger - nationally as well as in
SSOT - is that once needs are defined as outside the boundary of health care,
they will simply not be met, exacerbating inequalities between those who have
private means and those who do not.

84 ‘Report of the independent ADHD Taskforce: Part 2’ NHS England, November 2025, accessed
January 2026, www.england.nhs.uk/wp-content/uploads/2025/06/PRN02228-report-of-the-
independent-task-adhd-taskforce-part-2.pdf

85 Taskforce report, November 2025, as above.
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5 Conclusions

In this review we have explored how SSOT ICB’s saving plan for 2025/26
involves making changes to the health care it delivers and funds in three
broad ways.

1 Reducing the volume of some forms of health care provided, at
least temporarily. We saw that these plans predominantly relate to
non-recurrent savings the ICB intends to make to elective acute care
purchased from independent sector providers. Without corresponding
increases in NHS provider activity, a reduction in independent sector
activity will likely increase waiting times for some SSOT patients. However,
we have shown how the prevailing distribution of elective activity in the
independent sector is inequitable, and how a rebalancing of where activity
takes place may be appropriate.

2 Reducing the unit costs of the health care it purchases on behalf of
the SSOT ICB population. While some of these savings relate to NHS
administrative savings, a larger share is scheduled to come from the annual
requirement for NHS providers to absorb at least the first 2% of inflation,
stipulated in national planning guidance. This transfers cost pressures
from the ICB to NHS provider trusts, as well as private and voluntary sector
contractors to the NHS. To absorb these pressures, health care providers
will need to significantly improve their workforce productivity, enabling
them to increase activity without increasing workforce numbers.

3 Reducing the scope of what is considered a ‘health care’ service or
intervention. The largest single programme in this area is the ICB’s
spending on NHS continuing health care. While the ICB argues its changes
will not lead to a substantial increase in unmet needs or costs to be met
elsewhere, this is likely to be disputed. The ICB’s savings plans in this area
highlight the pressing need, both in SSOT and nationally, for local public
services and voluntary sector organisations to work together to minimise
harms to vulnerable people, and to develop a shared vision of how scarce
resources should best be prioritised and how recurrent cost pressures
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should be moderated or mitigated, including through interventions that
reduce the level of avoidable ill health.

Stoke-on-Trent City Council have asked that this review comment on the
level of assurance the ICB had about the deliverability of its financial plan
for 2025/26.

In developing the plan, the ICB and wider health care system in SSOT worked
under significant pressure. As is typical across health systems, the largest
single consumer of financial resources within the SSOT system is its acute
trust, UHNM. In mid-February 2025 UHNM submitted a draft financial plan
for 2025/26 which included an £84m deficit. That was not accepted by NHS
England, and so health system leaders were required to rapidly develop

plans to ensure a system break-even position. That plan was submitted on
March 27, 2025.

The scale of the challenge faced by the health system in developing the final
plan is reflected in the level of financial risk acknowledged in the detailed
planning return dated April 29, 2025. This estimated a total downside risk for
the ICB as commissioner at £68.8m - the equivalent to 41% of its total saving
plan for the year - largely relating to its ability to make its own efficiencies

and to avoid expenditure increases through its contracts with health care
providers. Total NHS provider trust risks were estimated at just under £75m

- the equivalent to more than half of the total planned savings from the three
trusts, with the largest share relating to UHNM. There is a possibility that
some of these financial risks may be double-counted (in so far as they relate to
shared savings schemes and efficiencies built into contracts between the ICB
and provider trusts) but together indicate a maximum financial risk at the time
the plan was drawn up of £143.5m.

The planning return estimated that £46m worth of mitigations would be
available to offset these risks, over half of which were non-recurrent. In the
event, our understanding is that the ICB expects to meet the breakeven plan
by the end of the financial year, but will do so by engaging most, if not all,

of these mitigations. The ICB also expects to receive the full £95m in deficit
support funding from NHS England by the end of the year, indicating that

it has met each of its in-year financial milestones. The heavy reliance on
non-recurrent savings and mitigations in meeting the financial plan and
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milestones for 2025/26 makes it likely that the ICB and wider health care
system will experience at least as much financial pressure in the forthcoming
year, 2026/27, when non-recurrent savings will need to be re-found from
fresh sources.

Separately, in response to local authority concerns, the ICB sought assurance
from NHS England on the robustness of its internal processes for ensuring
financial savings would not harm the quality of care offered to patients.
Positive assurance was given in September 2025.86

However, it should be noted that this assurance related specifically to the
ICB’s processes for ensuring the quality of the services it offers to patients,
which NHS England found was consistent with its own quality standards

and recommendations. NHS England’s standards and recommendations

with respect to how ICBs should consider the impact of their decisions and
strategies on population-level health and wellbeing inequalities are much less
clearly formulated.

The Health and Care Act 2022 includes a specific requirement for NHS
England and ICBs to consider access and outcome inequalities for “persons”
rather than just “patients”; highlighting responsibility to consider the current
and future needs of people who are not presently accessing a given service

due to access inequalities.8” However, the predominant framework used
throughout the NHS for considering inequalities remains the Equality Act
2010, which is narrowly applied for assessing the impact of specific service
changes and decisions on existing users, rather than a more robust assessment
of existing inequalities in health care need, access and outcomes and how
scare resources might best be allocated to address those inequalities.

86 Letter from NHS England to the chief executives of Stoke-on-Trent City Council and Staffordshire
County Council, dated September 22, 2025; and appended document ‘Staffordshire & Stoke-on-
Trent Integrated Care Board Quality Assurance Review - Quality Impact Assessment Process’.
Shared with Nuffield Trust for the purposes of this review.

87 ‘Health inequalities and equality legal duties: A reference document for NHS commissioners and
providers, NHS England, July 2025, accessed January 2026, www.england.nhs.uk/long-read/
health-inequalities-equality-legal-duties
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A further limitation of the Equality Act 2010 framework is its exclusion

of socio-economic deprivation, which is not viewed as one of the Act’s

nine protected characteristics. As we have highlighted in this report,
socio-economic deprivation is a significant driver of both health and health
care inequalities, as well as overall health care need.

ICBs are charged with the difficult task of prioritising scarce health care
resources to where they are needed most. These are rarely straightforward
decisions, but a more detailed examination of where poor health most
severely impacts people’s lives and how health care and wider related services
can address that would help decision makers, as well as better inform the local
population about the inevitable trade-offs required when some services must
be deprioritised to work within fixed budgets.88

Challenges for 2026/27

SSOT ICB’s core allocation for 2026/27 is currently set to increase by just 2.66%
in cash terms, which is the equivalent to a real-terms increase of just 0.6%
after adjusting for NHS England’s current estimate of NHS inflation.89 NHS
providers will again be expected to absorb the first 2% of that inflation - which
would leave the ICB as commissioner within the region of 2.6% more buying
power compared to the prior year. This is below the rate at which demand for
NHS care has tended to increase.

However, the ability of providers to absorb the impact of inflation in 2026/27
will be limited by the extent to which their 2025/26 savings have been reliant
on non-recurrent savings, as these are one-off fixes that will need to be
re-found from fresh sources in the new financial year. One potential mitigation
to these ongoing challenges will be a further tranche of deficit support funding
from NHS England. As this report was being finalised, the ICB was expecting

88 For a broader discussion, see Gainsbury S and Hutchings R (2022) ‘ Review of the Mayor of
London’s Health Inequalities Test’, Nuffield Trust, www.nuffieldtrust.org.uk/sites/default/
files/2022-11/1667818147_nuffield-trust-mayor-of-london-s-health-inequalities-test-web.pdf

89 ‘Allocation of resources 2026/27 to 2028/29’ NHS England, November 2025, www.england.nhs.uk/
publication/allocation-of-resources-2026-27-t0-2027-28/ and ‘2026/27 NHS Payment Scheme - A
consultation notice’, NHS England, November 2025, www.england.nhs.uk/long-read/2026-27-
nhsps-consultation-proposals, both accessed January 2026.

Review of Staffordshire and Stoke-on-Trent Integrated Care Board’s 2025/26 savings plans 62


https://www.nuffieldtrust.org.uk/sites/default/files/2022-11/1667818147_nuffield-trust-mayor-of-london-s-health-inequalities-test-web.pdf
https://www.nuffieldtrust.org.uk/sites/default/files/2022-11/1667818147_nuffield-trust-mayor-of-london-s-health-inequalities-test-web.pdf
https://www.england.nhs.uk/publication/allocation-of-resources-2026-27-to-2027-28/
https://www.england.nhs.uk/publication/allocation-of-resources-2026-27-to-2027-28/
https://www.england.nhs.uk/long-read/2026-27-nhsps-consultation-proposals/
https://www.england.nhs.uk/long-read/2026-27-nhsps-consultation-proposals/

EEEE————————————————————
OI000] - 1S

support in the region of £76m for 2026/27, which is a less steep reduction in
support than anticipated at the start of 2025/26.

The challenges will nonetheless remain substantial, and it is important to note
that the ICB will be tasked with addressing those with the equivalent of 50%
less management resource than it had in 2025/26, and while also navigating
the process of ‘clustering’ with neighbouring Shropshire, Telford and Wrekin
ICB ahead of a potential formal merger in April 2027.90 The scale of these
challenges underline the importance and urgency of improved joint working
with local authority partners and engagement with local populations on how
best to prioritise local health and care resources.

90 SSOT ICB board papers, January 2026, https://staffsstoke.icb.nhs.uk/your-nhs-integrated-care-
board/our-publications/board-papers/2026/january-2026/combined-papers-stw-and-ssot-
board-meeting-in-common-29-january-2026/?layout=file
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