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About Monitor 

As the sector regulator for health services in England, our job is to make the health 

sector work better for patients. As well as making sure that independent NHS 

foundation trusts are well led so that they can deliver quality care on a sustainable 

basis, we make sure: essential services are maintained if a provider gets into serious 

difficulties; the NHS payment system promotes quality and efficiency; and patients do 

not lose out through restrictions on their rights to make choices, through poor 

purchasing on their behalf, or through inappropriate anti-competitive behaviour by 

providers or commissioners. 
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Disclaimer 

The Care Spend Estimating Tool has been published to help commissioners estimate 

indicative population segmentation and forecast commissioner spends associated with 

each segment across different health and social care settings. There is no requirement 

to use the tool and if you choose to rely on it please be aware that you do so entirely at 

your own risk. Monitor has no liability or responsibility to you in contract or in tort or 

otherwise for any loss, damage, cost or expense caused by your reliance on the model 

or the information contained in this user guide. 
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Introduction 

Context 

Increasingly, focus is turning towards integrated care and how we can tailor the care we 

provide to our population. To do so efficiently and effectively, we need an in-depth 

understanding of patients’ needs.  

The best examples of this in-depth understanding of patient needs rely on robust 

patient-level linked datasets. However, getting to this level can take several months. 

This is why we have the ‘Care Spend Estimating Tool’, to help commissioners estimate 

indicative population segmentation and forecast commissioner spends associated with 

each segment across different health and social care settings. 

What is the ‘Care Spend Estimating Tool’ who is it for, and what should it be used 

for? 

The ‘Care Spend Estimating Tool’ is a simple Excel tool designed to approximate how 

the local care economy spends its money by age group, patient group and care 

settings, and how this may evolve over time. It is a new tool which may be revised from 

time to time as assumptions are tested and data are verified. 

The model is intended for commissioners. There is no requirement to use the model 

but it is intended to support you in carrying out detailed assessments. At the simplest 

level, it allows you to create a quick indicative patient segmentation for a given locality, 

while only filling in some basic variables (and without requiring patient-level 

information). It also allows you to do some simple tailoring, such as choosing one of the 

four available locality archetypes and the size of the total population, or providing more 

detailed input regarding the total spend per setting of care, population per age 

group/patient group and future demographic and non-demographic growth rates. 

Note: 

The model is deliberately built in a fairly simple manner with limited ability to tailor 

settings. It does not pretend to precisely calculate the forecasted values for your locality. 

It is intended more as a quick and approximate calculation tool to help localities that do 

not have easily accessible information based on patient-level (linked) data. It will 

therefore be of limited use if your locality has a patient-level linked dataset or a risk 

stratification tool that would provide more accurate results.  
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What are the locality archetypes? 

The four model archetypes of localities are Rural, Urban high income, Urban low 

income and a Hybrid of all three (default setting). They are based on previous work with 

areas that fit these archetypes and their anonymised aggregated data.  

Given that the outputs are based on sample data for each archetype, they should all be 

treated as estimates. They will be more accurate if you use actual clinical 

commissioning group (CCG) data and tailor the assumptions to the specifics of your 

locality (see ‘Preparing to use the tool’ for more information).   

For some archetypes there is missing, or zero-value data, ie, either no data exist for a 

certain patient group, or there are no patients in that patient-group for the sample areas. 

This could lead to spurious results if you do not over-ride the gaps for your particular 

CCG. Data gaps and zero-value inputs per archetype are detailed in Exhibit 1.  

The ‘Hybrid’ archetype, which is a weighted average of the Rural, Urban high income 

and Urban low income archetypes, has fewer data gaps and zero values. However, 

some of the ‘hybrid’ results will be skewed towards those archetypes for which the data 

is available.  
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Exhibit 1: List of data gaps for each archetype 

Each archetype has some missing or zero value data. This is either because of a lack of 

data, or because no-one fitting the given profile exists within our sample areas 
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Preparing to use the tool 

Overview of the model 

The Care Spend Estimating Tool is an Excel model that contains six tabs, detailed 

below.  

The first two tabs are the ones that require inputs. Broadly, two types of input are 

required: data and assumptions. Data inputs are classified in the ‘Necessary data’ 

section as those which have to be filled in by the user and those which can be tailored 

to yield more accurate results (but are not necessary if not available). The assumptions 

that are required relate to demographic, non-demographic and commissioner spend 

growth rates, but the level on which they are made can be varied (see ‘Necessary data’ 

section). These feed into the model and alter outputs, which are found on the last four 

tabs.  

Outputs focus on population figures and commissioner spend data, and decompositions 

of the two in percentage terms. There are different outputs available, from ready-to-use 

graphs and tables to a pivot table that allows you to cut the data in the way you want. 

‘Step 1 – Basic Inputs’ tab 

This tab allows you to input the 

essential information needed to make 

your patient segmentation (in the 

yellow cells). Once you have filled in 

all information, an indicative patient 

segmentation and spend for each 

setting of care in year 0 is provided. 

‘Step 2 – Growth Inputs tab 

This tab allows you to create 

projected patient segmentation by 

inputting growth assumptions 

projections through to year 4 (in the 

yellow cells). These assumptions can 

be the same for all segments 

according to the ‘Default growth rate 

inputs for all segments’ option, or 

over 

rides are possible for different segments to improve the accuracy of your results. 
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‘Master Pivot Table’ tab 

The ‘Master Pivot Table’ tab should 

only be used by those with pivot-table 

experience. It allows you to generate 

new ‘cuts’ of the data and generate a 

corresponding pivot chart. For 

example, you could generate a 

breakdown of total spend in year 0 by 

age and by patient group which would 

tell you, that in commissioner spend 

terms ‘Mostly healthy’ children account for the majority of spend on children for the 

Hybrid archetype.  

‘Master Output Table’ tab 

This tab provides the granular output of your inputs and assumptions. Three types of 

results are provided for each age group and patient group, as well as at an ‘Overall’ 

level: 

1. population projections for years 

0–4  

2. projections of total spend by 

setting of care for years 0–4  

3. projections of average spend per 

capita.  

To find results for specific population segments, scroll down the table. For each 

population segment, the same three types of output are provided. 

‘Projected Population Growth’ tab 

The ‘Projected Population Growth’ tab focuses on the change in population 

composition, rather than commissioner spend. 

It provides three useful outputs: 

1. total population (absolute numbers) for 

years 0–4 by patient group, eg, 16–69 

Cancer 

2. the composition of the total population in 

percentage terms for each of year 0–4 

by age and patient group  

3. a sample graph for the composition of 

the population in percentage terms for each age and patient group.  
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‘Projected Total and Ave Costs’ tab 

The ‘Projected Total and Ave Costs’ tab focuses on the composition and changes in 

commissioner spends. It provides several useful outputs: 

1. total commissioner spend projections 

for years 0-4 by age and patient group 

2. average commissioner spend 

projections for year 0-4 by age and 

patient group 

3. a sample graph showing the 

percentage breakdown of total 

commissioner spend for each of year 

0–4. 

Moreover, total commissioner spend projections and the sample graph are available for 

each setting of care further down the worksheet.  

Necessary data 

Before using the ‘Care Spend Estimating Tool’, you must assemble the data you will 

need. You can then create an indicative population segmentation for your CCG based 

on one of the four archetypes.  

To use the tool, a minimum of four inputs are required: 

1. the total population of the CCG 

2. demographic growth assumptions for years 0-–4 (by age group) 

3. non-demographic growth assumptions (ie increase in activity per capita) by 

setting of care (eg whether the average number of A&E attendances per capita is 

likely to increase), for years 0–4 

4. commissioner spend growth assumptions for each setting of care for years 0–4. 

You can customise other elements of the model to obtain more accurate insights, by 

overriding the default settings with your CCG’s data. Inputs that can be tailored are: 

1. population profile by age and patient group (eg 6% of your population is known to 

be 16−69 with one long term condition (LTC) rather than the default 9%) 

2. total spend by setting of care for year 0 
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3. demographic growth assumptions for years 0-4 by patient group, as well as age 

group 

4. non-demographic growth assumptions for increase in activity per capita by age 

and patient group, as well as care setting, for years 0−4 

5. commissioner spend growth assumptions per patient group as well as each 

setting of care for years 0−4.  

Exhibit 2: Inputs required and available to tailor 
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Inputting data 

To begin creating the indicative patient segmentation, two types of input are needed: 

data and assumptions.  

First, enter data on the ‘Step 1 – Basic Inputs’ tab. 

 

Please note: only fill in data in boxes marked for inputs: no columns or  

rows should be unhidden and no formulas should be edited.  

 

Step 1.a: Select CCG type from the drop down at (1.a) in Exhibit 3: relevant sample 

data will automatically enter the required fields. The ‘Hybrid’ option is the default. If your 

CCG more closely resembles a ‘Rural, ‘Urban high income’ or ‘Urban low income’ 

locality, then select one of those options. 

Step 1.b: Enter CCG’s overall population at (1.b) in Exhibit 3  

Step 1.c (optional): Override the default population distribution across age and health, 

eg, 16−69 Dementia at (1.c) in Exhibit 3. 

 

 

 

 

 

 

Step 1.d (optional): Over-ride the total spend by setting of care at point (1.d) in Exhibit 

3, otherwise the sample data for per capita commissioner spend of each setting of care 

will be taken and applied to the total population inputted at (1.b) 

When overriding the distribution of the population ensure that the values sum 

to exactly 100%. This can be checked in two ways: cell L14 continues to be 

equal to 100%, cell L20 reads ‘Yes’ indicating the override was successful 
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Exhibit 3: Step 1 – Basic Inputs tab 

 

 

Second, assumptions, required in order to project for future years, can be entered on 

the ‘Step 2 − Growth Inputs’ tab. Growth rate assumptions could be sourced directly 

from the 5-year strategic plan.  

Step 2.a: Input population change assumptions at (2.a) in Exhibit 4 for each of the three 

age categories 

Step 2.b: Input non-demographic growth per capita assumptions at (2.b) in Exhibit 4 for 

each of the settings of care  

Step 2.c: Input projected change in average commissioner spend of interactions (‘cost 

uplifts and efficiency’ and inflation) assumptions at (2.c) in Exhibit 4 for each of the 

settings of care 

Step 2.d (optional): Tailor assumptions to specific segments, eg, 16−69 Dementia, by 

selecting the segment in the drop-down box at (2.d) in Exhibit 4. 
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Exhibit 4: Step 2 – Growth Inputs tab 

 

 

  

Ensure all values in yellow cells are input as percentages. Where over-riding 

assumptions for specific patient segments, only over-ride cells which need to 

vary from the ‘default for all segment’ values, taking care not to enter anything 

that isn’t necessary in the other cells 
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Accessing outputs 

If you have filled in all the necessary data, the model will calculate an extensive range of 

ready-to-use outputs. Population projections, commissioner spend projections and a 

percentage breakdown of both are available by population segment from years 0−4. 

Both data tables and graphs are provided. Below are some screenshots, Exhibits 5−10, 

which demonstrate the format of the sample outputs. 

Exhibit 5: Sample output table for overall population 

Population, total spend and spend per capital projections for four years by setting of 

care for the total population in the locality are available on the ‘Master Output Table’ tab. 
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Exhibit 6: Sample output table for population segments 

Population, total spend and average spend per capita projections for four years by care 

setting for different population segments, eg, Child Mostly Healthy, in the locality are 

also available on the ‘Master Output Table’ tab  

 

 

Exhibit 7: Population projections by age and patient group 

Population projections for different population segments e.g., Child Mostly Healthy, in 

the locality are also available on the ‘Projected population growth’ tab 
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Exhibit 8: Sample graph showing population composition over time 

Charts of population composition projections in the locality are also available on the 

‘Projected population growth’ tab 

 

 

Exhibit 9: Total and average commissioner spend projections by age and health 

status 

Total and average commissioner spend projections for different population segments, 

eg, Child Mostly Healthy, in the locality are also available on the ‘Projected total and ave 

costs’ tab 
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Exhibit 10: Sample graph showing projected commissioner spend composition 

by age and health status 

Charts of projected total and average commissioner spend composition by age and 

health status in the locality are also available on the ‘Projected total and ave costs’ tab 

 

 

In addition to these, there is a ready-to-use standard Microsoft Excel pivot table for 

other cuts of the projected data (see ‘Master Pivot Table’ tab). (Note: prior experience of 

pivot tables is required.) The source data for this pivot table comes from the ‘Master 

Output Table’ tab. 
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Cost saving worksheet 

This section describes the tab ‘Cost saving worksheet’. The subsections below mirror 

the previous sections and should be regarded in the same way.  

Overview of the tab 

‘Cost saving worksheet’ tab 

This tab allows you to gain a quick overview of 

the savings required to meet a particular 

inputted budget target. Moreover, it provides a 

breakdown, by patient and age group, of the 

yearly total spend to reach this budget target. 

Necessary data 

Before starting to use the ‘Cost saving worksheet’, assemble all the data you will need.  

To use the tab, at minimum, two inputs are required: 

1.  the year in which your target budget needs to be met 

2. your budget in a single given year  

To obtain a more accurate overview of savings required, it is possible to customise the 
forecasts. The input that can be tailored is: 

a.  Savings ramp up rate, allowing you to ‘phase’ the rate at which the target budget 

is met in the intervening years 

Inputting data 

To begin using the ‘Cost saving worksheet’, two inputs are needed: target budget and 

the year in which it needs to be met. 

 

Please note: only fill in data in boxes marked for inputs: no columns or  

rows should be unhidden and no formulas should be edited.  

 

Step a: Select the target year from the drop-down at (A) in Exhibit 11. The options in the 

drop-down refer to the number of years post your ‘current year’ data in year 0. 

Step b: Enter the total target budget at (B) in Exhibit 11. 
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Step c (optional): Override the default savings ramp-up rate at (C) in Exhibit 11, 

otherwise a linear extrapolation across years is used, ie, the same proportion of the gap 

to target budget forms required savings in the intervening years between current year 

and target year. 

Step d (optional): Select segments from the drop-down lists at (D) in Exhibit 11 to see 

an indicative target spend per segment. 

Exhibit 11: ‘Cost saving worksheet’ tab 

  

Accessing outputs 

If you have filled in all the necessary data, the worksheet will create several useful 

outputs. These give an overview of the total spend and spend per age and patient 

group. Screenshots of these are shown in Exhibits 12 and 13. 

 

b 

a 

c 

d 
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Exhibit 12: Sample outputs for total spend 

Absolute and percentage gaps between forecast and the target budget are available on 

the ‘Cost saving worksheet’ tab. This calculated the ‘required savings’, yearly, from 

projections in order to meet the target budget in the target year at the ‘ramp-up’ rate 

required. 

 

 

Exhibit 13: Sample outputs for spend by segment 

Required spend per segment, to meet the target budget in the target year, is also 

available. This calculation keeps the percentage of total spend per segment constant 

across time and as such should be treated as indicative. This represents one way of 

attributing the required savings across segments. 
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Appendix 

Frequently asked questions 

Where did the four CCG archetypes come from? 

They were based on previous work with aggregated and anonymised data from areas 

that were part of the ‘Payment Innovation and Local Support’ (PILS) project. This 

underlying data can give an estimate of your CCG, but may not be completely accurate 

so there are various over-rides that enable you to tailor the outputs to your area. 

How do I determine which archetype my CCG falls into? 

It is up to you to decide what archetype would fit your CCG best. If you are not sure, the 

‘Hybrid’ archetype should be used as a default. 

How is the Hybrid archetype calculated? 

The ‘Hybrid’ archetype is a population-weighted average of the Urban high income, 

Urban low income and Rural archetypes. Where any of these archetypes is missing 

data, the Hybrid scenario would effectively ‘ignore’ these particular areas because the 

population-weighting would lead to a zero-weighting. 

Where did the ‘patient groups’, eg long term condition, dementia, come from? 

This segmentation is based on multivariate regression analysis of the original underlying 

datasets from various localities that was conducted as part of the ‘Payment Innovation 

and Local Support’ (PILS) project. As a result, common segmentation variables were 

selected. This approach was developed for the Care Spend Estimating Tool and might 

not align with the national view of what the approach to segmentation should be. 

What do I do if there is a patient who falls into more than one health category, eg, 

they have cancer and multiple long term conditions? 

Exhibit 14 below is a diagram of the logic flow used by the tool, showing that some 

patient groups effectively take precedence.  
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Exhibit 14: Logic flow used to allocate patients to each segment 

 
 

How was a long term condition defined? 

LTCs were identified according to Quality and Outcomes Framework (QOF) flags (eg 

patients with a long term condition have a QOF flag). 

What assumptions underpin the ‘Mostly Healthy’ patient group? 

The ‘Mostly Healthy’ patient group is formed of those who do not fall into the other 

categories but may require care as a result of a ‘catastrophic’ event. 

Can I cut the data for different age profiles? 

Unfortunately all data is set at the level of Child, 16−69 and 70+ and cannot be 

reclassified according to different cut-offs. 

Can I amend the proportion of a setting of care’s commissioner spend which is 

attributed to each age and patient group? 

It is not possible to adjust these assumptions, which are formed on the basis of our 

sample archetype data, at this time. We would recommend building a patient-level 

linked database to do a bottom-up patient segmentation if this level of accuracy is 

required. 
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Do I have to enter growth assumptions for every age/health status profile? 

No. The ‘default growth rate inputs’ you input will be applied to every age/health status 

profile unless that specific profile has an override. 

Where can I find my growth assumptions? 

Depending on your CCG, five year strategic plans are usually a good source of growth 

assumptions. For demographic growth assumptions, ONS projections for your locality 

should be used. Otherwise the default growth assumptions in the original model could 

be used as these represent the outcome of expert interviews and ONS data. 

In the ‘Cost saving worksheet’ tab, can I input multiple target budgets in different 

target years? 

Unfortunately, only one target budget can be entered in a single target year. 

In the ‘Cost saving worksheet’ tab, what happens after I reach my target budget in 

my target year? 

Once the target budget is met in the target year, subsequent years’ forecasts are made 

by multiplying the target budget by the projected growth in spend according to the inputs 

assumptions previously provided: demographic, non-demographic and cost growth. 

Who should I contact with any other queries?  

Bruno Desormiere (Bruno.Desormiere@Monitor.gov.uk) 

  

mailto:Bruno.Desormiere@Monitor.gov.uk
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Terms and acronyms 

AE   Accident and Emergency attendances 

CC  Community care 

EL  Elective admissions 

GP  General practitioner/primary care 

LearnDis Learning disability 

LTC  Long term condition 

MH  Mental health 

NEL  Non-elective admissions 

OP  Outpatient attendances 

PhysDis Physical disability 

SC  Social care 

SEMI  Severe enduring mental illness 

How are the outputs calculated? 

The methodology for calculating outputs differs between calculating year 0 values and 

year 1−4 values. Moreover, the methodology is slightly adapted, according to the data 

which is customised by individual CCGs. Exhibit 15 below provides a flowchart of 

calculations 

Year 0 

Population: The total population is an input from CCGs, the distribution by patient 

group is taken from our sample archetype data, unless an over-ride is applied 

Total spend by setting of care: The total spend by care setting is calculated by taking 

the population for the CCG and multiplying it by commissioner spend per capita for each 

care setting taken from our sample archetype data, unless an over-ride is applied 

Spend by age, patient group and setting of care: In order to break down the total 

spend by care setting o into spend by patient group and setting of care, the percentage 

of total care setting spend made up for by each patient group – according to our sample 

archetype data – is applied to the total spend by care setting. 

Year 1−4 

Population: The total population for future years takes the Year 0 population by age 

and patient group and multiplies it by the population growth assumption: at minimum, 

this is by age, however, it is possible to make assumptions for individual patient groups. 
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Total spend by setting of care: The total spend by care setting is calculated by 

multiplying future population projections by age and patient group by the average 

commissioner spend of each care setting for each relevant age and patient group. 

Spend by age, patient group and setting of care: To calculate spend by age, patient 

group and care setting, the corresponding output from Year 0 is converted into a per 

capita spend by age, patient group and setting of care. This is the multiplied by the non-

demographic and commissioner spend growth assumptions. The projected per capita 

spend is then multiplied by the size of the relevant population group. 

Cost saving worksheet 

Total spend under current growth assumptions: See ‘Total spend by setting of care’ 

for Year 1-4 above. 

Assumed savings ramp up rate: The assumed percentages spread the required 

savings evenly over the years between current year and the target year, ie, if the target 

needs to be reached in two years, each of these two years must lead to savings relative 

to the previous year of 50% of the total required savings; if the target needs to be 

reached in three years, then each year would be allocated 33% of the total required 

savings in year-on-year savings. 

Total spend to achieve target: The total spend to achieve target is calculated in years 

prior to the target year by multiplying the difference between current (year 0) spend and 

the target spend, by the ‘assumed savings ramp up rate’, ie, the phasing of how the 

savings should be delivered, and adding this to the previous year’s spend. Once the 

target spend has been reached in the target year, the rate of growth forecast from 

demographic, non-demographic and cost projections are applied. 

Target spend by individual segment: Year 0 spend by segment (See ‘Spend by age, 

patient group and setting of care’ for Year 0 above) is multiplied by the rate of change of 

total spend. It is worth noting that this represents one of many possible ways to allocate 

spend across segments. 



 

 

26 
 

Exhibit 15: Model logic flowchart 
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