GOVERNING BODY MEETING – A meeting in public
Tuesday 6th January 2015
Nightingale Room, OMH
2pm
AGENDA
Ref No.
GB1415/0055

No
1.

Time
2.00pm

Item
PRELIMINARY BUSINESS
(Acting Chair – Dr P Naylor)
Apologies for Absence
1.1
Chair’s Announcements
1.2
Declarations of Interest
1.3
Comments/questions from
1.4
members of the public
Minutes and Action Points of
1.5
Last Meeting – held on 2nd
December 2015 (All)

1.6

• Action Points
Matters Arising

Papers

DRAFT GB Minutes DRAFT Action Points
PUBLIC MEETING 02 12of WCCG -PUBLIC GB M

Patient Story
(Lorna Quigley)
ITEMS FOR APPROVAL
1.7

GB 1415/0056

2.

2.1

CQC Summary Reports
(Lorna Quigley)

cover sheet summary report CQC
summary CQC reportsinspection Wirral CT -

Summary report CQC
summary report WUTH

2.2

Constitution amendment re
Continuing Health Care &
Primary Care Co Commissioning
(Iain Stewart)

Changes to
Govering Board report
Constitution Cover SheJan15 Constitutional_c

amendments-ccgs-co
nstitutions.pdf

GB 1415/0057

3.

ITEMS FOR DISCUSSION
3.1

Overview of the 5 Year Forward
look
(Andrew Cooper)

Governing Body - Five Governing Body - Five
Year Forward View OvYear Forward View Ov

Five year forward
view - Dec 14.pdf

3.2

5 Year Forward Look GP
Communications
(Iain Stewart)
th
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Guidance 15-16.pdf
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3.3
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ADASS
(Graham Hodkinson)

ADASS AQUA
AQUA ADASS Locality
QUARTERLY PERFORMbenchmarking Oct13 -

Wirral_Locality_Score WirralSpiderChart.pdf
card_Oct11_Sep14.pdf

GB 1415/0058

4.

ITEMS FOR INFORMATION
4.1

GB 1415/0059

5.

Quality Performance and
Finance- QPF
(Lorna Quigley/Mark Bakewell)

Slides for GB
060115.pptx

ITEMS FOR NOTING
5.1

Subgroups (Ratified Minutes):
•

GB 1415/0060

GB Finance and
Performance covershe

6.

QPF Minutes of
28.10.2014 & 25.11.2014

RATIFIED QPF
QPF RATIFIED
Minutes of 28.10.2014Minutes 25 11 2014.do

RISK REGISTER
Current Risk Register
Risk Register - Jan 15 Risk 13-14E AP Dec
GB PDF.pdf
14.pdf

7.
8.

End

Risk 14-15B AP Dec
14.pdf

Risk 14-15 CDF AP
Dec 14.pdf

Risk 14-15G AP
December 14.pdf

Risk 14-15H AP
December 14.pdf

ANY OTHER BUSINESS
7.1
DATE AND TIME OF NEXT MEETING
rd

Tuesday 3 February 2015
2pm – 4pm
Nightingale Room OMH
Please forward any apologies to Allison.hayes@nhs.net

****Papers require by Friday 23rd January 2015****

Day
Tuesday
Tuesday

Wirral Clinical Commissioning Group – Future Meetings 2015
Date
Time
3rd February
2pm – 5pm
3rd March
2pm – 5pm

th
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WIRRAL CLINICAL COMMISSIONING GROUP
GOVERNING BODY BOARD MEETING
Minutes of Meeting – Public Session
Tuesday 2nd December 2014
2pm
Nightingale Room, Old Market House

Present:
Jon Develing (JD)
Dr P Naylor (PN)
Mark Bakewell (MB)
Lorna Quigley (LQ)
Dr H McKay (HM)
Dr J Oates (JO)
Dr D Jones (DJ)
Andrew Cooper (AC)
Paul Edwards (PE)
Dr S Wells (SWe)
Graham Hodkinson (GH)
Simon Wagener (SW)
James Kay (JK)
Fiona Jonhstone (FJ)
Iain Stewart (IS)

Interim Accountable Officer
Acting Chair WCCG
Chief Finance Officer
Director of Quality and Patient Safety
GP Executive (WGPCC)
Consortium Chair
GP Executive (WHCC)
Head of Strategic Planning and Outcomes
Director of Corporate Affairs
Acting Chair (WHCC)
Director of DASS
Lay member (Patient champion)
Lay Member (Audit & Governance)
Director of Public Health
Head of Direct Commissioning

In Attendance:
Allison Hayes (AJH)
Anna Rigby (AR)
Ref No.
GB1415/0049

Executive Assistant
Vision 2018 Programme Manager
Minute

Preliminary Business
1.1 Apologies for absence
Apologies were received from: Christine Campbell, Dr M Green and Dr A Smethurst.
1.2 Chairs Announcements
Chair welcomed all members to the meeting. 4 members of the public attended the meeting.
Chair informed members that the recent constitutional amendments have now been approved by
NHS England.
1.3 Declarations of Interest
All members declared an interest in the item regarding Co Commissioning (item 3.3). Chair
advised that as there is no decision making process is involved he will remain as Chair for the
meeting.
1.4 Comments/questions from members of the public
There were no comments from members of the public.
1.5 Minutes from previous meeting held on 11th November 2014.
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Minute
The minutes of the previous meeting held on 11th November 2014 were agreed as a true and
accurate record notwithstanding grammatical/typographical errors which will be rectified. There
were no matters arising.
Action Points – please refer to separate Action Sheet.
1.6 Matters Arising
There were no matters arising.
1.7 Patient Story
LQ gave an overview of Community Innovation Fund and stated that today’s presentation would
show how this Fund had been used on local projects Individual projects included:
•
•
•
•
•
•
•
•

GB1415/0050

GB1415/0051

New Beginnings Counselling for Women
Claire House
Sew Far Sew Good
Tomorrow’s Women Wirral
Jigsaw Dance
Community Acupuncture Company
Wirral Holistic Care Services
Lairdside Communities Together

Members noted the contents of the presentation
2.0 Items for approval
There were no items for approval.
3.0 Items for Discussion
3.1 Interim Accountable Officer’s Update
JD reflected on his time as Interim Accountable Officer over the past months and highlighted the
progress and achievements of the CCG in that time. He highlighted the challenges the CCG has
faced in terms of the Capability and Governance Review and how the CCG had addressed the
recommendations fully by a range of actions. This included the recent constitutional
amendments, the engagement processes the CCG have put in place and the stabilization of the
CCG in terms of a restructure. JD described how the CCG will operate in the future and the
opportunities to work in partnership with partner organisations. He highlighted that further work is
required around the challenges that face the CCG in the future, such as co commissioning, the 5
year forward look. Other areas of focus include the election and nomination processes for senior
CCG rolls and the wider engagement requirements.
JD thanked members of the Governing Body and the CCG members of staff for their support
throughout the last five months and congratulated the CCG on their achievements.
Chair and members gave thanks to JD for his valued support and input to the development of
Wirral CCG.
3.2 Joint Working Proposal
JD provided an overview of the joint working proposal. Over the last few months, colleagues from
both Wirral CCG and Wirral Borough Council have been holding informal discussions to explore
how they can work more effectively together, specifically in the areas of joint commissioning and
Minutes of the WCCG –Governing Body Meeting – PUBLIC SESSION – 2

nd

December 2014 Page 2 of 8

Ref No.

Minute
commissioning support arrangements. These discussions have been held in the context of
organisational and financial challenges for both organisations, along with responding to the
implications of:
•
•

National drivers, namely the Better Care Fund requirements, the Care Act and the
Children and Families Act.
Local drivers, namely the Vision 2018 programme established to provide a health and
social care sector response to the significant system wide pressures in Wirral.

The ambition of the two organisations is to collaborate, building on the positive work to date to
proactively integrate, share and align resources where is makes sense to do so.
SWe welcomed the proposal and highlighted the importance of more integrated social and
healthcare from a patient perspective, and felt that this is the appropriate direction of travel for the
CCG.
SW agreed with SWe and requested that the public have an early opportunity to have their say in
relation to moving forward.
GH highlighted the importance of the delivery of changes within the health and social care
environment and how resources can be utilised more appropriately in the future if health and
social care work together.
The Governing Body noted the Joint working Proposal.
3.3 Co Commissioning
IS provided members of the Governing Body with an update on primary co commissioning and
models that the CCG could take forward.
Primary Care co-commissioning is one of a series of changes set out in the NHS Five Year
Forward View and is seen as a key enabler in developing seamless, integrated out-of-hospital
services based around the diverse needs of local populations. It will drive the development of
new models of care such as multispecialty community providers and primary and acute care
systems.
There are 3 primary care co-commissioning models that CCGs could take forward:
a) Greater involvement in primary care decision making
b) Joint commissioning arrangements
c) Delegated commissioning arrangements
Governance arrangements for the respective models:
Joint commissioning - formation of a joint committee or “committees in common” with their Area
team in order to jointly commission primary medical services.
Delegated commissioning - NHS England have developed a model governance framework for
delegated commissioning arrangements.
Support and resources for co-commissioning
Primary care commissioning by area teams is currently delivered across a large geography
spanning several CCGs and guidance states there is no possibility of additional administrative
resources being deployed on these services at this time due to running cost constraints. CCGs
and area teams are encouraged to seek pragmatic and flexible local solutions to support
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arrangements for 2015/16.
Conflicts of interest management
A national framework for conflicts of interest management in primary care co-commissioning is
being developed in partnership with NHS Clinical Commissioners and with formal engagement of
Monitor and Health Watch England.
Approvals and implementation process
The approvals process for co-commissioning arrangements will be as straightforward as possible
due to the robust authorisation process CCGs previously underwent in their establishment as
statutory bodies. Proposals for joint and delegated commissioning arrangements will require an
amendment to a CCG’s constitution, which must be submitted by 9th January 2015.
Submission deadlines for co-commissioning applications are as follows;
•

•

Joint commissioning – 30th January 2015
Delegated commissioning – 9th January 2015

DJ welcomed the opportunity for co commissioning and highlighted the benefits this can achieve
for patients of the Wirral.
SW sought assurance that patient and GP engagement will take place due to the tight timescales
in place and IS clarified this for the members.
JK sought clarity around the timescales and the alternative options available to the CCG with
regards to the application process. Chair clarified this for Governing Body members.
PE pointed out the processes in relation to the CCGs application for constitutional amendments
which will be required should co-commissioning or delegated commissioning be supported.
AA echoed his colleague’s thoughts; however he raised concerns regarding the tight timescales
in which to debate the topic.
The following recommendations were presented to the Governing Body:
•
•

For the CCG to commence a comprehensive engagement process with member
practices, in conjunction with Wirral Local Medical Committee,
to consider the range of options and implications that co-commissioning will present to
primary care on Wirral.

The Governing Body noted the co commissioning plans and models of the CCG and agreed the
recommendations.
3.4 Commissioning Intentions
AC informed members of the commissioning intentions proposed by the CCG.
The paper provided to members detailed the high level commissioning intentions, service
developments and improvements proposed by Wirral CCG for each of the 3 main CCG contracts,
those being the contracts with Wirral University Teaching Hospital, Wirral Community Trust and
Cheshire & Wirral Partnership respectively. The detail is presented in a ‘plan-on-a-page’ format
which will form the basis of negotiations for the 2015/16 contracting round. Negotiations this year
will focus on the delivery of transformational change through lead programme areas of the Wirral
Vision 2018 programme, i.e. planned care, urgent care and long term conditions.
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Discussions took place with regards to the importance of future engagement with the public and
wider stakeholders within the community in the development of plans. SW questioned how well
the CCG are communicating with these groups and PE highlighted the focus required around
this.
MB informed members of the financial expenditures that may impact the planning process in the
future and informed members that details of the financial position of the CCG will be presented to
the Governing Body in due course.
The Wirral CCG Governing Body noted the content of the ‘Plan-on a Page’ documents for the
three main CCG contracts.
4.0 Items for Information
4.1 Quality Performance and Finance Report
Quality Performance
LQ gave a presentation on the activity performance for month 6 (September) in addition to
performance for quarter 2, and highlighted the positive areas and the improvements in the
challenges that were originally presented.
Areas included:
•
•
•
•
•
•
•
•

Family and friends tests and response scores
NWAS turnaround
Delivering the same sex accommodation
Diagnostic test
MRSA & Cdifficile
Referral to treatment – NHS Constitution 4 hour target
Health Care Associated Infection
National Accident and Emergency targets

LQ highlighted the response rate for maternity services and the action plan which has been
implemented to improve current performance. It was suggested that the CCG seek other CCGs
models of best practices to establish how Wirral can improve the performance of the service in
the future.
DJ sought clarity around the current CDifficile cases and the process in place to combat future
outbreaks. LQ informed the Governing Body of the process.
JD highlighted the importance of distinguishing between standards and activity and how imposing
contract levers may contribute to improving future performances of services.
The Governing Body noted the contents of the Quality and Performance Report.
Finance Report
MB provided information of the Financial performance against budgeted allocation for 2014/15 as
at month 7 (October).
•
•
•

1% Surplus - £4.68m
2.5% Headroom (non-recurrent resources) - £11.4m
Minimum 0.5% Contingency
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•

CCG hold £3m vs £2.2m (0.5%) Better Payment Practice Code & Cash Management

Year to Date (Month 7) Financial Performance
Planned Year to Date Surplus - (£2.73m)
Current Year to Date Surplus - (£2.07m
Key Issues
WUTH Contract Position – (£2.8m) under @ M6 vs [(£2.4m) @ M5 (£1.7m) @
M4]
• Other NHS Providers – Notably Royal Liverpool and Broadgreen (£0.49m) over
• Commissioned Out of Hospital - £0.88m (CHC / Package costs)
• Prescribing £0.02m over performance (in month improvement £0.07m)
• QIPP Gap 7/12 - £3.4m
Forecast Outturn 2014/15
Operational position has further deterioration between M6 and M7 Unadjusted FOT
•
•
•
•
•
•

WUTH reduced (cut 2 of month 6) £0.2m
Non-NHS Contracts (quarter 2 activity update) £0.4m
Other NHS (Wirral CT, NCA’s, Mersey) had worsened £0.7m Notified of Prescribing
pricing impact (further 50% impact of £400k included) £0.2m
Restitution Admin Costs £0.5m (previously assumed covered within PCT Provision
(legacy issue)
Running Cost £0.2m (compromise agreements, transitional arrangements extended)
Overall movement in Outturn £2.2m

Existing mitigation plans have been reviewed and not considered likely to further reduce
expenditure - hence decision to amend forecast expenditure position.
MB clarified the current position of the CCG in relation to the financial provisions for Continuing
Health Care cases and restitution cases and further details will be provided to the Governing
Body in January 2015.
Other Performance Indicators Cash Management
– Balance as at the end of the October £98k
GH sought clarity around the CCGs plans to deal with any risks relating to the funding
arrangements for CHC restitution cases and MB informed members that further guidance is to be
produced regarding this.
The Governing Body noted the financial report as at month 7 (October).
4.2 CHC Transition Programme
IS gave an overview of the current service issues regarding the CHC transition programme.
The paper provided to the Governing Body detailed the transition project that is underway. Wirral
CCG in conjunction with the 4 Cheshire CCGs (NHS South Cheshire CCG, NHS Vale Royal
CCG, NHS Eastern Cheshire CCG, and NHS Western Cheshire CCG) is developing a new
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service delivery model for the management of Continuing Healthcare, Complex Care, Funded
Nursing Care and associated Quality & Safeguarding. There are two phases to the work; stabilise
the current service and manage the transfer of the existing service (including workforce) from
North West Commissioning Support Unit (NWCSU) to a host CCG by end January 2015; and
redesign and oversee the delivery of the service transformation. The 5 CCGs have
commissioned the services of Integral Health Solutions to project manage the successful service
transition.
JK sought clarity around the governance arrangements currently in place and how the CCG will
be given assurance under the new structure that the service required will be delivered. IS gave
assurance that the current service model will continue to be supplied until 31st January 2015 and
until a future model is created. A new governance model is being developed and this will involve
the creation of a new joint CCG committee. This will require constitutional amendment and this
will be brought to Governing Body in January.
The Governing Body approved the approach to the transition of the CHC service.
4.3 Vision 2018 Update
JD introduced Anna Rigby, Vision 2018 Programme Manager to the group. JD then gave an
update regarding Vision 2018.
The paper presented to the Governing Body describes the progress to date in regards to;
• the review of Vision 2018 governance arrangements and programme structure and
priorities;
• the case for change describing the size of the financial challenge and population need;
and the development of the next steps for implementing change.
The next steps of Vision 2018 are summarised below:
•
•
•

•

Continuing to ensure that there are clear links Vision 2018 projects and the
commissioning process
Establishing frameworks to enable the Fast 5 projects to be implemented quickly and
efficiently so that the benefits can be maximised
Developing plans for the Big 5 projects detailing how they will be designed and how
changes can be made over the coming years (e.g. using a value stream analysis
approach to identify options to redesign the current system for unplanned care
establishing the short term and long term benefits and the timescales for proposed
changes)
Continuing to review capacity in the Programme Management Office to ensure that there
is sufficient resource to deliver Vision 2018 effectively in the timescales necessary.

JK highlighted the major areas detailed in the paper and questioned how the public will contribute
to redesigning services and in creating future care pathways.
AR assured members that the CCG have now developed a set of templates and checklists which
include communication plans with the public and wider stakeholders.
SWe commented on how Vision 2018 is an integral part of the CCG’s future plans and the need
to further engage with patients and member practices and informed members of the opportunities
to hold interactive sessions at future patient engagement events.
The Governing Body noted the Vision 2018 update.
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5.0 Items for Noting
5.1 Subgroups (ratified minutes for noting)
•

GB1415/0054

WACC Executive Board Minutes of: 23.09.2014 – noted.
SWe requested further feedback regarding the guided care pilot regarding long term
conditions. IS will email this out to members.
WGPCC Executive Board Minutes of: 16.09.2014 - noted

The Governing Body noted the reports of the above subgroups.
6.0 Risk Register
PE gave an overview of the current risk register and all items were reviewed and noted today.
7.0 Any other Business
Chair advised members of the CCGs interim accountable officer arrangements and informed the
group that John Wicks will take up this role from 8th December 2014 after Jon Develing returns to
his role at NHS England.
Chair went on to inform members of the following permanent appointments:
Iain Stewart – Head of Direct Commissioning
Andrew Cooper – Head of Strategic Planning and Outcomes
Christine Campbell – Head of Partnerships
Lorna Quigley – Director of Quality and Patient Safety
Paul Edwards – Director of Corporate Affairs
The Chief Financial Officer remains in his current position.
Chair thanked members for their attendance.
The Board meeting ended at 16:36pm.
8.0 Date and Time of Next Meeting
th

The date and time of the next meeting is Tuesday 6 January 2015 in the Nightingale Room, OMH
please contact Allison.hayes@nhs.net with any apologies or agenda items.

Board meeting ended at: 16:36pm
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Wirral Clinical Commissioning Group
Governing Body
Draft Action Points re Meeting of 2nd December 2014 (Public Session)
Duncan Room, OMH
2pm
Outstanding Actions from: 11th November 2014
Topics Discussed

Minute

Action Points

Responsibility Action Target
date

•

•

New Actions from: 2nd December 2014
Topics Discussed
Minute Action Points
Minutes and Action Points
of the last meeting

•

Responsibility

Action Target
date

• AJH/PE to rectify grammatical errors

• AJH

• 06.01.2015

•

•

•

Agenda Items for next meeting / Decisions to note for next meeting / Date & time of next meeting
The date of the next meeting is Tuesday 6th January 2015 at OMH, Duncan Room.
Agenda items and apologies are to be sent to: Allison.hayes@nhs.net

Draft Action Points – Wirral Clinical Commissioning Group, Governing Body Meeting - PUBLIC SESSION – 02.12.2014
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GOVERNING BODY BOARD REPORT COVER SHEET

Summary Report for CQC Inspections undertaken at
Wirral University Trust Hospital (WUTH) – Arrowe Park Hospital and Wirral Community NHS Trust 2014

Agenda Item:

2.1

Reference

GB14-15/0056

Public / Private

Public

Meeting Date

06/01/2015

Lead Officer

Lorna Quigley, Director of Quality and Patient Safety

Contributors

Sue Smith Lead Nurse for Quality and Patient Safety

Link to CCG
Strategic System
Plan

1 Patient and primary care centric and based on high quality primary care, secondary
and community services
2 Commissioned services which have a sound evidence base

Link to current
strategic objectives

1 Prevent people from dying prematurely
2 Enhance the quality of life for people with long term conditions
3 Helping people to recover from episodes of ill health or following injury
4 Ensuring people have a positive experience of care
5 Ensuring people are treated and cared for in a safe environment and protected from
avoidable
Harm

To approve
To note

Governing Body is asked to note and approve the recommendations below

Summary of
Recommendations

The Governing Body is asked to:

Note the results of each of the individual inspections, and the Trust’s
response
Agree to the recommendation to implement a quality summit in conjunction
with WUTH due to the concerns identified through the CQC inspection
process regarding the quality and safety of the service provided at WUTH.
This is in order to provide assurance to the CCG regarding the issues
identified.

Comments

The CCG is in receipt of a CQC report following visits to
• Wirral university Teaching Hospital in September 2014
• Wirral Community Trust in September 2014
This is a summary report to highlight the issues within the CQC inspection report and
give guidance to the Committee on the recommendations held within. The full
inspection reports can be found at:
http://www.cqc.org.uk/sites/default/files/RBL14_Arrowe_Park_Hospital_INS11138704349_Responsive_-_Concerning_Info_02-12-2014.pdf
http://www.cqc.org.uk/search/site/Wirral%20Community%20Trust?location=&sort=def
ault&distance=15&mode=html
Governing Body is required to note the content of the reports and the actions being
taken
th
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Next Steps

Following noting and response from Governing Body if in agreement individual Quality
Surveillance Summit with WUTH to be organised and completed

What are the implications for the following (if not applicable please state why):
Financial

Indicate with an X if true:

☐Does the report include a summary of the financial impact of the proposal / item
☐Has funding been agreed to align with expenditure plans
☐Does the report cover the cost of not taking action
Not applicable- these reports are undertaken by CQC which review the quality of services not
finance.

Value For Money

Indicate with an X if true:

☐Does the report explain how the proposal/item represents value for money (cf.
New Investment Form)
No, but good quality of care represents value for money

Risk

Indicate with an X if true:

Legal

Indicate with an X if true:

☒Is there a documented risk assessment
☐If there is no risk assessment does the report consider the risk in the Board
taking the recommended decision and what has been done to mitigate the risk?
☐Does the report consider the risk in the Board NOT taking the recommended
decision?

☐Are there any legal implications in what is recommended
☐If there are legal implications has legal advice been obtained
☐Does the report detail the legal implications and whether legal opinion is or isn’t
provided before the Board takes the decision
Not applicable

Patient and Public
Involvement (PPI)

Indicate with an X if true:

☐Does the report evidence stakeholder analysis
☒Does the report provide evidence whether there could be a positive or negative
impact on patients and public
☒Does the report address any potential negative implications
☐Does the report evidence how patients and public have been engaged in the
development of the proposal
Further details:

Equality & Human
Rights

Indicate with an X if true:

☒Does the report provide evidence of whether there could be a positive or
negative impact on protected groups (statutory duty for new / changes to services)
☒Does the report address any potential negative implications
☐Does the report evidence how protected groups have been engaged in the
development of the proposal
☐Does the report include an equality impact assessment (statutory duty for new /
changes to services)
Further details:

Workforce

Indicate with an X if true:

th
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☒Does the report provide evidence of whether there could be a positive or
negative impact on the CCG or other NHS staff
☐Does the report address any potential negative implications
☐Does the report evidence how staff have been engaged in the development of
the proposal
Further details:

Partnership Working

Indicate with an X if true:

☒Does the report provide evidence of whether there could be a positive or
negative impact on the CCG or other NHS staff
☐Does the report address any potential negative implications
☐Does the report evidence a clear clinical evidence base and partnership working
in the development of the proposal
☐Has collaborative working over a wider footprint been considered
Further details:

Performance
Indicators

Indicate with an X if true:

☒Does the report indicate any relevant performance indicators for this item
☐Does the report address how the proposed course of action will affect the agreed
activity / objectives against the performance indicator(s)
Further details:

Sustainability

Indicate with an X if true:

☐Does the report address how the proposal will contribute to economic, social and
environmental sustainability(should be addressed for new / change projects)
☒Does the report address how the proposal will meet the current and future quality
healthcare needs of patients
☐Does the report evidence how the proposal is consistent with current and future
need for patient choice
Further details:

Do you agree that this document can be published on the website?
(If not, please note that it may still be subject to disclosure under Freedom of Information Freedom of Information Exemptions



This section gives details not only of where the actual paper has previously been submitted and what the
outcome was but also of its development path ie. other papers that are directly related to the current paper
under discussion.

Report History/Development Path
Report Name

Reference

CQC Standards
Noncompliance
– Wirral
University
Trust Hospital
– Summary
report

Submitted to
Quality
Performance and
Finance

th
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Date

Brief Summary of Outcome

16/12/14

Report and recommendations to be
shared with Governing Body for
noting and agreement
Added to risk register
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Private Business
The Board may exclude the public from a meeting whenever publicity (on the item under discussion) would
be prejudicial to the public interest by reason of the confidential nature of the business to be transacted or
for other special reasons stated in the resolution. If this applied, items must be submitted to the private
business section of the Board (Section 1 (2) Public Bodies (Admission to Meetings) Act 1960). The
definition of “prejudicial” is where the information is of a type the publication of which may be inappropriate
or damaging to an identifiable person or organisation or otherwise contrary to the public interest or which
relates to the provision of legal advice (for example clinical care information or employment details of an
identifiable individual or commercially confidential information relating to a private sector organisation).
If a report is deemed to be for private business, please note that the tick in the box, indicating whether it
can be published on the website, must be changed to a x.
If you require any additional information please contact the Lead Officer.
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Report Title
Lead Officer

Summary Report for CQC inspection undertaken at Wirral Community
NHS Trust
Lorna Quigley Director of Quality and Patient Safety

Recommendations

Governing Body is asked to note Summary report for CQC inspection

1. INTRODUCTION
1.1 The inspection took place in September as part of the “new style” inspection regimes, this
involves a team of inspectors including subject specialists assessing the quality and safety of
services over a 5 day period by undertaking visits and talking to patients and staff. The core
services that where inspected included:
•
Community health services for children, young people and families
•
Community Health services for adults
•
End of life Care
•
Urgent Care – This included Victoria Central Hospital, Eastham and Arrowe Park
1.2 CQC inspected against five standards – Judged to be compliant against all of the
standards, see below

2. KEY ISSUES / MESSAGES
2.1 Although the Trust received an overall rating of good, there were a number of key issues
that were identified:
2.2 The trust should review the overall management arrangements for services for children’s
and families to ensure there is a shared vision and opportunity’s for joined up working.
2.3 Incident reporting across community teams was inconsistent across the services; part of
this was due to different recording keeping and the roll out of a new IT system.
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2.4 Safeguarding policies and procedures need to be reviewed in order to ensure that they are
fit for purpose. The impact of the Medical Capacity act 2005 was not well understood by staff.
This has an impact of staff ability to support patients giving informed consent to treatment
2.5 Triage assessment not always completed quickly and efficiently
3. IMPLICATIONS
3.1 Review transition arrangements for children and young people to adult services
3.2 Work with the CCG to agree and monitor outcomes for community nursing patients as part
of 2015/16 contract and quality strategy
3.3 Work with Members and Health watch to raise awareness of complaints and concerns with
both patients and staff as part of 2015/16 quality strategy
3.4 Review facilities in all waiting areas for children as part of estates strategy
3.5 Review senior clinical leadership links with Dental service and provide opportunities for
staff involvement in service development, design and commissioning
3.6 Review and improve record keeping in End of Life Care team
Implement relevant findings from the CCG review of Specialist Palliative Care in Wirral to
improve communication.

4. CONCLUSION
As part of this process a quality summit was held by CQC with the Trust. Stakeholders (CCG
and Health watch) were also invited to the event to respond to the report and to be part of the
action planning session.
Many of the actions identified from the report had been previously identified as areas for
improvement by the trust and work has been undertaken in a number of these areas.
The Trust welcomes and accepts the finding of the report and are using the report as a
platform to improve the services that are delivered to patients.
The CCG will monitor the action plans as part of the contractual process.
Governing Body are asked to note the summary report
5. APPENDICES (Must be copied below or available on request – do not embed)
No.
1

Title of Appendix
Link to full CQC report and recommendations for Wirral Community NHS Trust

Appendix 1
http://www.cqc.org.uk/search/site/Wirral%20Community%20Trust?location=&sort=default&distance=15&mode
=html
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Report Title
Lead Officer
Recommendations

Summary Report for CQC inspection undertaken at Wirral University
Trust Hospital – Arrowe Park site
Lorna Quigley Director of Quality and Patient Safety
1. Governing Body is asked to note the report
2. Agree recommendation to undertake Single item Quality Summit
3. Note addition to the risk register

1. INTRODUCTION
1.1 This agenda item consists of a summary of the report issued by Care Quality Commission
following their recent inspection of Arrowe Park Hospital and the Trust action plan in response
to the inspection
The inspection, which took place on 18th and 19th September at Arrowe Park, was arranged by
CQC in response to a number of concerns which had been raised directly with them by
patients and staff. The Trust was given one and a half days’ advance notice in order to collate
documents which the inspectors might need to see. The inspectors visited Accident and
Emergency, and surgical and medical wards, with a particular focus on care of the elderly
wards. The specific wards visited were: 1, 20, 21, 22, 33 and A&E. They also reviewed a wide
range of documentation, including audit reports, agendas and minutes of committees, root
cause analysis investigations, and staffing records.

1.2 Inspection Report
CQC inspected against five standards – Judged to be non- compliant against all of the
standards, see below:
•

Respecting and involving people who use services

•

Records

•

Care and welfare of people who use services

•

Staffing

•

Assessing and monitoring the quality of service provision

For two (records, care and welfare), CQC’s concerns were graded ‘moderate’ (amber); for the
other three, the concerns were ‘minor’ (yellow).
Trust management was given verbal feedback at the end of the inspection and a draft report
was issued in October. Opportunity was given to raise queries about, or clarify, matters in the
report. The Trust submitted a number of corrections to points of detail although these were not
sufficiently significant to alter the conclusions of the report.
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Following this, the final version of the report was published at the end of November and the
Trust must formally submit its action plan in response to the inspection by 15th December.
Action Plan has been submitted to CQC and some actions already completed.

1.3 It should also be noted that at some point before the end of 2015 the Trust will undergo a
full-scale planned inspection by CQC (as opposed to a responsive inspection like this one).
Over a three year period, every Trust in England is to be inspected. Each inspection will cover
eight core services: medicine; surgery; critical care; accident & emergency; maternity;
paediatrics; end of life care; and outpatients.
The inspection teams can number up to forty people, most of whom are practicing clinicians
with experience of working in the types of services. The inspections include focus group
meetings with Trust staff, and public meetings for the local population to give their views.
This will be a more intensive level of scrutiny than the Trust has historically experienced.

2. KEY ISSUES / MESSAGES
2.1 Key Issues
A range of issues were identified by the inspectors in September, several key themes
emerged.
•

A closer scrutiny of the standard of nursing care is required.

•

Programmes of Matrons’ spot checks were in place, this requires expansion and
formalisation, with the results collated and monitored centrally.

•

The profile of nursing leadership at divisional and ward level should be raised, by
defining expectations more clearly and rostering Matrons and band 7 nurses to work
clinical shifts.

•

Staffing levels were a concern, and the establishment review which is being completed
against NICE guidance should help to ensure that all wards are staffed appropriately.

2.2 In preparation for the forthcoming full-scale inspection, the principal challenges the Trust
have identified are:
•
To make staff aware of what is expected of them.
•

To identify and improve areas where they may be under-performing.

•
To help staff to raise with management any concerns which they may have about the
standard of service they are delivering.
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3. IMPLICATIONS
3.1 Patient safety and experience maybe compromised
3.2 Negative staff response - staff appear unsupported within the work environment
3.3 Higher level of risk with regards to patient safety
3.4 Possibility of negative impact on standards of patient care if areas of identified poor
practice are not addressed
Please ensure your report addresses the implications raised on the Governing Body Board Report
Cover sheet

4. CONCLUSION
The Trust’s performance in the inspection was identified by themselves as disappointing, not
least
because CQC’s own quarterly Intelligent Monitoring Report had assessed them as
being in the lowest-risk band of hospitals.
The report pointed out that their clinical governance and assurance processes are welldeveloped, but sometimes issues that are of concern at ward level may not reach the Board’s
attention, and vice-versa.
Due to the concerns identified through the CQC inspection process regarding the
quality and safety of the service provided it is recommended that a single item quality
summit is called to provide assurance to the CCG regarding the issues identified and
support the mitigation of risk.

5. APPENDICES (Must be copied below or available on request – do not embed)
No.
1

Title of Appendix
Link to full CQC Report and recommedations for Arrowe Park Hospital

Appendix 1
http://www.cqc.org.uk/sites/default/files/RBL14_Arrowe_Park_Hospital_INS1-1138704349_Responsive__Concerning_Info_02-12-2014.pdf
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Changes to the CCG Constitution
Agenda Item:

2.2

Reference:

GB14-15/0056

Report to:

Governing Body

Meeting Date:

6th January 2015

Lead Officer:

Iain Stewart, Head of Direct Commissioning and Paul Edwards, Director
of Corporate Affairs

Contributors:
Link to
Commissioning
Strategy

Governance:

To be a high performance, high reputation
organisation with ambition.
To reduce waste and inefficiency and
duplication within the patient journey and
between partners.

Link to current
governing body
Objectives

To ensure that the CCG is a fully constituted
organisation, in order to undertake fully its
statuary requirements

Following the publication of guidance from NHS England entitled
‘Procedures for Clinical Commissioning Group Constitution Change,
Merger or Dissolution’ (May 2013). The CCG has had the opportunity to
update its constitution following national and local changes.

Summary:

In preparation for the next submission date that will be in January 2015,
further amendments are proposed that enable the creation of Joint
Commissioning arrangements with both NHS England and other CCGs.
These amendments will specifically allow the CCG to create the
governance framework to manage the new Continuing Health Care
arrangements presented at November Governing Body and to undertake
Primary Care Co-commissioning (level 2).
The Governing Body is asked to approve the contents of the proposed
changes to the Constitution.
To Approve

Recommendation:

To Note

x

Comments

Next Steps:

Revised constitution to be uploaded to public facing CCG website
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This section is an assessment of the impact of the proposal/item. As such, it identifies the significant
risks, issues and exceptions against the identified areas. Each area must contain sufficient (written in
full sentences) but succinct information to allow the Board to make informed decisions. It should also
make reference to the impact on the proposal/item if the Board rejects the recommended decision.

What are the implications for the following (please state if not applicable):
Financial

The CCG Constitution describes the Quality, Performance and Finance
Committee and its role in overseeing financial performance and is not altered
in these amendments.

Value For Money

The CCG Constitution describes the functions of the CCG, including ensuring
robust financial stewardship and efficient services and is not altered in these
amendments.

Risk

The CCG Constitution ensures that the CCG is a fully constituted organisation,
in order to undertake fully its statutory requirements. These amendments are
in line with recommended NHS England model wording.

Legal

The CCG Constitution outlines how the CCG carries out its statutory duties.
The process for amendment included consideration of the requirement for legal
advice and, in light of the nature of the changes, this was not deemed
necessary. This is largely because the model wording has been provided by
NHS England.

Workforce

The CCG Constitution includes a section on the Group as an Employer, with
whistleblowing references to ensure staff have a mechanism for protected
disclosure. This in not altered in these amendments

Equality &
Human Rights

The impact assessment required by NHS England has been completed as part
of the application process

Patient and
Public
Involvement (PPI)

An event is planned for 5th January 2015 to engage patients on Primary Care
Co-Commissioning.

Partnership
Working

The proposed changes have been shared with Local Authority Senior Leaders.
Healthwatch and Leaders from the main Provider Organisations. Member
practices have also been engaged on these proposed amendments.

Performance
Indicators

N/A

Do you agree that this document can be published on the website?
(If not, please note that it may still be subject to disclosure under Freedom of Information Freedom of Information Exemptions
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This section gives details not only of where the actual paper has previously been submitted and what
the outcome was but also of its development path ie. other papers that are directly related to the
current paper under discussion.

Report History/Development Path
Report Name

Reference

Submitted to

Date

Proposed
amendments to
NHS Wirral
CCG’s
Constitution

GB14-15/0044

Governing Body

11
November
2014

NHS Wirral CCG
response to the
‘Capability and
Governance
Review’

GB 14-15/0039

Governing Body

7 October
2014

Changes to the
CCG
Constitution

GB 14-15/008
2.1

Governing Body

6 May 2014

Changes to the
CCG
Constitution

GB 13-14/045
4.5

Governing Body

5 November
2013

Changes to the
CCG
Constitution

GB 13-14/039
4.5

Governing Body

1 October
2013

Changes to the
CCG
Constitution

GB13-14/014
2.1

Governing Body

4 June 2013

th

Brief Summary of Outcome
Approved

th

GB supported the proposed action plan
and proposed constitutional amendments

th

Decision deferred pending further
consultation

th

Approved

st

Noted

th

Approved

Private Business
The Board may exclude the public from a meeting whenever publicity (on the item under discussion)
would be prejudicial to the public interest by reason of the confidential nature of the business to be
transacted or for other special reasons stated in the resolution. If this applied, items must be
submitted to the private business section of the Board (Section 1 (2) Public Bodies (Admission to
Meetings) Act 1960).
The definition of “prejudicial” is where the information is of a type the publication of which may be
inappropriate or damaging to an identifiable person or organisation or otherwise contrary to the public
interest or which relates to the provision of legal advice (for example clinical care information or
employment details of an identifiable individual or commercially confidential information relating to a
private sector organisation).
If a report is deemed to be for private business, please note that the tick in the box, indicating whether
it can be published on the website, must be changed to a x.
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If you require any additional information please contact the Lead Director/Officer.
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Report Title
Lead Officer

Recommendations

Constitutional changes
Paul Edwards, Director of Corporate Affairs
Iain Stewart, Head of Direct Commissioning
1. Approve option 1 for CHC joint commissioning
2. Approve option 2 for co-commissioning
3.

1. INTRODUCTION
1.1 This paper deals with the proposed constitutional changes required to enable joint
commissioning under formal joint commissioning arrangements with other CCGs to enable
the transition of Continuing Health Care services with effect from 1st February 2015, and to
enable, subject to Member Practices agreement, the joint commissioning with NHS
England for the exercise of NHS England’s functions related to primary care services.
1.2 Governing Body has previously considered and approved the transition of the CHC &
Complex Care service back from North West Commissioning Support Unit to the CCG,
under a hosted arrangement with NHS South Cheshire CCG.
1.3 Governing Body has previously considered the current guidance on co-commissioning of
primary care services.

2. KEY ISSUES / MESSAGES
2.1 The CCG has notified NHS England of its intention to seek an amendment to its
constitution to allow joint commissioning of services with other CCGs, through a Joint
Committee, in line with the Legislative Reform Order passed by Parliament on 1st October
2014.
2.2 The amendment does not specify the area of commissioning, allowing any area to be
considered by Governing Body going forward.
2.3 For the purposes of joint commissioning of CHC services with other CCGs, there is an
urgent requirement to consider the constitutional change so as to enable the planned
change for the transition of Continuing Health Care & Complex Care services with effect
from 1st February 2015.
2.4 For the purposes of co-commissioning of primary care services, there is an opportunity to
submit a CCG application to NHS England by 30th January 2015, with member practices’
support, to be considered to undertake joint commissioning (level 2) with NHS England,
with effect from April 2015. There is likely to be further opportunities beyond April 2015 for
the CCG to apply to be considered for co-commissioning (level 2) should the Governing
Body need more time to inform a decision.
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3. IMPLICATIONS
3.1 The planned transition of CHC and Complex Care services back from NWCSU to Wirral
and Cheshire CCGs on 1st February has been underway since August 2014, and the
requirement for a formal joint commissioning arrangement between the CCGs was only
confirmed with the passing of the Legislative Reform Order in October 2014. Full staffing
consultation has commenced with affected NWCSU staff and associated trade unions and
transfer lists of identified staff have been confirmed (as part of TUPE requirements).
3.2 The proposed amendments to the constitution are shown in Appendix 1 section 1, which is
model wording from NHS England to cover the joint commissioning arrangements with
other CCGs.
3.3 Co-commissioning of primary care services requires support from member practices (no
minimum level is stipulated). Expressions of interest by CCGs to be considered for cocommissioning started in May 2014 and many CCGs have used the subsequent time to
engage with member practices about the subject. The CCG started members’ engagement
on 10th December 2014 after the conclusion of the recent capability review.
3.4 As previously advised to Governing Body, level 2 co-commissioning consists of the
formation of a joint committee with NHS England (there is also a possibility of forming a
multi-CCG joint committee with NHS England to maximize meeting efficiency but this will
require additional agreement on decision-making authority) to determine the primary care
services required locally. Under level 2, there is no physical transfer of primary care
budgets to the CCG.
3.5 The proposed amendments to the constitution are shown in Appendix 1 section 3, which is
model wording from NHS England to cover the joint commissioning arrangements with
NHS England for the exercise of NHS England’s functions.

4. CONCLUSION
4.1 Governing Body is asked to approve the constitutional amendments for the joint
commissioning of services with other CCGs so as to enable the transition of the CHC &
Complex Care services from NWCSU to Wirral and Cheshire CCGs with effect from1st
February 2015.
4.2 Governing Body is asked to consider a submission to NHS England for level 2 cocommissioning of primary care services and if so, approve the constitutional amendments
for the joint commissioning with NHS England for the exercise of NHS England’s functions

2/3

GOVERNING BODY BOARD REPORT
5. APPENDICES (Must be copied below or available on request – do not embed)
No.

Title of Appendix
Model wording for amendments to Clinical Commissioning Groups’ constitutions

Appendix 1 - Model wording for amendments to Clinical Commissioning Groups’ constitutions
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Model wording for
amendments to
Clinical
Commissioning
Groups’ constitutions
November 2014
Publications Gateway ref no. 02422

Model wording for amendments to CCGs’ constitutions

Model wording for amendments to clinical commissioning
groups’ constitutions
Note to accompany template document
1. The template documents have been developed to help minimise the work
involved for CCGs.
2. When the nature of the co-commissioning required has been determined the
use of the template documents will be considered. That could mean they are
adapted or amended in light of your specific governance arrangements.
Template constitution amendment
3. The template constitution amendment sets out three clauses that CCGs may
wish to adopt. The clauses cover the following:
 Joint commissioning arrangements with other CCGs
 Joint commissioning arrangements with NHS England in relation to
CCG functions
 Joint commissioning arrangements with NHS England in relation to
NHS England functions
4. Some CCGs may already have a clause similar to the first template clause
(joint commissioning arrangements with other CCGs). However, what is new
is the provision for the establishment of a joint committee between CCGs.
5. The other two clauses provide for joint working with NHS England in two
instances, as follows:
a. The first is where the CCG wants NHS England to be involved in
relation to the exercise of its (i.e. the CCG’s) functions.
b. The second is where NHS England and a CCG either jointly exercise
NHS England functions or where a CCG is given delegated authority to
exercise NHS England functions.
6. Where a CCG is working collaboratively, it is recommended that the detailed
arrangements for that joint working are set out in a terms of reference
document (see below). Where a delegation has been made by NHS England,
there will also be a formal delegation document and a detailed agreement
between the parties setting out the terms and conditions of the delegation.
Template terms of reference
7. A template terms of reference document for joint commissioning
arrangements has been developed for CCGs to use. This establishes a joint
committee and sets out the things that would need to be considered and
addressed when establishing such a committee.
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8. We have also developed a template terms of reference document for the
establishment of a CCG committee in the context of delegated
commissioning.
9. As with the constitution amendment, these templates do not have to be
adopted in their entirety and can be altered as appropriate to fit the specific
requirements of the CCG(s) in question.
10. The template terms of reference and delegation documents will be included
as annexes to Next Steps when it is published on 10 November 2014.
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Template document

[1] Joint commissioning arrangements with other Clinical
Commissioning Groups

[1.1]

The clinical commissioning group (CCG) may wish to work together with other
CCGs in the exercise of its commissioning functions.

[1.2]

The CCG may make arrangements with one or more CCG in respect of:
[1.2.1] delegating any of the CCG’s commissioning functions to another CCG;
[1.2.2] exercising any of the commissioning functions of another CCG; or
[1.2.3] exercising jointly the commissioning functions of the CCG and another
CCG

[1.3] For the purposes of the arrangements described at paragraph [1.2], the CCG
may:
[1.3.1] make payments to another CCG;
[1.3.2] receive payments from another CCG;
[1.3.3] make the services of its employees or any other resources available to
another CCG; or
[1.3.4] receive the services of the employees or the resources available to
another CCG.

[1.4]

Where the CCG makes arrangements which involve all the CCGs exercising
any of their commissioning functions jointly, a joint committee may be
established to exercise those functions.

[1.5]

For the purposes of the arrangements described at paragraph [1.2] above, the
CCG may establish and maintain a pooled fund made up of contributions by
any of the CCGs working together pursuant to paragraph 1.2.3 above. Any
such pooled fund may be used to make payments towards expenditure
incurred in the discharge of any of the commissioning functions in respect of
which the arrangements are made.
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[1.6]

Where the CCG makes arrangements with another CCG as described at
paragraph [1.2] above, the CCG shall develop and agree with that CCG an
agreement setting out the arrangements for joint working, including details of:



How the parties will work together to carry out their commissioning
functions;



The duties and responsibilities of the parties;



How risk will be managed and apportioned between the parties;



Financial arrangements, including, if applicable, payments towards a
pooled fund and management of that fund;



Contributions from the parties, including details around assets,
employees and equipment to be used under the joint working
arrangements.

[1.7]

The liability of the CCG to carry out its functions will not be affected where the
CCG enters into arrangements pursuant to paragraph [1.2] above.

[1.8]

The CCG will act in accordance with any further guidance issued by NHS
England on co-commissioning.

[1.9]

Only arrangements that are safe and in the interests of patients registered
with member practices will be approved by the governing body.

[1.10] The governing body of the CCG shall require, in all joint commissioning
arrangements, that the lead clinician and lead manager of the lead CCG make
a quarterly written report to the governing body and hold at least annual
engagement events to review aims, objectives, strategy and progress and
publish an annual report on progress made against objectives.

[1.11] Should a joint commissioning arrangement prove to be unsatisfactory the
governing body of the CCG can decide to withdraw from the arrangement, but
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has to give six months’ notice to partners, with new arrangements starting
from the beginning of the next new financial year.

[2] Joint commissioning arrangements with NHS England for the
exercise of CCG functions
[2.1]

The CCG may wish to work together with NHS England in the exercise of its
commissioning functions.

[2.2]

The CCG and NHS England may make arrangements to exercise any of the
CCG’s commissioning functions jointly.

[2.3]

The arrangements referred to in paragraph [2.2] above may include other
CCGs.

[2.4]

Where joint commissioning arrangements pursuant to [2.2] above are entered
into, the parties may establish a joint committee to exercise the
commissioning functions in question.

[2.5]

Arrangements made pursuant to [2.2] above may be on such terms and
conditions (including terms as to payment) as may be agreed between NHS
England and the CCG.

[2.6]

Where the CCG makes arrangements with NHS England (and another CCG if
relevant) as described at paragraph [2.2] above, the CCG shall develop and
agree with NHS England a framework setting out the arrangements for joint
working, including details of:



How the parties will work together to carry out their commissioning
functions;



The duties and responsibilities of the parties;



How risk will be managed and apportioned between the parties;
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Financial arrangements, including, if applicable, payments towards a
pooled fund and management of that fund;



Contributions from the parties, including details around assets,
employees and equipment to be used under the joint working
arrangements; and

[2.7]

The liability of the CCG to carry out its functions will not be affected where the
CCG enters into arrangements pursuant to paragraph [2.2] above.

[2.8]

The CCG will act in accordance with any further guidance issued by NHS
England on co-commissioning.

[2.9]

Only arrangements that are safe and in the interests of patients registered
with member practices will be approved by the governing body.

[2.10] The governing body of the CCG shall require, in all joint commissioning
arrangements that [insert who] of the CCG make a quarterly written report to
the governing body and hold at least annual engagement events to review
aims, objectives, strategy and progress and publish an annual report on
progress made against objectives.

[2.11] Should a joint commissioning arrangement prove to be unsatisfactory the
governing body of the CCG can decide to withdraw from the arrangement, but
has to give six months’ notice to partners, with new arrangements starting
from the beginning of the next new financial year after the expiration of the six
months’ notice period.

[3] Joint commissioning arrangements with NHS England for the
exercise of NHS England’s functions
[3.1] The CCG may wish to work with NHS England and, where applicable, other
CCGs, to exercise specified NHS England functions.

Model wording for amendments to CCGs’ constitutions

[3.2] The CCG may enter into arrangements with NHS England and, where
applicable, other CCGs to:


Exercise such functions as specified by NHS England under delegated
arrangements;



[3.3]

Jointly exercise such functions as specified with NHS England.

Where arrangements are made for the CCG and, where applicable, other
CCGs to exercise functions jointly with NHS England a joint committee may
be established to exercise the functions in question.

[3.4]

Arrangements made between NHS England and the CCG may be on such
terms and conditions (including terms as to payment) as may be agreed
between the parties.

[3.5]

For the purposes of the arrangements described at paragraph [3.2] above,
NHS England and the CCG may establish and maintain a pooled fund made
up of contributions by the parties working together. Any such pooled fund may
be used to make payments towards expenditure incurred in the discharge of
any of the commissioning functions in respect of which the arrangements are
made.

[3.6]

Where the CCG enters into arrangements with NHS England as described at
paragraph [3.2] above, the parties will develop and agree a framework setting
out the arrangements for joint working, including details of:


How the parties will work together to carry out their commissioning
functions;



The duties and responsibilities of the parties;



How risk will be managed and apportioned between the parties;



Financial arrangements, including payments towards a pooled fund
and management of that fund;
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Contributions from the parties, including details around assets,
employees and equipment to be used under the joint working
arrangements.

[3.7]

The liability of NHS England to carry out its functions will not be affected
where it and the CCG enter into arrangements pursuant to paragraph [3.2]
above.

[3.8]

The CCG will act in accordance with any further guidance issued by NHS
England on co-commissioning.

[3.9]

Only arrangements that are safe and in the interests of patients registered
with member practices will be approved by the governing body.

[3.10] The governing body of the CCG shall require, in all joint commissioning
arrangements that the [insert who] of the CCG make a quarterly written
report to the governing body and hold at least annual engagement events to
review aims, objectives, strategy and progress and publish an annual report
on progress made against objectives.

[3.11] Should a joint commissioning arrangement prove to be unsatisfactory the
governing body of the CCG can decide to withdraw from the arrangement, but
has to give six months’ notice to partners, with new arrangements starting
from the beginning of the next new financial year after the expiration of the six
months’ notice period.
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‘Five Year Forward View’ – Overview

Agenda Item:

3.1

Reference

GB14-15/0057

Public / Private

Public

Meeting Date

6th January 2015

Lead Officer

Andrew Cooper
Head of Strategic Planning and Outcomes

Contributors
Link to CCG
Strategic System
Plan

1 Patient and primary care centric and based on high quality primary care, secondary
and community services
2 Rigorously developed and agreed care pathways working together with patients to
secure their help, understanding, ownership and support of the needed changes
3 Commissioned services which have a sound evidence base
4 Provides greater equality of access to all

Link to current
strategic objectives

1 Prevent people from dying prematurely
2 Enhance the quality of life for people with long term conditions
3 Helping people to recover from episodes of ill health or following injury
4 Ensuring people have a positive experience of care
5 Ensuring people are treated and cared for in a safe environment and protected from
avoidable harm

To approve

N/A

To note

Yes

Summary of
Recommendations

The Governing Body is asked to:
1. Note the overview of the ‘Five Year Forward View’ document
2. Note the implications for Wirral including the summary of the 2015/16
planning guidance

Comments
Next Steps

•
•

Local implementation of planning guidance for 2015/16
Consideration of proposed care models for local implementation

What are the implications for the following (if not applicable please state why):
Financial

Indicate with an X if true:

☐Does the report include a summary of the financial impact of the proposal / item
☐Has funding been agreed to align with expenditure plans
☐Does the report cover the cost of not taking action
Further details:
N/A

Value For Money

Indicate with an X if true:

☐Does the report explain how the proposal/item represents value for money (cf.
New Investment Form)
Further details:
N/A

Risk

Indicate with an X if true:

☐Is there a documented risk assessment
☐If there is no risk assessment does the report consider the risk in the Board
th
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taking the recommended decision and what has been done to mitigate the risk?
☐Does the report consider the risk in the Board NOT taking the recommended
decision?
Further details:

Report is for noting – no decision required at this stage

Legal

Indicate with an X if true:

☐Are there any legal implications in what is recommended
☐If there are legal implications has legal advice been obtained
☐Does the report detail the legal implications and whether legal opinion is or isn’t
provided before the Board takes the decision
Further details:

Report is for noting – no legal implications at this stage; however, legal implications
will need to be considered when considering implementation of planning guidance
and revised models of care

Patient and Public
Involvement (PPI)

Indicate with an X if true:

☐Does the report evidence stakeholder analysis
☐Does the report provide evidence whether there could be a positive or negative
impact on patients and public
☐Does the report address any potential negative implications
☐Does the report evidence how patients and public have been engaged in the
development of the proposal
Further details:

Report is for noting; however, patient and public involvement will be required when
developing revised models of care

Equality & Human
Rights

Indicate with an X if true:

☐Does the report provide evidence of whether there could be a positive or
negative impact on protected groups (statutory duty for new / changes to services)
☐Does the report address any potential negative implications
☐Does the report evidence how protected groups have been engaged in the
development of the proposal
☐Does the report include an equality impact assessment (statutory duty for new /
changes to services)
Further details:

Report is for noting; however, consideration of equality and human rights, including
impact assessment will be required when developing revised models of care

Workforce

Indicate with an X if true:

☐Does the report provide evidence of whether there could be a positive or
negative impact on the CCG or other NHS staff
☐Does the report address any potential negative implications
☐Does the report evidence how staff have been engaged in the development of
the proposal
Further details:

The Five Year Forward View has significant implications for a more flexible future
workforce; however, the specific implications will need to be considered when
revised models of care are developed

Partnership Working

Indicate with an X if true:

☐Does the report provide evidence of whether there could be a positive or
negative impact on the CCG or other NHS staff
☐Does the report address any potential negative implications
☐Does the report evidence a clear clinical evidence base and partnership working
in the development of the proposal
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☐Has collaborative working over a wider footprint been considered
Further details:

The Five Year Forward View has significant implications for partnership working;
however, the specific implications will need to be considered when planning
guidance is implemented and revised models of care are developed
Indicate with an X if true:

Performance
Indicators

☐Does the report indicate any relevant performance indicators for this item
☐Does the report address how the proposed course of action will affect the agreed
activity / objectives against the performance indicator(s)
Further details:

N/A
Indicate with an X if true:

Sustainability

☐Does the report address how the proposal will contribute to economic, social and
environmental sustainability(should be addressed for new / change projects)
☐Does the report address how the proposal will meet the current and future quality
healthcare needs of patients
☐Does the report evidence how the proposal is consistent with current and future
need for patient choice
Further details:

Prime focus of the Five Year Forward View document is on NHS sustainability

Do you agree that this document can be published on the website?
(If not, please note that it may still be subject to disclosure under Freedom of Information Freedom of Information Exemptions



This section gives details not only of where the actual paper has previously been submitted and what the
outcome was but also of its development path ie. other papers that are directly related to the current paper
under discussion.

Report History/Development Path
Report Name

Reference

Submitted to

Date

Brief Summary of Outcome

Private Business
The Board may exclude the public from a meeting whenever publicity (on the item under discussion) would
be prejudicial to the public interest by reason of the confidential nature of the business to be transacted or
for other special reasons stated in the resolution. If this applied, items must be submitted to the private
business section of the Board (Section 1 (2) Public Bodies (Admission to Meetings) Act 1960). The
definition of “prejudicial” is where the information is of a type the publication of which may be inappropriate
or damaging to an identifiable person or organisation or otherwise contrary to the public interest or which
relates to the provision of legal advice (for example clinical care information or employment details of an
identifiable individual or commercially confidential information relating to a private sector organisation).
If a report is deemed to be for private business, please note that the tick in the box, indicating whether it
can be published on the website, must be changed to a x.
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Report Title
Lead Officer

Five Year Forward View - Overview
Andrew Cooper
Head of Strategic Planning and Outcomes

Recommendations

1. Note the overview of the ‘Five Year Forward View’ document
2. Note the implications for Wirral including the summary of the
2015/16 planning guidance

1. INTRODUCTION
1.1 The ‘Five Year Forward View’, published by NHS England in October 2014, sets out a
vision for improvement in the NHS over the next 5 years.
1.2 The paper acknowledges the significant achievements that the NHS has already made
including its ranking as one of the highest performing health systems in the world, a
decrease in waiting times, an increase in cancer survival, a reduction in early deaths from
heart disease and so forth.
1.3 However, it is set in the context of the ever increasing burden of avoidable illness related to
unhealthy lifestyles with 1 in 5 adults smoking, one third of adults consuming too much
alcohol and over half the population being obese. In addition, as life expectancy increases,
the numbers of people living longer with long-term conditions also increases and 70% of
the NHS budget is now spent on the treatment of long-term conditions.
1.4 These factors, along with the expectation of the population to be able to access high
quality, effective healthcare in a timely manner, means that service pressures are building
within the current NHS and quality of care can be variable across providers. The status quo
is therefore unsustainable and requires transformational change across the system hence
the publication of ‘Five Year Forward View’.

2. KEY ISSUES / MESSAGES
2.1 The paper identifies 3 main gaps that need to be addressed, namely within health and
wellbeing, care quality and funding.
2.2 In relation to health and wellbeing, the paper acknowledges the significant impact of
unhealthy lifestyles and the links to avoidable illness and significant inequality in health
outcomes. In response, it identifies a need to ‘get serious about prevention’ and proposes
supporting healthier behavior through national prevention campaigns, targeted prevention
through primary care and a focus on employment, in terms of helping people to get
employed and stay employed, as well as considering the health of the existing workforce.
2.3 In addition, the document also focuses on the need to empower patients and engage
communities. It advocates investment in self-management through improving access to
patient information and care records, increasing control through the roll out of Integrated
th
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Personal Commissioning and further strengthening the choice agenda. In relation to
communities, the focus is on carer support and identifying innovative ways to further
engage the voluntary sector.
2.4 In terms of care and quality, the overarching emphasis is on the implementation of new
models of care to enable transformational change from the current state, to a system that
is integrated around the individual, allowing more care to be delivered outside of hospital.
2.5 A ‘one size fits all’ model of care is not advocated by the document; however, development
of multiple, isolated areas of innovation are not suggested either. Instead, the following
broad care models, summarised in the table below, are proposed:

Care Model
Multispecialty
•
Community
Providers (MCPs)
•
•
•
•

Primary and
Acute Care
Systems (PACS)

•
•
•
•

Urgent /
Emergency Care
Networks

•

•
•
•
•

th

Summary
Evolution of primary care with a focus on expanding leadership
around GP practices to include nurses, therapists and other
community-based professionals
Provision of a wider scope of services, targeted to meet population
need
Focus on enhanced skills, development of roles and digital
technology to improve care and convenience for patients
Shift of outpatient consultations from hospitals into the community
which could be supported by primary care employed consultants
Potential for community hospital facilities to be provided by
practices or federations of practices
Possibility of delegated health budget for registered list of patients
Support integrated care by allowing list-based GP services,
hospital, mental health and community care to be provided by a
single organisation
In areas where GP recruitment is difficult, hospitals could run their
own GP practice (with appropriate safeguards to ensure out-ofhospital care provision remains the priority)
Could potentially deliver an ‘Accountable Care Organisation’
model in the future where the organisation is fully accountable for
the health needs of its registered population and uses a delegated
health budget to provide care for its registered list of patients
Focus on more appropriate use of primary and community
unplanned care services, including pharmacies, urgent care
centres, ambulances and mental health teams to reduce the
reliance on hospital services such as A&E
7 day access to a greater range of tests and treatments in
community bases
Networks of linked hospitals to provide access to highly specialist
care
Focus on integration of mental health crisis services
Consistent clinical triage and advice across the system to reduce
confusion and enable patients to navigate the system effectively
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Viable Smaller
Hospitals

•
•
•
•
•

Specialised Care

•

•
Modern Maternity
Services

•
•

Enhanced Health
in Care Homes

•
•

National review of funding mechanisms to identify appropriate
payment regimes for hospitals of different sizes
Consideration of new organisational models for smaller hospitals,
including medical staffing review, to increase sustainability
Could include sharing ‘back office’ or management functions
across a number of linked smaller hospitals
Specialist satellite services could be provided on-site at smaller
hospitals
Smaller hospitals could work in a more integrated way as per the
PACS model described above
Further consolidation of specialised services where there is
evidence that treating larger numbers of patients leads to better
outcomes but with consideration of local delivery by developing a
network of associated services
Move towards highly specialised centres of excellence for
treatment of rare diseases
National maternity services review to identify best way of
delivering sustainable maternity services in the future
Consideration of funding mechanisms to support choice in
maternity services
Support the development of midwifery-led services
Development of new models of support, shared across health and
social care, to offer in-reach services to individuals in care homes

2.6 In order to implement new care models, it is suggested that national bodies such as NHS
England, Monitor, the NHS Trust Development Agency, Care Quality Commission, Health
Education England and Public Health England will need to work in partnership with local
providers and commissioners to jointly develop the following:






Detailed prototyping of new care models
Shared methodology for assessing the characteristics of health economies
National and regional expertise and support for implementation at pace
National flexibilities in current regulatory, funding and pricing regimes
A new investment model to ‘pump-prime’ and fast-track new care models

2.7 In addition, to deliver the proposed scale and pace of change, it is proposed that NHS
leadership must be aligned across the system to support innovation and intervene
effectively where health economies are challenged. Exploitation of the ‘Information
Revolution’ is also advocated along with development of a modern workforce that is flexible
enough to provide care differently.
2.8 To further support the delivery of these potential new models of care, a ‘new deal’ for
primary care is also proposed. Stable funding for the next 2 years and increased
investment over the next Parliament is suggested with additional new funding available
through schemes such as the Prime Minister’s Challenge Fund. The shortage of GPs in
practice is acknowledged and the paper details work with Health Education England that
th

WCCG Governing Body – 6 January 2015

3/7

GOVERNING BODY BOARD REPORT
will not only increase the numbers of GPs in practice but will also focus on development of
other community care practitioners. The need for effective public engagement is also
recognised to ensure that individuals receive timely and consistent advice to access the
most appropriate care.
2.9 In relation to NHS fiscal resources, the paper reiterates the anticipated £30 billion gap by
the year 2020 between potential demand and current funding. Action to address this issue
is advocated in three broad areas: demand, efficiency and funding.
2.10 It is proposed that the re-focus on prevention through public health strategies, teamed
with implementation of the new models of care advocated by ‘Five Year Forward View’ will
impact on the demand for future health services; however, it is acknowledged that any
benefit is only likely to be realised in the mid to long-term.
2.11 With regard to efficiency, it is identified by the Office for Budget Responsibility that that
NHS has achieved a long-run efficiency of 0.8% annually although this has been higher
over the past few years. The paper articulates a challenging ambition of 2-3 % net
efficiency for the next 5 years and suggests that this should be achievable through
consistent efficient provision across providers and the implementation of new models of
care described previously.
2.12 In terms of funding, 3 scenarios are proposed; flat real-terms overall NHS funding, flat
real-terms funding per person (takes account of population growth) and flat real-terms
funding as a share of Gross Domestic Product (GDP). The paper does not recommend a
specific option but instead suggests that this decision must be made by the next
Government; it does however suggest that if demand and efficiency are managed
effectively, along with agreement of a realistic funding option, then the £30 billion gap can
be closed.
3. IMPLICATIONS
3.1 ‘Five Year Forward View’ has far reaching implications locally; however, the Wirral Vision
2018 programme provides an effective platform that can be developed to deliver the
requirements of the document.
3.2 In addition, developments such as the work undertaken in the recent ‘Value Stream
Analysis’ event have led to an emerging local model of care. This model is based on
effective support for patients to navigate an integrated health and social care system that
has a focus on assessment and treatment provided as close to the individual as possible –
this concept is congruent with the new models of care outlined in the ‘Forward View’
document.
3.3 The recently published NHS England planning guidance ‘The Forward View into Action:
Planning for 2015/16’ (Appendix 2) begins to articulate the practical implications of
delivering the Five Year Forward View. The planning guidance has a suite of supportive
documentation and templates; however, the following bullet points summarise the key
themes:
 Strategic plan refresh not required; however, revised operational plans for
2015/16 will be need to be developed
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Government mandate to the NHS remains stable except for introduction of new
access standards for mental health services
Expectation of increased spending on mental health services
Expectation of aligned, realistic activity and finance assumptions across local
commissioners and providers
Local emerging vision for health and social care provision should use existing
‘units of planning’ i.e. the local footprint would be the borough of Wirral
CCGs and local partners must set quantifiable levels of ambition for reducing
health inequality, improving health and wellbeing outcomes and for the
identification and support of local carers
All NHS employers to take action to improve health and wellbeing of staff
Expansion of personal health budget provision
Opportunity for local areas to prototype the new models of care outlined above
– intensive support and evaluation will be provided for these sites
Local areas advised to refresh medium-term strategies to develop a shared
vision for health and social care delivery based on the principles of the
Forward View document
Local economy to come together annually with appropriate national bodies to
consider the local system-wide plan
Commissioners and providers to prioritise the local implementation of
strategies to deliver the findings of the urgent and emergency care review
National Quality Board to publish priorities for consistent measurement of
quality in Summer 2015
Commissioners and providers to work together to ensure patients have a
named responsible doctor within and across care settings
Service Development and Improvement Plans (SDIPs) for hospital providers
should ensure at least 5 of the 10 standards for 7-day services are
implemented
Access and waiting time standards to be introduced for mental health services
– requirements must be incorporated into SDIPs
NHS number to be used as the unique identifier for all patients across health
and social care
80% of GP referrals for planned care to be electronic by March 2016
Real-terms NHS funding increase of 1.6% for 2015/16 deployed against
priority areas for delivery of the Forward View
Subject to national tariff consultation, it is likely that tariff prices will be uplifted
by 1.93%. Providers will be expected to achieve efficiencies of 3.8% resulting
in a net overall decrease of 1.9%.
Better Care Fund plans must be reviewed and revised as appropriate if not
achieving anticipated outcomes
System Resilience Groups should assume operational resilience funding at the
same level as 2014/15; however, this must be met from CCG baseline
budgets, not from additional allocation
CCGs must set aside 1% of budget for non-recurrent spend on transformation
National CQUINs for improving dementia care and physical health of patients
with mental health conditions will remain in place
Additional CQUIN indicators for care of patients with acute kidney injury and
treatment of sepsis to be introduced
New national CQUIN to improve urgent and emergency care to be introduced
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Former CQUINs relating to the ‘safety thermometer’ and ‘Friends and Family
Test’ will be discontinued as they are now mandatory requirements in the NHS
Standard Contract

3.4 The table below sets out the timescales for implementation of the planning guidance:
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4. CONCLUSION
4.1 The ‘Five Year Forward View’ document sets out a vision for the forthcoming 5 years to
enable the NHS to continue to be a world-class health system that is able to meet the
increasing health demands of the population whilst living within the constraints of an
increasingly challenging financial climate.
4.2 The paper identifies a number of models of care delivery that will need to be considered in
the context of the specific challenges that the Wirral health and social care economy faces.
In addition, the associated planning guidance for 2015/16 will also need to be implemented
locally in line with the challenging timescales identified in section 3.4 above.

5. APPENDICES (Must be copied below or available on request – do not embed)
No.
1
2

Title of Appendix
Five Year Forward View – http://www.england.nhs.uk/wpcontent/uploads/2014/10/5yfv-web.pdf
The Forward View into Action: Planning for 2015/16 – http://www.england.nhs.uk/wpcontent/uploads/2014/12/forward-view-plning.pdf

Appendix 1 – sent as separate attachment
Appendix 2 – sent as separate attachment
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FOREWORD
The NHS may be the proudest achievement of our modern society.

It was founded in 1948 in place of fear - the fear that many people had of
being unable to afford medical treatment for themselves and their
families. And it was founded in a spirit of optimism - at a time of great
uncertainty, coming shortly after the sacrifices of war.
Our nation remains unwavering in that commitment to universal
healthcare, irrespective of age, health, race, social status or ability to pay.
To high quality care for all.

Our values haven’t changed, but our world has. So the NHS needs to adapt
to take advantage of the opportunities that science and technology offer
patients, carers and those who serve them. But it also needs to evolve to
meet new challenges: we live longer, with complex health issues,
sometimes of our own making. One in five adults still smoke. A third of us
drink too much alcohol. Just under two thirds of us are overweight or
obese.
These changes mean that we need to take a longer view - a Five-Year
Forward View – to consider the possible futures on offer, and the choices
that we face. So this Forward View sets out how the health service needs
to change, arguing for a more engaged relationship with patients, carers
and citizens so that we can promote wellbeing and prevent ill-health.

It represents the shared view of the NHS’ national leadership, and reflects
an emerging consensus amongst patient groups, clinicians, local
communities and frontline NHS leaders. It sets out a vision of a better
NHS, the steps we should now take to get us there, and the actions we
need from others.
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EXECUTIVE SUMMARY
1. The NHS has dramatically improved over the past fifteen years.
Cancer and cardiac outcomes are better; waits are shorter; patient
satisfaction much higher. Progress has continued even during global
recession and austerity thanks to protected funding and the
commitment of NHS staff. But quality of care can be variable,
preventable illness is widespread, health inequalities deep-rooted.
Our patients’ needs are changing, new treatment options are
emerging, and we face particular challenges in areas such as mental
health, cancer and support for frail older patients. Service pressures
are building.

2. Fortunately there is now quite broad consensus on what a better
future should be. This ‘Forward View’ sets out a clear direction for
the NHS – showing why change is needed and what it will look like.
Some of what is needed can be brought about by the NHS itself. Other
actions require new partnerships with local communities, local
authorities and employers. Some critical decisions – for example on
investment, on various public health measures, and on local service
changes – will need explicit support from the next government.

3. The first argument we make in this Forward View is that the future
health of millions of children, the sustainability of the NHS, and the
economic prosperity of Britain all now depend on a radical upgrade
in prevention and public health. Twelve years ago Derek Wanless’
health review warned that unless the country took prevention
seriously we would be faced with a sharply rising burden of avoidable
illness. That warning has not been heeded - and the NHS is on the
hook for the consequences.

4. The NHS will therefore now back hard-hitting national action on
obesity, smoking, alcohol and other major health risks. We will help
develop and support new workplace incentives to promote employee
health and cut sickness-related unemployment. And we will advocate
for stronger public health-related powers for local government and
elected mayors.
5. Second, when people do need health services, patients will gain
far greater control of their own care – including the option of
shared budgets combining health and social care. The 1.4 million full
time unpaid carers in England will get new support, and the NHS will
become a better partner with voluntary organisations and local
communities.

6. Third, the NHS will take decisive steps to break down the barriers
in how care is provided between family doctors and hospitals,
between physical and mental health, between health and social care.
The future will see far more care delivered locally but with some
services in specialist centres, organised to support people with
multiple health conditions, not just single diseases.

7. England is too diverse for a ‘one size fits all’ care model to apply
everywhere. But nor is the answer simply to let ‘a thousand flowers
bloom’. Different local health communities will instead be supported
by the NHS’ national leadership to choose from amongst a small
number of radical new care delivery options, and then given the
resources and support to implement them where that makes sense.

8. One new option will permit groups of GPs to combine with nurses,
other community health services, hospital specialists and perhaps
mental health and social care to create integrated out-of-hospital care
- the Multispecialty Community Provider. Early versions of these
models are emerging in different parts of the country, but they
generally do not yet employ hospital consultants, have admitting
rights to hospital beds, run community hospitals or take delegated
control of the NHS budget.
9. A further new option will be the integrated hospital and primary care
provider - Primary and Acute Care Systems - combining for the first
time general practice and hospital services, similar to the Accountable
Care Organisations now developing in other countries too.

10. Across the NHS, urgent and emergency care services will be
redesigned to integrate between A&E departments, GP out-of-hours
services, urgent care centres, NHS 111, and ambulance services.
Smaller hospitals will have new options to help them remain viable,
including forming partnerships with other hospitals further afield,
and partnering with specialist hospitals to provide more local
services. Midwives will have new options to take charge of the
maternity services they offer. The NHS will provide more support for
frail older people living in care homes.

11. The foundation of NHS care will remain list-based primary care.
Given the pressures they are under, we need a ‘new deal’ for GPs. Over
the next five years the NHS will invest more in primary care, while
stabilising core funding for general practice nationally over the next
two years. GP-led Clinical Commissioning Groups will have the option
of more control over the wider NHS budget, enabling a shift in
investment from acute to primary and community services. The
number of GPs in training needs to be increased as fast as possible,
with new options to encourage retention.
12. In order to support these changes, the national leadership of the
NHS will need to act coherently together, and provide meaningful
local flexibility in the way payment rules, regulatory requirements
and other mechanisms are applied. We will back diverse solutions and
local leadership, in place of the distraction of further national
structural reorganisation. We will invest in new options for our
workforce, and raise our game on health technology - radically
improving patients’ experience of interacting with the NHS. We will
4

improve the NHS’ ability to undertake research and apply innovation
– including by developing new ‘test bed’ sites for worldwide
innovators, and new ‘green field’ sites where completely new NHS
services will be designed from scratch.

13. In order to provide the comprehensive and high quality care the
people of England clearly want, Monitor, NHS England and
independent analysts have previously calculated that a combination of
growing demand if met by no further annual efficiencies and flat real
terms funding would produce a mismatch between resources and
patient needs of nearly £30 billion a year by 2020/21. So to sustain a
comprehensive high-quality NHS, action will be needed on all three
fronts – demand, efficiency and funding. Less impact on any one of
them will require compensating action on the other two.

14. The NHS’ long run performance has been efficiency of 0.8% annually,
but nearer to 1.5%-2% in recent years. For the NHS repeatedly to
achieve an extra 2% net efficiency/demand saving across its whole
funding base each year for the rest of the decade would represent a
strong performance - compared with the NHS' own past, compared
with the wider UK economy, and with other countries' health systems.
We believe it is possible – perhaps rising to as high as 3% by the end
of the period - provided we take action on prevention, invest in new
care models, sustain social care services, and over time see a bigger
share of the efficiency coming from wider system improvements.

15. On funding scenarios, flat real terms NHS spending overall would
represent a continuation of current budget protection. Flat real terms
NHS spending per person would take account of population growth.
Flat NHS spending as a share of GDP would differ from the long term
trend in which health spending in industrialised countries tends to
rise as a share of national income.

16. Depending on the combined efficiency and funding option pursued,
the effect is to close the £30 billion gap by one third, one half, or all the
way. Delivering on the transformational changes set out in this
Forward View and the resulting annual efficiencies could - if matched
by staged funding increases as the economy allows - close the £30
billion gap by 2020/21. Decisions on these options will be for the next
Parliament and government, and will need to be updated and adjusted
over the course of the five year period. However nothing in the
analysis above suggests that continuing with a comprehensive taxfunded NHS is intrinsically un-doable. Instead it suggests that there
are viable options for sustaining and improving the NHS over the
next five years, provided that the NHS does its part, allied with the
support of government, and of our other partners, both national and
local.
5

CHAPTER ONE
Why does the NHS need to change?
Over the past fifteen years the NHS has dramatically improved. Cancer
survival is its highest ever. Early deaths from heart disease are down by
over 40%. Avoidable deaths overall are down by 20%. About 160,000
more nurses, doctors and other clinicians are treating millions more
patients so that most long waits for operations have been slashed – down
from 18 months to 18 weeks. Mixed sex wards and shabby hospital
buildings have been tackled. Public satisfaction with the NHS has nearly
doubled.
Over the past five years - despite global recession and austerity - the NHS
has generally been successful in responding to a growing population, an
ageing population, and a sicker population, as well as new drugs and
treatments and cuts in local councils’ social care. Protected NHS funding
has helped, as has the shared commitment and dedication of health
service staff – on one measure the health service has become £20 billion
more efficient.

No health system anywhere in the world in recent times has managed five
years of little or no real growth without either increasing charges, cutting
services or cutting staff. The NHS has been a remarkable exception.
What’s more, transparency about quality has helped care improve, and
new research programmes like the 100,000 genomes initiative are putting
this country at the forefront of global health research. The Commonwealth
Fund has just ranked us the highest performing health system of 11
industrialised countries.
Of course the NHS is far from perfect. Some of the fundamental challenges
facing us are common to all industrialised countries’ health systems:
•

•

Changes in patients’ health needs and personal preferences. Long
term health conditions - rather than illnesses susceptible to a one-off
cure - now take 70% of the health service budget. At the same time
many (but not all) people wish to be more informed and involved with
their own care, challenging the traditional divide between patients
and professionals, and offering opportunities for better health
through increased prevention and supported self-care.

Changes in treatments, technologies and care delivery. Technology is
transforming our ability to predict, diagnose and treat disease. New
treatments are coming on stream. And we know, both from examples
within the NHS and internationally, that there are better ways of
organising care, breaking out of the artificial boundaries between
hospitals and primary care, between health and social care, between
generalists and specialists—all of which get in the way of care that is
genuinely coordinated around what people need and want.
6

•

Changes in health services funding growth. Given the after-effects of
the global recession, most western countries will continue to
experience budget pressures over the next few years, and it is
implausible to think that over this period NHS spending growth could
return to the 6%-7% real annual increases seen in the first decade of
this century.

Some of the improvements we need over the next five years are more
specific to England. In mental health and learning disability services. In
faster diagnosis and more uniform treatment for cancer. In readily
accessible GP services. In prevention and integrated health and social
care. There are still unacceptable variations of care provided to patients,
which can have devastating effects on individuals and their families, as the
inexcusable events at Mid-Staffordshire and Winterbourne View laid bare.
One possible response to these challenges would be to attempt to muddle
through the next few years, relying on short term expedients to preserve
services and standards. Our view is that this is not a sustainable strategy
because it would over time inevitably lead to three widening gaps:

The health and wellbeing gap: if the nation fails to get serious about
prevention then recent progress in healthy life expectancies will stall,
health inequalities will widen, and our ability to fund beneficial new
treatments will be crowded-out by the need to spend billions of pounds
on wholly avoidable illness.

The care and quality gap: unless we reshape care delivery, harness
technology, and drive down variations in quality and safety of care, then
patients’ changing needs will go unmet, people will be harmed who
should have been cured, and unacceptable variations in outcomes will
persist.
The funding and efficiency gap: if we fail to match reasonable funding
levels with wide-ranging and sometimes controversial system efficiencies,
the result will be some combination of worse services, fewer staff, deficits,
and restrictions on new treatments.

We believe none of these three gaps is inevitable. A better future is
possible – and with the right changes, right partnerships, and right
investments we know how to get there.

That’s because there is broad consensus on what that future needs to be.
It is a future that empowers patients to take much more control over their
own care and treatment. It is a future that dissolves the classic divide, set
almost in stone since 1948, between family doctors and hospitals,
between physical and mental health, between health and social care,
between prevention and treatment. One that no longer sees expertise
locked into often out-dated buildings, with services fragmented, patients
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having to visit multiple professionals for multiple appointments, endlessly
repeating their details because they use separate paper records. One
organised to support people with multiple health conditions, not just
single diseases. A future that sees far more care delivered locally but with
some services in specialist centres where that clearly produces better
results. One that recognises that we cannot deliver the necessary change
without investing in our current and future workforce.
The rest of this Forward View sets out what that future will look like, and
how together we can bring it about. Chapter two – the next chapter –
outlines some of the action needed to tackle the health and wellbeing gap.
Chapter three sets out radical changes to tackle the care and quality gap.
Chapter four focuses on options for meeting the funding and efficiency
challenge.
BOX 1: FIVE YEAR AMBITIONS ON QUALITY

The definition of quality in health care, enshrined in law, includes three key
aspects: patient safety, clinical effectiveness and patient experience. A high
quality health service exhibits all three. However, achieving all three
ultimately happens when a caring culture, professional commitment and
strong leadership are combined to serve patients, which is why the Care
Quality Commission is inspecting against these elements of quality too.
We do not always achieve these standards. For example, there is variation
depending on when patients are treated: mortality rates are 11% higher for
patients admitted on Saturdays and 16% higher on Sundays compared to a
Wednesday. And there is variation in outcomes; for instance, up to 30%
variation between CCGs in the health related quality of life for people with
more than one long term condition.
We have a double opportunity: to narrow the gap between the best and the
worst, whilst raising the bar higher for everyone. To reduce variations in
where patients receive care, we will measure and publish meaningful and
comparable measurements for all major pathways of care for every
provider – including community, mental and primary care – by the end of
the next Parliament. We will continue to redesign the payment system so
that there are rewards for improvements in quality. We will invest in
leadership by reviewing and refocusing the work of the NHS Leadership
Academy and NHS Improving Quality. To reduce variations in when patients
receive care, we will develop a framework for how seven day services can be
implemented affordably and sustainably, recognising that different
solutions will be needed in different localities. As national bodies we can do
more by measuring what matters, requiring comprehensive transparency of
performance data and ensuring this data increasingly informs payment
mechanisms and commissioning decisions.
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CHAPTER TWO
What will the future look like? A new
relationship with patients and communities
One of the great strengths of this country is that we have an NHS that - at
its best - is ‘of the people, by the people and for the people’.

Yet sometimes the health service has been prone to operating a ‘factory’
model of care and repair, with limited engagement with the wider
community, a short-sighted approach to partnerships, and underdeveloped advocacy and action on the broader influencers of health and
wellbeing.
As a result we have not fully harnessed the renewable energy represented
by patients and communities, or the potential positive health impacts of
employers and national and local governments.
Getting serious about prevention

The future health of millions of children, the sustainability of the NHS, and
the economic prosperity of Britain all now depend on a radical upgrade in
prevention and public health. Twelve years ago, Derek Wanless’ health
review warned that unless the country took prevention seriously we
would be faced with a sharply rising burden of avoidable illness. That
warning has not been heeded - and the NHS is on the hook for the
consequences.

Rather than the ‘fully engaged scenario’ that Wanless spoke of, one in five
adults still smoke. A third of people drink too much alcohol. A third of men
and half of women don’t get enough exercise. Almost two thirds of adults
are overweight or obese. These patterns are influenced by, and in turn
reinforce, deep health inequalities which can cascade down the
generations. For example, smoking rates during pregnancy range from 2%
in west London to 28% in Blackpool.

Even more shockingly, the number of obese children doubles while
children are at primary school. Fewer than one-in-ten children are obese
when they enter reception class. By the time they’re in Year Six, nearly
one-in-five are then obese.
And as the ‘stock’ of population health risk gets worse, the ‘flow’ of costly
NHS treatments increases as a consequence. To take just one example –
Diabetes UK estimate that the NHS is already spending about £10 billion a
year on diabetes. Almost three million people in England are already
living with diabetes and another seven million people are at risk of
becoming diabetic. Put bluntly, as the nation’s waistline keeps piling on
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the pounds, we’re piling on billions of pounds in future taxes just to pay
for preventable illnesses.

We do not have to accept this rising burden of ill health driven by our
lifestyles, patterned by deprivation and other social and economic
influences. Public Health England’s new strategy sets out priorities for
tackling obesity, smoking and harmful drinking; ensuring that children get
the best start in life; and that we reduce the risk of dementia through
tackling lifestyle risks, amongst other national health goals.

We support these priorities and will work to deliver them. While the
health service certainly can’t do everything that’s needed by itself, it can
and should now become a more activist agent of health-related social
change. That’s why we will lead where possible, or advocate when
appropriate, a range of new approaches to improving health and
wellbeing.

Incentivising and supporting healthier behaviour. England has made
significant strides in reducing smoking, but it still remains our number
one killer. More than half of the inequality in life expectancy between
social classes is now linked to higher smoking rates amongst poorer
people. There are now over 3,000 alcohol-related admissions to A&E
every day. Our young people have the highest consumption of sugary soft
drinks in Europe. So for all of these major health risks – including tobacco,
alcohol, junk food and excess sugar - we will actively support
comprehensive, hard-hitting and broad-based national action to include
clear information and labelling, targeted personal support and wider
changes to distribution, marketing, pricing, and product formulation. We
will also use the substantial combined purchasing power of the NHS to
reinforce these measures.

Local democratic leadership on public health. Local authorities now have a
statutory responsibility for improving the health of their people, and
councils and elected mayors can make an important impact. For example,
Barking and Dagenham are seeking to limit new junk food outlets near
schools. Ipswich Council, working with Suffolk Constabulary, is taking
action on alcohol. Other councils are now following suit. The mayors of
Liverpool and London have established wide-ranging health commissions
to mobilise action for their residents. Local authorities in greater
Manchester are increasingly acting together to drive health and wellbeing.
Through local Health and Wellbeing Boards, the NHS will play its part in
these initiatives. However, we agree with the Local Government
Association that English mayors and local authorities should also be
granted enhanced powers to allow local democratic decisions on public
health policy that go further and faster than prevailing national law – on
alcohol, fast food, tobacco and other issues that affect physical and mental
health.
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Targeted prevention. While local authorities now have responsibility for
many broad based public health programmes, the NHS has a distinct role
in secondary prevention. Proactive primary care is central to this, as is the
more systematic use of evidence-based intervention strategies. We also
need to make different investment decisions - for example, it makes little
sense that the NHS is now spending more on bariatric surgery for obesity
than on a national roll-out of intensive lifestyle intervention programmes
that were first shown to cut obesity and prevent diabetes over a decade
ago. Our ambition is to change this over the next five years so that we
become the first country to implement at scale a national evidence-based
diabetes prevention programme modelled on proven UK and
international models, and linked where appropriate to the new Health
Check. NHS England and Public Health England will establish a
preventative services programme that will then expand evidence-based
action to other conditions.

NHS support to help people get and stay in employment. Sickness absencerelated costs to employers and taxpayers have been estimated at £22
billion a year, and over 300,000 people each year take up health-related
benefits. In doing so, individuals collectively miss out on £4 billion a year
of lost earnings. Yet there is emerging evidence that well targeted health
support can help keep people in work thus improving their wellbeing and
preserving their livelihoods. Mental health problems now account for
more than twice the number of Employment and Support Allowance and
Incapacity Benefit claims than do musculoskeletal complaints (for
example, bad backs). Furthermore, the employment rate of people with
severe and enduring mental health problems is the lowest of all disability
groups at just 7%. A new government-backed Fit for Work scheme starts
in 2015. Over and above that, during the next Parliament we will seek to
test a win-win opportunity of improving access to NHS services for at-risk
individuals while saving ‘downstream’ costs at the Department for Work
and Pensions, if money can be reinvested across programmes.

Workplace health. One of the advantages of a tax-funded NHS is that unlike in a number of continental European countries - employers here do
not pay directly for their employees’ health care. But British employers do
pay national insurance contributions which help fund the NHS, and a
healthier workforce will reduce demand and lower long term costs. The
government has partially implemented the recommendations in the
independent review by Dame Carol Black and David Frost, which allow
employers to provide financial support for vocational rehabilitation
services without employees facing a tax bill. There would be merit in
extending incentives for employers in England who provide effective NICE
recommended workplace health programmes for employees. We will also
establish with NHS Employers new incentives to ensure the NHS as an
employer sets a national example in the support it offers its own 1.3
million staff to stay healthy, and serve as “health ambassadors” in their
local communities.
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BOX 2.1: A HEALTHIER NHS WORKPLACE
While three quarters of NHS trusts say they offer staff help to quit smoking,
only about a third offer them support in keeping to a healthy weight. Three
quarters of hospitals do not offer healthy food to staff working night shifts.
It has previously been estimated the NHS could reduce its overall sickness
rate by a third – the equivalent of adding almost 15,000 staff and 3.3 million
working days at a cost saving of £550m. So among other initiatives we will:
● Cut access to unhealthy products on NHS premises, implementing food
standards, and providing healthy options for night staff. ● Measure staff
health and wellbeing, and introduce voluntary work-based weight watching
and health schemes which international studies have shown achieve
sustainable weight loss in more than a third of those who take part. ●
Support “active travel” schemes for staff and visitors. ● Promote the
Workplace Wellbeing Charter, the Global Corporate Challenge and the
TUC’s Better Health and Work initiative, and ensure NICE guidance on
promoting healthy workplaces is implemented, particularly for mental
health. ● Review with the Faculty of Occupational Medicine the
strengthening of occupational health.
Empowering patients
Even people with long term conditions, who tend to be heavy users of the
health service, are likely to spend less than 1% of their time in contact
with health professionals. The rest of the time they, their carers and their
families manage on their own. As the patients’ organisation National
Voices puts it: personalised care will only happen when statutory services
recognise that patients’ own life goals are what count; that services need
to support families, carers and communities; that promoting wellbeing
and independence need to be the key outcomes of care; and that patients,
their families and carers are often ‘experts by experience’.
As a first step towards this ambition we will improve the information to
which people have access—not only clinical advice, but also information
about their condition and history. The digital and technology strategies
we set out in chapter four will help, and within five years, all citizens will
be able to access their medical and care records (including in social care
contexts) and share them with carers or others they choose.
Second, we will do more to support people to manage their own health –
staying healthy, making informed choices of treatment, managing
conditions and avoiding complications. With the help of voluntary sector
partners, we will invest significantly in evidence-based approaches such
as group-based education for people with specific conditions and selfmanagement educational courses, as well as encouraging independent
peer-to-peer communities to emerge.

A third step is to increase the direct control patients have over the care
that is provided to them. We will make good on the NHS’ longstanding
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promise to give patients choice over where and how they receive care.
Only half of patients say they were offered a choice of hospitals for their
care, and only half of patients say they are as involved as they wish to be
in decisions about their care and treatment. We will also introduce
integrated personal commissioning (IPC), a new voluntary approach to
blending health and social care funding for individuals with complex
needs. As well as care plans and voluntary sector advocacy and support,
IPC will provide an integrated, “year of care” budget that will be managed
by people themselves or on their behalf by councils, the NHS or a
voluntary organisation.
Engaging communities

More broadly, we need to engage with communities and citizens in new
ways, involving them directly in decisions about the future of health and
care services. Programmes like NHS Citizen point the way, but we also
commit to four further actions to build on the energy and compassion that
exists in communities across England. These are better support for carers;
creating new options for health-related volunteering; designing easier
ways for voluntary organisations to work alongside the NHS; and using
the role of the NHS as an employer to achieve wider health goals.

Supporting carers. Two thirds of patients admitted to hospital are over 65,
and more than a quarter of hospital inpatients have dementia. The five
and a half million carers in England make a critical and underappreciated
contribution not only to loved ones, neighbours and friends, but to the
very sustainability of the NHS itself. We will find new ways to support
carers, building on the new rights created by the Care Act, and especially
helping the most vulnerable amongst them – the approximately 225,000
young carers and the 110,000 carers who are themselves aged over 85.
This will include working with voluntary organisations and GP practices
to identify them and provide better support. For NHS staff, we will look to
introduce flexible working arrangements for those with major unpaid
caring responsibilities.

Encouraging community volunteering. Volunteers are crucial in both
health and social care. Three million volunteers already make a critical
contribution to the provision of health and social care in England; for
example, the Health Champions programme of trained volunteers that
work across the NHS to improve its reach and effectiveness. The Local
Government Association has made proposals that volunteers, including
those who help care for the elderly, should receive a 10% reduction in
their council tax bill, worth up to £200 a year. We support testing
approaches like that, which could be extended to those who volunteer in
hospitals and other parts of the NHS. The NHS can go further, accrediting
volunteers and devising ways to help them become part of the extended
NHS family – not as substitutes for but as partners with our skilled
employed staff. For example, more than 1,000 “community first
responders” have been recruited by Yorkshire Ambulance in more rural
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areas and trained in basic life support. New roles which have been
proposed could include family and carer liaison, educating people in the
management of long-term conditions and helping with vaccination
programmes. We also intend to work with carers organisations to support
new volunteer programmes that could provide emergency help when
carers themselves face a crisis of some kind, as well as better matching
volunteers to the roles where they can add most value.

Stronger partnerships with charitable and voluntary sector organisations.
When funding is tight, NHS, local authority and central government
support for charities and voluntary organisations is put under pressure.
However these voluntary organisations often have an impact well beyond
what statutory services alone can achieve. Too often the NHS conflates the
voluntary sector with the idea of volunteering, whereas these
organisations provide a rich range of activities, including information,
advice, advocacy and they deliver vital services with paid expert staff.
Often they are better able to reach underserved groups, and are a source
of advice for commissioners on particular needs. So in addition to other
steps the NHS will take, we will seek to reduce the time and complexity
associated with securing local NHS funding by developing a short national
alternative to the standard NHS contract where grant funding may be
more appropriate than burdensome contracts, and by encouraging
funders to commit to multiyear funding wherever possible.
The NHS as a local employer. The NHS is committed to making substantial
progress in ensuring that the boards and leadership of NHS organisations
better reflect the diversity of the local communities they serve, and that
the NHS provides supportive and non-discriminatory ladders of
opportunity for all its staff, including those from black and minority ethnic
backgrounds. NHS employers will be expected to lead the way as
progressive employers, including for example by signing up to efforts
such as Time to Change which challenge mental health stigma and
discrimination. NHS employers also have the opportunity to be more
creative in offering supported job opportunities to ‘experts by experience’
such as people with learning disabilities who can help drive the kind of
change in culture and services that the Winterbourne View scandal so
graphically demonstrated is needed.
The NHS as a social movement

None of these initiatives and commitments by themselves will be the
difference between success and failure over the next five years. But
collectively and cumulatively they and others like them will help shift
power to patients and citizens, strengthen communities, improve health
and wellbeing, and—as a by-product—help moderate rising demands on
the NHS.
So rather than being seen as the ‘nice to haves’ and the ‘discretionary
extras’, our conviction is that these sort of partnerships and initiatives are
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in fact precisely the sort of ‘slow burn, high impact’ actions that are now
essential.

They in turn need to be matched by equally radical action to transform
the way NHS care is provided. That is the subject of the next chapter.
BOX 2.2: SUPPORT FOR PEOPLE WITH DEMENTIA

About 700,000 people in England are estimated to have dementia, many
undiagnosed. Perhaps one in three people aged over 65 will develop
dementia before they die. Almost 500,000 unpaid carers look after people
living with dementia. The NHS is making a national effort to increase the
proportion of people with dementia who are able to get a formal diagnosis
from under half, to two thirds of people affected or more. Early diagnosis
can prevent crises, while treatments are available that may slow
progression of the disease.
For those that are diagnosed with dementia, the NHS’ ambition over the
next five years is to offer a consistent standard of support for patients newly
diagnosed with dementia, supported by named clinicians or advisors, with
proper care plans developed in partnership with patients and families; and
the option of personal budgets, so that resources can be used in a way that
works best for individual patients. Looking further ahead, the government
has committed new funding to promote dementia research and treatment.
But the dementia challenge calls for a broader coalition, drawing together
statutory services, communities and businesses. For example, Dementia
Friendly Communities – currently being developed by the Alzheimer’s
Society – illustrate how, with support, people with dementia can continue to
participate in the life of their community. These initiatives will have our full
support—as will local dementia champions, participating businesses and
other organisations.
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CHAPTER THREE
What will the future look like? New models of
care
The traditional divide between primary care, community services, and
hospitals - largely unaltered since the birth of the NHS - is increasingly a
barrier to the personalised and coordinated health services patients need.
And just as GPs and hospitals tend to be rigidly demarcated, so too are
social care and mental health services even though people increasingly
need all three.

Over the next five years and beyond the NHS will increasingly need to
dissolve these traditional boundaries. Long term conditions are now a
central task of the NHS; caring for these needs requires a partnership with
patients over the long term rather than providing single, unconnected
‘episodes’ of care. As a result there is now quite wide consensus on the
direction we will be taking.
•
•
•

•
•

Increasingly we need to manage systems – networks of care – not just
organisations.

Out-of-hospital care needs to become a much larger part of what the
NHS does.

Services need to be integrated around the patient. For example a
patient with cancer needs their mental health and social care
coordinated around them. Patients with mental illness need their
physical health addressed at the same time.
We should learn much faster from the best examples, not just from
within the UK but internationally.

And as we introduce them, we need to evaluate new care models to
establish which produce the best experience for patients and the best
value for money.

Emerging models

In recent years parts of the NHS have begun doing elements of this. The
strategic plans developed by local areas show that in some places the
future is already emerging. For example:
In Kent, 20 GPs and almost 150 staff operate from three modern sites
providing many of the tests, investigations, minor injuries and minor
surgery usually provided in hospital. It shows what can be done when
general practice operates at scale. Better results, better care, a better
experience for patients and significant savings.

In Airedale, nursing and residential homes are linked by secure video to
the hospital allowing consultations with nurses and consultants both in
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and out of normal hours - for everything from cuts and bumps to diabetes
management to the onset of confusion. Emergency admissions from these
homes have been reduced by 35% and A&E attendances by 53%.
Residents rate the service highly.

In Cornwall, trained volunteers and health and social care professionals
work side-by-side to support patients with long term conditions to meet
their own health and life goals.
In Rotherham, GPs and community matrons work with advisors who
know what voluntary services are available for patients with long term
conditions. This “social prescribing service” has cut the need for visits to
accident and emergency, out-patient appointments and hospital
admissions.

In London, integrated care pioneers that combine NHS, GP and social care
services have improved services for patients, with fewer people moving
permanently into nursing care homes. They have also shown early
promise in reducing emergency admissions. Greenwich has saved nearly
£1m for the local authority and over 5% of community health
expenditure.
All of these approaches seem to improve the quality of care and patients’
experience. They also deliver better value for money; some may even cut
costs. They are pieces of the jigsaw that will make up a better NHS. But
there are too few of them, and they are too isolated. Nowhere do they
provide the full picture of a 21st century NHS that has yet to emerge.
Together they describe the way the NHS of the future will look.
One size fits all?

So to meet the changing needs of patients, to capitalise on the
opportunities presented by new technologies and treatments, and to
unleash system efficiencies more widely, we intend to support and
stimulate the creation of a number of major new care models that can be
deployed in different combinations locally across England.

However England is too diverse – both in its population and its current
health services – to pretend that a single new model of care should apply
everywhere. Times have changed since the last such major blueprint, the
1962 Hospital Plan for England and Wales. What’s right for Cumbria won’t
be right for Coventry; what makes sense in Manchester and in Winchester
will be different.
But that doesn’t mean there are an infinite number of new care models.
While the answer is not one-size-fits-all, nor is it simply to let ‘a thousand
flowers bloom’. Cumbria and Devon and Northumberland have quite a lot
in common in designing their NHS of the future. So do the hospitals on the
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outer ring around Manchester and the outer ring around London. So do
many other parts of the country.

That’s why our approach will be to identify the characteristics of similar
health communities across England, and then jointly work with them to
consider which of the new options signalled by this Forward View
constitute viable ways forward for their local health and care services
over the next five years and beyond.
In all cases however one of the most important changes will be to expand
and strengthen primary and ‘out of hospital’ care. Given the pressures
that GPs are under, this is dependent on several immediate steps to
stabilise general practice – see Box 3.1.
BOX 3.1: A new deal for primary care

General practice, with its registered list and everyone having access to a
family doctor, is one of the great strengths of the NHS, but it is under severe
strain. Even as demand is rising, the number of people choosing to become a
GP is not keeping pace with the growth in funded training posts - in part
because primary care services have been under-resourced compared to
hospitals. So over the next five years we will invest more in primary care.
Steps we will take include:
•

Stabilise core funding for general practice nationally over the next two
years while an independent review is undertaken of how resources are
fairly made available to primary care in different areas.

•

Give GP-led Clinical Commissioning Groups (CCGs) more influence over
the wider NHS budget, enabling a shift in investment from acute to
primary and community services.

•

Provide new funding through schemes such as the Challenge Fund to
support new ways of working and improved access to services.

•

Expand as fast as possible the number of GPs in training while training
more community nurses and other primary care staff. Increase
investment in new roles, and in returner and retention schemes and
ensure that current rules are not inflexibly putting off potential
returners.

•

Expand funding to upgrade primary care infrastructure and scope of
services.

•

Work with CCGs and others to design new incentives to encourage new
GPs and practices to provide care in under-doctored areas to tackle
health inequalities.

•

Build the public’s understanding that pharmacies and on-line resources
can help them deal with coughs, colds and other minor ailments without
the need for a GP appointment or A&E visit.
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Here we set out details of the principal additional care models over and
above the status quo which we will be promoting in England over the next
five years.
New care model – Multispecialty Community Providers (MCPs)

Smaller independent GP practices will continue in their current form
where patients and GPs want that. However, as the Royal College of
General Practitioners has pointed out, in many areas primary care is
entering the next stage of its evolution. As GP practices are increasingly
employing salaried and sessional doctors, and as women now comprise
half of GPs, the traditional model has been evolving.
Primary care of the future will build on the traditional strengths of ‘expert
generalists’, proactively targeting services at registered patients with
complex ongoing needs such as the frail elderly or those with chronic
conditions, and working much more intensively with these patients.
Future models will expand the leadership of primary care to include
nurses, therapists and other community based professionals. It could also
offer some care in fundamentally different ways, making fuller use of
digital technologies, new skills and roles, and offering greater
convenience for patients.

To offer this wider scope of services, and enable new ways of delivering
care, we will make it possible for extended group practices to form –
either as federations, networks or single organisations.
These Multispecialty Community Providers (MCPs) would become the
focal point for a far wider range of care needed by their registered
patients.
•

•
•

•

As larger group practices they could in future begin employing
consultants or take them on as partners, bringing in senior nurses,
consultant physicians, geriatricians, paediatricians and psychiatrists
to work alongside community nurses, therapists, pharmacists,
psychologists, social workers, and other staff.
These practices would shift the majority of outpatient consultations
and ambulatory care out of hospital settings.

They could take over the running of local community hospitals which
could substantially expand their diagnostic services as well as other
services such as dialysis and chemotherapy.
GPs and specialists in the group could be credentialed in some cases
to directly admit their patients into acute hospitals, with out-of-hours
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•

•

inpatient care being supervised by a new cadre of resident
‘hospitalists’ – something that already happens in other countries.
They could in time take on delegated responsibility for managing the
health service budget for their registered patients. Where funding is
pooled with local authorities, a combined health and social care
budget could be delegated to Multispecialty Community Providers.

These new models would also draw on the ‘renewable energy’ of
carers, volunteers and patients themselves, accessing hard-to-reach
groups and taking new approaches to changing health behaviours.

There are already a number of practices embarking on this journey,
including high profile examples in the West Midlands, London and
elsewhere. For example, in Birmingham, one partnership has brought
together 10 practices employing 250 staff to serve about 65,000 patients
on 13 sites. It will shortly have three local hubs with specialised GPs that
will link in community and social care services while providing central
out-of-hours services using new technology.

To help others who want to evolve in this way, and to identify the most
promising models that can be spread elsewhere, we will work with
emerging practice groups to address barriers to change, service models,
access to funding, optimal use of technology, workforce and
infrastructure. As with the other models discussed in this section, we will
also test these models with patient groups and our voluntary sector
partners.
New care model – Primary and Acute Care Systems (PACS)

A range of contracting and organisational forms are now being used to
better integrate care, including lead/prime providers and joint ventures.

We will now permit a new variant of integrated care in some parts of
England by allowing single organisations to provide NHS list-based GP
and hospital services, together with mental health and community care
services.
The leadership to bring about these ‘vertically’ integrated Primary and
Acute Care Systems (PACS) may be generated from different places in
different local health economies.
•

In some circumstances – such as in deprived urban communities
where local general practice is under strain and GP recruitment is
proving hard – hospitals will be permitted to open their own GP
surgeries with registered lists. This would allow the accumulated
surpluses and investment powers of NHS Foundation Trusts to kickstart the expansion of new style primary care in areas with high
health inequalities. Safeguards will be needed to ensure that they do
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•

•

this in ways that reinforce out-of-hospital care, rather than general
practice simply becoming a feeder for hospitals still providing care in
the traditional ways.
In other circumstances, the next stage in the development of a mature
Multispecialty Community Provider (see section above) could be that
it takes over the running of its main district general hospital.

At their most radical, PACS would take accountability for the whole
health needs of a registered list of patients, under a delegated
capitated budget - similar to the Accountable Care Organisations that
are emerging in Spain, the United States, Singapore, and a number of
other countries.

PACS models are complex. They take time and technical expertise to
implement. As with any model there are also potential unintended side
effects that need to be managed. We will work with a small number of
areas to test these approaches with the aim of developing prototypes that
work, before promoting the most promising models for adoption by the
wider NHS.
New care model - urgent and emergency care networks

The care that people receive in England’s Emergency Departments is, and
will remain, one of the yardsticks by which the NHS as a whole will be
judged. Although both quality and access have improved markedly over
the years, the mounting pressures on these hospital departments
illustrate the need to transition to a more sustainable model of care.

More and more people are using A&E – with 22 million visits a year.
Compared to five years ago, the NHS in England handles around 3,500
extra attendances every single day, and in many places, A&E is running at
full stretch. However, the 185 hospital emergency departments in
England are only a part of the urgent and emergency care system. The
NHS responds to more than 100 million urgent calls or visits every year.
Over the next five years, the NHS will do far better at organising and
simplifying the system. This will mean:
•

Helping patients get the right care, at the right time, in the right place,
making more appropriate use of primary care, community mental
health teams, ambulance services and community pharmacies, as well
as the 379 urgent care centres throughout the country. This will partly
be achieved by evening and weekend access to GPs or nurses working
from community bases equipped to provide a much greater range of
tests and treatments; ambulance services empowered to make more
decisions, treating patients and making referrals in a more flexible
way; and far greater use of pharmacists.
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•

•
•
•
•

Developing networks of linked hospitals that ensure patients with the
most serious needs get to specialist emergency centres - drawing on
the success of major trauma centres, which have saved 30% more of
the lives of the worst injured.
Ensuring that hospital patients have access to seven day services
where this makes a clinical difference to outcomes.

Proper funding and integration of mental health crisis services,
including liaison psychiatry.

A strengthened clinical triage and advice service that links the system
together and helps patients navigate it successfully.

New ways of measuring the quality of the urgent and emergency
services; new funding arrangements; and new responses to the
workforce requirements that will make these new networks possible.

New care model – viable smaller hospitals

Some commentators have argued that smaller district general hospitals
should be merged and/or closed. In fact, England already has one of the
more centralised hospital models amongst advanced health systems. It is
right that these hospitals should not be providing complex acute services
where there is evidence that high volumes are associated with high
quality. And some services and buildings will inevitably and rightly need
to be re-provided in other locations - just as they have done in the past
and will continue to be in every other western country.

However to help sustain local hospital services where the best clinical
solution is affordable, has the support of local commissioners and
communities, we will now take three sets of actions.

First, NHS England and Monitor will work together to consider whether
any adjustments are needed to the NHS payment regime to reflect the
costs of delivering safe and efficient services for smaller providers relative
to larger ones. The latest quarterly figures show that larger foundation
trusts had EBITDA margins of 5% compared to -0.4% for smaller
providers.
Second, building on the earlier work of Monitor looking at the costs of
running smaller hospitals, and on the Royal College of Physicians Future
Hospitals initiative, we will work with those hospitals to examine new
models of medical staffing and other ways of achieving sustainable cost
structures.
Third, we will create new organisational models for smaller acute
hospitals that enable them to gain the benefits of scale without necessarily
having to centralise services. Building on the recommendations of the
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forthcoming Dalton Review, we intend to promote at least three new
models:
•

•

•

In one model, a local acute hospital might share management either of
the whole institution or of their ‘back office’ with other similar
hospitals not necessarily located in their immediate vicinity. These
type of ‘hospital chains’ already operate in places such as Germany
and Scandinavia.

In another new model, a smaller local hospital might have some of its
services on a site provided by another specialised provider – for
example Moorfields eye hospital operates in 23 locations in London
and the South East. Several cancer specialist providers are also
considering providing services on satellite sites.
And as indicated in the PACS model above, a further new option is that
a local acute hospital and its local primary and community services
could form an integrated provider.

New care model - specialised care

In some services there is a compelling case for greater concentration of
care. In these services there is a strong relationship between the number
of patients and the quality of care, derived from the greater experience
these more practiced clinicians have, access to costly specialised facilities
and equipment, and the greater standardisation of care that tends to
occur. For example, consolidating 32 stroke units to 8 specialist ones in
London achieved a 17% reduction in 30-day mortality and a 7% reduction
in patient length of stay.

The evidence suggests that similar benefits could be had for most
specialised surgery, and some cancer and other services. For example, in
Denmark reducing by two thirds the number of hospitals that perform
colorectal cancer surgery has improved post-operative mortality after 2
years by 62%. In Germany, the highest volume centres that treat prostate
cancer have substantially fewer complications. The South West London
Elective Orthopaedic Centre achieves lower post-operative complication
rates than do many hospitals which operate on fewer patients.

In services where the relationship between quality and patient volumes is
this strong, NHS England will now work with local partners to drive
consolidation through a programme of three-year rolling reviews. We will
also look to these specialised providers to develop networks of services
over a geography, integrating different organisations and services around
patients, using innovations such as prime contracting and/or delegated
capitated budgets. To take one example: cancer. This would enable
patients to have chemotherapy, support and follow up care in their local
community hospital or primary care facility, whilst having access to
world-leading facilities for their surgery and radiotherapy. In line with
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the UK Strategy for Rare Diseases, we will also explore establishing
specialist centres for rare diseases to improve the coordination of care for their
patients.
New care model - modern maternity services
Having a baby is the most common reason for hospital admission in
England. Births are up by almost a quarter in the last decade, and are at
their highest in 40 years.

Recent research shows that for low risk pregnancies babies born at
midwife-led units or at home did as well as babies born in obstetric units,
with fewer interventions. Four out of five women live within a 30 minute
drive of both an obstetric unit and a midwife-led unit, but research by the
Women’s Institute and the National Childbirth Trust suggests that while
only a quarter of women want to give birth in a hospital obstetrics unit,
over 85% actually do so.

To ensure maternity services develop in a safe, responsive and efficient
manner, in addition to other actions underway – including increasing
midwife numbers - we will:

•

•
•

Commission a review of future models for maternity units, to report
by next summer, which will make recommendations on how best to
sustain and develop maternity units across the NHS.
Ensure that tariff-based NHS funding supports the choices women
make, rather than constraining them.

As a result, make it easier for groups of midwives to set up their own
NHS-funded midwifery services.

New care model – enhanced health in care homes

One in six people aged 85 or over are living permanently in a care home.
Yet data suggest that had more active health and rehabilitation support
been available, some people discharged from hospital to care homes could
have avoided permanent admission. Similarly, the Care Quality
Commission and the British Geriatrics Society have shown that many
people with dementia living in care homes are not getting their health
needs regularly assessed and met. One consequence is avoidable
admissions to hospital.

In partnership with local authority social services departments, and using
the opportunity created by the establishment of the Better Care Fund, we
will work with the NHS locally and the care home sector to develop new
shared models of in-reach support, including medical reviews, medication
reviews, and rehab services. In doing so we will build on the success of
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models which have been shown to improve quality of life, reduce hospital
bed use by a third, and save significantly more than they cost.

How will we support the co-design and implementation of these new
care models?
Some parts of the country will be able to continue commissioning and
providing high quality and affordable health services using their current
care models, and without any adaptation along the lines described above.

However, previous versions of local ‘five year plans’ by provider trusts
and CCGs suggest that many areas will need to consider new options if
they are to square the circle between the desire to improve quality,
respond to rising patient volumes, and live within the expected local
funding.
In some places, including major conurbations, we therefore expect several
of these alternative models to evolve in parallel.

In other geographies it may make sense for local communities to discuss
convergence of care models for the future. This will require a new
perspective where leaders look beyond their individual organisations’
interests and towards the future development of whole health care
economies - and are rewarded for doing so.

It will also require a new type of partnership between national bodies and
local leaders. That is because to succeed in designing and implementing
these new care models, the NHS locally will need national bodies jointly to
exercise discretion in the application of their payment rules, regulatory
approaches, staffing models and other policies, as well as possibly
providing technical and transitional support.
We will therefore now work with local communities and leaders to
identify what changes are needed in how national and local organisations
best work together, and will jointly develop:
•

•

•

Detailed prototyping of each of the new care models described above,
together with any others that may be proposed that offer the potential
to deliver the necessary transformation - in each case identifying
current exemplars, potential benefits, risks and transition costs.
A shared method of assessing the characteristics of each health
economy, to help inform local choice of preferred models, promote
peer learning with similar areas, and allow joint intervention in health
economies that are furthest from where they need to be.

National and regional expertise and support to implement care model
change rapidly and at scale. The NHS is currently spending several
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•
•

hundred million pounds on bodies that directly or indirectly could
support this work, but the way in which improvement and clinical
engagement happens can be fragmented and unfocused. We will
therefore create greater alignment in the work of strategic clinical
networks, clinical senates, NHS IQ, the NHS Leadership Academy and
the Academic Health Science Centres and Networks.
National flexibilities in the current regulatory, funding and pricing
regimes to assist local areas to transition to better care models.

Design of a model to help pump-prime and ‘fast track’ a cross-section
of the new care models. We will back the plans likely to have the
greatest impact for patients, so that by the end of the next Parliament
the benefits and costs of the new approaches are clearly
demonstrable, allowing informed decisions about future investment
as the economy improves. This pump-priming model could also
unlock assets held by NHS Property Services, surplus NHS property
and support Foundation Trusts that decide to use accrued savings on
their balance sheets to help local service transformation.

BOX 3.2: FIVE YEAR AMBITIONS FOR MENTAL HEALTH

Mental illness is the single largest cause of disability in the UK and each year
about one in four people suffer from a mental health problem. The cost to
the economy is estimated to be around £100 billion annually – roughly the
cost of the entire NHS. Physical and mental health are closely linked –
people with severe and prolonged mental illness die on average 15 to 20
years earlier than other people – one of the greatest health inequalities in
England. However only around a quarter of those with mental health
conditions are in treatment, and only 13 per cent of the NHS budget goes on
such treatments when mental illness accounts for almost a quarter of the
total burden of disease.
Over the next five years the NHS must drive towards an equal response to
mental and physical health, and towards the two being treated together. We
have already made a start, through the Improving Access to Psychological
Therapies Programme – double the number of people got such treatment
last year compared with four years ago. Next year, for the first time, there
will be waiting standards for mental health. Investment in new beds for
young people with the most intensive needs to prevent them being admitted
miles away from where they live, or into adult wards, is already under way,
along with more money for better case management and early intervention.
This, however, is only a start. We have a much wider ambition to achieve
genuine parity of esteem between physical and mental health by 2020.
Provided new funding can be made available, by then we want the new
waiting time standards to have improved so that 95 rather than 75 per cent
of people referred for psychological therapies start treatment within six
weeks and those experiencing a first episode of psychosis do so within a
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fortnight. We also want to expand access standards to cover a
comprehensive range of mental health services, including children’s services,
eating disorders, and those with bipolar conditions. We need new
commissioning approaches to help ensure that happens, and extra staff to
coordinate such care. Getting there will require further investment.
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CHAPTER FOUR
How will we get there?
This ‘Forward View’ sets out a clear direction for the NHS – showing why
change is needed and what it will look like. Some of what is needed can be
brought about by the NHS itself. Other actions require new partnerships
with local communities, local authorities and employers. Some critical
decisions – for example on investment, on local reconfigurations, or on
various public health measures – need the explicit support of the elected
government.

So in addition to the strategies we have set out earlier in this document
we also believe these complementary approaches are needed, and we will
play our full part in achieving them:
We will back diverse solutions and local leadership

As a nation we’ve just taken the unique step anywhere in the world of
entrusting frontline clinicians with two thirds – £66 billion – of our health
service funding. Many CCGs are now harnessing clinical insight and
energy to drive change in their local health systems in a way that frankly
has not been achievable before now. NHS England intends progressively
to offer them more influence over the total NHS budget for their local
populations, ranging from primary to specialised care.
We will also work with ambitious local areas to define and champion a
limited number of models of joint commissioning between the NHS and
local government. These will include Integrated Personal Commissioning
(described in chapter two) as well as Better Care Fund-style pooling
budgets for specific services where appropriate, and under specific
circumstances possible full joint management of social and health care
commissioning, perhaps under the leadership of Health and Wellbeing
Boards. However, a proper evaluation of the results of the 2015/16 BCF is
needed before any national decision is made to expand the Fund further.

Furthermore, across the NHS we detect no appetite for a wholesale
structural reorganisation. In particular, the tendency over many decades
for government repeatedly to tinker with the number and functions of the
health authority / primary care trust / clinical commissioning group tier
of the NHS needs to stop. There is no ‘right’ answer as to how these
functions are arranged – but there is a wrong answer, and that is to keep
changing your mind. Instead, the default assumption should be that
changes in local organisational configurations should arise only from local
work to develop the new care models described in chapter three, or in
response to clear local failure and the resulting implementation of ‘special
measures’.
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We will provide aligned national NHS leadership
NHS England, Monitor, the NHS Trust Development Authority, the Care
Quality Commission, Health Education England, NICE and Public Health
England have distinctive national duties laid on them by statute, and
rightly so. However in their individual work with the local NHS there are
various ways in which more action in concert would improve the impact
and reduce the burden on frontline services. Here are some of the ways in
which we intend to develop our shared work as it affects the local NHS:
•

•

•

•

Through a combined work programme to support the development of
new local care models, as set out at the end of chapter three. In
addition to national statutory bodies, we will collaborate with patient
and voluntary sector organisations in developing this programme.

Furthermore, Monitor, TDA and NHS England will work together to
create greater alignment between their respective local assessment,
reporting and intervention regimes for Foundation Trusts, NHS trusts,
and CCGs, complementing the work of CQC and HEE. This will include
more joint working at regional and local level, alongside local
government, to develop a whole-system, geographically-based
intervention regime where appropriate. NHS England will also
develop a new risk-based CCG assurance regime that will lighten the
quarterly assurance reporting burden from high performing CCGs,
while setting out a new ‘special measures’ support regime for those
that are struggling.

Using existing flexibilities and discretion, we will deploy national
regulatory, pricing and funding regimes to support change in specific
local areas that is in the interest of patients.

Recognising the ultimate responsibilities of individual NHS boards for
the quality and safety of the care being provided by their organisation,
there is however also value in a forum where the key NHS oversight
organisations can come together regionally and nationally to share
intelligence, agree action and monitor overall assurance on quality. The
National Quality Board provides such a forum, and we intend to reenergise it under the leadership of the senior clinicians (chief medical
and nursing officers / medical and nursing directors / chief inspectors
/ heads of profession) of each of the national NHS leadership bodies
alongside CCG leaders, providers, regulators and patient and lay
representatives.

We will support a modern workforce

Health care depends on people — nurses, porters consultants and
receptionists, scientists and therapists and many others. We can design
innovative new care models, but they simply won’t become a reality
unless we have a workforce with the right numbers, skills, values and
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behaviours to deliver it. That’s why ensuring the NHS becomes a better
employer is so important: by supporting the health and wellbeing of
frontline staff; providing safe, inclusive and non-discriminatory
opportunities; and supporting employees to raise concerns, and ensuring
managers quickly act on them.

Since 2000, the workforce has grown by 160,000 more whole-time
equivalent clinicians. In the past year alone staff numbers at Foundation
Trusts are up by 24,000 – a 4% increase. However, these increases have
not fully reflected changing patterns of demand. Hospital consultants have
increased around three times faster than GPs and there has been an
increasing trend towards a more specialised workforce, even though
patients with multiple conditions would benefit from a more holistic
clinical approach. And we have yet to see a significant shift from acute to
community sector based working – just a 0.6% increase in the numbers of
nurses working in the community over the past ten years.

Employers are responsible for ensuring they have sufficient staff with the
right skills to care for their patients. Supported by Health Education
England, we will address immediate gaps in key areas. We will put in
place new measures to support employers to retain and develop their
existing staff, increase productivity and reduce the waste of skills and
money. We will consider the most appropriate employment arrangements
to enable our current staff to work across organisational and sector
boundaries. HEE will work with employers, employees and
commissioners to identify the education and training needs of our current
workforce, equipping them with the skills and flexibilities to deliver the
new models of care, including the development of transitional roles. This
will require a greater investment in training for existing staff, and the
active engagement of clinicians and managers who are best placed to
know what support they need to deliver new models of care.
Since it takes time to train skilled staff (for example, up to thirteen years
to train a consultant), the risk is that the NHS will lock itself into outdated
models of delivery unless we radically alter the way in which we plan and
train our workforce. HEE will therefore work with its statutory partners
to commission and expand new health and care roles, ensuring we have a
more flexible workforce that can provide high quality care wherever and
whenever the patient needs it. This work will be taken forward through
the HEE’s leadership of the implementation of the Shape of Training
Review for the medical profession and the Shape of Care Review for the
nursing profession, so that we can ‘future proof’ the NHS against the
challenges to come.
More generally, over the next several years, NHS employers and staff and
their representatives will need to consider how working patterns and pay
and terms and conditions can best evolve to fully reward high
performance, support job and service redesign, and encourage
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recruitment and retention in parts of the country and in occupations
where vacancies are high.
We will exploit the information revolution

There have been three major economic transitions in human history – the
agricultural revolution, the industrial revolution, and now the information
revolution. But most countries’ health care systems have been slow to
recognise and capitalise on the opportunities presented by the
information revolution. For example, in Britain 86% of adults use the
internet but only 2% report using it to contact their GP.

While the NHS is a world-leader in primary care computing and some
aspects of our national health infrastructure (such as NHS Choices which
gets 40 million visits a month, and the NHS Spine which handles 200
million interactions a month), progress on hospital systems has been slow
following the failures of the previous ‘connecting for health’ initiative.
More generally, the NHS is not yet exploiting its comparative advantage as
a population-focused national service, despite the fact that our spending
on health-related IT has grown rapidly over the past decade or so and is
now broadly at the levels that might be expected looking at comparable
industries and countries.

Part of why progress has not been as fast as it should have been is that the
NHS has oscillated between two opposite approaches to information
technology adoption – neither of which now makes sense. At times we
have tried highly centralised national procurements and implementations.
When they have failed due to lack of local engagement and lack of
sensitivity to local circumstances, we have veered to the opposite extreme
of ‘letting a thousand flowers bloom’. The result has been systems that
don’t talk to each other, and a failure to harness the shared benefits that
come from interoperable systems.

In future we intend to take a different approach. Nationally we will focus
on the key systems that provide the ‘electronic glue’ which enables
different parts of the health service to work together. Other systems will
be for the local NHS to decide upon and procure, provided they meet
nationally specified interoperability and data standards.

To lead this sector-wide approach a National Information Board has been
established which brings together organisations from across the NHS,
public health, clinical science, social care, local government and public
representatives. To advance the implementation of this Five Year Forward
View, later this financial year the NIB will publish a set of ‘road maps’
laying out who will do what to transform digital care. Key elements will
include:
•

Comprehensive transparency of performance data – including the
results of treatment and what patients and carers say – to help health
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•

•

•
•

•

professionals see how they are performing compared to others and
improve; to help patients make informed choices; and to help CCGs
and NHS England commission the best quality care.

An expanding set of NHS accredited health apps that patients will be
able to use to organise and manage their own health and care; and the
development of partnerships with the voluntary sector and industry
to support digital inclusion.
Fully interoperable electronic health records so that patients’ records
are largely paperless. Patients will have full access to these records,
and be able to write into them. They will retain the right to opt out of
their record being shared electronically. The NHS number, for safety
and efficiency reasons, will be used in all settings, including social
care.

Family doctor appointments and electronic and repeat prescribing
available routinely on-line everywhere.
Bringing together hospital, GP, administrative and audit data to
support the quality improvement, research, and the identification of
patients who most need health and social care support. Individuals
will be able to opt out of their data being used in this way.
Technology – including smartphones - can be a great leveller and,
contrary to some perceptions, many older people use the internet.
However, we will take steps to ensure that we build the capacity of all
citizens to access information, and train our staff so that they are able
to support those who are unable or unwilling to use new technologies.

We will accelerate useful health innovation

Britain has a track record of discovery and innovation to be proud of.
We’re the nation that has helped give humanity antibiotics, vaccines,
modern nursing, hip replacements, IVF, CT scanners and breakthrough
discoveries from the circulation of blood to the DNA double helix—to
name just a few. These have benefited not only our patients, but also the
British economy – helping to make us a leader in a growing part of the
world economy.

Research is vital in providing the evidence we need to transform services
and improve outcomes. We will continue to support the work of the
National Institute for Health Research (NIHR) and the network of
specialist clinical research facilities in the NHS. We will also develop the
active collection and use of health outcomes data, offering patients the
chance to participate in research; and, working with partners, ensuring
use of NHS clinical assets to support research in medicine.
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We should be both optimistic and ambitious for the further advances that
lie within our reach. Medicine is becoming more tailored to the individual;
we are moving from one-size-fits-all to personalised care offering higher
cure rates and fewer side effects. That’s why, for example, the NHS and
our partners have begun a ground-breaking new initiative launched by
the Prime Minister which will decode 100,000 whole genomes within the
NHS. Our clinical teams will support this applied research to help
improve diagnosis and treatment of rare diseases and cancers.
Steps we will take to speed innovation in new treatments and diagnostics
include:
•

•

•

•

•

The NHS has the opportunity radically to cut the costs of conducting
Randomised Controlled Trials (RCTs), not only by streamlining
approval processes but also by harnessing clinical technology. We will
support the rollout of the Clinical Practice Research Datalink, and
efforts to enable its use to support observational studies and quicker
lower cost RCTs embedded within routine general practice and
clinical care.
In some cases it will be hard to test new treatment approaches using
RCTs because the populations affected are too small. NHS England
already has a £15m a year programme, administered by NICE, now
called “commissioning through evaluation” which examines real
world clinical evidence in the absence of full trial data. At a time when
NHS funding is constrained it would be difficult to justify a further
major diversion of resources from proven care to treatments of
unknown cost effectiveness. However, we will explore how to expand
this programme and the Early Access to Medicines programme in
future years. It will be easier if the costs of doing so can be supported
by those manufacturers who would like their products evaluated in
this way.
A smaller proportion of new devices and equipment go through
NICE’s assessment process than do pharmaceuticals. We will work
with NICE to expand work on devices and equipment and to support
the best approach to rolling out high value innovations—for example,
operational pilots to generate evidence on the real world financial and
operational impact on services—while decommissioning outmoded
legacy technologies and treatments to help pay for them.

The Department of Health-initiated Cancer Drugs Fund has expanded
access to new cancer medicines. We expect over the next year to
consult on a new approach to converging its assessment and
prioritisation processes with a revised approach from NICE.
The average time it takes to translate a discovery into clinical practice
is however often too slow. So as well as a commitment to research, we
are committed to accelerating the quicker adoption of cost-effective
innovation - both medicines and medtech. We will explore with
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partners—including patients and voluntary sector organisations—a
number of new mechanisms for achieving this.

Accelerating innovation in new ways of delivering care

Many of the innovation gains we should be aiming for over the next five or
so years probably won’t come from new standalone diagnostic
technologies or treatments - the number of these blockbuster ‘silver
bullets’ is inevitably limited.

But we do have an arguably larger unexploited opportunity to combine
different technologies and changed ways of working in order to transform
care delivery. For example, equipping house-bound elderly patients who
suffer from congestive heart failure with new biosensor technology that
can be remotely monitored can enable community nursing teams to
improve outcomes and reduce hospitalisations. But any one of these
components by itself produces little or no gain, and may in fact just add
cost. So instead we need what is now being termed ‘combinatorial
innovation’.
The NHS will become one of the best places in the world to test
innovations that require staff, technology and funding all to align in a
health system, with universal coverage serving a large and diverse
population. In practice, our track record has been decidedly mixed. Too
often single elements have been ‘piloted’ without other needed
components. Even where ‘whole system’ innovations have been tested,
the design has sometimes been weak, with an absence of control groups
plus inadequate and rushed implementation. As a result they have
produced limited empirical insight.
Over the next five years we intend to change that. Alongside the
approaches we spell out in chapter three, three of the further mechanisms
we will use are:
•

•

Develop a small number of ‘test bed’ sites alongside our Academic
Health Science Networks and Centres. They would serve as real world
sites for ‘combinatorial’ innovations that integrate new technologies,
bioinformatics, new staffing models and payment-for-outcomes.
Innovators from the UK and internationally will be able to bid to have
their proposed discovery or innovation deployed and tested in these
sites.
Working with NIHR and the Department of Health we will expand
NHS operational research, RCT capability and other methods to
promote more rigorous ways of answering high impact questions in
health services redesign. An example of the sort of question that might
be tested: how best to evolve GP out of hours and NHS 111 services so
as to improve patient understanding of where and when to seek care,
while improving clinical outcomes and ensuring the most appropriate
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•

use of ambulance and A&E services. Further work will also be
undertaken on behavioural ‘nudge’ type policies in health care.

We will explore the development of health and care ‘new towns’.
England’s population is projected to increase by about 3 to 4 million
by 2020. New town developments and the refurbishment of some
urban areas offers the opportunity to design modern services from
scratch, with fewer legacy constraints - integrating not only health
and social care, but also other public services such as welfare,
education and affordable housing. The health campus already planned
for Watford is one example of this.

We will drive efficiency and productive investment

It has previously been calculated by Monitor, separately by NHS England,
and also by independent analysts, that a combination of a) growing
demand, b) no further annual efficiencies, and c) flat real terms funding
could, by 2020/21, produce a mismatch between resources and patient
needs of nearly £30 billion a year.

So to sustain a comprehensive high-quality NHS, action will be needed on
all three fronts. Less impact on any one of them will require compensating
action on the other two.
Demand

On demand, this Forward View makes the case for a more activist
prevention and public health agenda: greater support for patients, carers
and community organisations; and new models of primary and out-ofhospital care. While the positive effects of these will take some years to
show themselves in moderating the rising demands on hospitals, over the
medium term the results could be substantial. Their net impact will
however also partly depend on the availability of social care services over
the next five years.
Efficiency

Over the long run, NHS efficiency gains have been estimated by the Office
for Budget Responsibility at around 0.8% net annually. Given the
pressures on the public finances and the opportunities in front of us, 0.8%
a year will not be adequate, and in recent years the NHS has done more
than twice as well as this.

A 1.5% net efficiency increase each year over the next Parliament should
be obtainable if the NHS is able to accelerate some of its current efficiency
programmes, recognising that some others that have contributed over the
past five years will not be indefinitely repeatable. For example as the
economy returns to growth, NHS pay will need to stay broadly in line with
private sector wages in order to recruit and retain frontline staff.
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Our ambition, however, would be for the NHS to achieve 2% net efficiency
gains each year for the rest of the decade – possibly increasing to 3% over
time. This would represent a strong performance - compared with the
NHS' own past, compared with the wider UK economy, and with other
countries' health systems. It would require investment in new care
models and would be achieved by a combination of "catch up" (as less
efficient providers matched the performance of the best), "frontier shift"
(as new and better ways of working of the sort laid out in chapters three
and four are achieved by the whole sector), and moderating demand
increases which would begin to be realised towards the end of the second
half of the five year period (partly as described in chapter two). It would
improve the quality and responsiveness of care, meaning patients getting
the 'right care, at the right time, in the right setting, from the right
caregiver'. The Nuffield Trust for example calculates that doing so could
avoid the need for another 17,000 hospital beds - equivalent to opening
34 extra 500-bedded hospitals over the next five years.
Funding

NHS spending has been protected over the past five years, and this has
helped sustain services. However, pressures are building. In terms of
future funding scenarios, flat real terms NHS spending overall would
represent a continuation of current budget protection. Flat real terms NHS
spending per person would take account of population growth. Flat NHS
spending as a share of GDP would differ from the long term trend in which
health spending in industrialised countries tends to rise a share of
national income.
Depending on the combined efficiency and funding option pursued, the
effect is to close the £30 billion gap by one third, one half, or all the way.

•

•

•

In scenario one, the NHS budget remains flat in real terms from
2015/16 to 2020/21, and the NHS delivers its long run productivity
gain of 0.8% a year. The combined effect is that the £30 billion gap in
2020/21 is cut by about a third, to £21 billion.

In scenario two, the NHS budget still remains flat in real terms over
the period, but the NHS delivers stronger efficiencies of 1.5% a year.
The combined effect is that the £30 billion gap in 2020/21 is halved,
to £16 billion.

In scenario three, the NHS gets the needed infrastructure and
operating investment to rapidly move to the new care models and
ways of working described in this Forward View, which in turn
enables demand and efficiency gains worth 2%-3% net each year.
Combined with staged funding increases close to ‘flat real per person’
the £30 billion gap is closed by 2020/21.
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Decisions on these options will inevitably need to be taken in the context
of how the UK economy overall is performing, during the next Parliament.
However nothing in the analysis above suggests that continuing with a
comprehensive tax-funded NHS is intrinsically undoable – instead it
suggests that there are viable options for sustaining and improving the
NHS over the next five years, provided that the NHS does its part, together
with the support of government. The result would be a far better future
for the NHS, its patients, its staff and those who support them.
BOX 5: WHAT MIGHT THIS MEAN FOR PATIENTS? FIVE YEAR
AMBITIONS FOR CANCER
One in three of us will be diagnosed with cancer in our lifetime. Fortunately
half of those with cancer will now live for at least ten years, whereas forty
years ago the average survival was only one year. But cancer survival is
below the European average, especially for people aged over 75, and
especially when measured at one year after diagnosis compared with five
years. This suggests that late diagnosis and variation in subsequent access
to some treatments are key reasons for the gap.
So improvements in outcomes will require action on three fronts: better
prevention, swifter access to diagnosis, and better treatment and care for all
those diagnosed with cancer. If the steps we set out in this Forward View are
implemented and the NHS continues to be properly resourced, patients will
reap benefits in all three areas:
Better prevention. An NHS that works proactively with other partners to
maintain and improve health will help reduce the future incidence of cancer.
The relationship between tobacco and cancer is well known, and we will
ensure everyone who smokes has access to high quality smoking cessation
services, working with local government partners to increase our focus on
pregnant women and those with mental health conditions. There is also
increasing evidence of a relationship between obesity and cancer. The World
Health Organisation has estimated that between 7% and 41% of certain
cancers are attributable to obesity and overweight, so the focus on reducing
obesity outlined in Chapter two of this document could also contribute
towards our wider efforts on cancer prevention.
Faster diagnosis. We need to take early action to reduce the proportion of
patients currently diagnosed through A&E—currently about 25% of all
diagnoses. These patients are far less likely to survive a year than those who
present at their GP practice. Currently, the average GP will see fewer than
eight new patients with cancer each year, and may see a rare cancer once in
their career. They will therefore need support to spot suspicious
combinations of symptoms. The new care models set out in this document
will help ensure that there are sufficient numbers of GPs working in larger
practices with greater access to diagnostic and specialist advice. We will
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also work to expand access to screening, for example, by extending breast
cancer screening to additional age groups, and spreading the use of
screening for colorectal cancer. As well as supporting clinicians to spot
cancers earlier, we need to support people to visit their GP at the first sign of
something suspicious. If we are able to deliver the vision set out in this
Forward View at sufficient pace and scale, we believe that over the next five
years, the NHS can deliver a 10% increase in those patients diagnosed early,
equivalent to about 8,000 more patients living longer than five years after
diagnosis.
Better treatment and care for all. It is not enough to improve the rates of
diagnosis unless we also tackle the current variation in treatment and
outcomes. We will use our commissioning and regulatory powers to ensure
that existing quality standards and NICE guidance are more uniformly
implemented, across all areas and age groups, encouraging shared learning
through transparency of performance data, not only by institution but also
along routes from diagnosis. And for some specialised cancer services we
will encourage further consolidation into specialist centres that will
increasingly become responsible for developing networks of supporting
services.
But combined with this consolidation of the most specialised care, we will
make supporting care available much closer to people’s homes; for example,
a greater role for smaller hospitals and expanded primary care will allow
more chemotherapy to be provided in community. We will also work in
partnership with patient organisations to promote the provision of the
Cancer Recovery Package, to ensure care is coordinated between primary
and acute care, so that patients are assessed and care planned
appropriately. Support and aftercare and end of life care – which improves
patient experience and patient reported outcomes – will all increasingly be
provided in community settings.
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ABBREVIATIONS
A&E
AHSCs
AHSNs
BCF
CCGs
CQC
CT
EBITDA
GP
HEE
IPC
IVF
LTCs

Accident & Emergency
Academic Health Science Centres
Academic Health Science Networks
Better Care Fund
Clinical Commissioning Groups
Care Quality Commission
Computerised Tomography
Earnings before interest, taxes, depreciation and
amortisation
General Practitioner
Health Education England
Integrated Personal Commissioning
In Vitro Fertilisation
Long term conditions

NHS IQ
NHS TDA

NHS Improving Quality
NHS Trust Development Authority

PHE
RCTs

Public Health England
Randomised Controlled Trials

NIB
NICE
NIHR
TUC

WHO

National Information Board
National Institute for Health and Care Excellence
National Institute of Health Research
Trades Union Congress

World Health Organisation
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1. Our approach to partnership
and planning for 2015/16
1.1
1.2

This document describes the approach for national and local organisations to make
a start in 2015/16 towards fulfilling the vision set out in the NHS Five Year Forward
View, whilst at the same time delivering the high quality, timely care that the people
of England expect today.

The NHS continues to provide a high standard of care for our country’s growing
population and ageing population - but demand is rising and services are under
pressure. The NHS has received an increased financial settlement next year, which
will help in managing current pressures and kick start the new ways of providing care
as signalled in the Forward View. However, the challenge for NHS staff and leaders of
delivering high quality care within the available resources is as great as it has ever been.

Planning together with confidence
1.3

1.4

1.5
1.6

There are grounds for optimism because as the positive reaction to the Forward View
revealed, there is a powerful consensus amongst patient groups, clinicians, local
communities, frontline NHS leaders and national organisations about how to sustain
and improve the NHS over the next five years – and a shared desire to lead and
support change.
The future financial gap is challenging but not intrinsically insurmountable, both for
2015/16 and beyond. For 2015/16, the revised Mandate allocated an extra £1.83bn
to NHS England, to which NHS England will reallocate a further £150m of its own
resources, bringing the total of new money for front line services to £1.98bn. This
includes making recurrent money for winter pressures that the NHS has received
from time-to-time midway through recent years. Although the financial position will
continue to be very challenging in many local health economies, there is now a clear
basis on which to commence local planning.

The pace and scale of transformation over the next five years will partly depend on
the scale of additional investment in, and uptake of, new care models. We will take
our first tangible steps in 2015/16, through a £200m investment fund in new care
models, and a further £250m investment in primary care.

Local leaders are already thinking about how to apply the Forward View. It is
increasingly understood that tackling the causes of ill-health, empowering patients,
and engaging communities are all essential components of creating a sustainable
NHS. In some parts of the country, clinical commissioning is beginning to drive
changes, while in others innovative provider organisations are taking the lead. And
providers and commissioners alike are working together on how to dissolve the
artificial barriers between prevention and treatment, physical health and mental
health, and the historical silos of primary, community, social care and acute care—
and the professionals who work across them.
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1.7

The six national bodies that authored the Forward View are committed to acting with
greater coherence, and openly with partners in a different kind of national/local
dialogue, guided by the spirit of co-creation. To progress the Forward View, the chief
executives of the six national bodies will serve as a single leadership group, working
with a broad coalition of partner bodies. Although each body remains individually
accountable for its own statutory responsibilities, we will also take a more joined-up
approach to working with local health economies and organisations.

A differentiated national approach
1.8

1.9

Over the next year we will co-design a programme of support with a small
number of selected areas and organisations that have already made good progress
and which are on the cusp of being able to introduce the new care models set
out in the Forward View. Our goal is to make rapid progress in developing new
models of promoting health and wellbeing and providing care that can then be
replicated much more easily in future years. Achieving this goal involves structured
partnership rather than a top-down, compliance-based approach. So we are today
extending an open invitation to local and national partner organisations to put
themselves forward by the end of January 2015 to work alongside us in creating and
implementing these new prototypes.
A minority of local health economies have for some years been in significant
difficulty, and have struggled to develop and implement credible plans to recover
their position. For these systems NHS England, Monitor and the NHS Trust
Development Authority (TDA) will in 2015/16 become more jointly engaged, acting
in concert. We will design and apply a new “success regime” intended to help create
the conditions for success in the most challenged health economies.

1.10 For the majority of geographies and organisations, i.e. neither the first cohort of the
leading edge organisations, nor the most challenged systems, we will make it easier
for local areas to implement change. We also recognise that some of the vanguard
sites for new care models may be part of local systems facing significant difficulties.

Achieving core standards

1.11 Planning for tomorrow and delivering for today go hand-in-hand. Next year will not
see a relaxation in NHS Constitution standards for providing timely care for patients,
or in the requirement set by taxpayers and Parliament that the NHS lives within its
means. Given the current pressures that many local health systems are experiencing,
we do not underestimate the scale of this challenge. So the 2015/16 planning round
will be characterised by building strong partnerships for future transformation, and
at the same time an intense focus on achieving performance standards backed by
clear, transparent and consistent incentives to do so.
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Maximising the value of local planning
1.12 For this planning round we are asking NHS organisations to refresh their operational
plans for 2015/16 only, based on the common planning assumptions for NHS
commissioners and providers agreed by NHS England, Monitor and the TDA and
on their local joint health and wellbeing strategies. There are few new national
requirements for planning. The Mandate from the government to the NHS is broadly
stable, apart from the introduction of new and important access standards for
mental health. These form part of our wider ambition to achieve a genuine parity of
esteem between mental and physical health by 2020. To support that ambition, we
expect each CCG’s spending on mental health services in 2015/16 to increase in real
terms, and grow by at least as much as each CCG’s allocation increase.

1.13 Learning from the experiences of 2014/15, it is clear that the NHS now needs to
ensure the fundamentals are in place of accurate activity and financial planning, to
ensure delivery of NHS Constitution standards, other key outcome and performance
measures, and financial balance. We therefore expect aligned, realistic activity and
financial assumptions between NHS commissioners and providers, right across the
country. We expect providers and commissioners to work with Local Education and
Training Boards (LETBs) to ensure that they can secure the right staff to meet future
service needs and their workforce plans are affordable and reflect local strategies for
transformation.
1.14 Rather than imposing a new top-down planning process for transformation we
strongly encourage local areas to develop and progress their emerging vision for the
future of health and care for their local populations, on the same “units of planning”
basis as 2014/15.
1.15 We have set out in separate annexes the specific planning requirements for
commissioners (in the case of NHS England), NHS Trusts (in the case of the TDA)
and NHS Foundation Trusts (in the case of Monitor). These are supported by our
respective sets of technical guidance, planning templates and planning resources.
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2. Creating a new relationship with
patients and communities
Getting serious about prevention
2.1
2.2

2.3
2.4

2.5
2.6
2.7

The sustainability of the NHS, and the country’s future economic prosperity, depend
on a radical upgrade in prevention and public health. In 2015/16 we will advocate
and lead six different approaches to improving health and wellbeing.

First, Clinical Commissioning Groups (CCGs) should work with local government
partners to set and share in 2015/16 quantifiable levels of ambition to reduce local
health and healthcare inequalities and improve outcomes for health and wellbeing.
These should be supported by agreed actions to achieve these, such as specifying
behavioural interventions for patients and staff, in line with NICE guidance, with respect
to smoking, alcohol and obesity, with appropriate metrics for monitoring progress.
Second, we reiterate our support for comprehensive, hard-hitting, and broad-based
national action on prevention. With the Local Government Association (LGA), we will
develop and publish proposals for actions that local areas could take to go further and
faster in tackling health risks from alcohol, fast food, tobacco and other issues.

Third, we will take action to become the first country to implement at scale a national
evidence-based diabetes prevention programme, based on proven UK and international
models, and linked where appropriate to the NHS Health Check. We are today inviting
those local areas that have made greatest strides in developing preventative diabetes
programmes to register their interest at england.fiveyearview@nhs.net by the end of
January 2015 in joining with us as partners to co-design a new national programme led
by Public Health England, NHS England and Diabetes UK. By March 2015 we will publish
our agreed approach, and a nationwide implementation plan from 2016/17 onwards. A
national Prevention Board, chaired by PHE and bringing together NHS, local government
and other stakeholders will oversee delivery of these commitments.
Fourth, by autumn 2015 we will have developed proposals for improving NHS
services for helping individuals stay in work, or return to employment, while saving
downstream costs at the Department for Work and Pensions.
Fifth, in the same timeframe, we will have examined and published our findings on
the potential to extend incentives for employers in England who provide effective
NICE recommended workplace health programmes for employees.

And sixth, all NHS employers should take significant additional actions in 2015/16 to
improve the physical and mental health and wellbeing of their staff - for example by
providing support to help them keep to a healthy weight, active travel schemes and
ensuring NICE guidance on promoting healthy workplaces is implemented. To reinforce
local action, by March 2015 we will have established and launched a new broad-based task
force charged with achieving a healthier NHS workforce. To support early progress, the
2015/16 NHS standard contract now requires providers to develop and maintain a food
and drink strategy in accordance with the Hospital Food Standards Report (available here).
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Empowering patients
2.8
2.9

We will continue to work to improve the information to which people have
access. Next year providers are required in the NHS Standard Contract to show
demonstrable progress towards achieving fully interoperable digital health records
from 2018. From April 2015, patients will have online access to their GP records.

To give patients more direct control, we expect CCGs to lead a major expansion in 2015/16
in the offer and delivery of personal health budgets to people, where evidence indicates
they could benefit. As part of this, by April 2016, we expect that personal health budgets or
integrated personal budgets across health and social care should be an option for people
with learning disabilities, in line with the Sir Stephen Bubb’s review (available here).
To improve the lives of children with special educational needs, CCGs will need to continue
to work alongside local authorities and schools on the implementation of integrated
education, health and care plans, and the offer of personal budgets. CCGs should engage
widely and fully with their local communities and patients, including with their local
Healthwatch, and include clear goals on expanding personal health budgets within their
published local Joint Health and Wellbeing Strategy.

2.10 2015/16 will see the first steps towards integrated personalised commissioning
(IPC) in national demonstrator sites. For the first time, IPC brings together health
and social care budgets for individuals and enables them to exercise more clout over
how their own care and support is provided. As well as care planning and voluntary
sector advocacy and support, IPC will provide an integrated ‘year of care’ budget that
will be managed by people themselves, supported, where required, by councils, the
NHS or a voluntary sector organisation.
2.11 The Forward View promised to make good the NHS’s longstanding promise to give
patients choice over where and how they receive care, in line with their legal rights
set out in the NHS Constitution and the statutory duties of NHS England and CCGs
to promote choice. Commissioners and providers should work together and with
patient groups to understand current delivery, and make significant further strides
to honour patients’ entitlements to choose.
2.12 A particular priority for choice next year will be mental health. We expect CCGs to
work with GPs and providers to ensure that patients are aware of their rights and
are offered choice in mental health services, and are able to make well-informed,
meaningful choices at appropriate points along the pathway.

2.13 We will work with the Royal College of Midwives and others to develop plans so
that, from 2016/17, tariff-based NHS funding will support the choices women make
rather than constrain them and, as a result, make it easier for groups of midwives
to set up their own NHS-funded midwifery services. For 2015/16 commissioners
should review the choices that are locally available for women accessing maternity
services and, working together with service users and the public, consider what
more can be done to offer meaningful choice. This may include choice of how to
access maternity care, the type of care women receive, where they give birth
(taking account of recent NICE recommendations) and where they receive their
antenatal and postnatal care.
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Engaging communities
2.14 In 2015/16 we will focus on actions to improve the way that the NHS engages with
communities and citizens, including with local Healthwatch, involving them in
decisions about the future of health and care services. It is essential that CCGs focus
on how they will meet their statutory duties on public and patient involvement
in their commissioning decisions. In support of this we are continuing to further
develop the NHS Citizen approach (www.nhscitizen.org.uk). Commissioners should
also consult the voluntary and community sector at local or national level for more
strategic advice on this. We will also progress four further specific actions.

2.15 First, we expect CCGs alongside local authorities to draw up plans to identify and
support carers and, in particular, working with voluntary sector organisations
and GP practices, to identify young carers and carers who themselves are over 85,
and provide better support. In developing plans, CCGs should be mindful of the
significant changes to local authority powers and duties from April 2015 under
the Care Act 2013. Plans should focus on supporting young carers and working
carers through the provision of accessible services, and services for carers from
vulnerable groups. Linked to this, we expect all NHS employers to review in 2015/16
their own flexible working arrangements and support for staff with unpaid caring
responsibilities.
2.16 Second, we will energise community volunteering and encourage new roles for
volunteers, working with NHS and volunteer supporting organisations. Since the
Following publication of the Forward View, voluntary and community sector groups
have welcomed its proposals on volunteers and have expressed a strong desire to
play a key role in delivering its commitments. Working with this group of partners,
in 2015/16 we will develop arrangements for enhancing the impact of volunteers
and lay people, including by strengthening support and training, better matching of
people to opportunities and steps to raise the status of volunteering.

2.17 Third, we will reduce the time and complexity for charitable and voluntary sector
partners to secure local NHS funding. Grant agreements can sometimes provide a
more appropriate means for NHS commissioners to fund voluntary organisations,
rather than burdensome contracts. As promised in the Forward View, we will shortly
publish a short model grant agreement.

2.18 And fourth, we expect NHS employers to lead the way as progressive employers. The
introduction from April 2015 of the first NHS workforce race equality standard in
the NHS contract is a major step to ensuring that the boards and leadership of NHS
organisations better reflect the diversity of the local communities they serve. All NHS
employers and their boards must examine themselves against this standard. A new
joint taskforce will challenge and support better and faster progress. The national
NHS Equality and Diversity Council will develop a wider programme to promote
equality for other protected characteristics during 2015.
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3. Co-creating new models of care
3.1
3.2

This chapter sets out how in 2015/16 local and national organisations can work
together to accelerate the design and implementation of the new models of care, set
out in the Forward View.

We recognise the different starting points of different local health and care
economies. The taxonomy of models in the Forward View is not an exhaustive list;
it provides a menu of additional, voluntary, options. We will avoid imposing a single
rigid national blueprint, as well as the inefficiency of stimulating the development
of hundreds of different solutions to what are common problems and opportunities.
Our approach to new care models combines three distinct elements: first, focused
support for vanguard sites; second, a more permissive approach to change right
across the country; and third, intervening to create the conditions for success in the
most challenged systems.

The leading cohorts
3.3

Working with a small initial cohort of sites, we will start by prototyping four
different types of care models outlined in the Forward View:

• multispecialty community providers (MCPs), which may include a number of
variants;
• integrated primary and acute care systems (PACS);

• additional approaches to creating viable smaller hospitals. This may include
implementing new organisational forms advocated by the Dalton Review, such as
specialist franchises and management chains; and
3.4

3.5

• models of enhanced health in care homes.

For each of these care and organisational models, we will co-design a structured
programme of support to accelerate change, assess progress and demonstrate
proof of concept. The purpose of becoming an initial site is not simply to address
local needs, but to become a successful prototype that can be adapted elsewhere,
designed from the outset to be replicated by subsequent cohorts. The support
programmes across the different care models will be inter-linked or share common
elements and will be co-ordinated by a national New Models of Care Board.
The first cohort of sites will be ones that are in the vanguard, making the strongest
progress. They will already have in place:

• an ambitious vision of what change they want to achieve to the model of care, in
order to meet clear identified needs and preferences of their local population;

• a record of already having made tangible progress towards new ways of working
in 2014;
• a credible plan to make move at serious pace and make rapid change in 2015;
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• funded local investment in transformation that is already agreed;

• effective managerial and clinical leadership, and the capacity and capability
to succeed;

• strong, diverse and active delivery partners, such as voluntary and community
sector organisations;

3.6

3.7

3.8

3.9

• positive local relationships, for example the support of local commissioners
and communities.
The initial cohort will also need to show:

• the appetite to engage intensively with other sites across the country, and with
national bodies, in a co-designed and structured programme of support aimed
at (a) identifying, prioritising and tackling national barriers experienced locally;
(b) developing common rather than unique local solutions that can easily be
replicated by subsequent sites; and (c) assessing progress, through a staged
development process;

• a commitment to richer, standardised data to enable real-time monitoring and
evaluation of health and care quality outcomes, the costs of change, and the
benefits that accrue. NHS England is establishing a new operational research and
evaluation capability to support this activity.

A support programme will be co-developed rapidly with the initial sites. It will blend
the provision of technical expertise with peer learning, and removal of barriers
to change. Practical support could be developed across a number of areas such as
designing patient-centred care, and increasing community involvement; clinical
workforce redesign; using digital technology to rethink care delivery; the optimal
use of infrastructure; devising organisational legal forms; new contractual models;
procurement routes; and, capitated payment arrangements.
We will begin making investments in these leading sites in 2015/16, drawing on
the transformation funding announced in the Autumn Statement. It will be closely
targeted on the costs of implementing new care models, with some investment
contingent both on progress made and giving support to the next wave of early
adopters. GPs will also be able to bid against the £250m fund intended to improve
primary care and out-of-hospital infrastructure. The same amount will be available
nationally for each of four years, allowing longer-term planning.

Local organisations or areas wishing to become first cohort sites are asked
to express their interest by Monday 2 February to the new care models team
(england.fiveyearview@nhs.net). We will provide further information on the core
requirements of each of the models in early January. Where possible, we will use
existing information to inform site selection, rather than rely on long written
applications. Some of the first sites will be agreed by February, in a process overseen
by the New Models of Care Board, co-chaired by NHS England and Monitor; and the
first support programmes will be developed by the end of March.
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3.10 In addition, the government has recently announced the new garden cities of
Ebbsfleet and Bicester, where an extra 28,000 houses will be built by 2020. There
are also a number of fast-growing population centres typically in urban areas; for
example, around the former Olympic village in east London. In 2015, NHS England,
working together with the LGA, will develop proposals for establishing a health
and care garden city in one or more of these areas as part of the New Models of
Care programme. These areas would take a ‘first principles’ approach to designing
how health and wellbeing should be promoted, and how services should be
delivered, from rethinking the physical design of the infrastructure, to embracing
new technologies and encouraging the deep integration of health and care with
supported housing and other public services.

3.11 Next year we will invite UK and international innovators to bid to develop a small
number of test-bed sites to sit alongside and enable new models of care. These
innovators will work in collaboration—for example, Academic Health Science
Networks/Centres in partnership with statutory, voluntary and private sector
organisations. They will focus on deploying and evaluating the impact of different
technologies and innovations working in combination. These test-beds will be
important opportunities for the life science and health technology industries
to partner with the NHS to demonstrate how multiple innovations can deliver
significant improvements in outcomes, patient experience and cost-effectiveness.
This could range from online primary care; digital mental health support; whole
area digital population health management; 21st century remote and assistive
technologies. We will explore establishing these sites on a match-funding basis with
interested consortia, and reimbursed on a payment-for-outcomes basis. More details
will be published by March 2015.

Building the foundations for early adoption

3.12 We recognise that strategic change cannot be mandated nationally. The future
direction for a CCG or NHS provider can only be developed and implemented by its
own leadership, in conjunction with partner organisations, patients, communities
and staff. We are strongly encouraging all local areas to develop a shared vision of
health and care for their populations in the context of the strategic choices outlined
by the Forward View. They should be looking afresh at their medium-term strategies,
and choosing to take actions in 2015/16 that create the conditions for rapid early
adoption. For example, rather than proceed with a stand-alone re-procurement of
community services, one option CCGs may want to consider is how best to integrate
these within a new MCP model. These conversations should take place on the same
“units of planning” basis as 2014/15 unless otherwise locally agreed.
3.13 A local health economy will have the option, during the year, of coming together
as one and inviting in the national bodies for a joined-up conversation about their
emerging local system-wide plan.
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3.14 In order to target our support effectively, we need to understand and create the
conditions for successful transformation across local health economies. Some of the
key conditions for future transformation are likely to include:
• stable, ambitious and collective leadership to oversee and drive the
transformation process;

• commissioners, providers, local authorities, local education and training boards
(LETBs), health and wellbeing boards and other relevant organisations work
collaboratively within a defined local health economy – with shared boundaries
and an understanding of organisational interdependencies;

• high levels of patient and community engagement, with consideration of how to
empower people and patients still further;
• strong clinical leadership and engagement;

• current healthcare services are satisfactory or better in respect of quality and
outcomes, safety and patient experience. Strategic planning is clear and realistic
about how outcomes can be improved;
• a sound financial position across the health economy with headroom to support
transformation. Financial planning is resilient and long-term;

• a strong primary and out-of-hospital care system, with well-developed planning
about how to provide care for people with long term conditions in primary
care settings and in their own homes, with a focus on prevention, promoting
independence and support to stay well;
• plans to invest in and make better use of the current workforce, since
the provision of health and care is mainly about people, not buildings or
infrastructure;

• partners work together to develop a vision for strategic estates/capital planning
across the LHE and identify efficiencies in procurement, IT systems and estate
management;
• the development of fully interoperable information and technology systems.

3.15 By April 2015, the six national partners working together aim to have developed
a better understanding of how far these and other critical conditions for
transformation are present in each part of the NHS.

A new regime for challenged systems

3.16 In some areas, these conditions for success do not yet exist. Problems faced in
these health systems often include challenges on quality and finance, geographical
isolation, poor relationships between local bodies, or the absence of a clear future
strategy. In these health economies, the national bodies will increasingly intervene
together to secure a better way forward, acting in concert.
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3.17 In 2015/16 we will create a new regime that will seek to create the conditions
for success in these most challenged areas. This “success regime” will focus on
addressing current performance challenges, while creating the conditions for future
transformation, including stronger relationships between local bodies and more
effective and aligned medium-term plans. The regime will seek to build rather
than supplement local capacity and capability; to create strong and durable local
leadership arrangements; and to address deep-rooted barriers to improvement, such
as clinical configuration and workforce shortages.
3.18 The intervention process will be overseen by the relevant national oversight bodies which will most often be NHS England, the TDA and Monitor – with the involvement
of other bodies such as the LGA and CQC.
3.19 We will develop the new regime in a small number of the most challenged areas
during 2015/16. We will learn by doing, and set out more detailed guidance on the
regime in early 2015. It is likely to include:

• the creation of a single, aligned accountability mechanism for the national bodies to
oversee the process and to ensure that all relevant local parties are held to account
• the agreement of a single, collective short-term plan for the health economy
setting out what needs to be achieved during the period of intervention;
• access to external support to address the particular issues facing the health
economy, including clinical, financial and performance expertise;

• support from high-performing health economies and organisations to accelerate
progress and build capacity in the challenged health economy;
• the development of a clear medium-term plan for transformation across the
health economy;
• conditionality for any transitional financial support.

Delivering a new deal for primary care

3.20 Primary care is central to the new population-based health care models described
in the Forward View. But general practice is under a great deal of pressure. To tackle
some of the immediate workforce issues, NHS England and Health Education England
(HEE) have been developing a plan working alongside the Royal College of GPs and
the General Practitioners’ Committee, to attract more training doctors into general
practice, make better use of the wider clinical workforce in primary care, target
measures to support retention and to support clinicians who have left general practice
to return. We will publish the plan in January. Those CCGs that choose to take on cocommissioning responsibilities will also have greater freedom to take local action. In
addition to the actions and investment in this plan, an extra £100 million is available to
improve access to general practice through the Prime Minister’s Challenge Fund.
3.21 A core component of this ten point plan is the £1bn fund, over four years, made
available in the Autumn Statement to improve premises and infrastructure. We will
provide further details in January.
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3.22 Primary care is not just about general practice. During 2014, we heard hundreds
of views about how community pharmacy, dentistry and aspects of eye healthcare
could develop to support better outcomes. Early in 2015 we will set out our
response, taking account of the best ideas in how we implement new models of care.

New care models - urgency and emergency care, maternity, cancer
and specialised services

3.23 Commissioners and providers should prioritise the major strategic and operational
task of how they will be implementing the urgent and emergency care review. This
will be reinforced in 2015/16 by incentives in both the CCG quality premium and the
CQUIN framework for providers. Urgent and emergency care networks, which will
build upon existing System Resilience Groups, should be established by April 2015,
and oversee the planning and delivery of a regional or sub-regional urgent care
system. This will include designating and then assuring the quality of urgent care
facilities, in line with guidance planned for summer 2015.
3.24 NHS England will complete a review of maternity services – including perinatal
mental health - by autumn 2015. This will make recommendations on how best
to develop and sustain maternity services for the future, and in a way that gives
mothers more choice without compromising on safety.

3.25 The Forward View explained the need for combined action on three fronts to
improve cancer services: (i) better prevention, (ii) swifter access to diagnosis, and
(iii) better treatment, care and aftercare for all those diagnosed with cancer. These
actions will be developed, with national cancer charities, in a new national cancer
strategy.

3.26 For specialised care where quality and patient volumes are strongly related,
such as trauma, stroke and some surgery, the NHS will continue to move towards
consolidated centres of excellence. By summer 2015, NHS England will initiate a first
round of service reviews, working with local partners. 2015/16 will involve current
providers preparing to implement the new standards for congenital heart disease
services for children and adults, for example through new collaborations. In the light
of the current consultation, NHS England will finalise the standards, and implement
in full from April 2016.
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4. Priorities for operational delivery in 2015/16
Improving quality and outcomes
4.1

4.2

4.3

4.4

4.5

The only purpose of developing the new models of care described in chapter 3 is
to improve outcomes: better health for the whole population, increased quality
of care for all patients, and better value for the taxpayer. That means delivering
improvement against the indicators in the NHS Outcomes Framework, as set out
in the government’s Mandate to NHS England. Last year, each local area set out
their own five-year ambitions on seven sentinel indicators, quantifying the level of
improvement they could achieve for their local populations. We encourage CCGs to
refresh, and make further progress to deliver, those ambitions for 2015/16.

A revitalised National Quality Board (NQB) will bring together system leaders
and other national stakeholders. It will provide collective leadership for quality
across the system, initially to review the current state of quality of care in the
NHS, as assessed by the Care Quality Commission (CQC), and barriers to delivery
of high quality care; to identify priorities for quality improvement, and; based on
this assessment, develop new system-wide approaches for quality improvement.
By summer 2015, the NQB will publish its priorities and work programme, taking
steps towards building a single framework for consistently measuring quality across
providers, commissioners and regulators.
Commissioners and providers should use CQC’s inspection reports and ratings, as
they roll these out during 2015 and 2016, to assure themselves of the quality of
care in their area. They should learn from where care is good or outstanding. Where
care requires improvement or is inadequate, local organisations and areas should
urgently agree joint plans – including with stakeholders from social care, where
appropriate – to improve.

We commend the Academy of Medical Royal Colleges’ Guidance for taking
responsibility: accountable clinicians and informed patients. During 2015/16, we
expect commissioners and providers to work together to embed the practice of clear
clinical accountability, with a named doctor responsible for a patient’s care, within
and across different care settings.
By the end of this year, the NHS will have become the first health system to publish
outcome data for thirteen medical and surgical specialities, down to the level of
individual consultant surgeons - around 5,000 individual surgeons in total. In
2015/16 we will go further.

Improving patient safety
4.6

2015/16 will see a major national and local focus on improving patient safety.
First, we expect all commissioners and providers to continue to drive and embed
improvements in safe and compassionate care in response to the Francis Report, the
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4.7

4.8

4.9

failings at Winterbourne View and the Berwick Review. They are expected to take an
active part in their local Patient Safety Collaborative and encouraged to join the ‘Sign
up to Safety’ campaign, aligning safety improvement plans with their local Patient
Safety Collaborative activity where appropriate.
Second, based on analysis of the evidence and the unmet potential for improved
outcomes, NHS England has identified tackling sepsis and acute kidney injury as two
specific clinical priorities for improving patient safety in 2015/16. Over a five year
timeframe, improving care in these areas would have the biggest potential impact in
reducing premature mortality. Sepsis and acute kidney infection will therefore form
the basis of new national indicators for the 2015/16 commissioning for quality and
innovation (CQUIN) incentive framework.
Third, resistance to antibiotics is spreading, and now constitutes a major threat
to the delivery of safe and effective healthcare. AMR and antibiotic prescribing
are inextricably linked; overuse and incorrect use of antibiotics are major drivers
of resistance. In 2015/16 CCGs together with providers should develop plans to
improve antibiotic prescribing in primary and secondary care. CCGs should ensure
that secondary care providers validate their antibiotic prescribing data following
the Public Health England (PHE) validation protocol. This forms the basis of a new
national quality premium measure for CCGs in 2015/16.

And fourth, all providers of acute care should agree service delivery and
improvement plans (SDIPs) with commissioners, setting out how they will make
further progress in 2015/16 to implement at least five of the ten clinical standards
for seven day services, within the resources available. We recognise that the tariff for
2015/16 does not include specific additional resources for seven day working.

Meeting NHS Constitution standards

4.10 NHS England, Monitor and the TDA will focus on achieving minimum performance
standards for timely access to care that patients rightly expect and are entitled
to receive. The challenges which many areas have experienced in meeting these
standards during 2014/15 demonstrate the need for better working between
commissioners and providers.

4.11 Learning from the experiences of 2014/15, NHS England, Monitor and the TDA
will, as part of plan assessment and assurance, require CCGs and providers to
make realistic and aligned assumptions about the likely activity levels for both
elective and emergency care, including diagnostics, necessary to meet demand and
delivering waiting times standards. This includes having realistic ambitions for
activity diversion initiatives, using past and current performance as a relevant guide
alongside future plans. Unless and until it is clear that demand has reduced, we
strongly advise system resilience groups not to switch off additional winter capacity
for urgent and emergency care.
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Achieving parity for mental health
4.12 The recently published Mandate to NHS England remains largely unchanged.
Commissioners will need to develop revised plans where they are not on track to
deliver against pre-existing Mandate objectives, and to sustain those that are, for
example on dementia diagnosis or delivery of improving access to psychological
therapies (IAPT) service standards.

4.13 2015/16 will see the introduction of access and waiting time standards in mental
health services for the first time. As part of the 2015/16 contracting round, mental
health commissioners will need to develop and agree service development and
improvement plans with mental health providers, setting out how providers will
prepare for and implement the standards during 2015/16 and achieve these on an
ongoing basis from 1 April 2016.

4.14 By April 2016, it is expected that more than 50% of people experiencing a first
episode of psychosis will receive treatment within two weeks. This will require
dedicated specialist early intervention-in-psychosis services, working with local
secondary mental health providers. A further £40 million is being made available in
2015/16 through the tariff inflator to support the introduction of this standard.

4.15 Commissioners and providers will also need to work together to achieve new
waiting time standards for people entering a course of treatment in adult IAPT
services. At least 75% of adults should have had their first treatment session within
six weeks of referral, with a minimum of 95% treated within 18 weeks. A £10m
additional investment is being made available to support these standards.

4.16 There is a clear local invest-to-save case for developing adequate and effective levels of
liaison psychiatry for all ages in a greater number of acute hospitals. Savings from reduced
repeat attendees and four-hour breaches can be as high as £4 for every £1 invested. A
£30m targeted investment will also be made available in 2015/16. Commissioners are
expected to agree SDIPs with appropriate providers, setting out how providers will ensure
there are adequate and effective levels of liaison psychiatry services in acute settings.

4.17 The Crisis Care Concordat describes the actions required of commissioners and
providers to ensure that those experiencing a mental health crisis are properly
supported. This includes the provision of mental health support as an integral part of
NHS 111 services; 24/7 Crisis Care Home Treatment Teams; and the need to ensure
that there is enough capacity to prevent children, young people or vulnerable adults,
undergoing mental health assessments in police cells.
4.18 CCGs should work with other local commissioners to invest in community child
and adolescent mental health services. Investing in children and young people’s
mental health and good transition planning improves outcomes for patients and
families and generates economic benefits. Investing in effective community services
will minimise the use of expensive and often out-of-area tier four services, and the
incidence of young people being admitted to inappropriate settings.
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4.19 NHS England will coordinate a programme using the £30m investment identified in
the Autumn Statement to establish community based specialist teams for children
and young people with eating disorders.

Transforming care of people with learning disabilities

4.20 The Winterbourne View Concordat charged NHS commissioners with achieving
a substantial reduction in reliance on inpatient care for people with learning
disabilities or autism. Progress since the Concordat has been insufficient. There is
a moral as well as practical imperative for us to do better during 2015/16. CCGs
working jointly with specialised commissioning and local authorities will have
to make demonstrable progress in improving the system of care and reducing
reliance on inpatient care for this group: ensuring that nobody becomes an inpatient
inappropriately and those who are currently inpatients are supported back into the
community. Progress will be monitored through the measures set out at Annex B,
and enhanced data collections in future. Following Sir Stephen Bubb’s independent
report of November 2014 (Winterbourne View – Time for Change), NHS England will
by spring set out further guidance on transforming care.
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5. Enabling change
Harnessing the information revolution and transparency
5.1

5.2

5.3

5.4
5.5
5.6

5.7

The new National Information Board (NIB) brings national health and care
organisations together with clinical leaders, local government and civil society. It
has recently published Personalised Health and Care 2020: a Framework for Action
which builds on commitments in the Forward View to use data and technology
more effectively to transform outcomes for patients and citizens. Technology can
help people use care services less by supporting healthier lives and it can transform
the cost of services when they are needed. From April 2015, all citizens will have
online access to their GP records and a number of related steps are planned by the
NIB for 2015/16 which will contribute significantly towards our aim of achieving a
‘paperless NHS’.
First, the NHS number will be used as the primary identifier in all settings when
sharing information. Commissioners will need explicitly to include this change
within their plans. To enforce this change, commissioners will be able, under
additional powers proposed through the NHS Standard Contract for 2015/16, to
withhold funding from providers unless these conditions are met

Second, patients should have access to an easy-to-use electronic prescription
service. We expect that at least 60% of practices will be transmitting prescriptions
electronically to the pharmacy electronically by March 2016. Full uptake of the
Electronic Prescribing Service is an important precursor to delivering a fully
electronic ‘click and collect’ or ‘click and deliver’ service for prescriptions.
Third, the 2015/16 GMS contract contains a further commitment to expand and
improve the provision of online services for patients, including extending online
access to medical records and the availability of online appointments.

Fourth, structured, coded discharge summaries should be available to health
professionals electronically everywhere, as required. This will be a legally binding
requirement by October 2015.

Fifth, electronic referrals between GPs and other services should become the norm.
We expect at least 80% of elective referrals to be made electronically by March 2016,
in line with the 2015/16 GMS standard contract. To achieve this, providers will be
required to publish all relevant services and appointment slots as part of standard
contract obligation.
Sixth, to deliver the NIB’s framework Personalised Health and Care 2020, local
commissioners will be expected to develop a roadmap for the introduction of fully
interoperable digital records, including for specialised and primary care. Although
not due for publication until April 2016, it will be important to make progress on
this key enabler next year. Further guidance on those roadmaps will be published in
June 2015, although work can usefully start immediately.
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5.8

We will bring together hospital, GP, administrative and audit data in initiatives like
care.data that support quality improvement, commissioning and research during
2015/16. Individuals will be able to opt out of their data being used in this way.

A modern health and care workforce
5.9

The new models of care described in the Forward View will only become a reality if
we have enough staff with the right skills, values and behaviours to deliver them. We
need to develop a workforce able to work across acute and community boundaries
and beyond traditional professional demarcations, with flexible skills and with the
ability to adapt and innovate.

5.10 We expect each health economy to engage with their LETB to work together to identify
their current and future workforce needs. For those economies that wish to put
themselves forward to co-create the new care models, we expect to see plans to develop
the existing and future workforce to deliver these models. In challenged health care
economies, a plan to deliver workforce needs will also be a crucial ingredient of success.

5.11 At a national level, a new Workforce Advisory Board, chaired by HEE with senior
membership from across the system, will be established, to develop a health and
care workforce with the skills to support the implementation of new models of care.
The Workforce Advisory Board will initially focus on four areas:
• additional actions to retain existing staff and attract returners in roles
experiencing shortages such as Emergency Medicine, nursing and GPs;

• provide support to challenged economies where workforce shortages are
impeding improvement;

• identify the flexibilities that will need to be developed in order to deliver new
care models as well as opportunities to reskill the existing workforce;
• identify new roles that may need to be commissioned to deliver on the
aspirations of the Forward View.

5.12 Commissioners and providers must prepare for the introduction of nursing and
midwifery revalidation from the end of December 2015. This will set new requirements
for nurses and midwives when they renew their registration every three years.

Accelerating useful innovation

5.13 In 2015/16 we will take a number of new steps to accelerate innovation in new
treatments and diagnostics. We will be inviting interested manufacturers that are
prepared to contribute to the expansion of the ‘Commissioning through Evaluation’
programme and the related Early Access to Medicines programme. We will aim to
accelerate the cost-effective and affordable deployment of technologies and drugs,
in the light of the Government’s Medicines and Medical Technology Review. At the
same time, we will increase the ability of local commissioners to shape their own
priorities for investment through place-based commissioning.
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5.14 NHS England and NICE will develop a deployment model for new technologies in
2015. This will include consideration of the process and criteria used to identify
topics for NICE assessment that relate to NHS England-commissioned services.
One goal will be to develop a structured method for introducing new technologies
following NICE approval—for example, operational pilots to generate real world
evidence about how to most effectively to introduce new therapies or diagnostics.
This deployment model should enable the decommissioning of outmoded legacy
technologies that are no longer delivering sufficient value for patients and taxpayers.
5.15 The Prime Minister announced in 2014 that by 2017 the NHS would seek to
sequence 100,000 whole genomes working through its NHS Genomic Medicine
Centres. This project will act as a catalyst for the wider transformation of the NHS
in relation to diagnostics, pathology and functional genomics. To support this
transformation, commissioners should:

• realign to commission pathology services from Genomics Local Laboratory Hubs
(that are being re-procured by NHS England during 2015/16);
• ensure that diagnostic and scientific services are accredited and part of a quality
assurance scheme;
• provide data to enable performance and outcomes of diagnostic services to be
monitored;

• work towards integration of all diagnostic test results with clinical data, registries
and appropriate clinical audit.
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6. Driving efficiency
A more productive and efficient NHS
6.1
6.2
6.3
6.4

6.5

6.6

6.7

The Forward View describes how we need to achieve 2-3% efficiency per year across
total NHS expenditure over the next Parliament in return for the increased public
investment, enabling us to absorb future demand with more modest increases in
expenditure.
In recent years the NHS has been able to achieve 2% efficiency. However, perhaps
40% of this has been down to pay restraint and other top-down initiatives, such
as the national drug-pricing scheme. We do not believe we can rely solely on these
initiatives in the next Parliament.

However, there are other opportunities that we have so far failed to capture. One
is the potential to close the gap between the least and most efficient providers. For
example, recent analysis for Monitor and NHS England calculated that by closing the
gap an average acute provider could raise its efficiency by a total of 5.6%.
Another source of opportunity is from productivity gains through technological
advancement or improvements to service delivery. Analysis suggests that 1.2-1.3%
of this type of efficiency has been achieved in the acute sector over the past four
years. This had not been a result of pay restraint or other top-down initiatives; it
has been a result of delivering care in better ways. The NHS needs to continue and
accelerate these gains in future years.

Closing the gap between the least and most efficient and introducing new and more
efficient ways of delivering services offer the opportunity to continue achieving 2%
efficiency over the next Parliament. However, we believe overall efficiency (including
limiting activity growth to below historic rates) could rise as high as 3% by the
end of the five-year period if we move with pace in implementing preventative
approaches and new care models.

Our staff are our most precious and expensive resource, accounting for around two
thirds of provider expenditure. There are opportunities to improve efficiency and the
quality of care through better retention of our existing staff, including by promoting
their health and wellbeing, rather than relying on costly short-term responses to
vacancies such as agency staff and international recruitment.
Although many prevention programmes are likely to pay off only in the longer term,
some have more immediate impacts. These include diabetes prevention, which
evidence suggests could begin to show returns in as little as three years. Helping
pregnant women to quit smoking produces impact within months, including reduced
costs of complex deliveries, still births etc. Action on alcohol could also produce
fairly immediate savings, particularly for harmful drinkers and dependent drinkers.
We need to combine these actions with a more immediate payback together with
those that are nevertheless worth doing but have a longer period of return.
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6.8

Evidence from leading areas and from international examples suggests we can
capture additional opportunities from implementing the new models of care
described in the Forward View. A critical enabler will be the development of total
cost data for individual patients across multiple health and care settings. In the
new year we will be doing more work to quantify the additional initial costs of
transformation, and the benefits.

NHS funding in 2015/16
6.9

£1.98bn of additional investment in the NHS in England was announced by the Chancellor
of the Exchequer in the Autumn Statement, including £150m from NHS England through
efficiencies and reprioritisation in its central budgets. This implies a real terms funding
increases of 1.6%, in line with the funding ambitions outlined in the Forward View.

6.10 In deploying the additional funding NHS England is seeking to:

• create momentum in the implementation of the Forward View by providing a
£200m investment fund to promote transformation in local health economies,
with a particular focus on investment in the new models of care;

• deliver on the promise of a new deal for primary care, ensuring that the overall
level of total funding growth for primary care is in line with that provided for
other local services;

• ensure that mental health spend will rise in real terms in every CCG and grow at
least in line with each CCG’s overall allocation growth;

• accelerate progress towards bringing all CCGs receiving less than their target
funding to within 5% of target by 2016/17 whilst also directing funding towards
distressed health economies;

• provide full cover for expected cost growth for each commissioning stream,
eliminating the structural deficit in specialised commissioning, and reflecting the
rapid growth in these services;
• enable earlier and more effective planning for operational resilience;

• reconfirm plans to deliver 10% cash savings in CCG and NHS England
administration costs for redeployment to the front line;

• To give CCGs priority access to the £400m drawdown available. Further details
are set out in NHS England’s supporting document for commissioners

Joint working between commissioners and providers

6.11 For local plans developed by commissioners and providers to be meaningful, and
to provide a basis for improvement and transformation, it will be essential for
them to be aligned and based on common assumptions. To support this Monitor,
the TDA and NHS England have worked together to consider the future pressures
and opportunities faced by the health sector as a whole, and agreed a shared set of
national planning assumptions which should underpin all local plans.
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6.12 For key variables, commissioners and providers will need to consider their own
circumstances with reference to the national assumptions, and set out robust plans
in accordance with these.
6.13 We expect greater consistency between the activity and financial trajectories set
out in commissioner and provider plans. The extent to which the trajectories are
both realistic and sufficiently aligned will be tested through a joined-up process to
ensure that all partners have a shared understanding of how local services will be
transformed. Significant differences between commissioner and provider finance
and activity plans will be reviewed as part of the process. Where these cannot be
suitably explained, we may require revised or additional plans.

6.14 Each year, activity growth presents a major pressure to the health system, as
providers strive to meet the increasing demand for healthcare services with their
capacity and resources. Different types of activity – such as elective admissions and
A&E attendances – vary by length of stay, care setting, cost, and frequency. Further,
they have differential growth rates according to the population’s demand for that
particular type of healthcare, and commissioners’ and providers’ ability to manage
and reduce that demand.

6.15 Commissioners and providers will need to consider the underlying activity pressures
specific to them and to their local health economy and type of provision. This should
reflect local demographic pressures (nationally, ONS population projections imply
roughly 1.3% activity growth per year due to a growing population and changing age
mix) while also considering non-demographic trends (for example, new treatments).
At a national level, we might expect the overall activity growth pressure, before
application of any demand management reduction, to be around 3% per year. We
recognise that growth rates will vary for different health economies and encourage
providers and commissioners to agree on activity growth assumptions.
6.16 Referrals to hospitals in England have been accelerating at a rate higher than
demographic pressures. There has been a 4% increase in activity in 2014/15 when
compared to the previous year. This trend is significantly above the planned levels
agreed between commissioners and providers, with GP referrals and non-elective
activity running at 12% and 9% above planned levels respectively. This unplanned
growth in demand for care in a hospital setting has been difficult to respond to in a
safe and affordable way. It is therefore essential that providers and commissioners
work together, with partners in primary and social care, to develop accurate demand
and capacity plans that fulfil both the planning requirements and ensure patients
have access to high quality services. Commissioners must confirm the level of
activity they wish to commission from providers in the 2015/16 standard contract,
whilst providers must clearly understand the level of capacity that they have in
order to meet demand in a safe and sustainable way.
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NHS England and Monitor’s proposals on the National Tariff
6.17 Input cost inflation is the annual increase in the unit costs of delivering healthcare
services. We assume this will be around 3.0% in 2015/16. This assumption
incorporates weighted uplifts of components including pay, drugs, general
procurement, Clinical Negligence Scheme for Trusts (CNST) and depreciation.

6.18 The tariff cost uplift is the corresponding national price uplift associated with
these pressures. In the tariff, some costs (particularly CNST) are passed through
differentially, as price adjustments for individual services, which means that the
national tariff cost uplift is slightly lower than overall cost inflation. Subject to the
outcome of NHS England and Monitor’s ongoing statutory consultation on the tariff
for 2015/16, the uplift should be assumed to be 1.93% in 2015/16. The proposals
for the national tariff include a provider efficiency requirement of 3.8% in 2015/16
which means a net decrease of 1.9%. Based on recent analysis for Monitor and NHS
England, this efficiency level is realistic although it will require both a large element
of “closing the gap” to the level of the best providers, as well as general technological
advances and improvements in service delivery.

6.19 NHS England and Monitor have proposed that the marginal rate for non-elective
activity above the agreed baseline (based on 2008/09 activity levels with baseline
revisions in line with national guidance) will be increased from 30% to 50% of tariff
for 2015/16. Commissioners and providers must jointly agree plans for spending
the 50% balance, which should be targeted towards investment to reduce the level of
non-elective admissions. We expect the plans to be published on the commissioners’
website by no later than 30 April 2015.

NHS England’s requirements for commissioners in key areas

6.20 The ambition for the level of improvement agreed by CCGs and Councils in Better
Care Fund (BCF) plans should be reviewed if there is a material change in their
assessment of the risk to delivery, taking into account:
• actual performance in the year to date, particularly through the winter;
• the likely outturn for 2014/15;

• progress with contract negotiations with providers.

6.21 Any such review should be undertaken within the partnership underpinning local
BCF planning and approved by the Health and Wellbeing Board. NHS England will
assess the extent to which any proposed change has been locally agreed in line with
BCF requirements, as well as the risk to delivery of the ambition.
6.22 The total additional funding of £1.98bn announced in the 2014 Autumn Statement
provides certainty of funding in 2015/16, including for issues such as operational
resilience that would previously have been resourced from in-year allocations. As
a result, there will be no further in-year allocations during 2015/16. SRGs should
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develop local capacity and demand plans that reflect operational resilience funding
(including for winter) at the same level received in 2014/15, but funded from
baseline allocations.

6.23 All commissioners must set aside 1% non-recurrent spend in 2015/16. This will be
released for investment in strategic plans – for example, the implementation of the
new care models discussed in the Forward View, subject to risk assessment by NHS
England’s Regional Teams.
6.24 Commissioners will offer each provider, through the commissioning for quality and
innovation payment framework (CQUIN), the opportunity to earn up to 2.5% of its
annual contract value (excluding drugs, devices and other items funded on a passthrough basis). The 2015/16 CQUIN scheme will feature four national indicators,
with an even balance between physical and mental health:

• two of the current national indicators will remain in place, with limited updating;
these cover improving dementia and delirium care and improving the physical
health care of patients with mental health conditions;
• two new indicators will be introduced, one on the care of patients with acute
kidney injury, the other on the identification and early treatment of sepsis;
• there will also be a new national CQUIN theme on improving urgent and
emergency care across local health communities, commissioners will select
indicators locally from a menu of options;

• as planned, the other national CQUIN indicators in 2014/15 covering the safety
thermometer and the friends and family test will instead be covered from
2015/16 by new requirements within the NHS Standard Contract.

6.25 NHS England will publish separate guidance on the 2015/16 CQUIN framework and
the Quality Premium in January.

26

7. Submission and assurance of 2015/16 plans
Partnership working
7.1

All health and social care organisations must work together to develop locally owned
and agreed plans. To support mutual working between commissioners, providers
and LETBs, we expect local organisations to share their own assumptions with
each other – in line with their duties of partnership. For commissioners, this will
mean ensuring that plans reflect the local Joint Health and Wellbeing Strategy and
that providers and the locasl communities have been fully engaged in this process.
For LETBs, this will mean ensuring that their workforce plans reflect local plans to
develop the workforce in general and the requirements of the new models of care in
particular. Commissioners and providers working across the system in the interests
of patients will be evidenced by the production of final, agreed plans reflected in
contracts signed by the 2015/16 deadline.

Planning timetable and milestones
7.2

7.3

The planning timetable, agreed between NHS England, Monitor and the NHS Trust
Development Authority is set out in the table below. It is expected that commissioners
will have previously advised providers of their commissioning intentions. The
timetable will be challenging for everyone; but it is important that we lay strong
foundations for delivery during what will be a testing time for all NHS organisations.
NHS England, Monitor and the TDA will work closely together, along with Health
Education England, to provide feedback to CCGs and providers and to ensure
alignment and deliverability. This will be an iterative process as providers respond
to commissioner plans.
By 23 Dec 2014
Jan 2015

Jan – 11 Mar 2015
13 Jan 2015

From 29 Jan 2015
13 Feb 2015
20 February

Publication of 2015/16 planning guidance

Publication of revised National Tariff, standard contract
for 2015/16
Contract negotiations – including voluntary mediation
Submission of initial headline plan data (CCGs, NHS
England, NHS Trusts)

Weekly contract tracker to be submitted each Thursday
(CCGs, NHS England, NHS Trusts and NHS FTs)
Checkpoint for progress with planning measures and
trajectories (CCGs, NHS England)
National contract stocktake – to check the status of
contracts
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27 Feb 2015

Submission of full draft plans
(CCGs, NHS England, NHS Trusts, FTs)

6 Mar 2015

Checkpoint for progress with planning measures and
trajectories (CCGs, NHS England)

27 Feb – 30 Mar 2015

11 Mar 2015

12 – 23 Mar 2015
By 25 Mar 2015
By 31 Mar 2015
10 Apr 2015

From 10 Apr 2015

Assurance of draft plans
(CCGs, NHS England, NHS Trusts and FTs)
Contracts signed post-mediation
(CCGs, NHS England, NHS Trusts and FTs)

Contract arbitration
(CCGs, NHS England, NHS Trusts and NHS FTs)

Arbitration outcomes notified to commissioners and
providers (CCGs, NHS England, NHS Trusts and NHS FTs)
Plans approved by Boards of CCGs, NHS Trusts and
Foundation Trusts
Submission of full final plans
(CCGs, NHS England, NHS Trusts and FTs)

Assurance and reconciliation of operational plans

Assurance of Plans
7.4
7.5

Plans developed by commissioners, NHS Trusts, and NHS Foundation Trusts will be
assured by NHS England, the TDA and Monitor respectively, in line with our distinct
statutory and regulatory responsibilities.

In addition we will work together to maximise opportunities for mutual assurance
across all health and social care services in a way that does not place additional
burdens on local organisations. Our joint approach to the review and triangulation of
plans will include a focus on ensuring that operational plans demonstrate:
• the finances to secure delivery of the objectives and compliance with the
requirements outlined in the planning guidance;

• that the finance and activity projections are supported by reasonable and
deliverable planning assumptions including level of assumed service redesign
and underlying activity growth;
• triangulation of finance and activity;
• agreed demand and capacity plans;

• coherence with LETB workforce plans;
• a focus on prevention;

• coherence with the other planning and output assumptions;

• robust local relationships, and good public involvement, which are key to
ensuring delivery.
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7.6

7.7

7.8

7.9

Following the initial submission of headline activity and finance data by NHS Trusts,
CCGs and NHS England’s direct commissioning teams on 13 January, the TDA and
NHS England will each assess the extent to which plan data is consistent with
national assumptions and requirements. They will then work together to assess the
degree of alignment between commissioner and provider plan data and provide
feedback on any identified risks or concerns to local areas. Monitor will contribute to
this exercise based on their local intelligence on progress with NHS FT plans.
A checkpoint on 13 February will provide an opportunity to repeat this process
ahead of the submission of fuller draft plan templates by commissioners and NHS
Trusts on 27 February. A national analytical assurance tool will be used by Regional
Teams as the basis of a more detailed assessment of these draft plans, allowing for
detailed feedback to local organisations during March.

Signed-off local plans, including those of NHS FTs, must be submitted by 10 April.
Monitor, NHS England and the NHS TDA will then each undertake their respective
assurance reviews and work together to provide a comprehensive assessment of the
completeness and degree of alignment of plans at local health economy level. Public
Health England will work with NHS England to help assure commissioners’ plans
to ensure they have a focus on prevention. Ongoing assurance processes during
2015/16 will ensure that progress continues to be made to deliver local plans, in line
with the frameworks set out by Monitor, NHS England and the TDA respectively.
HEE will produce its workforce planning guidance in February. LETBs will
triangulate workforce plans with commissioners and providers, before submitting
them to HEE for national aggregation and triangulation by July.

Dispute resolution

7.10 NHS England, the TDA and Monitor consider it to be a major failing of a health
economy where parties do not manage to reach agreement prior to the start of the
financial year, and we therefore expect that robust, good value contracts are signed
between commissioners and all major providers by 11 March 2015. Where this is
not achieved, a joint dispute resolution process will apply. This will be available at
http://www.england.nhs.uk/nhs-standard-contract and http://www.ntda.nhs.uk.
The key steps in the dispute resolution process are also set out in the overall timetable
on page 13 of the document. The process is not mandatory for providers other than
NHS Trusts, but Monitor, the TDA and NHS England support its use for disputes
between commissioners and other providers, including NHS Foundation Trusts.
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Agenda Item:

3.3

Reference

GB14-15/0057

Public / Private

PUBLIC

Meeting Date

6th January 2015

Lead Officer

Graham Hodkinson

Contributors
Link to CCG
Strategic System
Plan

3 Commissioned services which have a sound evidence base
System Performance data providing benchmark against Northwest Areas

Link to current
strategic objectives

4 Ensuring people have a positive experience of care
Right care right place and right time

To approve
To note
Summary of
Recommendations

The Governing Body is asked to:
1. Note strong performing areas
2. Note areas where performance requires further improvement
3. Consider strategic implications as appropriate

Comments
This report provides data that it available quarterly across the Northwest. This
enables The Board to compare Wirral’s performance in key areas of system
performance against other areas.
The data is provided through AQuA. Comparing Wirral’s performance over time in
relation to both high performing and low performing areas may help to inform future
commissioning decisions.
Overview
Wirral performs relatively well in a number of areas. Delayed Transfers of Care
remain as one of the best in Region with a relatively low number of delays. People
who are subject to none elective admissions are discharged relatively quickly.
The picture is mixed, however as Wirral remains an outlier in relation to 4 hour delays,
none elective admissions remain relatively high rising through the final quarter, and
the proportion of the Local Authority spend on residential/nursing care is very high.
Set together these indicators reflect a system that is not effectively supporting people
in their own homes when problems occur.
There are fewer admissions into care direct from Hospital than in the previous
reporting period. Re-admission rates within 30 days of discharge from Hospital
worsened considerably after spring 2014.

Next Steps
What are the implications for the following (if not applicable please state why):
Financial

Indicate with an X if true:

☐Does the report include a summary of the financial impact of the proposal / item
th
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☐Has funding been agreed to align with expenditure plans
☐Does the report cover the cost of not taking action
Further details:

Value For Money

Indicate with an X if true:

☐Does the report explain how the proposal/item represents value for money (cf.
New Investment Form)
Further details:

Risk

Indicate with an X if true:

☐Is there a documented risk assessment
☐If there is no risk assessment does the report consider the risk in the Board
taking the recommended decision and what has been done to mitigate the risk?
☐Does the report consider the risk in the Board NOT taking the recommended
decision?
Further details:

Legal

Indicate with an X if true:

☐Are there any legal implications in what is recommended
☐If there are legal implications has legal advice been obtained
☐Does the report detail the legal implications and whether legal opinion is or isn’t
provided before the Board takes the decision
Further details:

Patient and Public
Involvement (PPI)

Indicate with an X if true:

☐Does the report evidence stakeholder analysis
☐Does the report provide evidence whether there could be a positive or negative
impact on patients and public
☒Does the report address any potential negative implications
☐Does the report evidence how patients and public have been engaged in the
development of the proposal
Further details:
The report benchmarks activity and highlights areas where Wirral is an outlier in the North West
Region. Strategic plans should reflect a shift from current models to deliver improved outcomes.

Equality & Human
Rights

Indicate with an X if true:

☐Does the report provide evidence of whether there could be a positive or
negative impact on protected groups (statutory duty for new / changes to services)
☐Does the report address any potential negative implications
☐Does the report evidence how protected groups have been engaged in the
development of the proposal
☐Does the report include an equality impact assessment (statutory duty for new /
changes to services)
Further details:

Workforce

Indicate with an X if true:

☐Does the report provide evidence of whether there could be a positive or
negative impact on the CCG or other NHS staff
☐Does the report address any potential negative implications
☐Does the report evidence how staff have been engaged in the development of
the proposal
Further details:
th
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Partnership Working

Indicate with an X if true:

☐Does the report provide evidence of whether there could be a positive or
negative impact on the CCG or other NHS staff
☐Does the report address any potential negative implications
☒Does the report evidence a clear clinical evidence base and partnership working
in the development of the proposal
☐Has collaborative working over a wider footprint been considered
Further details:
Indicate with an X if true:

Performance
Indicators

☒Does the report indicate any relevant performance indicators for this item
☐Does the report address how the proposed course of action will affect the agreed
activity / objectives against the performance indicator(s)
Further details:
Indicate with an X if true:

Sustainability

☐Does the report address how the proposal will contribute to economic, social and
environmental sustainability(should be addressed for new / change projects)
☐Does the report address how the proposal will meet the current and future quality
healthcare needs of patients
☐Does the report evidence how the proposal is consistent with current and future
need for patient choice
Further details:

Do you agree that this document can be published on the website?
(If not, please note that it may still be subject to disclosure under Freedom of Information Freedom of Information Exemptions



This section gives details not only of where the actual paper has previously been submitted and what the
outcome was but also of its development path ie. other papers that are directly related to the current paper
under discussion.

Report History/Development Path
Report Name

Reference

Submitted to

Date

Brief Summary of Outcome

Private Business
The Board may exclude the public from a meeting whenever publicity (on the item under discussion) would
be prejudicial to the public interest by reason of the confidential nature of the business to be transacted or
for other special reasons stated in the resolution. If this applied, items must be submitted to the private
business section of the Board (Section 1 (2) Public Bodies (Admission to Meetings) Act 1960). The
definition of “prejudicial” is where the information is of a type the publication of which may be inappropriate
or damaging to an identifiable person or organisation or otherwise contrary to the public interest or which
th
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relates to the provision of legal advice (for example clinical care information or employment details of an
identifiable individual or commercially confidential information relating to a private sector organisation).
If a report is deemed to be for private business, please note that the tick in the box, indicating whether it
can be published on the website, must be changed to a x.
If you require any additional information please contact the Lead Officer.
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ADASS / AQuA whole system quality and efficiency locality benchmarking summary table

Source System

(g) Permanent
(i) Proportion of
(c) Non-elective re- (d) Non-elective re- (e) No of bed days (f) Proportion of
admissions to
(h) Proportion of local authority all deaths which
admission rate
admission rate - delayed transfers people aged 65+
residential/
ASC spend on aged 65+ on
occur at home / in
within 30 days
within 90 days
of care aged 18+ discharged direct nursing care aged
res/nursing care
care homes - aged
aged 65 and over aged 65 and over per 100,000 pop to residential care 65+ per 100,000
65 and over
pop 65+

Population
aged 65 and
over

(a) Non-elective
admissions aged
65+ per 1000 pop
65+

(b) Non-elective
bed days aged
65+ per head of
1000 pop 65+

NASCIS

SUS

SUS

SUS

SUS

UNIFY

SUS

Local Authorities

NASCIS

Oct 13 - Sep 14

Oct 13 - Sep 14

Oct 13 - Sep 14

Oct 13 - Sep 14

Oct 14 Bed Days

Oct 13 - Sep 14

Oct 13 - Sep 14

Apr 13 - Mar 14

Less is better

Less is better

Less is better

Less is better

Less is better

Less is better

Less is better

Less is better

TREND

more is better

Date range
Locality

ONS via NHS NW
Jan 12 - Dec 12

Blackburn

18,065

298

2804

16.5%

26.4%

271

6.0%

1,090

59.8%

Deteriorating

41.7%

Blackpool

27,135

272

2839

17.0%

28.0%

444

0.9%

963

61.1%

Improving

40.9%

Bolton

42,215

261

2144

18.5%

29.2%

177

2.5%

813

52.2%

Deteriorating

41.8%

Bury

29,345

242

1668

16.6%

25.3%

267

1.1%

656

51.8%

within 5%

48.4%

Cheshire E

70,260

238

2053

16.6%

26.3%

386

4.1%

560

48.4%

Improving

46.3%

Cheshire W & C

60,490

249

2380

17.4%

27.4%

280

4.4%

798

61.3%

Deteriorating

42.2%

Cumbria

101,440

226

1886

16.0%

25.1%

344

2.0%

474

59.7%

Deteriorating

47.0%

Halton

17,365

316

2750

20.6%

31.3%

136

2.9%

525

52.5%

Deteriorating

40.6%

Knowsley

23,275

342

2715

20.4%

31.7%

232

2.0%

887

59.0%

within 5%

41.0%

Lancashire

210,130

255

2547

16.7%

25.7%

446

2.7%

795

56.6%

within 5%

44.9%

Liverpool

63,055

321

2833

19.1%

30.0%

205

2.3%

727

52.9%

within 5%

39.9%

Manchester

50,225

371

3520

20.6%

31.7%

256

2.3%

735

48.7%

Improving

36.8%

Oldham

33,070

282

2185

19.1%

29.8%

64

1.8%

752

54.0%

Improving

37.5%

Rochdale

30,510

279

1792

17.8%

27.6%

172

1.2%

711

52.1%

Improving

41.6%

Salford

33,370

336

2590

20.4%

32.3%

247

4.1%

877

68.7%

within 5%

42.5%

Sefton

56,350

278

2319

16.2%

24.9%

196

1.9%

884

63.6%

Deteriorating

43.9%

St Helens

30,755

281

2368

18.9%

29.9%

52

1.9%

720

52.4%

within 5%

44.7%

Stockport

50,895

302

2643

18.8%

29.4%

279

2.9%

689

52.3%

within 5%

41.7%

Tameside

34,170

292

3010

18.3%

28.3%

167

1.2%

556

53.1%

Improving

33.8%

Trafford

35,211

274

2847

17.2%

27.6%

515

1.9%

664

51.3%

within 5%

33.6%

Warrington

31,995

277

2383

16.9%

27.2%

395

5.7%

644

63.5%

Deteriorating

45.7%

Wigan

50,945

264

1866

19.7%

29.4%

202

3.1%

881

53.2%

within 5%

39.9%

Wirral

59,225

304

2452

18.2%

28.9%

93

2.2%

753

66.0%

Deteriorating

45.7%

1,159,496

302

2661

17.9%

28.0%

304

2.7%

813

56.2%

within 5%

42.6%

NORTH WEST

Benchmarking order (exc trend)
Best 1-6
7th-12th
13th-18th
19th - 23rd
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ADASS/AQuA whole system quality and efficiency locality benchmarking graphs:
a,b,c
(a) Non-elective admissions aged 65+ per 1000 pop 65+

Oct 13 - Sep 14

400

350

Data Source: SUS

300
250
200
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100

50
0

lower number is better
(b) Non-elective bed days aged 65+ per head of 1000 pop 65+

Oct 13 - Sep 14

4000
3500

Data Source: SUS

3000
2500
2000
1500
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500
0

lower number is better
(c) Non-elective re-admission rate within 30 days aged 65 and over
20%
18%
16%
14%
12%
10%
8%
6%
4%
2%
0%

Data Source: SUS

lower number is better

Graph Key
North West
Average
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0.552648762

Oct 13 - Sep 14

ADASS/AQuA whole system quality and efficiency locality benchmarking
graphs: d,e, f
(d) Non-elective re-admission rate within 90 days aged 65 and over
35%

Oct 13 - Sep 14

Data Source: SUS

30%
25%
20%
15%
10%
5%
0%

lower number is better
(e) No of bed days - delayed transfers of care aged 18+ per 100,000 pop

Oct 14 Bed Days

600
Data Source: UNIFY

500
400
300
200
100
0

lower number is better
(f) Proportion of people aged 65+ discharged direct to residential care
5%
Data Source: SUS

4%
3%
2%
1%
0%

lower number is better

Graph Key
North West
Average
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Oct 13 - Sep 14

ADASS/AQuA whole system quality and efficiency locality benchmarking
graphs: g,h,i
(g) Permanent admissions to residential/ nursing care aged 65+ per 100,000 pop 65+

Oct 13 - Sep 14

1200
Data Source: Local Authorities

1000
800
600
400
200
0

Data Source: DH

lower number is better

(h) Proportion of local authority ASC spend on aged 65+ on res/nursing care

Apr 13 - Mar 14

Data Source: NASCIS, IC NHS

60%

40%

20%

0%

lower number is better

Data Source: AQUA via HES data

(i) Proportion of all deaths which occur at home / in care homes - aged 65 and over
60%
Data Source: ONS

50%
40%
30%
20%
10%
0%

higher number is better

Data Source: DH

Graph Key
North West
Average
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Jan 12 - Dec 12

METADATA for the measures in the ADASS / AQuA whole system quality and efficiency scorecard
Measure name

(a) Non-elective admissions aged 65+ per
1000 population aged 65+

Data Source

SUS

(b) Non-elective bed days aged 65+ per
1000 population aged 65+

SUS

(c) Non-elective re-admission rate within
30 days aged 65+

SUS

(d) Non-elective re-admission rate within
90 days aged 65+

SUS

(e) No of delayed transfers of care aged
18+ per 100,000 population aged 18+

Monthly DTOC collections from
provider trusts from the Unify
System

(f) Proportion of people aged 65+
discharged direct to residential care

(g) Permanent admissions to residential/
nursing care aged 65+ per 100,000
population aged 65+

(h) Proportion of local authority ASC
spend on aged 65+ on res/nursing care

(i) Proportion of all deaths which occur at
home / in care homes - aged 65+

Geography/Location

Data parameters/specification for
source data

Data equation/calculation

Date range

Data Caveats

By local authority boundary Number of non-elective admissions to any 1. non-elective admissions aged
based on the address of
hospital of patients aged 65 and over
65 and over / population 65 and Oct 13 - Sep 14
the patient
living within the local authority area.
over *1000

All of the data for measures (a)-(d) is extracted from the SUS
data system and so the last two months data are potentially
subject to significant change. The last month of this data will
have two more refreshes from local systems onto SUS and
By local authority boundary Number of non-elective bed days in any 2. emergency bed days aged 65
the data from the second to last month will have a final
based on the address of
hospital of patients aged 65 and over
and over / population 65 and over Oct 13 - Sep 14
refresh. This will effect the data in this scorecard for these
the patient
living within the local authority area.
*1000
measures meaning admissions, bed days and repeats may
appear lower or higher than they will actually be. THE DATA
IN THIS SCORECARD FOR MEASURES (c) AND (d) WILL
BE DIFFERENT TO THE APRIL-11 DRAFT VERSION DUE
Number of non-elective re-admission
By local authority boundary
3. non-elective readmissions in
TO A CHANGE OF METHODOLOGY FOR CALCULATING
episodes within 30 days in any hospital of
based on the address of
30 days aged 65 and over / 1. Oct 13 - Sep 14
REPEATS
patients aged 65 and over living within the
the patient
non-elective admissions
local authority area.
From April 2013 Cumbria is accessed via PbR tables. These
only contain data for Cumbria CCG patients and may exclude
small numbers of Local Authority residents.
Number of non-elective re-admission
By local authority boundary
4. non-elective readmissions in
episodes within 90 days in any hospital of
based on the address of
90 days aged 65 and over / 1. Oct 13 - Sep 14
patients aged 65 and over living within the
the patient
non-elective admissions
local authority area.
DTOC bed days for month including acute
By local authority boundary and non acute, and DTOC for any reason 5. all delayed transfer of care bed
based on the address of
and any organisation being responsible.
days aged 18 and over /
the patient
This data is for people aged 18 and over population 18 and over *100,000
only.

SUS

By local authority boundary
based on the address of
the patient

Collected from indivudal local
authorities

By local authority boundary
based on the address of
the patient

Oct 14 Bed
Days

This data can be accessed at the DH at the following website:
http://www.england.nhs.uk/statistics/statistical-workareas/delayed-transfers-of-care/

Number of people aged 65 and over with
The data for the last twelve months can be subject to change
a discharge code of 54. NHS run care
throughout the year so it may appear differently to previous
6. total for codes 54, 65 and 85 /
home, 65. Local Authority residential
refreshes of the scorecard. This data could include self
total of all discharges for those Oct 13 - Sep 14
accommodation i.e. where care is
funders of residential care. Some patients/service users may
aged 65+
provided, 85. Non-NHS (other than Local
have lived in a different authority to the one in which they
Authority) run care home
enter residential care.
Number of LA supported PERMANENT
admissions aged 65 and over to
residential care, nursing care and adult
placements (excluding admissions to
group homes),

7. Admissions to res care aged
65 and over / population 65 and Oct 13 - Sep 14
over *100,000

NASCIS - IC NHS

8. total gross expenditure on
Gross total expenditure by Local
adults aged 65+ res and nurs
By local authority boundary authorities on adults aged 65 and over
based on the address of including mentally ill. Including 8.spend on
Apr 13 - Mar 14
9. total gross expenditure
the patient
residential and nursing care and 9. total care
spend.
on adults aged 65+

Office of National Statistics (ONS)
via NHS North West

8. Proportion of deaths occuring
By local authority boundary Proportion of deaths occuring at home
at home or in care homes aged
based on the address of aged 65 and over. All deaths aged 65 and
Jan 12 - Dec 12
65 and over / 9. all deaths aged
the patient
over
65 and over

This data is collected directly from local authorities and has
not all been verified by the Information Centre NHS so is
subject to change

/
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ADASS / AQuA Whole system quality and efficiency Locality Scorecard Trend Analysis graphs for Wirral

Graphs (a) and (b)

Data Source: SUS

(a) Non-elective admissions aged 65+ per 1000 population 65+
30
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24
23
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Actual
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(b) Non-elective bed days aged 65+ per 1000 population 65+
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Actual
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Trend
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NW Rank
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ADASS / AQuA Whole system quality and efficiency Locality Scorecard Trend Analysis graphs for Wirral

Graphs (c) and (d)

Data Source: SUS

(c) Non-elective re-admission rate within 30 days aged 65+
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(d) Non-elective re-admission rate within 90 days aged 65+
Data Source: SUS
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ADASS / AQuA Whole system quality and efficiency Locality Scorecard Trend Analysis graphs for Wirral

Graphs (e) and (f)

Data Source: UNIFY

(e) Delayed Transfers of Care aged 18+ per 100,000 population aged 18+
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ADASS / AQuA Whole system quality and efficiency Locality Scorecard Trend Analysis graphs for Wirral

Graphs (g) and (i)
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(i) Proportion of all deaths which occur at home / in care homes aged 65+
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METADATA for the measures in the ADASS / AQuA whole system quality and efficiency locality scorecard
Measure name

Data Source

(a) Non-elective admissions aged 65+ per
1000 population aged 65+

SUS

Geography/Location

Data parameters/specification for source
data

Data equation/calculation

By local authority boundary Number of non-elective admissions to any
1. non-elective admissions aged 65 and
based on the address of the hospital of patients aged 65 and over living
over / population 65 and over *1000
patient
within the local authority area.

Date range

Oct 11 - Sep 14

All of the data for measures (a)-(d) is extracted from the
SUS data system and so the last two months data are
potentially subject to significant change. The last month
of this data will have two more refreshes from local
Oct 11 - Sep 14 systems onto SUS and the data from the second to last
month will have a final refresh. This will effect the data in
this scorecard for these measures meaning admissions,
bed days and repeats may appear lower or higher than
they will actually be. THE DATA IN THIS SCORECARD
FOR MEASURES (c) AND (d) WILL BE DIFFERENT TO
THE APRIL-11 DRAFT VERSION DUE TO A CHANGE
Oct 11 - Sep 14 OF METHODOLOGY FOR CALCULATING REPEATS

(b) Non-elective bed days aged 65+ per
1000 population aged 65+

SUS

By local authority boundary
Number of non-elective bed days in any
based on the address of the hospital of patients aged 65 and over living
patient
within the local authority area.

2. emergency bed days aged 65 and
over / population 65 and over *1000

(c) Non-elective re-admission rate within
30 days aged 65+

SUS

Number of non-elective re-admission
By local authority boundary
episodes within 30 days in any hospital of
based on the address of the
patients aged 65 and over living within the
patient
local authority area.

3. non-elective readmissions in 30 days
aged 65 and over / 1. non-elective
admissions

Number of non-elective re-admission
By local authority boundary
episodes within 90 days in any hospital of
based on the address of the
patients aged 65 and over living within the
patient
local authority area.

4. non-elective readmissions in 90 days
aged 65 and over / 1. non-elective
admissions

Oct 11 - Sep 14

DTOC bed days for month including acute
By local authority boundary and non acute, and DTOC for any reason
Monthly DTOC collections from
based on the address of the and any organisation being responsible.
provider trusts from the Unify System
patient
This data is for people aged 18 and over
only.

5. all delayed transfer of care bed days
aged 18 and over / population 18 and
over *100,000

Oct 14 Bed Days

(d) Non-elective re-admission rate within
90 days aged 65+

(e) No of delayed transfers of care aged
18+ per 100,000 population aged 18+

SUS

(f) Proportion of people aged 65+
discharged direct to residential care

(g) Permanent admissions to residential/
nursing care aged 65+ per 100,000
population aged 65+

(i) Proportion of all deaths which occur at
home / in care homes - aged 65+

SUS

Collected from indivudal local
authorities

By local authority boundary
based on the address of the
patient

From April 2013 Cumbria is accessed via PbR tables.
These only contain data for Cumbria CCG patients and
may exclude small numbers of Local Authority residents.

This data can be accessed at the DH at the following
website: http://www.england.nhs.uk/statistics/statisticalwork-areas/delayed-transfers-of-care/

Number of people aged 65 and over with
The data for the last twelve months can be subject to
a discharge code of 54. NHS run care
change throughout the year so it may appear differently to
home, 65. Local Authority residential
6. total for codes 54, 65 and 85 / total of
previous refreshes of the scorecard. This data could
Oct 11 - Sep 14
accommodation i.e. where care is
all discharges for those aged 65+
include self funders of residential care. Some
provided, 85. Non-NHS (other than Local
patients/service users may have lived in a different
Authority) run care home
authority to the one in which they enter residential care.

Number of LA supported PERMANENT
By local authority boundary
admissions aged 65 and over to residential
based on the address of the
care, nursing care and adult placements
patient
(excluding admissions to group homes),

7. Admissions to res care aged 65 and
over / population 65 and over *100,000

This data is collected directly from local authorities and
Oct 11 - Sep 14 has not all been verified by the Information Centre NHS so
is subject to change

By local authority boundary
Proportion of deaths occuring at home
8. Proportion of deaths occuring at home
Office of National Statistics (ONS) via
based on the address of the aged 65 and over. All deaths aged 65 and or in care homes aged 65 and over / 9. Jan 10 - Dec 12
NHS North West
patient
over
all deaths aged 65 and over
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Data Caveats

This data has not been accessible since December 2012

Wirral: Standardised Score compared to North West: Local Government
October 2013 - September 2014
Non-elective admissions age 65+
3
Proportion of deaths which occur at home

Non elective bed days age 65+

2
1
0

Proportion of LA spend on res/nursing care
65+

-1

A&E (Type 1) 4hr Performance

-2
-3

Permanent admissions to residential care
aged 65+ per 100,000

Readmissions 30 day age 65+

Discharges to residential care per 1000
Key
0 = Average for the North West
1 = 1 standard deviation from the average
2 = 2 standard deviations from the average
3 = 3 standard deviations from the average

Positive values are worse than average
Negative values are better than average

Readmissions 90 day age 65+

Delayed Transfers of Care per 100,000 age
18+
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Integrated Performance and Finance Report
Agenda Item:

4.1

Reference

GB14-15/0058

Public / Private

Public

Meeting Date

January 2015

Lead Officer

Mark Bakewell- Chief financial Officer
Lorna Quigley- Director of Quality and Patient Safety

Contributors

CCG Finance and Business Intelligence teams

Link to CCG
Strategic System
Plan

1 Patient and primary care centric and based on high quality primary care, secondary
and community services
2 Rigorously developed and agreed care pathways working together with patients to
secure their help, understanding, ownership and support of the needed changes
3 Commissioned services which have a sound evidence base
4 Provides greater equality of access to all

Link to current
strategic objectives

Edit as applicable:
1 Prevent people from dying prematurely
2 Enhance the quality of life for people with long term conditions
3 Helping people to recover from episodes of ill health or following injury
4 Ensuring people have a positive experience of care
5 Ensuring people are treated and cared for in a safe environment and protected from
avoidable
Harm

To approve
To note

x

Summary of
Recommendations

The Governing Body is asked to:
1. Note the financial position for Month 8 (November) and performance against the
NHS constitution for month 7 (October)
2 To support the actions that are being taken to mitigate against risks and under/over
performance within the report.

Comments
Next Steps

Continuation of performance monitoring through the remainder of the financial
year

What are the implications for the following (if not applicable please state why):
Financial

☒Does the report include a summary of the financial impact of the proposal / item
☒Has funding been agreed to align with expenditure plans
☒Does the report cover the cost of not taking action

The report sets out the financial performance within the CCG for 2014/15
financial year
Value For Money

☐Does the report explain how the proposal/item represents value for money
All expenditure plans are subject to an ongoing value for money review.
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Risk

☒Is there a documented risk assessment
☒Does the report consider the risk in the Board NOT taking the recommended
decision?

The report details the key risks and how these will be monitored in year as
part of the reporting process
Legal

☐Are there any legal implications in what is recommended
☐If there are legal implications has legal advice been obtained
☐Does the report detail the legal implications and whether legal opinion is or isn’t
provided before the Board takes the decision
Legal advice is sought on issues as and when required.

Patient and Public
Involvement (PPI)

Budgets include funding to ensure continued involvement of patients and public in
CCG decisions.
Patient choice is a right under the constitution in relation to referral for treatment.

Equality & Human
Rights

Plans will consider as appropriate the equality impact assessment for
proposals within the budgeted expenditure

Workforce

☒Does the report provide evidence of whether there could be a positive or
negative impact on the CCG or other NHS staff
☒Does the report address any potential negative implications

The financial plan includes budgeted “running costs” expenditure and is
reflective of the respective workforce implications in these areas
Partnership Working

The CCG works with a number of NHS Trusts and the Local Authority on a number
of its commissioning budgets.

Performance
Indicators

☒Does the report indicate any relevant performance indicators for this item
☒Does the report address how the proposed course of action will affect the agreed
activity / objectives against the performance indicator(s)
The plan reflects the planned achievement of statutory financial duties and
patient’s rights under the NHS constitution

Sustainability

☐Does the report address how the proposal will contribute to economic, social and
environmental sustainability(should be addressed for new / change projects)
☒Does the report address how the proposal will meet the current and future quality
healthcare needs of patients
☒Does the report evidence how the proposal is consistent with current and future
need for patient choice

Do you agree that this document can be published on the website?
(If not, please note that it may still be subject to disclosure under Freedom of Information Freedom of Information Exemptions



This section gives details not only of where the actual paper has previously been submitted and what the
outcome was but also of its development path ie. other papers that are directly related to the current paper
under discussion.
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Report History/Development Path
Report Name

Reference

QPF updates

Submitted to
Quality,
Performance and
Finance Committee

Date
th

16
December
2014

Brief Summary of Outcome
For noting and discussion

Private Business
The Board may exclude the public from a meeting whenever publicity (on the item under discussion) would
be prejudicial to the public interest by reason of the confidential nature of the business to be transacted or
for other special reasons stated in the resolution. If this applied, items must be submitted to the private
business section of the Board (Section 1 (2) Public Bodies (Admission to Meetings) Act 1960). The
definition of “prejudicial” is where the information is of a type the publication of which may be inappropriate
or damaging to an identifiable person or organisation or otherwise contrary to the public interest or which
relates to the provision of legal advice (for example clinical care information or employment details of an
identifiable individual or commercially confidential information relating to a private sector organisation).
If a report is deemed to be for private business, please note that the tick in the box, indicating whether it
can be published on the website, must be changed to a x.
If you require any additional information please contact the Lead Officer.
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Governing Body Meeting
6th January 2015
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2014/15 Key Planning Requirements
• 1% Surplus - £4.68m
• 2.5% Headroom (non-recurrent resources) - £11.4m
• Minimum 0.5% Contingency
– CCG hold £3m vs £2.2m (0.5%)
• Better Payment Practice Code
• Cash Management

“Your partner in a healthier future for all”

Year to Date (Month 8) – Financial Performance
Planned Year to Date Surplus Current Year to Date Surplus -

(£3.12m)
(£2.106m)

* Activity based contracts for month 7 (contracts) / month 6 (prescribing)

Key Issues
•
WUTH Contract Position – (£3.1m) under @ M7 [(£2.8m) M6 vs [(£2.4m) @ M5]
•
Other NHS Providers – Notably Royal Liverpool and Broadgreen (£0.65m) over and
STHK (£0.25m over (51% over plan as at M8 estimates))
•
Commissioned Out of Hospital - £0.96m (CHC / Package costs)
•
Prescribing £0.11m over performance (in month movement £0.09m)
•
QIPP Gap 8/12 - £4.2m

“Your partner in a healthier future for all”

Forecast Outturn 2014/15
Forecast Assumptions
• Revised Forecast Surplus (M8 - £2.5m (0.53% of plan) – remains as per
M7 revision.
• YTD position reflect challenges of forecast delivery (slight deterioration
in month but in line with forecast assumptions)
• Assumptions remain consistent with plan around main expenditure
areas
–
–
–
–
–

WUTH
Other Mersey Contracts (RLB, STHK, Aintree)
Prescribing,
Commissioned Out of Hospital Care,
QIPP Gap

“Your partner in a healthier future for all”

Self Assessment at Month 8
(November) 2014/15
Financial performance

No.

Indicator

Primary /
Supporting
Indicator

Self Assessment
Month 6
(September
2014)

Pri mary
Pri mary
Pri mary
Supporti ng

Green
Amber
Green
Green

1
2
3
4

Underl yi ng recurrent surpl us
Surpl us - year to date performance
Surpl us - ful l year forecast
Management of 2% NR funds wi thi n agreed processes

5

QIPP ** - year to date del i very

Pri mary

6

QIPP ** - ful l year forecast

Pri mary

7

8
9
10

Acti vi ty trends - year to date

Supporti ng

Self
Assessment
Month 7
(October
2014)
Green
Amber
Amber
Green

Self
Assessment
Month 8
(November
2014)
Green
Amber
Amber
Green

Amber / Green

Amber / Green Amber / Green

Amber / Green

Amber / Green Amber / Green

Green
Green

Indi cator Not yet
Avai l abl e
Indi cator Not yet
Avai l abl e
Green
Green

Indi cator Not yet
Avai l abl e
Indi cator Not yet
Avai l abl e
Green
Green

Indi cator - Not
yet Avai l abl e
Indi cator - Not
yet Avai l abl e

Acti vi ty trends - ful l year forecast
Runni ng costs
Cl ear i denti fi cati on of ri sks agai nst fi nanci al del i very and mi ti gati ons
Thi s covers i nternal and external audi t opi ni ons, and an assessment of the
ti mel i ness and qual i ty of returns

Supporti ng
Pri mary
Pri mary
Supporti ng

TBC - Green

TBC - Green

TBC - Green

12

Bal ance sheet i ndi cators i ncl udi ng cash management and BPCC

Supporti ng

TBC - Green

TBC - Green

TBC - Green

13

Fi nanci al pl an meets the 2014 surpl us pl anni ng requi rement

Supporti ng

Green

11

“Your partner in a healthier future for all”

Amber

Amber

Other Performance Indicators
Cash Management
– Balance as at the end of the November £292k

Better Payment Practice Code

“Your partner in a healthier future for all”

Other Finance Updates
• Uncertainty regarding CHC Restitution risk
share arrangements
• Isle Of Man Hosting Arrangement
• Full Month 9 Accounts Exercise

“Your partner in a healthier future for all”

Category

Oct 2014
Outcome
Baseline
Preferred
NHS
Constitution
-4
hour
A&E
indicator
Outcome

Comment

Patients seen
within 4 hours of
attending

Arrowe Park

95%

Higher

90.9%

As the WIC is on
site this is a
combined target

Arrowe Park
(WIC)

95%

Higher

99.8%

Combined total

95%

Higher

95.9%

Victoria Central
Hospital walk in
Centre

95%

Higher

98.8%

Eastham Walk in
Centre

95%

Higher

99.7%

WIRRAL CLINICAL COMMISSIONING GROUP
Quality Performance and Finance
Notes & Actions of Meeting
Tuesday 28th October 2014
1pm Room 539, 5th Floor, Old Market House

Present:
Iain Stewart (IS)
Lorna Quigley (LQ)
James Kay (JK)
Simon Wagener (SW)
Laura Wentworth (LW)
Mark Green (MG)
Mark Bakewell (MB)
Sue Smith (SS)
Suzanne Crutchley (SC)
Andrew Cooper (AC)
Christine Campbell (CC)

Chief Officer WACC
Head of Quality and Performance
Lay Member (Audit & Governance) WCCG
Lay Member (Patient Champion)
Corporate Support Officer
Chair WACC
Chief Financial Officer
Lead Nurse for Quality & Patient Safety
Senior Governance Manager (IG)
Chief Officer WHCC
Chief Officer WGPCC

Guest Speakers:
Minute Taker/Support: Chelsea Worthington (CW)

Ref No.
QPF 14-15/0032

Corporate Support Admin

Minute
1.0 Standing Agenda Items
1.1 Apologies for absence
Apologies were received from: Dr Pete Naylor, Dr John Oates, Dr Sue Wells, Lesley Doherty
and Jon Develing. Due to apologies received it was noted that the meeting was not quorate.
1.2 Declarations of Interest
None were made.
1.3 Minutes of Previous meeting from 30th September 2014
The minutes from the previous meeting held on 30th September were agreed as true and
accurate record, notwithstanding typographical and grammatical errors.
There were no matters arising

QPF 14-15/0033

2.0 Items for approval
2.1 Safeguarding Report
LQ presented the Safeguarding report to the committee which provides a summary of the work
associated with safeguarding activity for the period of July to September 2014 and covers both
Children and Vulnerable adults.
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The committee noted the current volume of work within the safeguarding team.
LQ advised that there has been an issue at one of the Home’s regarding controlled drugs
which have been missing since June.
LQ advised the committee that Safeguarding training compliance requires further
improvement. However, noted that there is a plan in place for members of staff who are due to
complete these courses and it was noted that a number of staff have recently transferred over
from the CSU within the BI and Finance teams who are due to complete the mandatory
training.
The Committee noted that Wirral is still awaiting an ‘unannounced inspection’ by CQC.
LQ advised the group that the Multi-Agency Safeguarding Hub (MASH) commenced on the
17th September 2014. Police and Local Authority staff are now co-located. The Core Agency
(Health) is not yet able to provide a member of staff to be co-located. As this presents a risk to
the functioning of the MASH, the 3 main providers are providing a virtual link to ensure that the
appropriate information is shared in a timely manner.
SW queried if the MASH issue is a current issue that could possibly be audited by CQC ?
LQ agreed that this could possibly be an area that will be audited.
LQ advised that the CCG continue to work closely with DASS contract teams and Joint
meetings are held monthly to produce a RAG rating for Care Homes which QA visits and work
plans with providers are now prioritised.
SW queried what the numbers on the rag rating table represented LQ advised that these are
the total number of care homes in Wirral and an assessment of their current status.
LQ will bring a further update report to January’s meeting which will cover the period from
October to December 2014.

QPF14-15/0034

3.0 Items for Discussions
3.1 Performance Reports
LQ presented the Performance Report to the Committee and members were asked to note the
following:
The key performance indicators for the CCG against plan as of end of August 2014:
Referral to treatment target (RTT)
Due to national drive to clear the backlog of patients waiting more than 18 weeks for
treatment.
Admitted breaches in :
• Urology (73%)
• General Surgery (82%)
• Gynaecology (88%)
• Other (45.7%)
Non admitted breaches in:
• Urology (84%)
• General Surgery (87%)
• Ophthalmology (90%)
Incomplete breaches in General Surgery 87% and Urology 84%
Pressures remain at Alder Hey. As these patients are specialist commissioning the
performance issues are being managed by the Area Team.
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The Friends and Family Test has seen a decrease in response rate and net promoter score in
August for inpatient surveys. This has been identified and is being monitored with the provider
via contracting process.
JK suggested that the Audit Committee may want to take a look at the Friends and Family
Test.
The report shows that there has been a poor performance across all wards in August
SW queried the A & E and Inpatient figures on the report and LQ noted this error and agreed
to amend outside of the meeting.

LQ presented the Key Performance Indicator Report to the group.
The committee noted that there is now a system in place for recording the 30 minute turn
around for the ambulance service. Both LQ and MB are meeting with Jim Britt (NWAS
commissioner to discuss reporting and other issues.

SW questioned performance against the 6 week diagnostic at Aintree being red and LQ
advised that this would be down to overall attainment however will investigate further
regarding this and provide feedback at the next meeting.
3.2 Finance Reports & WUTH Report
MB presented the Finance Report Month 6 for September in the 2014/15 financial year.
This report updated the CCG on the financial performance against budgeted allocation for
2014/15 as at Month 6 (September)
The Committee is asked to note:
• The CCG’s financial position as at the end of September 2014
• Performance against indicators based on the information available
• The associated financial risks within the declared position including the impact of
potential resource allocation issues, including the relative adverse movement between
months
The report is currently the same as last month, we have planned to be at a 2.3 million surplus
and are currently only at a 1.9million surplus.
LQ queried if the costs should be offset for the Trauma centres?
MB believes it should be, and noted what we are seeing is not a large underspend in other
areas.
JK advised that there is no link between A & E under perform with WUTH
MB can look at this contract report and investigate this to make a link
Although the Forecast Outturn/ Risk and Mitigations forecast remains breakeven at an
operational level in order to achieve the planned surplus of 4.68m, there are a number of
caveats included and these are noted in the table provided within the body of the report. MB
assured that there is a lot of work going on to achieve mitigation plans.
With regards to the 14/15 WUTH Finance Summary plan we are heading in the right direction
and currently on track to deliver the current £3.5 million.
The Countess of Chester Hospital NHS Foundation Trust, although year to date Is underperforming by £325k, activity is increasing which has led to a breakeven position the last two
months.
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MB advised that prescribing performance has improved. MB explained that the CCG is
currently working with Medicines Management and the CSU to prioritise and control
expenditure.
The CCG have been notified that there will be a pressure on CCG budgets of £60m across the
remainder of the financial year (around £285k each CCG on average) due to a DH decision
regarding drug tariff implications. This is reflected in the current CCG forecast based on the
year to date prescribing position.
As at the end of September joint/fully funded and Children’s packages are overspent by
£664k, a slight improvement on the August reporting position of £13k. There is still on-going
increasing pressure on the number of packages approved and the costs of these packages
due to complexities. There has been a data cleanse undertaken and more subsequently some
packages have been closed off.
MB advised that there has been no dispute on year to date performance. MB is confident that
the CCG is in a position to perform at this stage.
The group noted that the Major finical risks still remain the same for this year:
• Secondary Care Activity
• Prescribing
• QIPP Delivery
• Continuing Healthcare/ Joint funded packages
• CHC Restitution Claims
• DOLS
The adverse year to date position increases the risk to the CCG achieving its planned control
total at year end.
MB advised that any expenditure above £25k is reported on and published on the CCG
Website on a monthly basis. LW explained that having as much information available on the
website as possible should also help to cut down the number of FOI requests received.
The 15/16 plan presented to the committee gives them a heads up on the challenging year
ahead and the challenges we face.
The CCG needs to deliver a 1% surplus and spend less more recurrently next year 1% of
current resource = £4.580m, therefore required expenditure = £446.290m.
From the additional growth received (1.7% 15/16), 1% has been applied to the material
provider contracts (WUTH/CWP/Wirral CT), prescribing budget and Continuing Healthcare;
the remaining growth (£3m) remains unallocated at this stage of the planning process.
MB advised that he has had a discussion with the Chief Exec’s with the targets for providers
for next year.
MB asked for the members to note that the QIPP values presented are before any additional
risks in relation to Better Care Fund as a result of non-achievement of reductions in activity
levels or the ability to badge existing expenditure against the fund itself. The CCG requires a
plan for mitigating against the overall QIPP shortfall, consisting as a minimum of the ‘cash
releasing’ 15/16 value (£2.2m) and the outstanding 14/15 unachieved QIPP (£6.9m)
JK advised that the issues being mentioned by MB are not just Wirral issues, conclusion is
partnership government strategy. We need to increase the importance of the role of Health
and Wellbeing and suggested that we need to get everyone together and agreeing that we are
able to achieve these targets.
CC advised that against each scheme there has been an alignment of the impact.
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MB advised that he will link this through Commissioning Intentions Group, not too sure of
where governance will place as we are still currently awaiting the document to underpin this.
JK asked if Health and Wellbeing board had a risk register?
If not does it not see itself as managing risks for the health economy.
MG advised that this should be taken back to GB to escalate and PN can take this to the next
Health and wellbeing board meeting.
MB advised that he has received a guide from HMFA and that this will be a standing item
going forward. MB will look at where the decisions for the actions are to be agreed.

QPF14-15/0035

4.0 Items for Information and Noting
4.1 Contracting Issues
CWP – CC advised that the first CWP Negotiation meeting is due to take place this week and
that the CCG are keen to move forward towards outcomes based payment mechanism
CC advised that the area under shadowing monitoring for PbR is the Early Intervention Team,
with a risk sharing mechanism to be set up.
CC advised that there is a meeting planned with the Local Authority to discuss delayed
discharges for dementia inpatient units.
It was noted that CWP has just come out on top for the national CQC survey into CMHTs.
CC took the opportunity to raise Dementia Awareness .
NHS England is commissioning a new scheme which is to be released that for every diagnosis
of dementia made the GP will receive a payment. CC will bring the figure of the Wirral
dementia diagnosis rate to QPF on a monthly basis.
CT - AC advised that there is an outstanding query with CT and advised that the work has
been undertaken regarding the information issues but their performance still has outstanding
concerns as the workplan the CT submitted, did not include anything around performance.
It was noted that the Board to Board meeting went well and that the main focus was around
quality impact against cost improvement and that actions are now in place to address these
issues.
AC advised that a plan on page is currently being developed to discuss at the next Operational
Group meeting.
WUTH - LQ advised that a response has been received from WUTH regarding the 2 main
contract queries; 4 hour target and direct access diagnostics.
It was noted that the meetings between providers and commissioners were difficult but
productive.
JK advised that there is an on-going issue in managing a relationship with the acute provider,
and that both parties need to get beyond that and work together.
WLA – IS advised that the tenders for the supported carer’s paper will be going out from
DASS which will include the re-procurement of carers plan.
BCF have proposed monthly updates and MB will advise who will deliver this.
4.2 Aggregated report of complaints, claims, serious incidents, MP Letters and PALS
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contacts
SS presented the Aggregated report of complaints, claims, serious incidents, MP letters and
PALS contacts to the group which provides details received by WUTH, CWP, CT & CSU. The
report identifies any root causes and lessons learned identified, within the reporting period of
April- June 2014.
SS explained that this report is in a different format to the report usually received and this
contains more graphs to make the report more visual, as the group receive the detail behind
the data on a monthly basis too. It was noted that more information regarding the lessons
learned and trends will be included going forward.
JK noted that the information contained within the report is very helpful, however, queried
where the information regarding the incidents is extracted from?
SS explained that this information is from the interface forms that GPs fill in about themselves,
other GP’s and practices.
JK advised that the information could use an extra explanation for the number of incidents that
have been reported per organisation.

AC asked if the issues will be addressed when Datix is up and running?
SS replied that using Datix to report their issues would enable Primary care to undertake
incident reporting
SW highlighted that he does not think that WIRED (Pals service) are advertising themselves
enough and there are not enough posters etc in dentists/GPs for patients to refer to.
AC noted that it would be useful to include the friends and family test results for CWP and CT
also in future reports.
4.3 Complaints Update
LW presented the report on the complaints (including those escalated to the Parliamentary
and Health Service Ombudsman) and MP enquiries received by NHS Wirral CCG as at 17th
October.
There were:
• 0 new complaints since the last reporting period
• 1 complaint that has come back re a response on CHC
• 6 complaints have been closed
• 2 are currently open
It was noted that there are no specific trends to note, however, the majority of complaints
remain to relate to CHC.
There were no complaints escalated to the Ombudsman during this reporting period.
LW informed group members that 1 complaint has since been escalated to the Ombudsman,
which will be reflected within the report next month.
There were :
• 4 new MP Letters
• 2 closed
• 1 letter currently open
It was noted that there were 2 different MP enquiries relating to talking therapies received
during this reporting period.
4.4 FOI Update
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LW presented an FOI update to the committee. The report details the number of FOI requests
received and closed during the period of September 2014.
This report also provides a brief description of each request, details the type of applicants, the
average repose time and the reasons for delay where possible.
There were:
• 28 new FOI requests
• 24 closed FOI requests
It was noted that all FOI responses are now published on the CCG’s public facing website, as
per the publication scheme. The responses are updated on a monthly basis.
4.5 Serious Incidents
The committee were asked to note the 39 new serious incidents reported to the Strategic
Executive Information System (StEIS) In September 2014, relating to:
• 17 Wirral University Teaching Hospital Trust
• 18 Cheshire and Wirral Partnership
• 4 WCT
As per the serious incident reporting framework, a root cause analysis will be undertaken on
the incident and the report and action plan will be monitored at the CCG SI Group.
LQ advised the group that WUTH are also reporting falls incidents on to the system.
SS advised that there have been 2 never events that happened in January and april of this
year however have only recently been reported in September . The events were relating to the
wrong knee being placed in the patient’s leg. LQ advised that both patients have been notified
of the incidents and have subsequently offered new operations however they declined.

QPF14-15/0036

5.1 Items for Noting
5.1 CHC Provision
IS presented a CHC update to the committee.
The report provided an update regarding the current position with the delivery of CHC from
CSU.
Further to the work being undertaken by MIAA which will be available at the November GB
meeting, the report gives an update regarding the gaps and next steps for the CCG to
action/consider.
There are currently two CHC work streams, one concentrates on the transition of the service
to South Cheshire CCG the other focuses on the on-going delivery of the current service.
There has been an Action Plan and also Performance and Finance report been put together
by Yvonne Lochhead from CSU. Both documents discuss the actions that have been taken
and those that are planned.
IS advised that he has put together a summary report and feedback which has been taken to
the Operational Group meeting earlier that day .It was agreed that Norma Currie would be the
CCG lead and project support in respect to the gaps identified.
Both Norma and IS will attend the next forum to re-look at the Terms of Reference and role of
this group.
MB asked that if there were any CHC papers for him to take to the Area Team and Regional
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meeting, to enable him to brief them in advance.
5.2 One to One Provision
Norma Currie presented the One to One Midwifery Service paper. The report provided an
update following the site visit undertaken by the CCG and CQC inspection. Further to the
Contract query being raised by the CCG regarding 4 specific areas; safeguarding, national
guidance, documentation and supervision, the CCG under took the site visit on the 10th
September 2014. NC advised that the CCG have still not received assurance from CQC to
state that they are happy with the current implementation plan.
JK advised that he is pleased with the approach that the CCG have taken to date to address
the issues.
LQ agreed and highlighted to the committee that assurance has been provided to support this.
LQ raised an issue relating to a Manchester patient as the CCG have received a press enquiry
regarding this. The committee noted that that the media report which has been published has
inaccuracies and LQ advised that she is liaising with Trafford CCG regarding this.
NC noted that this service is currently out for procurement and tender.
LQ has been asked to attend a single item QSG meeting in Leeds to discuss these issues
further and will provide feedback following this at the next QPF meeting in November.
5.3 Information Governance Report
SC advised the committee that the CCG are on target as at the end of October, however, it
was noted that there have been some issues with Dr Bennett Quinn’s attendance at the QPF
Meetings.
SC advised that spot checks are being carried out regularly and there are no issues to report.
Further checks are planned to be carried out in December.
SC advised that all relevant staff need to be reminded that they need to carry out their
refresher training for the IG module and LW confirmed that this is being managed within the
Corporate Team.
SC advised that CW regularly sends IG E-Briefs to staff and the BI & Corporate Teams have
been working with Jonathon Hayes from CSU re Data Flow Mapping.
MB advised that Graeme Hancock from the BI Team has done a significant amount of work.
It was noted that SC would provide a further update with regards to Information Governance at
the Audit Committee meeting to be held in January 2015.
Subgroups (ratified minutes) for noting:
•
•
•
•
•
•
•

Quality Committee/Serious Incident Review Group of 07.09.2014
CT Contract Monitoring minutes – Non submitted
Quality Surveillance Group – Non submitted
WUTH Quality & Clinical Risk Minutes of 04.09.2014
WUTH Contract monitoring minutes - Non submitted
Quality and Safety Review minutes – Non Submitted
CWP CMM Minutes of 07.10.2014

Members of the committee noted the ratified minutes of the subgroups detailed above.
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6.0 Risk Register
LW provided an overview of the current risk register and apologised with the format of the
version which had been circulated with the copy of the agenda. LW provided an update in
relation to the following risks:
13-14E – The action plan is underway and FOIs have transferred back in to the CCG from the
CSU as of 1st October 2014. The next process which is due to transfer back is the complaints /
MP enquiry management where a date of December 2014 has been agreed.
14-15E – The action plan following the capability & governance review is being discharged
and this is next due for review at the December GB.
It was noted that LW would circulate the risk register to members following this meeting in the
correct format.
7.0 Any Other Business
There were no other items of business.

8.0 Date and Time of next meeting
The date and time of the next QPF meeting is scheduled for:
Tuesday 25th November at 1pm in Room 539 OMH
th

**Latest submission date for papers is Friday 14 October 2014 **
Please forward any apologies to Allison.hayes@nhs.net
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WIRRAL CLINICAL COMMISSIONING GROUP
Quality Performance and Finance – informal meeting
Notes & Actions of Meeting
Tuesday 25th November 2014
1pm Room 539, 5th Floor, Old Market House

Present:

Guest Speakers:

Lorna Quigley (LQ)
James Kay (JK)
Simon Wagener (SW)
Christine Campbell (CC)
Laura Wentworth (LW)
David Miles (DM)
Andrew Cooper (AC)
Sue Wells (SWe)
Peter Naylor (PN)
John Oates (JO)
Steve Riley (SR)

Minute Taker/Support: Allison Hayes (AJH)

Ref No.
QPF 14-15/0038

Director of Quality and Safety
Lay Member (Audit & Governance) WCCG
Lay Member (Patient Champion)
Head of Partnerships
Corporate Support Officer
Senior Finance Officer
Head of Strategic
Acting Chair WHCC
Acting Chair WCCG
Chair of WGPCC
Medicines Management
WCCG Executive Assistant/Board Support

Minute
1.0 Standing Agenda Items
1.1 Apologies for absence
Apologies were received from: Mark Bakewell, Mark Green, Paul Edwards, Sean Daly and
Sue Smith.

1.2 Declarations of Interest
There were no declarations of interest.
1.3 Minutes of Previous meeting from 28th October 2014
The minutes from the previous meeting held on 28th October were agreed as true and
accurate record, notwithstanding typographical and grammatical errors.
Actions from the previous meeting – please refer to action sheet.
LQ provided an update regarding a One to One Midwifery service meeting she attended and
detailed the contents of the meeting for QPF members. Areas included:
•
•
•
•

Risk and issues
Quality and Safety
Pathways
Processes

JK discussed the marketing approach in a wider context that ‘any willing provider brought’ and
members discussed an appropriate direction of travel in relation to the service in which the
CCG could adopt.
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Outstanding Actions
LQ is to report back to the group details of the on-going issues with collation of data for real
time issues as detailed in item number 145.1.
Matters Arising
JK raised concerns regarding the Health and Wellbeing Board and the governance
arrangements that are in place in relation to recording and mitigating risks and issues.

QPF 14-15/0039

Action – JK to email PN formally regarding specifics around governance arrangements
to take forward with members of the Health and Wellbeing Board.
2.0 Items for approval
2.1 FOI Policy
LW informed members of the amendments to the current Freedom of Information Policy.
The existing policy was approved by the Quality Performance & Finance Committee in July
2014. Whilst the principles described within the policy have not changed there is a need to
update it to reflect the changes in structures and personnel from the CSU to the CCG that
have been implemented since its approval.
SW queried if the Caldecott Guardian is to be linked to future QPF meetings and the Chair
advised that due to the recent restructure of the CCG, further conversations are required to
clarify this.
Members agreed that the wording of item 4.6 should be more detailed and LW is to amend
this.
SW sought clarity around the possible extension times in order to produce information in other
forms such as Braille, and foreign languages and LW informed members that extensions can
be granted and those requesting specific information would be notified of the details.
Action – Caldecott Guardian is to be linked to QPF meetings in the future due to the
current CCGs restructure. MB to contact Caldecott Guardian for a summary report to
be provided at future meetings.

QPF14-15/0040

Action – LW to amend wording in item 4.6 of FOI policy.
3.0 Items for Discussions
3.1 Performance Reports
LQ presented the Key Performance Indicator Report to the group for the period of September
2014 and committee members were asked to note the following:
Referral to treatment target (RTT)
Due to national drive to clear the backlog of patients waiting more than 18 weeks for
treatment.
Admitted breaches in:
• Gynaecology (84.9%)
• Other (80.4%)
Non Admitted breaches in:
• Urology (91%)
• General Surgery (90.5%)
• Ophthalmology (89.7%)
Incomplete breaches in Ophthalmology 90.5%
Pressures remain at Alder Hey. As these patients are specialist commissioning the
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performance issues are being managed by the AT.
Over 52 week waiters
One patient has been identified this month in Sunderland Hospital awaiting a urology
procedure. The AT is supporting the CCG in tracking this patient.
A&E waiting times
This has been below target at 94.4%.
Cl. Difficile
This is an annual threshold, currently above trajectory.
Other areas included:
•
•
•

Same sex accommodation
Family and Friend Tests
Reducing Healthcare acquired infections

Members noted the current performance report.
3.2 Finance Reports & WUTH Report
DM presented the Finance report to the group. The report sets out the financial position for
NHS Wirral Clinical Commissioning Group (Wirral CCG) as at the end of October (Month 7)
within the 2014/15 financial year and performance against the measures outlined in the CCG
Assurance Framework for 2014/15.
As at the end of October (Month 7) the year to date position for Wirral CCG shows an
operational over performance against required surplus of £657k, an adverse movement
compared to the previous months which was a £439k overspend.
NHS Wirral CCG’s Quality, Performance and Finance Committee is asked to note:
• The CCG financial position as at the end of October 2014
• Movement in the CCG forecast outturn position as declared above
• Performance against indicators based on the information available
• The associated financial risks within the declared position including the impact of
potential resource allocation issues.
JK raised concerns regarding the underperformance of WUTH and the risks and implications
this raises for the CCG. Discussions then formed around ways to enable the appropriate
delivery of services.
LQ commented that the CCG hold overall responsibility with regards to the activity that is
referred to WUTH and the delivery of schemes.
DM went on to inform the group of a meeting that Mark Bakewell attended with the Local Area
Team and of the discussion points. Areas included:
•
•
•
•
•
•
•

Planning Assumptions for 2014/15
April – July (M4) 2014/15 Performance
July Mitigation/Action Plans
Year to Date Financial Performance
Financial Position as of Month 5 – August and forecast mitigation
Month 6 – September and forecast mitigation
Month 7 – October and forecast mitigation
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•
•
•
•

Key Issues
Governance
14/15 Financial Year and Next steps
15/16 Implications

SWe sought clarity regarding the reduction of vascular activity and DM explained the reasons
behind this.
JO sought clarity around RTT activity and the pricing of the activity undertaken. LQ explained
the process that takes place with regards to the payment methods of this activity.
QPF14-15/0023

4.0 Items for Information and Noting
4.1 Contracting Issues and Commissioning Intentions
CWP – CC updated members regarding the Winterbourne/Transforming Care. The national
target of 50% patients being discharged from hospital settings into community care services
appeared to be under scrutiny. As a result there is now increasing number of national returns
about Winterbourne to the NHS England national team.
The expectation is that 50% of LD patients currently in receipt of hospital services as of
31.3.14 will be discharged to a community setting before 31.3.15. However it has been
acknowledged that in order to achieve the 50% discharge target the CCG should plan for 70%
as patients may deteriorate prior to discharge and there are may be difficulties with Ministry of
Justice approval such as secure mental health placements.
As of 11th November 2014, there will be weekly data requests from the Area Team. All patients
are now required to have an independent care and treatment review. The only exceptions are
those patients with a discharge date prior to 31.2.15 and on track for discharge and patients
who do not give consent. The review will be undertaken by an independent review team with
the purpose of independently reviewing the care of all of the patients who were in hospital
before and up to 31.3.14. Once this cohort of patients has been completed those patients in
services as of 1.4.14 will also have a care and treatment review. Norma Currie will represent
the CCG as part of these reviews.
Based on planned discharge dates, Wirral CCG will be on track to meet the target of a
minimum of repatriating a minimum of 70% of people in inpatient units as at 31.03.14 back to
the community, by 31.03.15.
CT – AC & CC informed members that the current plans on a page have now been given to
the main providers and detailed the areas of transformational change. Details set out the high
level commissioning intentions, service developments and improvements proposed by Wirral
CCG for each of the Wirral University teaching Hospital, Wirral Community Trust and Cheshire
Wirral Partnership for the 2015/15 contracting round. Negotiations this year will focus on the
delivery of transformational change through lead programme areas of the Wirral Vision 2018
programme, i.e. planned care, urgent care and long term conditions.
JK and SW commented on the high level of work that has been conducted in producing the
plans however JK raised concerns regarding the level of detail including patient engagement
within the plans. Members noted the plans on a page and agreed that patient engagement
would be included in the future.
WUTH – As detailed above.
WLA – There were no current updates in relation to Wirral Local Authority.
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4.2 Quarterly Statutory & Mandatory Training Report
LW provided a report in relation to the quarterly statutory and mandatory training. There are
various statutory and mandatory training courses which all staff are required to complete,
within the given renewal timeframes. The report summarises the training courses required for
completion and timescales, the current position of staff training within the CCG together with
an action plan of how this will continue to be addressed and taken forward. All staff within
Wirral Clinical Commissioning Group are required to undertake a number of statutory and
mandatory training courses, as part of a requirement of their job role and as detailed within the
terms and conditions of their contract of employment. Each training course is also required to
be completed in line with national legislation and framework documents, to ensure compliance
on behalf of the organisation.
LW informed members of a proposal for a new online training system for staff to access in
order to complete their training. Trials are due to commence in December and feedback will be
provided in due course. Members queried the length of time that it would take for the system
to be implemented and LW clarified that based on the success/failures of the trials then the
system could possibly be in place by January 2015.
The group were asked to note the contents of the report and to highlight the need for staff to
complete their training in one to one and team meetings.
4.3 Complaints Update
LW reported on the complaints (including those escalated to the Parliamentary & Health
Service Ombudsman) & MP enquiries received by NHS Wirral CCG as at 14th November
2014. Areas included:
•
•
•
•
•
•
•

New complaints
Closed complaints
On-going complaints
Trends
New MP Letters
Closed MP Letters
On- going MP Letters

Members noted the current complaints report.
4.4 FOI (Freedom of Information) Update
This report details the number of FOI requests received and closed during the reporting period
of October 2014. This report also provides a brief description of each request, details the types
of applicants, the average response time and reasons for delay, where possible.
In the month of October; 33 requests were received which is a slight increase of the 28
received in the previous month. Further information regarding the types of FOI’s received have
been recorded and noted.
All FOI queries and responses are now published on the CCG’s public facing website, as per
the publication scheme and the responses are updated on a monthly basis.
Members of the Quality, Finance and Performance Committee noted the contents of the
current FOI report.
4.5 Serious Incidents
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LQ provided the committee with details of the new serious incidents reported in October.
The quality and performance committee were asked to note the 21 new serious incidents
reported to the Strategic Executive Information System (StEIS) in October 2014, relating to:
7 Wirral University Teaching Hospital Trust.
7 Cheshire and Wirral Partnership NHS Foundation Trust
6 Wirral Community NHS Trust
1 Clatterbridge Cancer Centre NHS Foundation Trust
As per the serious incident reporting framework, a root cause analysis will be undertaken on
the incident, the report and action plan will be monitored at the CCG SI Group.
The QPF committee noted the incidents reported for the month of October.
4.6 Wirral CCG Prescribing Performance Update
Chair welcomed Steve Riley to the meeting who provided a report describing the prescribing
performance of Wirral CCG from 1st April to 30th September 2014.
Prescribing expenditure is currently showing a year to date overspend of £74k and areas of
prescribing included:
•
•
•
•
•
•
•
•

Mirabegron
Novel Oral Anticoagulants
Lubiprostone
Dapagliflozin
Dementia Drugs
Analysis of Prescribing Growth Quarter
Cost Growth for NHS Wirral CCG
Medicines Management Efficiency Savings and QIPP Indicators

Members of the QPF committee were asked to note the explanation of budget performance,
the identified on-going cost pressures and the progress to date on QIPP prescribing
comparators.

QPF14-15/0024

Members noted the prescribing Performance Update, however members requested a more
detailed report in the future which is to include quality and outcome markers.
5.1 Minutes for Noting
Subgroups minutes for noting:
•

•
•
•
•
•

Quality Committee/Serious Incident Review Group of 08.10.2014 – JK sought clarity
and assurance that adequate and appropriate equipment is being used and also the
details of information in relation to Slips Trips and Falls. LQ explained the rationale
behind the noting of the minutes regarding these issues.
CT & CWP Contract Monitoring minutes of 02.09.2014
Quality Surveillance Group of 22.10.2014
WUTH Quality & Clinical Risk Minutes of: 25.09.2014
WUTH Contract monitoring minutes of 28.08.2014
WUTH Quality Clinical Risk Minutes of 25.09.2014

Members of the committee noted the minutes of the subgroups detailed above.
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6.0 Risk Register
LW presented the corporate risk register for noting.
LQ informed members of the on-going quality concerns that have been raised in relation to a
number of Wirral Care Homes and members noted the potential risks and impacts regarding
this.
Amendments to the current risk register are to be made and then submitted to Governing
Body.
7.0 Any Other Business
Better Care Fund – Media Attention
JK informed members of the current media attention regarding the Better Care Fund and
requested that the CCG revisit their long term strategies with a view to identifying an
appropriate model and holding strategic discussions in the near future.
Chair thanked members for their attendance and the meeting closed at: 15:45pm.
Date and Time of next meeting
The date and time of the next QPF meeting is scheduled for:
th
Tuesday 16 December at 1pm in Room 539 OMH
th

**Latest submission date for papers is Friday 5 December 2014 **
Please forward any apologies to Allison.hayes@nhs.net
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Master 14-15
Risk ID

Date added

Source

Division

Risk Description

Organisational
Conseque Likelihoo
Objectives (reference
nce
d
to detail)
Impact of 111 Implementation Quality / Patient Access
3
3
and Various Activity Impacts
across primary / community
and A&E Attendances.
Increased demand for clinical
input and lack of influence of
national specfiication

Previous
Matrix
Score
9.00

Key Control Established

Key Gaps in Control
(reference to evidence)

Assurance on Controls
(reference to evidence)

Gaps in Assurance
(reference to evidence)

Action / Link to AP

12-13 A

12-13
Go Live
Financial Year Issues

Gov Body

12-13 E

12-13
Financial Year

QPF

Lack of demand data/activity
plans to forward plan future
needs due to unavailbility of
business intellegence

Quality / Financial
Management on Cost
Per Case / Impact on
Future Commissioning
Intentions

4

13-14 E

Dec-13

CCG

Gov Body

CSU Performance:
Business Intelligence
Serious Inicdents
Complaints Managament
Freedom of Information
Timings

Quality / Financial /
Contracting

14-15 B

Apr-14

CCG

Gov Body

Safeguarding and the
completion of the GP
assurance toolkit.

Quality / Patient Safety

Consequ Likelihoo Previous Owner
ence
d
Risk Rating

Date of next Date of last
review
review

Last review

Current provision of primary
care / urgent care services ability to absorb additional
activity

Unknown impact of 111
Service Provision.
Increased costs for clinical
input

Monitoring of Primary
Care/ urgent care activity
and performace of
NHS111 through
information flows

Timely impact on
monitoring of primary care
activity

AP updated
September 14

3

3

9.00

Governing
January QPF December QPF
Body - 111
Implementation
Team

To be reviewed at September
QPF.
Updated AP reviewed at
September QPF, next due for
review at December QPF. AP
reviewed, next due at January
QPF upon completion.

2

8.00

SLA meeting with CSU/
business Intelligence team

Ability to lead contract
negotiations. Ability to
provide accurate national
returns

Regular monitroing
through CSU/SLA
meetings. Escalation to
CSU MD. Monitoring
through QPF committee

Abilty to influence
behaviour. Ability to plan

AP updated
September 14

4

3

12.00

LQ/MB

January QPF December QPF

Action plan reviewed.
Updates accepted. No
change . Reviewed at July
QPF, reviewed at September
GB., reviewed at December
QPF. Next due for review at
January QPF.

4

3

12.00

Contract Monitoring.

CSU performance.

Monitoring of CSU
performance.

Quality Impact
Reputation

AP updated
September 14

4

3

12.00

PE/LQ

January GB

December GB

Transition work from
Customer Solutions Centre
started on 1st October 14 Action plan for further review
at December GB, following
review at October QPF.
Updated action plan for further
review at January GB.

4

4

16.00

Process in place for
completion of toolkit

Number of doctors trained
to complete toolkit from a
safeguarding perspective.
Non-compliance.

AP updated
September 14

4

4

16.00

LQ

January GB

December GB

New risk discussed. To be
monitored at Governing Body.
Action plan to be agreed with
lead. Oct 14 - Work still being
undertaken to ensure the
completion of the plan,
therefore for further review at
December 14 GB.
Action discussed at Nov GB
and decision made for this to
be rescored at the Dec QPF
committee. Upddated AP for
revoew at Jan GB.

14-15 C

Apr-14

CCG

Gov Body

Finance and Availability of
Quality / Financial /
Resources - Transitional and Contracting
Contingency. Risk of using
reserves to honour contract
negotiations may result in the
inability to react in unforeseen
events and the reduction in
capacity.

3

3

9.00

Contract agreement.

No capacity for transitional
change requirements.

AP updated
September 14

4

4

16.00

MB

January QPF November GB

New risk discussed. To be
monitored at Governing Body.
Action plan to be agreed with
lead. To be brought back to
January GB upon completion.
Risk reviewed at December
GB and decision made to
lower the consequence score
to 3. To be further reviewed at
January QPF.

14-15 D

Apr-14

CCG

Gov Body

Finance and Availability of
Resources - Demand
Management.

Quality / Financial /
Contracting

4

4

16.00

Contract agreement.

14-15E

Jun-14

CCG

Gov Body

Capacity and Capability
Review being undertaken by
NHS England into CCG
leadership

Organisational

3

2

6.00

Proactive communications
strategy for internal and
external stakeholders

No capacity for reacting to
demand.

Press releases
Staff Briefings
MP Briefings
Governing Body Papers

AP updated
September 14

4

4

16.00

MB

January GB

September GB

New risk discussed. To be
monitored at Governing Body.
Action plan to be agreed with
lead. To be brought back to
January GB upon completion.

AP for further update
for September.

4

3

12.00

PE

January QPF December GB

New risk discussed. To be
monitored at Governing Body.
Action plan to be agreed with
lead. Reviewed further at
October QPF, action plan still
being completed. Therefore
due for furter review at the
December GB.
Risk reviewed at December
GB and decision made to
reduce the consequence to 3
and likliehood to 2.
Due for further review at
January QPF.

14-15F

Jun-14

CCG

Gov Body

Financial Plan

Financial

4

4

16.00

AP updated
September 14

4

4

16.00

MB

January GB

September GB

New risk discussed. To be
monitored at Governing Body.
Action plan to be agreed with
lead. To be brought back to
January GB upon completion.

14-15G

Jun-14

CCG

Gov Body

A&E 4 hour Target

Quality / Financial

4

4

16.00

AP updated
September 14

4

4

16.00

LQ

January GB

December GB

New risk discussed at June
GB. To be monitored at
Governing Body. Action plan
to be agreed with lead. Next
due for review at January GB.

14-15H

Jul-14

CCG

Gov Body

Cdifficile Targets

Quality / Patient Safety

4

4

16.00

4

4

16.00

LQ

January GB

December QPF

New risk discussed at July
QPF/ Action plan to be agreed
with lead. To be brought back
to August QPF. AP reviewed
at August QPF and due back
for further review upon
completion at the December
14 meeting.

14-15I

Jul-14

CCG

Gov Body

Supreme Court Judegement
Deprivation of Liberty
Safeguards (DoLS)

Quality / Patient Safety

4

3

12.00

4

3

12.00

LQ

February GB

December GB

New risk discussed at July
QPF/ Action plan to be agreed
with lead. To be brought back
to August QPF. AP reviewed
at August QPF and due back
for further review upon
completion at December GB
meeting. AP for further review
at February GB upon
completion.

14-15J

Jul-14

CCG

Gov Body

Wirral CCG Care Home
Provider

Quality / Patient Safety

4

4

16.00

4

4

16.00

LQ

February GB December GB

New risk discussed at July
QPF/ Action plan to be agreed
with lead. To be brought back
to November GB. AP
reviewed at Nov GB, to be
next reviewed at December
GB.
Update from LQ at Nov QPF
to advise that Four Seasons
are closing one of their
homes, and the CCG are
working closely with LA &
CQC with regards to a home
closure plan.
AP for further review at
February GB upon
completion.

14-15K

August QPF

CCG

Gov Body

Continuing Healthcare issues Quality / Patient Safety
re the service provided, the
CHC process followed,
general performance & quality
& inconsistency of complaint
response letters

5

3

15.00

14-15M

September
QPF

CCG

Gov Body

Community Trust Contracts

3

3

9.00

Quality / Financial

Identified as a risk to the
CCG and to be monitored
via CT contract meetings
going forward

Action plan to be
agreed

5

3

15.00

IS

January GB

December GB

New risk discussed at August
QPF. AP to be completed by
IS. For noting at September
GB & AP to be reviewed at
December GB - awaiting AP
from lead. Still awaiting AP
from lead - Dec 14.

4

3

12.00

MG / AC

January QPF

November GB

New risk discussed at
September QPF. AP to be
agreed & completed by MG /
AC, new risk for review at
November GB.
Risk reviewed at the
November GB and it was
agreed to reduce the
consequence score from 4 to
3.

14-15N

December
QPF

CCG

QPF

Recent CQC report published Quality / Patient Safety /
relating to Wirral University
Financial
Teaching Hospital NHS
Foundation Trust

Action plan to be
agreed

Insert Rows Above This Line Only

Impact Values
Negligible
Minor
Moderate
Major
Catastrophic

1
2
3
4
5

Probability Values
Rare
Unlikely
Possible
Likely
Almost Certain

1
2
3
4
5

Green/Yellow/Red Threshold Values
Green - maximum score
Yellow - minimum score
Yellow - maximum score
Red - minimum score

4
5
12
15

Page 1 of 4

LQ

January GB

December QPF

New risk discussed at
December QPF. Scoring to be
agreed & action plan to be
completed by LQ.

NHS WIRRAL CCG
CORPORATE RISK REGISTER
To be reviewed at Governing Body - 6th January 2015

Consequence
1
2
3
4
5

1
1
2
3
4
5

Likelihood
2
3
2
3
4
6
6
9
8
12
10
15

Page 2 of 4

4
4
8
12
16
20

5
5
10
15
20
25

Process

Risk Register Process
Before QPF Meeting
E-mail to be sent to QPF members to request any new risks.
Risk added to Register by Laura Wentworth.
At QPF Meeting:
New Risks and corresponding action plan to be considered for inclusion - either keep or decision escalated to risk owner.
Current risks to be reviewed in line with action plan progression.
After QPF Meeting
Laura Wentworth to update Monitoring column with decisions made at group.
Laura Wentworth to amend residual risk rating in line with actions.
At Governing Body
Review new and escalated risks
Agree to include or de-escalate risks
After Governing Body
Laura Wentworth to update Monitoring column with decisions made at group.
Laura Wentworth to amend residual risk rating in line with actions.
Add removed risks to the Removed risks Tab.
Save and copy for next reveiw.

Page 3 of 4

Gov Body
QPF
WGPCC
PCMH
DNA
KPI
SLA
CSU
MD
DMIC
OOH
LCAG
NHSD
DOS
QDOS
PLT
AT

Governing Body
Quality, Performance and Finance Committee
Wirral GP Commissioning Consortium
Primary Care Mental Health
Did not Attend
Key Performance Indicator
Service Level Agreement
Commissioning Support Unit
Managing Director
Data Managerment Information Centre
Out of Hours
Local Clinical Advisory Group
NHS Direct
Directory of Services
Quality Directory of Services
Protected Learning Time
Area Team

ACTION PLAN TEMPLATE FOR RISK No: 13/14E
Title of Risk: CSU Performance:
Business Intelligence
Serious Incidents
Complaints Management
Freedom of Information
Impact

Likelihood

Previous
Matrix
Score

4

3

12.00

Key Control
Established

Key Gaps in
Control (reference
to evidence)

Assurance on
Controls
(reference to
evidence)

Gaps in
Assurance
(reference to
evidence)

Impact

Likelihood

Residual
Risk
Rating

Contract
Monitoring.

CSU performance.

Monitoring of CSU
performance.

Quality Impact
Reputation

4

3

12.00

Target Date
for completion

Progress of Actions

Monitoring of Action Plan: Quality, Performance and Finance Committee
Areas for Review

Recommendation/Action

Lead
Person

CSU performance Business Intelligence

On-going review & monitoring of the Head of Quality On-going
situation of the team.
& Performance

Weekly reviews undertaken.

Date for
next Review

Date of
Completion

Not
applicable.

September
2014

Update 19/02/14 - The CCG
formally wrote to CSU in
January 2014 outlining its
intentions in regard to this
service line indicating a
potential move to insourcing and a request for
the CSU to provide more
Updated: November 2014

To be sent to GB: 6th January 2015

Areas for Review

Recommendation/Action

Lead
Person

Target Date
for completion

Progress of Actions

Date for
next Review

information to inform the
final decision. Two meetings
have been arranged in
February between CSU and
the CCG to discuss the
practical issues related to
these intentions, with a
focus on agreeing
timelines/potential
transition periods.
Update 22/04/14 Meeting
was held on 04/04/14 and
on-going meetings have
been arranged to discuss
transition of work.
Update 09/06/14: Ongoing
meetings taking place with a
proposed implementation of
September 14.

22/09/14: BI function & staff
have now transferred into
the CCG. Recommend

Updated: November 2014

To be sent to GB: 6th January 2015

Date of
Completion

Areas for Review

Recommendation/Action

Lead
Person

Target Date
for completion

Progress of Actions

Date for
next Review

closure.
Management and
quality of Serious
Incidents, Complaints,
MP letters and
Freedom of
Information requests
by the Customer
Solutions Centre,
Cheshire &
Merseyside CSU

Urgent meeting to be arranged with
Customer Solutions centre to raise
issues and discuss actions to prevent
incidents occurring in future

Head
of 16th December Meeting held on 16/12/13
Corporate
2013
between CCG and CSU (Head
Affairs
/
of Customer Solutions, Head
Corporate
of Client Operations) to raise
Support Officer
issues and action plan
agreed including –
breakdown of costs provided
by the centre by service, CHC
cases and RCAs to be
undertaken by CSU, list of all
open & on-going complaints
& present) – However above
information has not yet been
received from CSU and
deadlines have been queried
and escalated via Chief
Clinical Officer – Follow up
review meeting arranged for
January 14.

January 2015

Update 19/02/14 - The CCG
formally wrote to CSU in
January 2014 outlining its
intentions in regard to this
service line indicating a

Updated: November 2014

To be sent to GB: 6th January 2015

Date of
Completion

Areas for Review

Recommendation/Action

Lead
Person

Target Date
for completion

Progress of Actions

Date for
next Review

potential move to insourcing and a request for
the CSU to provide more
information to inform the
final decision. Two meetings
have been arranged in
February between CSU and
the CCG to discuss the
practical issues related to
these intentions, with a
focus on agreeing
timelines/potential
transition periods.
Update 17/03/14 Meeting
has been arranged for 4th
April 14.
Update 22/04/14 Meeting
was held on 04/04/14 and
on-going meetings have
been arranged to discuss
transition of work.
Update 09/06/14 Details of
impact of CCG decision to insource elements of customer

Updated: November 2014

To be sent to GB: 6th January 2015

Date of
Completion

Areas for Review

Recommendation/Action

Lead
Person

Target Date
for completion

Progress of Actions

Date for
next Review

soultions centre still not
available from CSU.
CCG has issued contract
query to CSU regarding
ongoing performance issues.
Action plan subsequently
received
22/09/14 – A work plan is
now in place for the
transition of these functions
back into the CCG. The first
process to transfer is FOIs on
1st October 2014.
14/10/14 – FOI requests are
now being managed
internally by the Corporate
Team within the CCG and a
transition for other
processes has been agreed
with the CCG / CSU.
24/11/14 – Complaints & MP
letters are scheduled to
transfer back to the CCG

Updated: November 2014

To be sent to GB: 6th January 2015

Date of
Completion

Areas for Review

Recommendation/Action

Lead
Person

Target Date
for completion

Progress of Actions

Date for
next Review

Date of
Completion

from the end of December
14.
23rd December Corporate Support Officer
2013
now has ‘read only’ access to
the Datix system, to review
progress on complaints, MP
letters and incidents.
However FOI requests are
not yet available for access
due to web system

Timelines and quality
of responses provided
on behalf of the CCG
to Complaints, MP
letters and Freedom of
Information requests
by the Customer
Solutions Centre,
Cheshire &
Merseyside CSU

CCG to gain access to the online Corporate
Datix system which is used by the Support Officer
CSU to record complaint’s, incidents,
MP letters and FOIs.

Timelines and quality
of responses provided
on behalf of the CCG
to Complaints, MP
letters and Freedom of
Information requests
by the Customer
Solutions Centre,
Cheshire &
Merseyside CSU
Quality, content and
formatting of letters
provided on behalf of
the CCG to
Complaints, MP letters
and Freedom of

Weekly update reports to continue Customer
On-going
to be provided for the above also, to Solutions
Weekly
provide further assurance
Locality Lead /
Corporate
Support Officer

Corporate Support Officer to review Corporate
(&amend if necessary) all response Support Officer
letters before they are sent to Chief
Clinical Officer.

Updated: November 2014

On-going

/ Weekly update report on
FOIs, Complaints, MP letters
and serious incidents is
provided to CCG to provide
further update and
assurance.

Corporate Support Officer
dedicating time to review
complaints, MP and FOI
responses and make
amendments as necessary

23rd December
2013 - closed

N/A

On-going
Weekly

/

January 2015

To be sent to GB: 6th January 2015

Areas for Review

Recommendation/Action

Lead
Person

Information requests
by the Customer
Solutions Centre,
Cheshire &
Merseyside CSU

Target Date
for completion

Progress of Actions

Date for
next Review

before they are sent for
review with the Chief Clinical
Officer.
Update 19/02/14 - The CCG
formally wrote to CSU in
January 2014 outlining its
intentions in regard to this
service line indicating a
potential move to insourcing and a request for
the CSU to provide more
information to inform the
final decision. Two meetings
have been arranged in
February between CSU and
the CCG to discuss the
practical issues related to
these intentions, with a
focus on agreeing
timelines/potential
transition periods.
Update 17/03/14 Meeting
has been arranged for 4th
April 14.

Updated: November 2014

To be sent to GB: 6th January 2015

Date of
Completion

Areas for Review

Recommendation/Action

Lead
Person

Target Date
for completion

Progress of Actions

Date for
next Review

Update 22/04/14 Meeting
was held on 04/04/14 and
on-going meetings have
been arranged to discuss
transition of work.
Update 09/06/14 Details of
impact of CCG decision to insource elements of customer
soultions centre still not
available from CSU.
CCG has issued contract
query to CSU regarding
ongoing performance issues.
Action plan subsequently
received.
22/09/14 – A work plan is
now in place for the
transition of these functions
back into the CCG. The first
process to transfer is FOIs on
1st October 2014.
14/10/14 – FOI requests are
now being managed

Updated: November 2014

To be sent to GB: 6th January 2015

Date of
Completion

Areas for Review

Recommendation/Action

Lead
Person

Target Date
for completion

Progress of Actions

Date for
next Review

Date of
Completion

internally by the Corporate
Team within the CCG and a
transition for other
processes has been agreed
with the CCG / CSU.
24/11/14 – Complaints & MP
letters are scheduled to
transfer back to the CCG
from the end of December
14.
Name of Lead for Action Plan: Lorna Quigley / Paul Edwards / Laura Wentworth

Updated: November 2014

Date:

9th June 2014
22nd September 2014
14th October 2014
24th November 2014

To be sent to GB: 6th January 2015

ACTION PLAN TEMPLATE FOR RISK No: 14/15B, 14-15
Title of Risk: Safeguarding and the completion of the GP assurance toolkit.
Impact

Likelihood

Previous
Matrix
Score

4

16.00

4

Key Control
Established

Key Gaps in
Control
(reference to
evidence)

Process in place
for completion of
toolkit

Number of doctors
trained to complete
toolkit from a
safeguarding
perspective.
Non-compliance.

Assurance on
Controls
(reference to
evidence)

Gaps in
Assurance
(reference to
evidence)

Impact

Likelihood

N/A

N/A

Residual
Risk
Rating
N/A

Monitoring of Action Plan: Quality, Performance and Finance Committee
Areas for Review

Recommendation/Action

Lead
Person

Completion of the GP
Safeguarding Children
Toolkit

Target Date
for completion

Progress of Actions

Date for
next Review

Date of
Completion

Further training to be conducted for
remaining GP Safeguarding Leads
so as to ensure all are competent in
completing the toolkit.

DH

June 14

May 14: Briefing meetings
have been held with the GP
Safeguarding Leads to
ensure competence. DH

N/A

May 14

Reiteration of Safeguarding Children
Toolkit process to Practice
Managers.

DH

June 14

May 14: DH has met with
the Practice Managers to
reiterate this process. DH

N/A

May 14

Consortia leads to ensure the
importance of completing
Safeguarding children Toolkit is
disseminated throughout their

AC/CC/IS

July 14

JULY 14: DH has emailed
AC/CC/IS details of practices
who have completed the
audit tool, to enable those

November
2014

Updated: November 2014

To be sent to GB: 6th January 2015

Areas for Review

Recommendation/Action

Lead
Person

Target Date
for completion

Progress of Actions

Date for
next Review

Date of
Completion

July 14

who haven’t to be identified.

consortium.

CC – This has been raised at
recent consortia meeting.
AC – A number of WHCC
practices have already
returned their completed
audit tools, however an email
has also been sent to WHCC
Practice Managers to request
return of outstanding audit
tools asap.
Awaiting update from IS WACC

Monitoring of
Safeguarding Children
Toolkit returns

Reminder letter to be sent to all non
compliant practices, by Named GP,
Clinical Lead GP and Designated
Nurse

DH

July 14

July 14 : Letter sent to all
non-compliant practices.

N/A

Continuous monitoring of the toolkit
returns until all GP practices have
been received.

DH

August 14

June 14: 50% improvement
in returns since April 14.
Continual monitoring
required until all returns
received. DH

November
2014

Name of Lead for Action Plan: Lorna Quigley / Debbie Hammersley

Date: 16th May 2014
Updated: 6th June 2014, 21st July 2014,
September 2014, November 2014

Updated: November 2014

To be sent to GB: 6th January 2015

ACTION PLAN TEMPLATE FOR RISK No: 14-15 C/D/F
Title of Risk: Financial Plan – Achievement of Financial Targets (e.g delivery of 1% surplus) & no capacity for demand or transitional change requirements.
Impact

Likelihood

Previous
Matrix
Score

4

4

12.00

Key Control
Established

Key Gaps in
Control (reference
to evidence)

Assurance on
Controls
(reference to
evidence)

Gaps in
Assurance
(reference to
evidence)

Identification of risk
regarding delivery
of financial plans,
detailed budget
reviews on a
monthly basis with
identification of
variance away from
plan. No capacity
for reacting to
demand or
transitional change
requirements.

Time lag in
reporting period,
ability to influence
activity based
contracts, external
pressures on
organisations

Regular monitoring
of position through
QPF / GB meetings,
Investigation with
lead contract /
budget holder,
contract
management levers

Impact

Likelihood

Residual
Risk
Rating
N/A

Monitoring of Action Plan: Quality, Performance and Finance Committee / Governing Body
Areas for Review

Recommendation/Action

Lead
Person

Identification of risk
regarding delivery of
financial plans,
detailed budget
reviews on a monthly
basis with

To monitor contract performance Mark Bakewell
position and utilise any resources.

Updated: November 2014

Target Date
for completion

Progress of Actions

For
monthly July 14 : Ongoing monitoring
update / review of contract & utilisation of
resources.

Date for
next Review
December 14

October 14: Ongoing

To be sent to GB : 6th January 2015

Date of
Completion

Areas for Review

Recommendation/Action

Lead
Person

identification of
variance away from
plan. No capacity for
reacting to demand or
transitional change
requirements.
Name of Lead for Action Plan: Mark Bakewell

Updated: November 2014

Target Date
for completion

Progress of Actions

Date for
next Review

monitoring of contract.
November 14: Ongoing
monitoring of contract.
Date: 14th July 2014
Updated:
30th July 2014
3rd October 2014

To be sent to GB : 6th January 2015

Date of
Completion

ACTION PLAN TEMPLATE FOR RISK No: 14-15G
Title of Risk: A&E 4 hour Target
Impact

Likelihood

Previous
Matrix
Score

4

4

16.00

Key Control
Established

Key Gaps in
Control (reference
to evidence)

Assurance on
Controls
(reference to
evidence)

Gaps in
Assurance
(reference to
evidence)

Impact

Likelihood

A&E 4 hour Target national attention
received regarding
Emergency Care
issues (Monitor &
NHS E)

Residual
Risk
Rating
N/A

Monitoring of Action Plan: Quality, Performance and Finance Committee / Governing Body
Areas for Review

Recommendation/Action

Lead
Person

Target not being met
by Wirral economy &
rated high risk by NHS
England and Monitor

Utilisation Management Review to Lorna Quigley
be undertaken.

Additional
support.

Project

Management Lorna Quigley

Recovery Plan to be in place with Lorna Quigley
trajectories.
Weekly
Updated: November 2014

monitoring

against Lorna Quigley

Target Date
for completion
July 2014

Progress of Actions

Date for
next Review

Presentation of review has
been completed. Action plan
developed.

N/A

August 2014

August 2014

Additional Project Manager
commenced in role.

July 2014

Inplementation of project
plan to be completed.

December
2014

Ongoing at present.

March 2015

Ongoing

To be sent to GB: 6th January 2015

Date of
Completion
July 2014

August 2014

Areas for Review

Recommendation/Action

Lead
Person

Target Date
for completion

Progress of Actions

Date for
next Review

performance to be undertaken.
Name of Lead for Action Plan: Lorna Quigley

Updated: November 2014

Date:

July 2014
September 2014, November 2014

To be sent to GB: 6th January 2015

Date of
Completion

ACTION PLAN TEMPLATE FOR RISK No: 14-15H
Title of Risk: Cdifficile targets
Impact

Likelihood

Previous
Matrix
Score

4

4

16.00

Key Control
Established

Key Gaps in
Control (reference
to evidence)

Assurance on
Controls
(reference to
evidence)

Gaps in
Assurance
(reference to
evidence)

Impact

Likelihood

Cdifficile targets

Residual
Risk
Rating
N/A

Monitoring of Action Plan: Quality, Performance and Finance Committee / Governing Body
Areas for Review

Recommendation/Action

Lead
Person

Health economy are
ahead of trachectory
for the threshold for
Cdifficile

Target Date
for completion

Progress of Actions

Date for
next Review

CCG to work in partnership with Lorna Quigley
Local Authority Public Health.

Ongoing

Partnership working
ongoing.

December
2014

Infection
Prevention
Control Lorna Quigley
coordinator to be appointed.

December 2014

Recruitment process
underway.

December
2014

Date to be confirmed and
Economy
Infection
Prevention Lorna Quigley
September 2014 shared with attendees.
Control forum to be established.
Name of Lead for Action Plan: Lorna Quigley
Date: August 2014, November 2014

Updated: November 2014

September
2014

To be sent to GB: 6th January 2015

Date of
Completion

