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The Royal Surrey Hospital is by a long way the 
dominant player in Guildford health care delivery

� Foundation Trusts are truly big businesses, the most skilfully managed in the NHS with all the 
panoply of professional services (including media relations).

� In all local health systems, it is the acute trust (formerly the general hospital) which dominates.

� The Royal Surrey has an annual income of around £500 million.

� Local GPs receive less than £20 million.

� Community health services (of which RSCH is a joint venture partner) about £19 million.

� In NHS terms, the Royal Surrey is a smallish general hospital in a small town with the country’s 4th 
largest cancer centre attached.

� For  its size, the hospital has one of the strongest balance sheets amongst acute FTs.

� The Royal Surrey has been a massive beneficiary of the government’s Provider Sustainability Fund.

� In the past seven years this programme has contributed over £100 million to RSCH reserves through 
the most skilful business management.

� While in its annual accounts the money is described as ’Taxpayers’ Equity’, the hospital would argue 
quite reasonably that as it sits on their balance sheet and is rightfully theirs.

� But is it morally theirs? It is likely that some patients might have made sacrifices for it to have been 
secured.

� It is on the Hospital’s capital account.  Throughout this report we make an argument for some of it 
to be invested on capital projects in the community.

� These arrangements need not be dilutive.  There is a strong case for the investments to bring a 
positive return for the Royal Surrey
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The RSCH strategy is well articulated. But it now needs 
to be executed. 
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Overview of the Trust 
� The Royal Surrey is an award-winning organisation and we are 

proud to be unique in the NHS as we provide three integrated 
types of care in our organisation. 

� Firstly, we provide acute secondary services – “normal” hospital 
services dedicated to the health needs of the local population 
of about 400,000 people across South Surrey.

� Secondly, we took over the adult community services in 
Guildford & Waverley in 2018, making us an integrated Trust 
and giving us a step-change in our ability to wrap services 
around patients outside of the walls of our main hospital site.

� Finally, we are a major tertiary cancer centre offering a range of 
services for patients across the South East of England for all but 
the most rare tumour groups. Currently about 50% of all 
activity that takes place in the Trust is concerned with the 
diagnosis, treatment and after-care of patients with, or 
suspected to have, cancer. Because of these capabilities, we are 
able to treat patients with cancer more holistically than some 
other specialist cancer centres (for example if the treatment 
causes issues with their heart or other organs, we have the 
specialist doctors onsite able to treat these issues too). The 
Trust was inspected by the Care Quality Commission (CQC) in 
March 2020 and Use of Resources, Medical Care and End of Life 
were rated as outstanding and Urgent Care as good. The Trust is 
currently rated as ‘Good’ overall and ‘Outstanding’ for 
responsiveness.
RSCH: our strategy 2022-25.

RSCH: Annual Report 2023-24.
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The RSCH has done its own SWOT analysis, which says a lot 
about priorities and culture.  The annotations are ours.  

RSCH: our strategy 2022-25.
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� The cancer centre occupies the first two bullets of ‘Strengths’.

� The RSCH doesn’t choose to say how good it is as a DGH or recognise 
departmental strengths (of which there are many). 

� Are they a secondary priority to being an excellent oncology centre?

� Elsewhere, we learn that 60% of its surgery is cancer related.

� How good are non-cancer RTTs compared with those for general surgery?

� How much does the financial contribution of being a cancer specialist 
occupy management time and influence decision-making?

� What’s its net revenue contribution to RSCH?  

� Which might subsidise which? Is cancer subsidising non-cancer? Has 
RSCH undertaken a comprehensive Service Line Analysis?

� Certainly, the cancer-related margins should benefit from being on the 
Specialised Commissioning tariff.

� What proportion of the capex spend goes to non-cancer activity?

� The RSCH doesn’t record its robust financial position as a strength, nor its 
ability to consistently hit targets, both of which are core competences.

� Has its pursuit of STF/control targets been in the patient interest?

Page 1
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� How well is the integrated trust community services JV 
partnership working?

� How has it developed since inception?

� How does it measure success? There are no metrics.

� Does AI capability development have its own plan? Are data and 
analytics getting the attention they need?

� Is Health Partners Ltd’s capability being properly leveraged? 
What are its priorities/opportunities?

� What has any initiative with Univrsity of Surrey delivered to 
date? What’s in the pipeline?

The RSCH has done its own SWOT analysis, which reveal a lot 
about priorities and culture.  The annotations are ours.  

RSCH: our strategy 2022-25.
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Page 2
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Weaknesses

� Royal Surrey is ‘not large’. 

� What are its priorities for growth? 

� Does it plan to grow horizontally or vertically?

� Can it do more to insulate itself against emergency 
demand and other pressures?

� There is a compelling argument for strengthening up-
stream involvement to regulate demand.

� Where does it fit in the hub and spoke strategy? What are 
its strengths and weaknesses in this set-up? 

� How will it deal with legacy ‘community’ real estate – refit 
or rebuild?

� Is its financial strategy working to the benefit of 
stakeholders, including patients?

� Should it be concerned about its media coverage
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RSCH: our strategy 2022-25.
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Opportunities

� Where’s the evidence of the ‘joint effort’ to tackle equalities?

� For Guildford, it should be addressing the neighbourhoods to the 
north of the A3, but  we see no effort to strengthen community 
care. What are the plans?

� Biggest breakthrough will be the ability to identify high risk 
patients in the community, those likely to be unscheduled care 
admissions for the hospital. This is the real case management 
opportunity.

� What is the current programme?

� Is the provider collaborative only operating at acute FT level? 

� What about other upstream collaboration opportunities?

� Is everyone on board with private sector partnerships? Is the ICB 
ready with contracts and budgets?

� Initiatives to create a greater focus on systems could be advanced 
without the need to have ‘University Hospital’ status. We have 
indicated many in this report.
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RSCH: our strategy 2022-25.



Threats

� Demand for health care is insatiable, particularly when it is free at the 
point of demand.

� The NHS understands that it will never meet the public’s expectations 
and does its best with funding which in real terms is not increasing nor 
maintaining parity with developing population and other societal trends.

� The Royal Surrey’s vulnerability is its relatively small size.
� Its local reputation is currently good, but this might change if there are 

circumstances which create excess demand.
� This is most likely to occur when performance standards fall. This will 

lead in the first instance to reputational damage and media interest.
� We believe that this is an exposure for the RSCH as increasingly large 

numbers of patients will arrive at its doors.
� Its current performance metrics are not good.
� The panel (left) raises external interference as a threat to RSCH 

autonomy. Should it be more open?
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RSCH: our strategy 2022-25.

Presentation - Delivering integrated care in Guildford - Final Report 14-04-2025



Another threat? The rebuilding of Frimley Park Hospital is 
likely to cause some disruption for other local acute trusts

� The Chief Executive provided a presentation on the background of Frimley Park Hospital. It 
was outlined that Frimley Health NHS Foundation Trust (“The Trust”) had over 13,000 staff 
that worked across 10 sites and within patients’ homes.

� The Trust served a population of around 900,000 people with an annual turnover of £1 billion 
and was classed as a large NHS Trust.

� Modelling showed that the current capacity of the hospital’s facilities would not meet future 
demand. Emergency Department (ED) capacity was 20% greater than in 2019/20 during 
three peak points in summer 2023. 

� Frimley Park Hospital currently has 640 beds, which did not meet the current or future 
demand. The current building was old and not suited for the delivery of the needed clinical 
model. 64% of Frimley Park Hospital was constructed of RAAC, which was first discovered in 
2012 and was widespread throughout the hospital.

� Several emergency preparedness sessions had also been run. Frimley Health NHS Foundation 
Trust had the deadline of 2030, as set by the Department for Health and Social Care to stop 
using the affected parts of the current hospital site.
Frimley Park Hospital website.

� What contingency plans are being developed for RSCH given that it is already at capacity. 
Where will people go?
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The RSCH business plan and funding are set up to 
deliver and grow the hospital’s agenda

� The Hospital vision and strategy are well articulated. 

� The RSCH has by the standard of any acute FT a strong focus on its purpose as a hospital.

� The future seems to be about an extrapolation of the status quo.

� Its strategy is the board’s charter which is self determined.

� It has no obligation to participate in any DHSC or NHSE policy changes not directly affecting 
the hospital – to help with the establishment of a local integrated care plan, for example.

� This means that the local ICB has few levers to drive change – the annual contracting cycle, 
operating budgets and public opinion are the most likely.

� There are many instances across the country where the local hospital gets more than its 
reasonable share of local funding.

� However, at the end of the day, the hospital is solely funded by taxpayers’ money.

� The ICB has a wider duty of care for the general population.

� How can the ICB be certain that the current allocation is the best one for the population as a 
whole? 
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Should the RSCH become the organiser of a total health 
care system?

� Having a full-blown, discrete community care business unit will enable it deliver many real 
benefits for the system.

� It will reduce the load at the hospital’s main site enabling it to focus on the important 
priorities of being a district general hospital.

� But it will also make the co-ordination of resources more flexible, dealing with issues in what 
are both care pathways and supply chains.

� It will operate better as a unified system.

� Having the ability to integrate budgets would enable it to invest where there is more benefit 
– financially and for better outcomes.

� We have outlined our proposals for the cancer centre and Healthcare Partners Ltd previously.
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Is the answer to attempt to smooth demand, rather 
tackle the challenge of irreducible waiting lists?

� There is no silver bullet to managing waiting times

� Tackling the NHS waiting list involves a multi-faceted approach focusing on increasing 
capacity, improving efficiency, and addressing under-resourced parts of the system .

� Key strategies include expanding primary care and diagnostic capacity, utilising technology, 
streamlining processes, and more effective collaboration across different care settings.

� Are all medical specialties being adequately resourced?

� Has the RSCH identified bottlenecks and is attempting to reduced them.

� How good is the hospital at allocative efficiency – that budgets are being spent equitably? 
The chart shows how for every condition, across hospitals in the NHS, there is a variation in 
the number of patients treated in commissioner localities.

� Is it comfortable that is managing unwarranted variation?

� Both are likely to be present in upstream parts of the health care supply chain.
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Map TT.1: Rate of hospital-admitted 
procedures for benign prostatic condition per 
population by commissioner.
NHS RightCare Atlas.
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RSCH performance: meeting the referral-to-treatment 
(RTT) standard is an NHS Constitution standard

� The NHS Constitution sets a standard that 92% of people waiting for elective (non-urgent) 
treatment (such as cataract surgery or a knee replacement) should wait no longer than 18 
weeks from referral to their first treatment. This standard was last met in September 2015. 
Since then, performance has declined steadily, until the Covid-19 pandemic, when it 
deteriorated rapidly. Performance has stabilised more recently, but the waiting list remains 
high, at 7.5 million in March 2024. As some people may be on the waiting list for multiple 
conditions, this equates to 6.3 million unique patients.

� To meet the referral-to-treatment (RTT) standard 92% of people on the waiting list need to have 
been waiting less than 18 weeks, but current performance is significantly below that.
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� The government’s elective reform plan 
pledges to meet the NHS standard that 
92% of patients should wait no longer 
than 18 weeks for treatment by the end 
of the parliament. This compares with 
current performance of just 59% at 
January 2025.  The RSCH is behind the 
national average.

RSCH waiting time performance is improving – but it will take 
a long time to get close to the government target
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Catch-up will always be hard to do and may be impossible. But 
there will be a lot of pressure from the government to deliver
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RCSH diagnostics metrics are on a downward trajectory. 
Many could be undertaken in community locations.

� Will the opening of the Milford CDC make a difference?

� How will the two locations be co-ordinated?

� Which patients will go where?
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A&E numbers at the main site, always seasonal, are 
trending upwards
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RSCH Board Report, March 2025.
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The RSCH balance sheet has been transformed by a 
government inspired financial manoeuvre

� Beginning in the 2016/17 financial year, a £2.45 billion so-called Provider Sustainability Fund 
was established by HM Treasury to incentivise NHS providers to gradually reduce the overall 
NHS net deficit.  It essentially was a piece of political window dressing.

� Cash rewards were given in return for hospitals meeting financial targets.

� ‘Control totals’ gave each trust a bottom-line figure for their income and expenditure 
accounts, essentially to create a result as close as possible to breakeven.

� As many as 80 providers (one of which was RSCH) were asked to make real terms spending 
cuts almost two-thirds bigger than strictly necessary to maintain their own financial health.

� This collectively meant that each participant each had to cut their in-year spending by an 
extra 1.2% beyond the 2% needed to absorb the cost of inflation and thereby balance their 
books.

� We believe one of these was the RSCH.  The accounts from 2017 show years of close to break 
even year end financial results.
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The STF story has been in plain sight. It’s reported in 
the RSCH annual accounts

� But it takes an almost forensic understanding of NHS finances to see how the money flows, 
how skilful financial management has built the balance sheet, see the boxes.

� We’re not certain if elected RSCH Members and even the Governors ( both parts of the 
hospital governance process) would begin to understand them.

� There is scant coverage of financial matters at annual meetings, just one title page, number 
30 of 46 of the Hospital Annual Members meeting. 

� RSCH reported ‘Cash and Short-term Investments’ of £82m in its March 2025 Board Report, 
up over £3m on the previous month.
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Year ending £m

2016 4.9

2017 8.4

2018 34.7

2019 58.0

2020 79.5

2021 98.6

2022 108.2

2023 80.1

2024 86.7

Total cash and cash equivalents as in SoCF
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But whose money is it? Well, it’s on the RSCH balance 
sheet

� This is an exceptional amount for what is a relatively small acute Foundation Trust. Deriving 
maximum advantage from the income opportunities available from a number of different 
sources requires a high level of business acumen and exceptional financial engineering skills.

� This is clearly now the hospital’s money, but it has come from the taxpayer and people might 
wonder if it is working in the best interests of the universe of local patients while locked away 
in a largely inactive bank account, presumably awaiting some future Hospital capital project.

� Taxpayers would reasonably expect that their payments which fund the NHS are working to 
optimise care for patients across its delivery span. People will want to know that it is being 
used equitably to deliver the best possible care.

� Should, then, this money represents investment capital for the local health system and a 
significant opportunity for the Royal Surrey to redefine the scope of both its real estate and 
operations?
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RSCH can invest its significant reserves more or less 
wherever it wants.

� As a Foundation Trust Foundation ‘not in financial distress’, the RSCH would not need to seek 
approval from NHS England for capital investment and property transaction business cases up 
to a value of £50m capital cost.
Capital investment and property business case approval guidance for NHS trusts and foundation trusts NHS England, 13th February 2023

� Where the RSCH invests in the future will depend on its collective view about its purpose and 
ambitions.

� For example, is this just about growing its main Guildford campus, or does itself look to 
become a local health system?

� What, for example, are its plans to develop the Milford, Haslemere and Cranleigh sites?

� The RSCH website says ‘Haslemere Community Hospital, Cranleigh Village Hospital and 
Milford Hospital become part of the Royal Surrey family after the Trust, in conjunction with 
Procare GP Federation, are awarded the contract to deliver adult community services in 
Guildford and Waverley’.

� Contemporary RSCH annual reports are silent on the financial arrangements.
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Foundation Trust hospitals have enormous scope to 
pursue their own agendas

� In 2003, Foundation Trusts, under the Health and Social Care Act 2003, became legally 
defined as independent public benefit corporations.

� Foundation Trusts have a high level of autonomy and are self-governing. They tend to get left 
to their own devices until a public scandal emerges.

� They do not report to the local ICS which can, however, influence their strategy to some 
degree as the principal budget provider.

� NHS foundation trusts are accountable to their local communities through their members 
and governors, their NHS commissioners through contracts, Parliament and the Care Quality 
Commission. 

� ‘Foundation trusts have freedom to determine their levels of capital spend each year 
independently; their freedom to invest is constrained only by their ability to finance projects’.

� The RSCH annual report on page 3 says it is ‘Presented to Parliament pursuant to Schedule 7, 
paragraph 25(4)(a) of the National Health Service Act 2006’. 

� The annual accounts say ‘The Trust’s Ultimate Controlling party is the Department of Health 
and Social Care.

� The ICB understands that in any competition for public approval it would come a poor second 
to the hospital.

� As a Foundation Trust ‘not in financial distress’, the RSCH would not need to seek approval 
from NHS England for capital investment and property transaction business cases up to a 
value of £50m capital cost.
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Incidentally, why does the RSCH have Healthcare 
Partners Ltd, a limited company subsidiary?

� The short answer is that you would have to ask them.  We asked Google AI:

� ‘NHS Foundation Trust hospitals establish limited company subsidiaries (subcos) to gain greater 
financial and operational flexibility, potentially allowing them to reduce costs, generate new 
income, improve services, and offer more competitive employment terms.

� Cost reduction: Subcos can help trusts reduce expenditure by providing services such as estates and 
facilities management, potentially leading to savings through economies of scale and efficient 
resource allocation.

� Revenue generation: Trusts can use subcos to offer services to other NHS organisations or the 
private sector, generating income that can be reinvested into the trust.

� VAT savings: Private companies working for the NHS can claim back VAT, potentially leading to cost 
savings.

� Reinvesting savings: Savings generated by subcos can be reinvested back into the NHS trust, 
potentially making a substantial impact on cost improvement programmes.

� Service improvement: Subcos can provide a renewed or different focus on specific services, 
securing change more quickly and allowing for the introduction of new expertise.

� Staffing: Subcos can offer more flexible employment terms and conditions, including competitive 
pay and pension benefits, which can help with recruitment and retention, especially for roles that 
are difficult to fill. Google AI

� Cost of Setting Up: Setting up a subco can involve significant costs, including legal advice, 
consultancy fees, and the establishment of new systems and policies.

� Potential for Conflicts of Interest: There is a potential for conflicts of interest if the subco is involved 
in commercial activities that could compete with the NHS’.
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RSCH says it is signed up to the plan to move services 
out of hospital. But what are the programme details?
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‘Our Strategy 2022-2025’, Royal Surrey County Hospital.

� We acknowledge that Milford Hospital was the first move. But was this location optimal?
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The community care plan needs to be articulated

� ‘The Trust continues to be leading member of Surrey Heartlands Integrated Care System, 
developing a deeply integrated operational model within the Guildford & Waverley “Place”.’

� ‘We took over the adult community services in Guildford and Waverley in 2018, making us an 
integrated Trust, and giving us a step-change in our ability to wrap services around patients 
outside of the walls of our main hospital site.’   Both quotes from RSCH Reports.

� Yet, the RSCH Chair sent us an email saying ‘the RSCH does not have the resource nor the 
mandate to get involved in primary or social care’.

� The RSCH is still invested in the Procare Community Health JV?  How has it developed?

� This plan was written six years ago. But how much has got executed?

� And where is the next one? 
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‘The integration of delivery teams in the OOH space with community teams, hospital discharge 
and admission avoidance teams with adult social teams will as they become embedded allow a 
“One Team” approach which will remove some of the barriers in place currently.  We will help 
better manage people in their own homes  and take proactive action  before a more serious 
onset of symptoms occurs. The role of the PCNs to become the local organising entity is key.  In 
GW the plan is to not just align the adult community teams to primary care areas but to transfer 
the staff as well.’
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RSCH has a strong grip on maximising its revenue mix. Procedures 
which are best done in the community should be let go

� For many reasons, many of which are not its 
fault, RSCH is not optimising its business mix.

� A  move to greater participation in local 
integrated care needn’t diminish the RSCH 
capability to raise revenues.  In fact, it could 
do the opposite.

� Moving low value procedures and care 
episodes out of hospital would free up space 
for more complex and therefore more 
valuable PbR funded activity, particularly for 
out of area ICSs.

� Which procedures/episodes of care make a 
profit and which a loss?

� This technique, SLM – introduced by NHS 
Monitor - has been used across FTs.

� Freeing-up space to deliver more elective 
care we presume is a major objective

� What would the Royal Surrey want to 
transfer out? 

� Certainly, it would want to reduce ACS 
conditions
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The RSCH need not lose income; it could follow the 
patients into the community

� A ‘boundaryless’ hospital would bring many benefits to local health care.

� RSCH has crossed its Rubicon with the Procare JV.  But most of this organisation’s staff work 
independently of the hospital.

� In this presentation we proffer suggestions for how a community-based organisation might 
be built off an expanded AARS capability.

� This, however, need not be an either/or proposition.

� The hospital could be involved in the community clinics either on a partnership or contractual 
basis.

� Much of a hospital’s income is from GP referrals.  Being inside the AARS expanded PCN 
organisation would strengthen its role in patient direction.
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Change will only come about for Guildford’s health 
delivery if the RSCH wants it.

� We have explained the motivations of the managements of Foundation Trusts.

� Many prefer a business-as-usual approach, believing that integrated care will come to them 
and will just need bolting on, which might be right.

� They will be able to pursue their current agenda and receive better than inflation budget 
increases forever.

� We spend a large part of this presentation developing a rationale for the Royal Surrey, 
showing how integrated care will not damage its vision of what the hospital will become.

� The RSCH is exceptionally well managed.  It is good enough to take on the much larger 
challenge of leading the Guildford and Waverley inclusive care initiative.

� It must fully collaborate with the Surrey Heartlands ICB to see it through.
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Potential ACS cases represent the biggest opportunity 
for hospital admission reduction

� ‘ACS conditions are types of conditions where 
care could be effectively managed outside 
hospital’. 

� ‘Ambulatory Care Sensitive Conditions (ACS) 
account for one in every six emergency 
hospital admission in England’. ‘Potentially 

preventable emergency admissions’, Nuffield Trust, 
December 2023.

� They are also long stayers creating an 
opportunity cost for the hospital to earn extra 
revenue from higher cost care episodes. 

� ACS patients at risk are relatively easy to spot.  
Many aspects of their health trajectory are on 
a predictable course.

� Interventions organised by community teams 
can significantly reduce emergency admissions.

� See our remarks under ‘Managing the patient, 
not the condition’.
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bmjopen-October 2017.
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The RSCH is running two separate businesses under the 
same roof.  Is the DGH operation prioritised?

� All Foundation Trusts hospitals are unique.  But the RSCH has grown to become a relatively 
small district general hospital with a disproportionately large cancer centre sitting beside it.

� ‘The hospital, which is the fourth largest cancer centre in the country, serves a catchment 
area across south-east England of up to three million people.

� The £41.5m development [at the RSCH], expected to be finished by the end of 2025, will 
house six new operating theatres in modular buildings.

� The new centre should allow an extra 7,000 patients to receive surgery every year.’
BBC website, Feb 2024.

� A total of 60% of all surgeries currently performed at the hospital are cancer-related.

� But has a focus on oncology reduced its capacity to perform more routine surgery?

� Its February 2025 Board report said that total activity was 20%, with Fixed [contract 
procedures, rather than PbR], 22% higher, for which there is no reimbursement’.

� Feb 2025 YTD commissioned income was at £470m, £7m higher than budget.

� Many cancer episodes of care are priced on Specialised Commissioning tariffs, often with a 
higher margin. This could offset any ‘losses’ on non-Cancer activity.

� We are unable to separate the two income streams from published data.

� Are its RTT waiting time numbers still below the national average?

176Presentation - Delivering integrated care in Guildford - Final Report 14-04-2025



Should the cancer centre be a ring-fenced RSCH 
subsidiary?

� A new strategy would reflect the changed circumstances.  

� For example, the cancer centre might become a free-standing, independently financed 
subsidiary of the RSCH group, essentially the holding company.  

� The Royal Marsden model might offer some insights.  Not only does it provide a world class 
cancer service but it has found how to create a self-sustaining, one service line business 
capability, attracting both world class oncologists and research funding.

� RSCH’s substantial reserves and surpluses provide a base for continuous development.

� Would they be larger if there was a closer relationship with the Royal Marsden, even a 
merger?
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� Space is always going to be constraint.

� But is expansion of the district general hospital at risk to the continuous development of the 
cancer centre.

� The RSCH understands the risk – see its SWOT analysis.                                      

178

https://www.mtx.co.uk/news/2025/2/11/mtx-to-build-royal-surrey-county-hospitals-
state-of-the-art-cancer-and-surgical-innovation-centre

RSCH is working hard to compress as many services as 
possible onto a single site. How much room is left?
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Both the ICB and the Hospitalhave recognised the 
constraints of the RSCH main site.  

179

RSCH: our strategy 2022-25.

Surrey Heartlands ICB.

� All hospitals have a ceiling on their ability to expand. This is why off-site care in the community 
represents the best opportunity going forward.
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Investment in community care delivers good value for 
money

� Keeping people out of hospital is good for the patient, hospital and budget holding 
commissioner.

� This will only happen if there is a system in place to identify and manage patients at risk.

� This will require investment in systems and people.

� There is no evidence that the ICB has invested in the necessary primary and community 
located capability.  The opportunity cost of keeping people in hospital must be very high

� Should the RSCH? 
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‘On average, systems that invested more in community care saw 15 
per cent lower non-elective admission rates and 10 per cent lower 
ambulance conveyance rates, both statistically significant 
differences, together with lower average activity for elective 
admissions and A&E attendances.’

The reduction in acute demand associated with this higher 
community spend could fund itself through savings on acute activity 
if a causal relationship were assumed, with an average 31 per cent 
return on investment and average net saving of £26 million for an 
average-sized integrated care system (ICS), exemplifying the power 
and potential of community care at a system level.’

‘Unlocking the power of health beyond the hospital’, NHS Confederation, September 2023.
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Is the RSCH prepared to cooperate in the funding the local 
Integrated Care Plan – starting with the Jarvis centre? 

� The financing of a Jarvis Centre refit could come from a number of different places.

� RSCH could pay for it all or create an entity which is mortgaged with rent charged annually to a 
range of users.  It might jointly fund with the ICB given the recent NHS England policy changes.

� Private sector providers - Assura and Prime - could bring their business models.

� GP surgery rents are paid for by the NHS almost in their entirety.  This might be up to 50% of the 
space.

� RSCH could provide outpatient services, refunded by PbR.

� Community care would be funded by the ICB.  The JV with Procare could be expanded or 
relocated.

� Private sector health providers – diagnostics, dentistry, optometry, physiotherapy, pharmacy, for 
example.

� ICB might want to run certain admin. service possibly in connection with PCNs.

� Urgent care or walk-in services.

� Specialised clinics could be contracted in by the ICB – take the Women’s Health service in Shere 
as a local example.

� Local authority services - public health and social care.

� Rent from voluntary organisations and charities like Macmillan.

� The RSCH has proven expertise in financial engineering and would find the most effective 
funding solution for this site.
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Each of these ‘product lines’ represents an income 
opportunity for the property operator

� Many are risk free, paid through NHS contracts, viz. GP premises rents.

� Others can operate under ICB contracts, APMS, for example.

� Private sector income is likely to be assured.  Many care episodes will be NHS funded.

182

‘The Polyclinic Service Model’, Healthcare for London, May 2008.
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