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	NHS Stockport Clinical Commissioning Group Governing Body

Part 1

A G E N D A 


The next meeting of the NHS Stockport Clinical Commissioning Group Governing Body will be held at Regent House, Heaton Lane, Stockport at 09.00 on Wednesday 14 January 2015.
	
	Agenda item
	Report
	Action
	Indicative Timings
	Lead

	

	1
	Apologies
	Verbal


	To receive and note
	09.00
	J Crombleholme


	2
	Declarations of Interest

	Verbal
	To receive and note
	
	

	3
	Approval of the draft Minutes of the meetings held on 10 December 2014

	
[image: image1.emf]Item 3 - DRAFT NHS 

Stockport CCG Governing Body Minutes Part I 10 December 2014.pdf


	To receive and approve
	
	J Crombleholme

	4
	Performance: Finance Report

	
[image: image2.emf]Item 4A - Finance 

Report November 2014.pdf



 EMBED Excel.Sheet.12  [image: image3.emf]Item 4B - Finance 

Report Appendices November 14.xlsx


	To note 
	09.10
	G Jones

	5
	A Report of the Chief Operating officer:

· update on Co-commissioning 
· update on Better Care Fund

B Performance: Resilience and Compliance Report


	
[image: image4.emf]Item 5A - Report of 

the Chief Operating Officer.pdf



 EMBED AcroExch.Document.11  [image: image5.emf]Item 5B - 2015 01 

Resilience  Compliance Report Final.pdf


	To receive and endorse
	09.20
	G Mullins

	6
	Operational Planning Process 2015
	
[image: image6.emf]Item 6 - Operational 

Planning Process 2015.pdf


	To approve
	09.35
	T Ryley / 

G Jones


	
	Date, Time and Venue of Next meeting

The next NHS Stockport Clinical Commissioning Group Governing Body meeting will be held on Wednesday 11 February 2015 at 10:00 at Regent House, Heaton Lane, Stockport, SK4 1BS.

Potential agenda items should be notified to stoccg.gb@nhs.net by Friday 30 January 2015.


Chair:  		Ms J Crombleholme


Enquiries to: 	Paul Pallister


		0161 426 5617


		Paul.pallister@nhs.net
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NHS Stockport Clinical Commissioning Group will allow  


people to access health services that empower them to 
 live healthier, longer and more independent lives. 
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Fax: 0161 426 5999 
Text Relay: 18001 + 0161 426 9900 


Website: www.stockportccg.org 


NHS Stockport Clinical Commissioning Group 
7th Floor 
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Executive Summary 
 


What decisions do you require of the Governing Body? 


 
1. Note the financial position as at 30th November 2014 and latest forecast 


which shows continued delivery of our £4.28m surplus target. 
 


2. Endorse the approach that the delivery of the planned £4.28m surplus 
has been achieved through delay and resulting slippage on 2014-15 
investments. 


 
3. Note the identified financial risk not within the forecast outturn and basis 


for exclusion at this time. 
 


Please detail the key points of this report 


 


 Actual surplus to Mth 8 (YTD) of £2,838k, which is £15k under 
achievement against our planned target for Mth 8. 


 CCG forecasting achievement of its £4.28m planned surplus. 


 Referral to Treatment (RTT) Funding – NHS England have confirmed that 
the full allocation of non-recurrent RTT funds will remain with the CCG.   


 Potential financial risks of £0.5m not in forecast position.  
 


What are the likely impacts and/or implications? 


 
Delivery against statutory financial duties and financial performance targets. 
 


How does this link to the Annual Business Plan? 


 
As per 2014/15 and 2015/16 Financial Plan. 


 


What are the potential conflicts of interest? 


 
None 


 


Where has this report been previously discussed? 


 
Governing Body only 
 


Clinical Executive Sponsor: Ranjit Gill 


Presented by: Gary Jones 


Meeting Date: 14th January 2015 


Agenda item: 4A 


Reason for being in Part 2 (if applicable) 


 N/A 


 
 
 
 
 
 







3 


 


Report of the Chief Finance Officer as at 30th November 2014 
 
 


1.0 Introduction 
 


1.1 This report provides an overview on the CCG’s performance against its 
Statutory Financial Duties and Performance Targets highlighting the 
financial risks and challenges the CCG faces in delivering these in 
2014/15.  


 
1.2 This report also provides an update on:- 


 The financial position as at 30th November 2014 


 Forecast outturn position for 2014/15 
 


 
2.0 Statutory Financial Duties and Performance Targets 
 


2.1 The CCG is required to deliver its statutory duties and financial 
performance targets as approved by the Governing Body at the start of 
the year. Table 1 below RAG rates our financial performance on both a 
‘Year to Date’ (YTD) and Forecast basis. 


 
 


Table 1: Statutory Duty and Performance Targets 
 


Area Statutory Duty 
Performance 
YTD (Mth 8) 


Performance  
Forecast 


Revenue 
Not to exceed 


revenue resource 
allocation 


  


Running 
Costs 


Not to exceed 
running cost 


allocation 


  


Capital – 
(Note: The 
CCG has 


not 
received a 


capital 
allocation in 


2014/15) 


Not to exceed 
capital resource 


allocation 
N/A N/A 


 
 
 
 
 
 
 
 
 
 
 
 







4 


 


Area 
Performance 


Target 
Performance 


YTD 
Performance 


Forecast 


Revenue 
Deliver a 


Recurrent Surplus 
of 2.5% 


  


Revenue 
(Appendix 1) 


Deliver a 1% in-
year surplus 


  


Cash 
Operate within 
the maximum 


drawdown limit 


  


Business 
Conduct 


(Appendix 2 
Table 3) 


Comply with 
Better Payment 
Practices Code 


  


QIPP 
(Appendix 2 


Table 2) 


Fully deliver 
planned QIPP 


saving 


  


 
 


3.0 Financial Position as at 30th November 2014 
 


3.1 As at month 8 the CCG is continuing to forecast delivery of its planned 
forecast surplus of £4.28m for 2014-15. 


 
3.2 Members are reminded that delivery of the £4.28m planned surplus has 


been achieved from non-recurrent schemes which do not address the 
underlying recurrent pressures which will be carried forward into the 
2015/16 financial year. Plans to address the underlying recurrent 
pressure are being developed by the QIPP committee 


 
3.3 The financial position as at month 8 is summarised in Table 2 with 


further detail provided in Appendix 1 to this report. 
 
Table 2: Summary of Financial Position at Month 8 
 


  Plan Actual (Favourable) 
/ Adverse 
Variance   


(Surplus) / 
Deficit 


(Surplus) / 
Deficit 


  £000s £000s £000s 


Month 8 YTD (2,853) (2,838) 15 


Year End Forecast (4,280) (4,280) 0 


 
3.4 The above table shows that the CCG is now on target in terms of 


delivering its planned surplus for 2014/15 agreed with NHS England. 
The financial position incorporates the following cost pressures:- 
 


 Over performance on Acute & Mental Health contracts (£4.9m) 


 Increase in costs & volume growth on prescribing (£1m) 


 Contribution to National Legacy costs (£1.3m) 


 Undelivered CIP (£3.1m)  
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 95% CQuin achievement by providers (c£560k) 


 Forecast NEL threshold breach (c£321k) 
 


 
3.5 The majority of these cost pressures have a recurrent impact on CCG 


cost base, with the exception of NEL threshold breach which has been 
assumed to impact 14/15 only and CHC legacy which has been 
assumed will impact 14/15 and 15/16 only. 


 
3.6 The cost pressures highlighted in paragraph 3.4 provide the focus for  


the recovery plan being developed by the QiPP Committee.  
 
 
4.0 Healthcare Contracts (Acute, Mental Health, Community Health, 


Continuing Care, Primary Care and Other) 
 
 


4.1 Acute  
 
 As at month 8, the year to date position is £1.84m overspent with a 


Forecast overspend of £4.35m. The forecast position includes full 
utilisation of the £2.2m RTT funding received for 2014-15. 


 
   
 Stockport FT – as at month 8 the reported position for Stockport FT is 


YTD £759k overspend and forecast outturn of £1,320k overspent. This 
is mainly due to forecast pressures within the following areas:  


 Critical Care (£553k)  


 A&E (£486k)  


 Drugs and devices (£483k)  
The additional elective activity between October – March of c£1m has 
been funded through the RTT national initiative. 
 


 
Central Manchester FT – YTD £509k overspend and forecast £745k 
overspend relates to pressures within the following areas: 


 Macular degeneration (£476k), 


 Non-elective activity (£189k) 


 Increase above plan in the number of patients admitted to the 
Acute Kidney Unit (£189k) 


 
These pressures are partially offset by reduced Critical Care activity 
which is now reported to be £399k underspent. 


 
University Hospital South Manchester FT – as at month 8 the reported 
position for UHSM is YTD £57k overspend and forecast £109k 
overspend. The main areas of forecast overperformance are within the 
following areas:  
 


 Elective Care (£269k) 


 Critical Care (£188k)  


 A&E (£82k) 
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This is partially offset by forecast underperformance within Non Elective 
(£108k) and Outpatient activity (£68k).  


 
 


Salford Royal FT - YTD and forecast outturn overspend of £172k and 
£326k respectively. The main areas of forecast overperformance are 
within the following areas:   


 Non Elective (£92k) 


 Outpatient activity (£62k) 
 
 


Independent Sector / Any Qualified Provider 
 


The financial impact of additional Independent Sector (IS) and Any 
Qualified Provider (AQP) activity within Trauma and Orthopedics, 
Ophthalmology and Audiology to improve performance against the 
Referral to Treatment (RTT) target has resulted in a YTD overspend of 
£684k and forecast outturn cost pressure of £1,482k.  
 


   4.2 Community Health 
 


The underspend in this budget reflects the revised contribution into the 
Pooled Budget with Stockport MBC under Section 75 flexibilities. This is 
a one-off benefit which impacts in 14/15 only and therefore has no 
recurrent benefit going forward into 2015/16. 
 
 


   4.3 Continuing Care 
 


The forecast overspend on continuing care of £979k reflects the CCGs 
mandated contribution of £1.3m into the National CHC and Legacy risk 
pool. 
 
 


   4.4 Mental Health 
 
Spend on Mental health shows a £400k YTD overspend and a forecast 
overspend of £592k reflecting increasing demand for Mental Health 
placements above planned levels. 
 
 


   4.5 Prescribing 
  
 The latest information from the NHSBSA provides actual prescribing 


expenditure for the period April to September 2014. As this information 
is published 2 months in arrears, an estimate for October and 
November has been made in arriving at the cumulative position to 
November 14.  


 
As at month 8 the prescribing budget is £584k overspent YTD with a 
forecast overspend of £1m. The forecast now includes the estimated 
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increased charge on Category M drugs (£0.3m) which was highlighted 
as a potential risk at month 7 
 
The latest information we have from the RDTC (Regional Drug & 
Therapeutics Centre) has shown a significant increase in both cost 
(3.49%) and number of items prescribed (4.03%). 


 
Further analysis has also revealed that the CCGs spend on Central 
Nervous System, Cardiovascular and Respiratory related drugs is 
greater than the National average spend per ASTRO-PU.  
 
 


    4.6 Primary Care 
 


As at Month 8 the year to date position on Primary Care is £489k 
underspent with a forecast underspend of £412k. The underspend to 
date is largely attributable to slippage against Local Enhanced services.  


 
 


    4.7 Running Costs (Corporate) 
 
The CCG is required to operate within its 2014/15 running cost 
allocation of £7.16m. The CCG has budgeted to spend £6.58m on 
running costs, which is lower than its £25 per head allocation of £7.16m. 
This is in preparation for the planned 10% reduction in CCG running 
cost allocations in 2015/16 which reduces our allocation down to 
£6.42m. 
 
Table 3 below provides a breakdown of the running costs between 
those provided via SLA with the Greater Manchester Commissioning 
Support Unit (CSU) and those provided ‘in-house’ within the CCG. 


 
 


Table 3: Running Costs 
 


Running 
Costs 


YTD 
Budget 


YTD 
Actual 


Variance 
(Favourable) 


/ Adverse 
Annual 
Budget 


Forecast 
Outturn 


Variance 
(Favourable) 


/ Adverse 


£000s £000s £000s £000s £000s £000s 


CSU - SLA 1,115 950 (165) 1,667 1,427 (240) 


CCG Admin 3,270 3,026 (244) 4,916 4,541 (375) 


Total CCG 
Running 
Costs 


4,385 3,976 (409) 6,583 5,968 (615) 


 
The actual position with CSU spend reflects performance against the 
products the CCG is commissioning in 2014/15. The underspend on 
CCG admin is due to a mixture of staff vacancies and underspends on 
non-pay budgets which reflect measures being taken to support our 
recovery plan. 
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4.8 Reserves 


 
Table 1 of Appendix 2 sets out the reserves held at month 8.   


 
Investments – this reserve includes the planned investments set aside 
as part of our 14/15 strategic plan. These investments are now subject 
to the QiPP review and prioritisation process and to date planned 
slippage of £4.9m against our investments has been identified to 
support our forecast position.   


 
Contingency – this reserve reflects the opening £2.2m contingency of 
which £0.55m has been released into mainstream budgets. The 
remaining £1.67m is supporting our forecast position. 
 
QIPP Schemes – this budget reflects the opening QiPP target that 
remains unachieved and manifests as a cost pressure until this is 
cleared to zero. The unachieved delivery on QiPP remains at £3.1m. 
  
In year adjustments to allocations – this reserve reflects specific 
allocations received during the year which have not yet been released 
from reserves into mainstream budgets. (Table 4 of appendix 2 provides 
the detail of in year movement on allocations). 
 
 
 


5.0 Financial Risks not in forecast 
 


5.1 The table below shows identified risks which have not been 
incorporated within the 14/15 forecast position. These will be kept under 
review but at the present time we assume these are part of our ‘worst 
case’ scenario. 
 
 
Table 5: Financial Risks not incorporated within the Forecast 
position. 


 
 
 


Risk Likelihood 
(H = High) 


(M = Medium) 
(L = Low) 


Value  


General Acute Over 
performance  


M £0.5m 


Total Risk Exposure 
Unfunded 


 £0.5m 


 
 


 
5.2 The above the risk represents the potential additional cost pressures 


associated with additional winter activity within the Acute sector which 
is above our current profile for this period. 
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6.0 Balance Sheet 
 


6.1 Appendix 3 details the CCG opening balance sheet as at 1st April 2014, 
closing balance sheet as 30th November 2014 and a forecasted balance 
sheet as at 31st March 2015. 


 
 
7.0  Recommendations 
 


The Governing Body is asked to:- 
 


I. Note the financial position as at 30th November 2014 and 
forecast delivery of the £4.28m savings target. 
 


II. Note that the delivery of the planned £4.28m surplus has been 
achieved through one off measures which do not address the 
underlying recurrent pressures. 


 
III. Note that on-going work is being carried out by the QiPP group 


to ensure continued delivery of our savings target in 2014-15 and 
to agree an approach and identify proposals which address the 
recurrent 2015-16 funding gap.  


 
IV. Note the level of identified financial risks not within the forecast 


outturn and basis for exclusion at this time. 
 
Gary Jones 
Chief Finance Officer 
8th January 2015 
 
 


 


Documentation  
Statutory and Local Policy 
Requirement 


 


Cover sheet completed Y 
Change in Financial Spend: Finance Section 


below completed 
Y 


Page numbers N 
Service Changes: Public Consultation 
Completed and Reported in Document 


n/a 


Paragraph numbers in place Y 
Service Changes: Approved Equality Impact 


Assessment Included as Appendix 
n/a 


2 Page Executive summary in place                            
(Docs 6 pages or more in length) 


n/a 
Patient Level Data Impacted: Privacy Impact 


Assessment included as Appendix 
n/a 


All text single space Arial 12. Headings Arial 
Bold 12 or above, no underlining 


Y 
Change in Service Supplier: Procurement & 
Tendering Rationale approved and Included 


n/a 


  
Any form of change: Risk Assessment 


Completed and included 
n/a 


  
Any impact on staff:  Consultation and EIA 
undertaken and demonstrable in document 


n/a 
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Executive Summary 
 


What decisions do you require of the Governing Body? 
• To agree process to develop plan and timeline 
• To agree risk mitigation 
• To note and comment on challenges and content of national 


guidance 
• Confirm date of “April” Governing Body.  


 
 


Please detail the key points of this report 
 


The paper and annex describes: 
• The national planning requirements for 2015-16  
• The key opportunities and challenges these place on the CCG 
• The process being undertaken to develop the CCG operational plan 
• The risks to successful development of the plan  


 
What are the likely impacts and/or implications? 
 
The failure to complete the successful development and submission of a 
quality operational plan to national timescales , will result in: 


• Weak delivery of the changes we want to make; 
• Greater national scrutiny of  the CCG 


 
How does this link to the Annual Business Plan? 


 
It describes the process of developing this 


 
What are the potential conflicts of interest? 


 
None at this stage 


 
Where has this report been previously discussed? 
 
Contents have been discussed at Directors meeting and at planning group 
 
Clinical Executive Sponsor: Dr Ranjit Gill 
Presented by: Tim Ryley  
Meeting Date: 14th January 2015 
Agenda item: 
Reason for being in Part 2 (if applicable) 
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Operational Planning Process 
 


1.0 Purpose 
 
1.1 This paper and the attached national guidance document describes: 


• The national planning requirements; 
• What the main opportunities and challenges of the requirements 


will be for the CCG; 
• Our process for addressing the requirement to have in place an 


operational plan for 2015; and 
• What the risks are to developing an effective plan and how 


these might be mitigated. 
 


1.2  The Governing Body is asked to read and note the content of the 
national guidance and challenges this presents; and to review and 
agree the process for developing the plan as described and the risk 
mitigation.  


 
 
2.0 What is required and the process for delivering the plan 
 
2.1 There is no requirement to revise our strategic plans this year. All that 


is required is that we submit a revised draft operational plan by the 27th 
February and a final operational plan following NHS England 
moderation and contract sign-off for the 10th April.  The operational 
plan submission required is a detailed financial and activity 
spreadsheet with activity data broken down by specialty and provider; 
another template including revised and new outcome trajectories; and 
a narrative plan in our own format. There are few additional planning 
requirements. 


 
2.2 However, there are new targets set for waiting times in mental health 


and a commitment is required to increase mental health spending in 
line with our increase in allocation. There is also a requirement to 
demonstrate how we are moving towards identifying, developing and 
implementing the new models of care as set out in the Five Year 
Forward View. The link between the planning and contracting round is 
at the forefront of the documentation as the planning guidance is the 
same for all NHS organisations.  


 
2.3 The CCG has set up a small leadership group meeting weekly to 


ensure tight strategic and tactical coordination between the operational 
plan and the contract negotiations (Accountable Officer, Chief 
Operating Officer, Chief Finance Officer, Clinical Director, Director of 
Provider management and Director of Strategic Planning). The Director 
of Provider Management and the Director of Strategic Planning with the 
Chief Finance Officer have established project teams for the plan and 
contract meeting at least twice weekly. The QIPP committee will 
scrutinise the process and the plans as they emerge.   


 


3 
 







2.4 The process is a very iterative one as the diagram below illustrates and 
the process designed nationally and locally is planned to reflect this.  


 
 
 
2.4 There is a schedule of dates as set out below. These include the 


Governing Body reviewing a first draft at its meeting on the 11th 
February allowing for further work prior to first submission of draft on 
the 27th February. The Governing Body meeting on April 8th should 
formally sign-off the final plan, but given this is 2 days before 
submission may prefer and additional meeting on the 25th March. 
During the period 15th February and 27th March the CCG will engage in 
conversation with the public. Where proposed changes require formal 
consultation this will be built into the implementation phase and 
described in the plan. We are unlikely to be in a position to formally 
consult in the lead up to the general election.  


 
2.5 Timeline 
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3.0 The Opportunities and Challenges 
 
3.1 Two major challenges present us in the planning round this yea; the 


first is logistical and relational; and the second financial.  
 
3.2  Governing Body members will be cognisant of the preliminary work the 


CCG is undertaking with public sector partners to develop a new 
service model across prevention, proactive, urgent and planned care. 
This initial work will culminate in a Care Congress on the 20th and 21st 
January where 100 or so local clinical and social care professionals 
and leaders will challenge the draft ideas and propose the way forward 
to their relevant governing bodies. This process will produce a strategic 
blueprint of the new system and a number of quick wins.  


 
3.3 It will be imperative that our plans and contract content and approach 


reflect the work being done and still needing to be done at this system 
and partnership level. The Governing Body will be asked to review and 
agree the direction of strategic travel as set out by the Care Congress 
at hopefully its February meeting, but possibly in March. The 
operational plan will need to reflect the outcome of this.  


 
3.4  The next stage of this partnership work will be detailed design through 


spring and summer engaging wider professional groups, staff and 
public culminating where necessary with formal consultation in the 
early autumn. The nature and scale of that consultation will be 
determined by the output of the detailed designs.   


 
3.5 The operational planning guidance and associated business rules 


present us with a number of opportunities. The CCG has received a 
greater uplift in its allocation than originally envisaged moving us some 
way towards but leaving us still some distance from our target.  


 
3.6 However, there are a number of significant pressures on our budget. 


We continue to have an underling recurrent deficit. The national 
planning guidance requires us to make a significant investment in 
mental health services in line with our increased allocation; this is the 
year we have to transfer significant additional funding into the Better 
Care Fund; and the scale of change outlined above will require 
considerable additional resources such as change management, 
double-running costs, and infrastructure improvements.  


 
3.7  NHS England has announced a pot of £200m is to be made available 


to a number of “Vanguard sites” to develop at pace new models of 
care. The application process has a number of rules and a deadline of 
2nd February. The CCG executive will have conversations with NHS 
England of our likelihood of success before deciding whether to bid. 
We are also being asked to put together a business case by the 23rd 
January to draw down our previous year’s surplus.   
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3.8 Given these competing pressures on finance it is likely the Governing 
Body will be faced with a number of difficult decisions balancing 
investments, disinvestments and transition funding.  


 
3.9 To aid the executive team in developing the plan, the Governing Body 


will be asked through a more detailed and informal session to provide a 
strategic and tactical steer. 


 
 
4.0  The risks to effective development of the plan  
 
4.1 The complexity and intensity of this process in an election year will 


provide considerable challenges. The key ones identified are: 
• Failure to have sufficient joined-up tactical oversight and 


coordination of the plan and contract. We have established a 
weekly oversight group to ensure this is addressed 


• Limited internal capacity to complete plans on time. By working 
contract and planning closely together we will look to minimise 
duplicate requirements and we will look to use the output and 
resources of the work being undertaken with us by BDO where this 
is focussed on next year rather than the longer-term focus.  


• Limited time to engage as we would wish and constraints of purdah 
leading up to an election – we are already holding meetings with 
members, staff groups, patient panel and others and will intensive 
this during February and March once plans firm-up. However, we 
will not be able to undertake any formal consultation if required until 
after the election. We will flag this in our operational plans and 
indicate potential timeframes.  


• NHS England not accepting of our plan. We are flagging issues 
early through financial routes and have arranged a meeting before 
the end of January with our new area team senior lead Graham 
Unwin. We will be looking to present a joint economy position to 
outside regulators with a clearly defined and jointly agreed plan to 
resolve these challenges.   


 
 
5.0  Recommendation 
 
5.1 The Governing Body is asked to read the attached planning guidance 


and this briefing note. To recognise the challenges in process and 
content that are likely and agree the approach and management of 
risks as described. Finally, they are asked to decide which date they 
would like to hold the Governing Body 25th March, 1st April or as 
planned 8th April. Easter Bank Holiday is the 6th April.  
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Compliance Checklist:  


 
 
 
 
 
 
 
 
 


Documentation  Statutory and Local Policy 
Requirement 


 


Cover sheet completed Y / N Change in Financial Spend: Finance Section 
below completed  


To follow 


Page numbers  Y / N Service Changes: Public Consultation 
Completed and Reported in Document  


n/a 


Paragraph numbers in place Y / N Service Changes: Approved Equality Impact 
Assessment Included as Appendix  


n/a 


2 Page Executive summary in place                            
(Docs 6 pages or more in length) 


n/a Patient Level Data Impacted: Privacy Impact 
Assessment included as Appendix 


Y / N 


All text single space Arial 12. Headings Arial 
Bold 12 or above, no underlining Y / N Change in Service Supplier: Procurement & 


Tendering Rationale approved and Included 
Y / Na 


  Any form of change: Risk Assessment 
Completed and included  


n/a 


  Any impact on staff:  Consultation and EIA 
undertaken and demonstrable in document 


Y / N 
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1. Our approach to partnership  
and planning for 2015/16


1.1 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. 


1.2	 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 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.


1.4	 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.


1.5	 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.


1.6 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 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. 


1.9	 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	 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. 


2.2 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. 


2.3 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.


2.4	 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. 


2.5	 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.


2.6	 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.	


2.7	 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). 


6



http://www.gov.uk/government/uploads/system/uploads/attachment_data/file/365960/20141013_Hospital_Food_Panel_Report_Complete_final_amended_for_website_oct_14_with_links.pdf

mailto:england.fiveyearview@nhs.net





Empowering patients


2.8 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. 


2.9 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 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.


3.2 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 


•	 models	of	enhanced	health	in	care	homes.	


3.4 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.


3.5	 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; 


•	 positive	local	relationships,	for	example	the	support	of	local	commissioners	 
and communities.


3.6 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.


3.7 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. 


3.8 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.


3.9	 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 co-
commissioning 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 - urgent 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 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.


4.2	 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. 


4.3	 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.


4.4	 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.


4.5	 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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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. 


4.7 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 outcomes for 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 injury will 
therefore form the basis of new national indicators for the 2015/16 commissioning 
for quality and innovation (CQUIN) incentive framework.


4.8 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.


4.9 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	 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’.


5.2	 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


5.3 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.


5.4 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. 


5.5 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.


5.6 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.


5.7	 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.


21







6. Driving efficiency


A more productive and efficient NHS


6.1	 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. 


6.2	 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. 


6.3	 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%.


6.4 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. 


6.5	 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. 


6.6 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. 


6.7 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 pass-
through	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.
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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	 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.


7.3	 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.
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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







Assurance of Plans


7.4	 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.


7.5 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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27 Feb 2015


27	Feb	–	30	Mar	2015


6 Mar 2015


11 Mar 2015


12	–	23	Mar	2015	


By 25 Mar 2015 


By 31 Mar 2015


10 Apr 2015


From 10 Apr 2015


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


Assurance of draft plans 
(CCGs,	NHS	England,	NHS	Trusts	and	FTs)


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


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
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7.6	 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.


7.7 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.


7.8	 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.


7.9	 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.



http://www.ntda.nhs.uk

http://www.england.nhs.uk/nhs-standard-contract
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Supplementary information for commissioner planning, 
2015/16 
 
1. The Forward View into action set out joint commissioner and provider priorities for 


2015/16.  This document provides additional information for Clinical 
Commissioning Groups (CCGs) and NHS England’s direct commissioning teams, 
including on business rules.  


 


The evolving commissioning landscape 
 


2. In 2015/16 the commissioning system will continue to evolve.  It will be 
characterised by a stronger focus on strategic goals articulated in The Forward 
View into action.  These include better prevention of ill-health, empowering 
patients, engaging diverse communities, and stimulating the development of better 
models of care, supported by innovative use of technology and workforce.  NHS 
England is not requiring the submission of revised strategic plans, but given that 
strategic goals matter just as much as Mandate and NHS Constitution objectives, 
they will be the subject of on-going NHS England-CCG dialogue and requests for 
information about progress during the year: for example, the expected major 
increase in patients receiving personal health budgets, full delivery of patient 
choice entitlements, or progress towards a paperless NHS. 


 
3. The year ahead will also see a significant move towards “place-based” clinical 


commissioning.  CCGs are being given the ability to influence an increasing 
proportion of the total local and regional NHS commissioning resources, including 
primary care and specialised services.  This will put them in a much better position 
to match investment decisions with the needs and aspirations of their local 
communities, for example to improve primary care and mental health services.  
Linked to this, CCGs will be enhancing their joint commissioning arrangements 
with local government, for example through first steps on integrated personalised 
commissioning in national demonstrator sites, and the operation of the Better Care 
Fund. 


 
4. The Forward View into action confirmed that 2015/16 would see an intense and 


forensic focus on continuing to deliver NHS Constitution and Mandate 
requirements.  This will be matched with a more differentiated approach to NHS 
England support, assurance and intervention in CCGs.  Additionally, CCGs will also 
be able to benefit from the continued improvement in commissioning support 
services through use of the lead provider framework, with NHS England offering 
CCGs advice and help in securing the benefits in a co-ordinated, phased and 
planned manner, in line with the continued Mandate objective for NHS England to 
ensure CCGs have choice of high quality commissioner support. 


 


 
 
 
 



http://www.england.nhs.uk/wp-content/uploads/2014/12/forward-view-plning.pdf

http://www.england.nhs.uk/wp-content/uploads/2014/12/forward-view-plning.pdf

http://www.england.nhs.uk/wp-content/uploads/2014/12/forward-view-plning.pdf

http://www.england.nhs.uk/wp-content/uploads/2014/12/forward-view-plning.pdf
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2015/16 business rules 
 
 Pricing and incentives 
 
5. NHS England is making a number of changes to the 2015/16 business rules.  The 


joint planning guidance has set out assumptions on tariff and costs.  Full details of 
the proposed national tariff rules are set out in the 2015/16 National Tariff 
Payment System – a consultation notice (available here).  We have also set out 
proposed changes to the standard contract (available here), which we will finalise 
in early January, alongside further detail on CQUIN and the Quality Premium.  


 
6. The standard contract for 2015/16 includes a number of significant changes, 


including revised and mandatory requirements around the application (and 
reporting the application) of sanctions by CCGs and NHS England.  To ensure 
greater transparency, we intend to require CCGs to publish on their websites 
details of the sanctions due and actually applied to each of their major providers 
for failure to achieve national standards.  CCGs should publish their first data by 
the end of April 2015, in respect of sanctions applied in Quarter 4 of 2014/15, with 
publication continuing on a quarterly basis thereafter.  


 
7. The revised draft contract includes provisions intended to address the component 


of “leakage”, through improved transparency and rigour in coding, counting and 
costing.  It also introduces claw-back arrangements to avoid staff being paid twice 
by the taxpayer for the same period of work, first through redundancy payments 
and second through subsequent NHS employment covering the same time period.  
NHS England will apply these rules itself and will expect CCGs to do the same 
 


8. A simplified Electronic Contract system will be available in January 2015 to enable 
the production of tailored, shorter contract documentation for each provider.  This 
will offer a significant benefit for smaller provider organisations, and 
commissioners are encouraged to make full use of the eContract system.  


 
9. NHS England will undertake a review of the range of financial incentives and 


sanctions applicable to commissioners and providers during 2015, and publish this 
in the autumn. 


 
CCG surpluses, deficits and drawdown 


 
10. To give CCGs more flexibility, we are reducing down to 1% the amount of funds 


that must be spent non-recurrently.  We are also codifying the eligibility, 
prioritisation and allocation process for drawdown.  Drawdown is the use of prior 
year surplus to fund current year expenditure in excess of recurrent allocation. It is 
defined as the reduction in cumulative surplus between the opening and closing 
position for a year. 


 
11. The starting requirement is that each CCG is required to achieve a surplus of 1%, or 


the level of 14/15 forecast surplus, if higher than the 1%.  That requirement is then 
subject to the rules on drawdown, and is regardless of current distance-from-
target.   



http://www.england.nhs.uk/wp-content/uploads/2014/12/reforming-payment-system.pdf

http://www.england.nhs.uk/wp-content/uploads/2014/12/stand-contrct-15-16-consult-final.pdf
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12. A CCG with a relatively high per capita growth in allocation in 2015/16 is 


encouraged to plan for a higher level of surplus if that would avoid poor value 
investment decisions and allow them to make smart medium term investment 
decisions. Those currently in deficit or not fulfilling the business rules will be 
expected to address this position in the decisions they make around use of the 
higher growth. 


 
13. A CCG with an in-year deficit in 2014/15 must plan for a reduced in-year deficit in 


2015/16 as part of its recovery plan.  The extent of this reduction will need to be 
discussed with, and approved by, NHS England in the context of a rigorous and 
detailed assurance process.  Draft recovery plans for deficit CCGs must be 
submitted in time to support the submission of the initial headline plan on 13 
January 2015.   


 
14. HM Treasury requires all NHS organisations to be in recurrent balance by the end 


of 2016/17, and any exceptions to this will require approval by HM Treasury, in 
addition to the NHS England assurance process.  Recovery plans must provide 
details of the time period over which the CCG will return to a recurrent surplus 
position, and over what timescale the CCG will achieve a cumulative surplus 
position.  Guidance will be issued separately describing the content expected of 
recovery plans.   


 
15. CCG eligibility for draw-down of prior year surpluses depends on five conditions:  


(i) the CCG has cumulative surpluses sufficient to drawdown from;  
(ii) it intends to use the investment non-recurrently, which must be 


confirmed via the business case process; 
(iii) it will still meet the business rules regarding the required surplus, e.g 


CCGs with 2014/15 carry forward surpluses between break-even and 1% 
will be ineligible; 


(iv) the commissioning system can afford for the CCG to do so; and 
(v) a CCG 5% or more above its funding target will be limited to accessing 


drawdown to the extent that the drawdown would cause them to deliver 
less than a 2% surplus.  This is to reflect the need for such CCGs to manage 
with lower levels of growth in the future.  


 
16. NHS England will apply a consistent approach across the country in agreeing the 


levels of individual CCG drawdown.  On an exceptional basis, NHS England may 
consider variations to the rules where for example strict adherence to the rules 
would cut across on-going investment plans in one or more CCG. 


 
17. If a CCG qualifies for drawdown and wishes to access funds, it will need to complete 


a business case by 23 January 2015.  NHS England will review and provide 
feedback to the CCG on whether the bid has been provisionally accepted by 16 
February 2015.   


 
18. Drawdown will be allocated according to greatest local need and benefit.  It will be 


aligned as closely as possible with the following three priorities for investment: 
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(i) CCG investment in prevention of ill-health, empowering patients, 
engaging communities, and developing new models of care as set out in 
the Forward View; 


(ii) CCGs with committed service reconfiguration plans that require non-
recurrent funding.  In allocating drawdown, NHS England  may wish to 
consider giving greater weighting to any investment required for 
challenged health economies to support tripartite health economy-wide 
solutions; and 


(iii) CCGs with provider reform commitments that are agreed as part of a 
merger or acquisition that is not being funded by the Department of 
Health (DH). 


 
19. Final confirmation of the surplus drawdown allocation will be provided at the 


conclusion of the planning process.  The processes for drawdown of prior year 
surplus and for accessing funding from the Investment Fund and Investment in 
Primary Care Fund will be aligned once the latter processes have been finalised. In 
addition the requirement on CCGs to spend 1% of their allocation non-recurrently 
provides a further source of funding to support transformation. 


 
20. Plans that exceed the provisional drawdown amounts agreed by NHS England will 


not be assured.  Unless and until plans are assured, prior year surpluses will not be 
recognised in resource limits; cash will not be provided for expenditure related to 
an unauthorised drawdown; and the quality premium due for payment in 2016/17 
will not be paid.  In exceptional circumstances, NHS England may issue directions 
to the CCG. 


  


Better Care Fund planning 
 
21. CCGs have worked in partnership with Councils to develop Better Care Fund (BCF) 


plans for 2015/16.  As these plans were submitted in September 2014 it will be 
important to ensure that they are aligned with the wider CCG operational plan, of 
which they are an important part.  The finance and activity plan template provided 
alongside this guidance includes a requirement for each CCG to set out its 
contribution to the overall Health and Wellbeing Board (HWB) plan to reduce non-
elective admissions. 


 
22. Despite the BCF planning guidance setting an indicative figure aiming at an overall 


reduction of 3.5% in non-elective admissions, it confirmed that each local area 
could set its own level of ambition, taking into account local circumstances.  


 
23. The ambition for the level of improvement agreed by CCGs and Councils in Better 


Care Fund  plans should now be reviewed in light of the current operational 
circumstances, taking into account the broad range of planning factors, including: 
(i) actual performance in the year to date, particularly through the winter; (ii) the 
likely outturn for 2014/15; and (iii) progress with contract negotiations with 
providers. Through this review CCGs will need to be confident, together with 
Councils and providers, that they have translated their initial ambition to firm and 
deliverable planning assumptions on which NHS acute capacity provision can be 
safely based. 







 


5 
 


 
24. The review should be undertaken within the partnership approach underpinning 


local BCF planning and approved by the Health and Wellbeing Board. Through a 
joined up assurance process with the NHS Trust Development Authority (TDA) and 
Monitor, NHS England will assess the extent to which any proposed change has 
been locally agreed in line with BCF requirements, and has taken full account of the 
risk to delivery of the ambition. Plans must be credible. It is likely, in light of the 
rise in emergency admissions we have seen in recent months, that many of these 
ambitions will need to be revised downward.  


 
25. There will not be a requirement to resubmit the BCF plan itself (except for areas 


whose BCF plan has not been approved). It is expected that evidence of local 
agreement to any changes will be provided through the CCG operational plan 


 
26. The payment of a proportion of the £3.8bn mandatory element of the Fund will be 


linked to the performance of local areas in reducing non-elective admissions in line 
with the trajectory agreed in their BCF plan. Payments will be made in four 
quarterly instalments. The first of these will be made in May 2015, based on 
performance in the fourth quarter of 2014/15. If the ambition for improvement is 
changed in line with the requirements set out above, the first quarterly 
performance payment will continue to be based on the trajectory for improvement 
set out in the BCF plan approved in October (or approved subsequently for plans 
initially not approved or approved subject to conditions). The three remaining 
quarterly payments will be based on performance against the confirmed trajectory 
set out in the CCG operational plan.  
 


27. If the planned level of improvement is reduced the HWB must also approve a 
balancing increase in the amount to invested in NHS commissioned out-of-hospital 
services, in line with the BCF planning guidance (unless that level of investment 
already exceeds the required minimum). 


 


Developing 2015/16 plans 
 
28. Last year, CCGs and NHS England developed two year operational plans, which 


included 2015/16.  These should now be reviewed and refreshed.   To assist the 
review of plans, the operational planning templates provided with this guidance 
have, wherever possible, been pre-populated. 


 
29. Annex A sets out the fundamental requirements of all commissioner plans.  All 


commissioners will be expected to demonstrate how they have been met.  The 
detailed measures for operational planning in 2015/16 are set out at Annex B.  A 
key change we are introducing for 2015/16 is to request inpatient activity plans to 
be based on spells, as used in ‘Secondary Uses Service’ (SUS) data.  This will bring 
the planning process between commissioners and providers closer to a common 
currency and should make it easier to ensure commissioner and provider plans are 
aligned.  


 
30. Commissioners will be required to complete the templates issued alongside this 


guidance.  We are requesting activity and financial planning data to be provided 
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through a single template, which should also make it easier to ensure that plans are 
consistent.  The key milestones for submission of plans are set out in the joint 
planning timetable agreed with Monitor and the TDA in The Forward View into 
action.  In addition to meeting these milestones, commissioners will need to make a 
first submission of their plan data to UNIFY on Wednesday 28 January. 


 
31. The full narrative detail of commissioners' plans must be available locally to be 


shared with partners and stakeholders including NHS England.   
 
32. CCGs that are applying to take on full or joint commissioning of primary care will 


be expected to complete the relevant sections, which will be included in the CCG 
template. 


 
33. The key elements of CCG plans to be covered in the templates are set out below. 
 


Segment Covering 


Outcomes Trajectory for Clostridium difficile reduction. 
Trajectory for dementia diagnosis. 
Trajectory for IAPT coverage and recovery. 
Trajectory for IAPT waiting times. 
Record of Quality Premium measures. 


NHS 
Constitution 


Trajectories for delivery of all NHS Constitution rights and 
pledges. 


Activity Trajectories for: 
Elective spells. 
Non elective spells. 
Outpatient attendances. 
A&E attendances. 
Referrals. 


Better Care 
Fund 


Improvement against the agreed BCF measures. 


Financial plan 
summary 


An overview of the financial plan. 


Revenue 
resource limit 


Detail of recurrent and non-recurrent allocations expected to be 
received. 


Financial plan 
detail 
15/16 


Details of the financial plan for 2015/16, tracking the movement 
in spend and allocation from 2014/15 forecast outturn and 
planning assumptions including provider efficiency, inflation, 
activity growth (demographic and non-demographic), 
contingency, recurrent headroom. 


QIPP Detail of financial impact of QIPP schemes. 


Risk Details and valuation of identified risks. Details of mitigation 
strategies. 


Investment Details of planned investment including use of headroom. 



http://www.england.nhs.uk/wp-content/uploads/2014/12/forward-view-plning.pdf

http://www.england.nhs.uk/wp-content/uploads/2014/12/forward-view-plning.pdf
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Segment Covering 


Mental Health Details of the planned real-terms increase in 2015/16 mental 
health spend, to be at least as great as the CCG’s overall real terms 
funding increase, and further details on new Mandate 
requirements. 


Statement of 
financial 
position 


Detail of assets, liabilities and taxpayers’ equity. 


Cash Breakdown of receipts and payments. 


Capital Planned capital expenditure by scheme. 


Contract value Details of forecast spend and activity on current contracts for 
14/15 and anticipated contract value for 15/16. 


Underlying 
recurrent 
position 


This will underpin the requirement to ensure all organisations 
return to or maintain underlying financial balance by 2016/17. 
Quality of submissions in this area in the past has varied 
significantly, and so scrutiny of the underlying position will 
feature more prominently in the assurance process. 


 
 


NHS England’s direct commissioning 
 
34. NHS England’s regional teams will work with CCGs and other local partners to 


ensure a consistent and coordinated approach across the commissioning of all NHS 
services and related social care provision.  They will also work far more closely 
with Monitor and the Trust Development Authority to ensure greater alignment 
between commissioner and provider plans. 


 
NHS public health services (Section 7A Agreement) 


 
35. NHS England commissions immunisation and screening programmes, children’s 


public health services from pregnancy to age five (from April – September 2015 
only), child health information systems, public health for people in places of 
detention, and sexual assault services.  Working in partnership with Public Health 
England (PHE) and with local public health services provided by councils, we will 
seek to ensure that the national level of performance for each service has been 
improved or at least maintained, and reduce the variation in local levels of 
performance. 


 
36. Three new programmes that have been included are: 


 expansion to include four additional programmes for the Newborn Bloodspot 
Screening Programme; 


 continued expansion of the childhood flu programme to include children aged 
five and six; and 


 the implementation of the proposed new Meningitis B immunisation 
programme for infants, subject to the vaccine being procured by DH and PHE 
at a cost-effective price. 


 







 


8 
 


37. In January 2014, Ministers confirmed that the following commissioning 
responsibilities from the 0-5 healthy child programme would transfer from NHS 
England to 152 local authorities on 1 October 2015: 
 Health Visiting services (universal and targeted services); and 
 Family Nurse Partnership services (targeted services for teenage mothers). 
 


38. NHS England is working with DH and Local Authorities to ensure the safe transfer 
of commissioning responsibilities for these services. Our aim is to maintain the 
stability of service delivery whilst continuing the planned improvements in 
outcomes for children. This will mark the final part of the public health transfer.   


 
Transforming care for people in the justice system and the armed forces   
  
39. People in the justice system have disproportionately higher health needs, both 


mental and physical, than the population as a whole.  Meeting the needs of this 
population is therefore a key plank for tackling health inequalities.  As the statutory 
commissioner for healthcare for people in the justice system, in 2015/16 NHS 
England will roll out new models of liaison and diversion services for people in 
police custody and the courts, to cover 50% of the population.  We will work with 
partners to improve access to screening services for those in secure and detained 
settings.  Following increased investment in 2014/15 into sexual assault referral 
services, we will look to make these available to all ages and secure services across 
the country.   
 


40. For people in the armed forces, our priorities for 2015/16 are to improve equitable 
access to care, to focus on the transition for individuals leaving the armed forces 
particularly in respect of mental health and musculo-skeletal services, and to work 
with partners to improve care for veterans. 


 
Content of direct commissioning operational plan 


 
41. For NHS England’s direct commissioning, each regional team will need to complete 


plan templates, as relevant, covering the areas of commissioning they are 
responsible for from the areas below: 
 primary, medical, dental, pharmacy, optical, and secondary care dental 


services (including primary care co-commissioning); 
 specialised services (including impact of transfers of activity); 
 public health section 7A services (including 0-5 impact); 
 services for members of the armed forces and their families; and 
 services for people in the justice system. 
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42. For each directly commissioned service, the plan developed by regional 
commissioning teams should be structured around the segments detailed below: 


 
 


Segment Covering 


Activity Trajectories for relevant activity measures  


Financial plan 
summary 


An overview of the financial plan. 


Revenue 
resource limit 


Detail of recurrent and non-recurrent allocations expected to be 
received. 


Financial plan 
detail 
15/16 


Details of the financial plan for 15/16, tracking the movement in spend 
and allocation from 14/15 forecast outturn and planning assumptions 
including provider efficiency, inflation, activity growth (demographic 
and non-demographic), contingency, recurrent headroom. 


QIPP Detail of financial impact of QIPP schemes. 


Risk Details and valuation of identified risks and mitigations in 2015/16. 


Investment Details of planned investment in 2015/16 including use of headroom. 


Mental Health Details of the planned real-terms increase in 2015/16 mental health 
spend, to be at least as great as the CCG’s overall real terms funding 
increase, and further details on new Mandate requirements. 


Contract value Details of forecast spend and activity on current contracts for 14/15 
and anticipated contract value for 15/16.  


Underlying 
recurrent 
position 


To support the requirement that all organisations return to or 
maintain underlying financial balance by 16/17. Quality of submissions 
in this area in the past has varied significantly, and so scrutiny of the 
underlying position will feature more prominently in the assurance 
process. 
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Annex A:  Fundamental Elements of Operational Plans 
 


Fundamental Key features to be demonstrated in plans 


Outcomes 


Delivery across the 
five domains and 
seven outcome 
measures 


 Your understanding of your current position on outcomes as set 
out in the NHS Outcomes Framework 


 The actions you need to take to improve outcomes 


Improving health  Working with HWB partners, your planned outcomes from taking 
the five steps recommended in the “commissioning for prevention” 
report 


Reducing health 
inequalities 


 Identification of the groups of people in your area that have a 
worse outcomes and experience of care, and your plans to close 
the gap 


 Implementation of the five most cost-effective high impact 
interventions recommended by the NAO report on health 
inequalities 


 Implementing EDS2 
 Examination of how the organisation compares against the first 


NHS Workforce Race Equality Standard 


Parity of esteem  The resources you are allocating to mental health to achieve parity 
of esteem 


 Identification and support for young people with mental health 
problems 


 Plans to reduce the 20 year gap in life expectancy for people with 
severe mental illness 


 The planned level of real terms increase in spending on mental 
health services 


Access 


Convenient access 
for everyone 


 How you will deliver good access to the full range of services, 
including general practice and community services, especially 
mental health services in a way which is timely, convenient and 
specifically tailored to minority groups 


 Plans to improve early diagnosis for cancer and to track one-year 
cancer survival rates 


Meeting the NHS 
Constitution 
standards 


 That your plans include commissioning sufficient services to 
deliver the NHS Constitution rights and pledges for patients on 
access to treatment as set out in Annex B and how they will be 
maintained during busy periods 


 How you will prepare for and implement the new mental health 
access standards 


Quality 


Response to Francis, 
Berwick and 
Winterbourne View 


 How your plans will reflect the key findings of the Francis, Berwick 
and Winterbourne View Reports – including how your plans will 
make demonstrable progress in reducing the number of inpatients 
for people with a learning disability and improve the availability of 
community services for people with a learning disability 
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Fundamental Key features to be demonstrated in plans 


Patient safety  How you will address the need to understand and measure the 
harm that can occur in healthcare services, to support the 
development of capacity and capability in patient safety 
improvement 


 How you will increase the reporting of harm to patients, 
particularly in primary care and focused on learning and 
improvement 


 Your plans for tackling sepsis and acute kidney injury 
 How you will improve antibiotic prescribing in primary and 


secondary care 


Patient experience  How you will set measureable ambitions to reduce poor 
experience of inpatient care and poor experience in general 
practice 


 How you will assess the quality of care experienced by vulnerable 
groups of patients and how and where experiences will be 
improved for those patients 


 How you will demonstrate improvements from FFT complaints 
and other feedback 


 How you will ensure that all the NHS Constitution patient rights 
and commitments given to patients are met 


 How you will ensure you meet the recommendations of the 
Caldicott Review that are relevant to the patient experience 


Compassion in 
practice 


 How your plans will ensure that local provider plans are delivering 
against the six action areas of the Compassion in Practice 
implementation plans 


 How the 6Cs are being rolled out across all staff 


Staff satisfaction  An in-depth understanding of the factors affecting staff satisfaction 
in the local health economy and how staff satisfaction locally 
benchmarks against others 


 How your plans will ensure measureable improvements in staff 
experience in order to improve patient experience 


Seven day services  How you will make significant further progress in 2015/16 to 
implement at least 5 of the 10 clinical standards for seven day 
working 


Safeguarding  How your plans will meet the requirements of the accountability 
and assurance framework for protecting vulnerable people 


 The support for quality improvement in application of the Mental 
Capacity Act 


 How you will measure the requirements set out in your plans in 
order to meet the standards in the prevent agenda 
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Fundamental Key features to be demonstrated in plans 


Innovation 


Research and 
innovation 


 How your plans fulfil your statutory responsibilities to support 
research 


 How you will use Academic Health Science Networks to promote 
research 


 How you will adopt innovative approaches using the delivery 
agenda set out in Innovation Health and Wealth: accelerating 
adoption and diffusion in the NHS 


Delivering Value 


Financial resilience; 
delivering value for 
money for taxpayers 
and patients and 
procurement 


 Meeting the business rules on financial plans including surplus, 
contingency and non-recurrent expenditure 


 Clear and credible plans that meet the efficiency challenge and 
are evidence based, including reference to benchmarks 


 The clear link between service plans, financial and activity plans 
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Annex B:  NHS Operational Planning measures 2015/16 
 


NHS Constitution standards Standard 
Monthly/ Annual 
total 


Technical 
Guidance 


Planning 
trajectory 


A&E waits  


Patients should be admitted, transferred or discharged within 4 hours of their arrival at 
an A&E department  


95% Quarterly 
(*reports are 


made weekly but 
plans will be 


requested on a  
quarterly basis) 


  


Cat A Ambulance calls 


Category A calls resulting in an emergency response arriving within 8 minutes – Red 1 75% Monthly   


Category A calls resulting in an emergency response arriving within 8 minutes – Red 2 75% Monthly   


Category A calls resulting in an ambulance arriving at the scene within 19 minutes  95% Monthly   


Referral To Treatment waiting times for non-urgent consultant-led treatment 


Admitted patients to start treatment within a maximum of 18 weeks from referral  90% Monthly   


Non-admitted patients to start treatment within a maximum of 18 weeks from referral  95% Monthly   


Patients on incomplete non-emergency pathways (yet to start treatment) should have 
been waiting no more than 18 weeks from referral 


92% Monthly   


Diagnostic test waiting times 


Patients waiting for a diagnostic test should have been waiting less than 6 weeks from 
referral   


99% Monthly   
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NHS Constitution standards Standard 
Monthly/ Annual 
total 


Technical 
Guidance 


Planning 
trajectory 


Cancer waits – two-week wait 


Maximum two-week wait for first outpatient appointment for patients referred urgently 
with suspected cancer by a GP 


93% Quarterly   


Maximum two-week wait for first outpatient appointment for patients referred urgently 
with breast symptoms (where cancer was not initially suspected) 


93% Quarterly   


Cancer waits – 31 days 


Maximum one month (31-day) wait from diagnosis to first definitive treatment for all 
cancers  


96% Quarterly   


Maximum 31-day wait for subsequent treatment where that treatment is an anti-cancer 
drug regimen  


98% Quarterly   


Maximum 31-day wait for subsequent treatment where that treatment is surgery  94% Quarterly   


Maximum 31-day wait for subsequent treatment where the treatment is a course of 
radiotherapy 


94% Quarterly   


Cancer waits – 62 days 


Maximum two-month (62-day) wait from urgent GP referral to first definitive treatment 
for cancer  


85% Quarterly   


Maximum 62-day wait from referral from an NHS screening service to first definitive 
treatment for all cancers 


90% Quarterly   


Maximum 62-day wait for first definitive treatment following a consultant’s decision to 
upgrade the priority of the patient (all cancers) – no operational standard set 


Not set Quarterly   
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NHS Constitution supporting measures 


 


Expectation 
Monthly/ Annual 


total 
Technical 
Guidance 


Planning 
trajectory 


Mental health 


Care Programme Approach (CPA): The proportion of people under adult mental 
illness specialties on CPA who were followed up within 7 days of discharge from 
psychiatric in-patient care during the period  


95% Quarterly   


Referral To Treatment waiting times for non-urgent consultant-led treatment 


Zero tolerance 52 week waits 0% Monthly   


Mixed Sex Accommodation Breaches 


Minimise breaches  Monthly   


Cancelled Operations 


All patients who have operations cancelled, on or after the day of admission 
(including the day of surgery), for non-clinical reasons to be offered another binding 
date within 28 days, or the patient’s treatment to be funded at the time and hospital 
of the patient’s choice. 


 Quarterly   


A&E waits 


No waits from decision to admit to admission over 12 hours  Quarterly   


Cancelled Operations 


No urgent operation to be cancelled for a second time  Monthly   


 


Ambulance Handovers 
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All handovers between ambulance and A&E must take place within 15 minutes and 
crews should be ready to accept new calls within a further 15 minutes.  Financial 
penalties, in both cases, for delays over 30 minutes and over an hour. 


 Only collected in 
winter 


  


 


 


Activity measures 
Monthly/ Annual 


total 
Technical 
Guidance 


Planning 
trajectory 


Referrals 


GP written referrals from GPs for a first outpatient appointment in general and acute specialties Monthly   


Other referrals for a first outpatient appointment in general and acute specialties Monthly   


Total referrals in general and acute specialties1 Monthly   


Elective  


Elective – ordinary admissions in all specialties (spells) Monthly   


  Of which: Elective admissions – ordinary admissions in general and acute specialties (spells) Monthly   


Elective – day cases in general and acute specialties2 (spells) Monthly   


Total elective admissions in all specialties (spells) 3 Monthly   


  Of which: Total elective admissions in general and acute specialties (spells)4 Monthly   


Non-elective 


                                                        
1
 Calculated from GP referrals and Other referrals 


2
 All day cases will be in general and acute specialties 


3
 Calculated from elective ordinary admissions in all specialties and day cases in general and acute specialties 


4
 Calculated from elective ordinary admissions in general and acute specialties and day cases in general and acute specialties 
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Activity measures 
Monthly/ Annual 


total 
Technical 
Guidance 


Planning 
trajectory 


Non-elective admissions in all specialties (spells) Monthly   


  Of which: Non-elective admissions in general and acute specialties (spells) Monthly   


Outpatients 


First outpatient attendances following GP referral – all specialties Monthly   


  Of which: First outpatient attendances following GP referral in general and acute specialties  Monthly   


All first outpatient attendances in all specialties Monthly   


  Of which: All first outpatient attendances in general and acute specialties  Monthly   


All subsequent outpatient attendances in all specialties Quarterly/Monthl
y 


  


A&E 


A&E attendances – Total all types Monthly   


 


Infection Expectation 
Monthly/ Annual 


total 
Technical 
Guidance 


Planning 
trajectory 


Number of C. difficile infections  Monthly   


MRSA zero tolerance   Monthly   


 


Mental Health Expectation 
Monthly/ Annual 


total 
Technical 
Guidance 


Planning 
trajectory 
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Mental Health Expectation 
Monthly/ Annual 


total 
Technical 
Guidance 


Planning 
trajectory 


Dementia  


% diagnosis rate  66.7% Monthly   


IAPT 


IAPT access proportion 15% annually Quarterly   


IAPT recovery rate 50% Quarterly   


*New* Mental health access waits 


IAPT 


The proportion of people that wait 18 weeks or less from referral to entering a 
course of IAPT treatment against the number of people who finish a course of 
treatment in the reporting period 


95% by April 
2016 


Quarterly   


The proportion of people that wait 18 weeks or less from referral to their first  IAPT 
treatment appointment against the number of people who enter treatment in the 
reporting period 


 Quarterly   


The proportion of people that wait 6 weeks or less from referral to entering a course 
of IAPT treatment against the number of people who finish a course of treatment in 
the reporting period 


75% by April 
2016 


Quarterly   


The proportion of people that wait 6 weeks or less from referral to their first  IAPT 
treatment appointment against the number of people who enter treatment in the 
reporting period 


 Quarterly   


Operational recovery indicator, to capture:  


Number of ended referrals in the reporting period that received a course of     
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Mental Health Expectation 
Monthly/ Annual 


total 
Technical 
Guidance 


Planning 
trajectory 


treatment against the number of ended referrals in the reporting period that 
received a single treatment appointment 


Average number of treatment sessions     


Re-focusing service provision on less severe cases (in development)     


Early Intervention in Psychosis 


More than 50% of people experiencing a first episode of psychosis will be treated 
with a NICE approved care package within two weeks of referral (in development) 


>50% by April 
2016 


   


Liaison Psychiatry 


% of acute trusts with an effective model of liaison psychiatry (all ages, appropriate 
to the size, acuity and specialty of the hospital) (in development) 


100% by 2020    


 


*New* Transforming care 
Monthly/ Annual 


total 
Technical 
Guidance 


Planning 
trajectory 


Total number of patients in in-patient beds for mental and/or behavioural healthcare who have either 
learning disabilities and/or autistic spectrum disorder (including Asperger’s syndrome) 


Quarterly   


Numbers of admissions to in-patient beds for mental and/or behavioural healthcare who have either 
learning disabilities and/or autistic spectrum disorder (including Asperger’s syndrome). 


Quarterly   


Numbers of patients discharged to community settings Quarterly   


Patients without a care coordinator Quarterly   


Patients not on the register Quarterly   
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Patients without a review in the last 26 weeks Quarterly   


 


Better Care Fund 
Monthly/ Annual 


total 
Technical 
Guidance 


Planning 
trajectory 


Transfers 


Delayed transfers of care Monthly   


Admissions 


Emergency admissions [non-electives] collected via BCF template in 14/15 Monthly  Collected in 
suite of 
activity 


measures 


Admissions to residential and nursing care Annual   


Reablement 


Effectiveness of reablement Annual   


Patient experience 


Patient and service-user experience    


*New* Bed Days    


 


*New* Quality Premium 2015/16 


 


Monthly/ Annual 
total 


Technical 
Guidance 


Planning 
trajectory 


Measures to be confirmed in January    
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All CCG OIS measures are available for planning: http://www.england.nhs.uk/ccg-ois/. 


 


Outcome Measure 
Monthly/ Annual 


total 
Technical 
Guidance 


Planning 
trajectory 


Composite indicator comprised of (i) GP services, (ii) GP Out of Hours Annual   


Patient experience of inpatient care Annual   


Hospital deaths attributable to problems in care  


This indicator is still in development 


-   


Health related quality of life for people with long-term conditions Annual   


 


NB: In 2016/17 a new measure will be introduced regarding one year cancer survival rates 
 


Direct commissioning – primary care measures 
 


Primary care 
Monthly/ Annual 


total 
Technical 
Guidance 


Planning 
trajectory 


Patient satisfaction 


Satisfaction with the quality of consultation at the GP practice Bi-annual release, 
annual data 


  


Satisfaction with the overall care received at the surgery Bi-annual release, 
annual data 


  


Satisfaction with accessing primary care Bi-annual release, 
annual data 


  



http://www.england.nhs.uk/ccg-ois/
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Annex C:  Summary of Business Rules and Financial Planning 
Assumptions 
 
Business Rules 
 


Business 
Rules 


CCG 
Specialised 


Commissioning 
Public Health 


Other Direct 
Commissioning 


Surplus  Higher of 1% and 
2014/15 surplus, less 
any agreed 
drawdown 


0% carry forward 0% carry 
forward 


Higher of 1% and 
2014/15 surplus, 
less any agreed 
drawdown 


Drawdown Cumulative surplus 
at end of 2014/15 
over 1% 
CCGs will be eligible 
to request drawdown 
subject to business 
case sign off 
 
Increase in or move 
into cumulative 
deficit in 2015/16 
(i.e. in-year deficit) 
A deficit plan will 
only be accepted in 
exceptional cases 
where rigorous 
assurance by NHS 
England indicates 
that it is unavoidable 
and minimised 


Any unavoidable 
in-year deficits 
will be subject to 
rigorous 
assurance by 
Region/national 
leadership 
 


Zero 
drawdown 


Subject to CCG 
priority access, 
drawdown may 
be available for 
primary care 
commissioners 
with a 
cumulative 
surplus at the 
end of 2014/15 
over 1%, on the 
basis of assured 
business cases. 


Contingency Minimum 0.5% 


Non-
recurrent 
spend 


1% non-recurrent 
spend – to be 


released in line with 
risk assessment co-


ordinated with 
Region and invested 
in line with strategic 


transformation 
priorities 


0% non-recurrent 
spend 


0% non-
recurrent 
spend 


1% non-
recurrent spend 


Administrati
ve costs 


No overspend against 
administration cost 
allocation 


N/A  N/A N/A 
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Non-elective 
admissions 


Plans for spending the 50% balance on 
non-elective admissions over the baseline 
to be signed off with the relevant 
providers and published by the 
commissioner 


N/A N/A 


Contract 
penalties 


Where a service is subject to mandatory contract penalties within the NHS 
Standard contract, the commissioner will apply any penalty to the full extent 
stated in the contract without exception.  Details of the application of any sums 
received from penalties will be published by the commissioner. 


Alignment 
with NHS 
Providers 


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. 


 


Definitions 
 
Surplus Target: Commissioners are required to make a minimum surplus of 1% or the 
level achieved in 2014/15 if higher, in 2015/16.  The only exceptions are for CCGs with 
agreed drawdown requirements.  The surplus figure will be calculated as: 


Surplus (includes non-recurrent allocation and non-recurrent expenditure) 
Total allocation (recurrent and non-recurrent including brought forward 


surplus/deficit) 


It is recognised that calculating the surplus on the basis of total allocation increases the 
minimum surplus requirement for those with, for example, a higher level of brought 
forward surplus; however, the formula has been set to ensure transparency and 
simplicity of calculation, and the amounts concerned are small. 
 


Contingency: Commissioners should plan to hold a minimum of 0.5% contingency.  The 
calculation of contingency will be as follows: 


Contingency 
Total allocation (recurrent and non-recurrent including brought forward 


surplus/deficit) 


 


Non-Recurrent Spend: The value of commissioners’ funding that they are required to 
set aside for non-recurrent expenditure in 2015/16 in addition to that set aside for the 
better care fund is 1%, calculated as follows: 


Agreed plans in place for non-recurrent investment 
Recurrent notified allocation 


Administrative Costs: Commissioners are asked to ensure that plans are in place to 
ensure administrative costs are not overspent. Underspends on administrative costs 
may be spent on programme costs.  
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Financial Planning Assumptions 
 


Planning 
Assumptions 


CCG 


Direct 
Commissioning 


(excluding Public 
Health) 


Public Health 


Demographic growth 
(to be derived using 
ONS published 
statistics unless 
otherwise agreed) 


Local determination 
using age profiled 
population projections 


Primary Care: Local 
determination based 
on resident population 
in line with crude 
population estimates 
 
Other: Local 
determination using 
age profiled 
population projections 


Local determination 
using age profiled 
population projections 


Non-demographic 
growth 


Local determination 
based on historic 
analysis and evidence 


Local determination 
based on historic 
analysis and evidence 


N/A 


Tariff Change To be published following completion of the consultation process 


Price inflation – 
prescribing 


Local determination – 
expected to be in a 
range of 4% to 7% per 
annum increase 


N/A N/A 


Price inflation – 
Continuing Health 
Care 


Local determination – 
expected to be in a 
range of 2% to 5% per 
annum increase 


N/A N/A 


Quality premium Revenue resource 
/expenditure to be 
excluded from plans as 
budgeted centrally 


N/A N/A 
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NHS STOCKPORT CLINICAL COMMISSIONING GROUP 
 


      DRAFT 
MINUTES OF THE GOVERNING BODY MEETING 


HELD AT REGENT HOUSE, 
STOCKPORT 


ON WEDNESDAY 10 DECEMBER 2014  
 


PART I 
 


PRESENT 
  
Ms J Crombleholme Lay Member (Chair) 
Dr V Mehta Clinical Director for General Practice Development 
Dr P Carne Locality Chair: Cheadle and Bramhall 
Dr R Gill Chief Clinical Officer  
Dr M Ryan Secondary Care Consultant 
Mr J Greenough Lay Member 
Dr S Woodworth Locality Vice-chair: Marple and Werneth 
Mr G Jones Chief Finance Officer  
Mrs G Mullins Chief Operating Officer  
Dr C Briggs Clinical Director for Quality and Provider Management 
Miss K Richardson Nurse Member 
  


IN ATTENDANCE 
 
Mr P Pallister Board Secretary 
Mr M Chidgey Director of Quality and Provider Management 
Mr R Roberts Director of General Practice Development 
Mr T Ryley Director of Strategic Planning and Performance 
Cllr J Pantall Chair of the Health and Wellbeing Board 
Mrs G Evans Joint Commissioning Lead (for item 4) 
  


APOLOGIES 
 


Dr A Aldabbagh Locality Chair: Stepping Hill and Victoria 
Dr A Johnson Locality Chair: Marple and Werneth (Vice-chair) 
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200/14 APOLOGIES 
 
J Crombleholme welcomed the Governing Body and the members of the public 
and staff to the meeting. She explained that today’s is a short meeting to allow time 
for the Governing Body to discuss the CCG’s strategy and plans.  
 
Apologies were received from A Aldabbagh, A Johnson, V Owen-Smith and T 
Stokes. 
 
 
201/14 DECLARATIONS OF INTEREST 
 
The Chair invited the members of the Governing Body to declare their interests.  
 
There were no further interests declared in addition to those previously made and 
held on file by the Board Secretary. 
 
 
202/14 APPROVAL OF THE MINUTES OF THE MEETING HELD ON 12 
NOVEMBER  2014 
 
The draft minutes of the meeting of the Governing Body held on 12 November 
2014 were agreed as a correct record. 
 
 
203/14 MENTAL HEALTH COST-IMPROVEMENT PLAN 
 
M Chidgey presented a report detailing proposals for the reform of the Community 
Mental Health Teams. The proposal is to reform services for people with severe 
and enduring poor mental health by centralising services and focusing resources 
upon the people with the highest needs. He explained that Pennine Care NHS 
Foundation Trust is aiming to make the same cost improvement savings for mental 
health as other trusts are making for services for physical health but he reminded 
the Governing Body that they are starting from a position of lower initial funding. 
 
He explained that the proposed model for the Community Mental Health Team is to 
have a single acute/intensive team, and to have two Rehabilitation and Recovery 
Teams by which the majority of service users would be supported.  This represents 
a reduction of two posts and a corresponding increase in caseload for the 
remaining positions from 21 to 24 patients. 
 
Pennine Care NHS Foundation Trust has undertaken consultation and 
engagement on these proposals with both staff and service users. There is a 
significant amount of profile for these proposals; the CCG has met with a campaign 
group to discuss their concerns and there has been a discussion at the Health 
Scrutiny Committee where the campaign group were also in attendance. The 
Governing Body’s Quality and Provider Management Committee has also 
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considered the proposals and the corresponding quality impact assessment. The 
quality impact of the changes has been assessed as ‘moderate’.  
 
The recommendation from the Quality and Provider Management Committee is to 
proceed to this new model and for all of the proposed monitoring activities to be 
put into place. We have received assurance that all of the current third sector 
capacity will be maintained during 2015/16 but this will need to be revisited for 
2016/17. 
 
M Chidgey concluded by stating that if the Governing Body does not support these 
proposals then Pennine Care NHS Foundation Trust will need to apply the cost-
improvement target to another service for a different patient group or the 
Governing Body will need to reduce its cost-improvement requirement for mental 
health services and instead apply it to other (non-mental health) services. 
 
T Ryley noted that the CCG currently has a relatively low level of spending on 
mental health services and asked if this proposal will move the CCG closer to the 
average spend. M Chidgey replied that the proposed change will move Stockport 
closer to the average spending level. He added that on average Stockport receives 
similar levels of access to mental health services as do other CCGs but at a lower 
price. 
 
P Carne asked if any medium-term risks have been identified with these proposals. 
M Chidgey explained that the risk to the resilience of the service has been 
mitigated by making the teams larger. There is the risk of the change to a new 
model of working not being as smooth as it could be and of the model not 
delivering care as intended. These risks would need to be managed through the 
service implementation. 
 
R Gill informed the members that concerns have been raised with the CCG by a 
campaign group regarding patient safety and the transitioning between services. 
He noted from the quality impact assessment that there are steps included for 
Pennine Care NHS Foundation Trust to monitor patient safety but he asked what 
the CCG could do in our role as the commissioners of the service. 
 
M Chidgey answered that patient safety would be monitored by a sub-group of the 
contract meeting; the CCG is represented on this group. He added that the 
concern has been raised that patients could require rapid access back into the 
intensive service; he explained that we have received assurance that this works 
currently in the Tameside model. 
 
J Crombleholme asked if this same model of care is fully in place within Tameside 
and is judged to be working effectively. G Evans explained that the service is 
running in Tameside however as part of this cost-improvement review the protocol 
is being tightened. R Gill asked if this is following an approach of continual 
refinement; M Chidgey agreed that the processes are being refined following 
monitoring and evaluation. 
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C Briggs commented that from a clinical perspective she finds the model appealing 
because there will be a smaller group of severe cases which are being supported 
by focused caseworkers. She noted the requirement to monitor the numbers of 
patients escalating through the service and the impacts of this. 
 
K Richardson added that the Quality and Provider Management Committee 
supported the proposed model from the financial perspective but stressed the 
importance of monitoring the quality of service provision. 
 
T Ryley observed from the tariff deflator an indication that such cost efficiencies 
will be required again in future years; he asked if Pennine Care NHS Foundation 
Trust have provided the CCG with a view as to where they might next look to make 
such cost improvements. He asked how such cost pressures impact upon the 
Parity of Esteem agenda. M Chidgey explained that today’s report represents only 
the proposals for the 2015/16 savings target. He agreed that it becomes 
progressively harder for providers to make further cost improvements and 
efficiencies. He reminded the Governing Body that whilst Pennine Care NHS 
Foundation Trust is the CCG’s largest mental health service provider it is not the 
only one; therefore the CCG’s delivery of the Parity agenda is broader than just 
Pennine Care NHS Foundation Trust. 
 
J Crombleholme added that the Quality and Provider Management Committee had 
identified the third sector providers as being a key consideration and noted that 
there is currently no assurance as to their provision from year two and beyond. M 
Chidgey explained that the services provided by the third sector providers are for 
service users to ‘step down’ to. It is certain that there will be changes in the future 
although we do not yet know what these will be; it is likely that they will impact 
upon this model. 
  
R Gill noted that the Parity of Esteem agenda is aiming to treat people with low 
mental health with the same priority as people with physical health issues. He 
commented that people with severe and enduring mental illness die on average 
ten years before their life expectancy from conditions such as cardio-vascular 
disease and cancer. He acknowledged this focus on core mental health services 
but suggested that the CCG should also focus on these dreadful outcomes for a 
cohort of patients who are not always the most articulate at explaining their needs. 
 
J Pantall asked if there would be benefit in prioritising funding for Public Health’s 
mental health work. He explained that next week the Executive at Stockport 
Metropolitan Borough Council are considering their approach. There is the idea of 
asking the third sector to work more closely together as this might present 
opportunities to reduce overheads. 
 
K Richardson commented that the Quality and Provider Management Committee 
had been presented with only one option. The Committee asked for clarity as to 
why they received only one option and were told that this was the option which was 
considered as delivering service improvement. 
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The Governing Body supported the service changes proposed by Pennine Care 
NHS Foundation Trust. 
 
 
204/14 PERFORMANCE REPORT: FINANCE 
 
G Jones presented the monthly Finance Report detailing the CCG’s position as at 
the end of October 2014. He informed the Governing Body of the following key 
messages: 
 


- The month 7 financial position shows a slight overspend against the plan 
however we are forecasting full delivery of the required surplus by year end 


- NHS England has confirmed that we will receive the expected ‘referral to 
treatment’ monies 


- Our providers are currently performing better against their CQuIN targets 
than we have budgeted for 


- There is an underspend to the £250m national CCHC legacy pot and so the 
CCG may receive a refund from this. 


 
M Ryan asked if NHS England has confirmed only the first tranche of the ‘referral 
to treatment’ funding; G Jones answered that NHS England have confirmed the 
total financial support being received by the CCG. This is £2.2m and we are not 
expecting any further financial support for this initiative. 
 
G Jones continued that the financial position remains tight. We are attending 
monthly meetings with the Area Team who are tracking the CCG’s financial 
performance.  
 
A further £1.3m of potential in-year cost pressures have been identified. As these 
have been assessed as low probability they are not included in today’s financial 
position. For example during November the early data is showing a slight decrease 
in the prescribing forecast and therefore the £0.3m additional cost pressure may 
not materialise. 
 
The Governing Body: 
 


- Noted the financial position as at 31 October 2014 and the latest forecast 
showing delivery of the £4.28m surplus target 


- Noted the improvement of £1.5m in the forecast position from £2,763k 
surplus reported at month 6 to full delivery of the CCG’s target of £4.28m 


- Endorsed the approach that the delivery of the planned £4.28m surplus has 
been achieved through delay and resulting slippage on 2014/15 investments 


- Noted the identified financial risks not within the forecast outturn and the 
basis for their exclusion at the time 


- Received the unconfirmed minutes of the Audit Committee of 15 October 
2014.  
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205/14 REPORT OF THE CHIEF OPERATING OFFICER 
 
G Mullins provided the following updates: 
 


- In November 2014 the CQC published data relating to all GP practices. 
Some issues have been identified with this data locally and so the 
information is being republished 


- The CCG received an unannounced inspection by the Care Quality 
Commission of our arrangements for children’s safeguarding. When the 
written feedback is received this will be shared with the Governing Body 


- The Quarter 2 Checkpoint meeting between NHS England Area Team and 
the CCG has taken place. The feedback from this will be circulated once 
received. 


 
The Governing Body noted the updates and received the Resilience and 
Compliance Report for December 2014. 
 
 
206/14 PROCUREMENT STRATEGY 
 
G Mullins introduced this item by reminding the members that she informed them 
at last month’s meeting that Stockport NHS Watch has made a number of 
complaints to the CCG concerning the procurement policy. The complaints have 
concerned a number of clauses they wished to have included, the timeliness of 
contract information being made available, and how their initial complaint has been 
handled. G Mullins and R Gill are meeting with the group tomorrow. 
 
M Chidgey explained that the purpose of the Procurement Policy is to set out our 
local context, processes and priorities for procurement. The policy cannot and 
does not attempt to repeat or modify United Kingdom or European Union law. 
 
He explained that the aims are for procurement to be a clinically-led process to 
deliver the best outcomes for patients, for patient engagement to be undertaken at 
the appropriate stages, and for the principle of proportionality to be maintained. 
This is because the CCG has only very limited capacity and cannot re-procure 
every service annually or even across a three-year cycle. He noted that the 
process of bringing this policy to the Governing Body has taken longer than he 
planned. There was consultation undertaken and two responses were received 
both of them from Stockport NHS Watch. The report details what suggestions have 
and have not been included. 
 
M Chidgey outlined for the Governing Body the outcomes of the consultation: 
 


- Visibility of contracts: a list will be published at the start of the financial year 
and updated at key stages beyond 


- Status of the Procurement Policy when it is a joint procurement: this will be 
considered on a case-by-case basis 


- Inclusion of Ethical Clauses: some elements of these have been included. 
The report details those clauses which have not been included. The ‘living 
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wage’ clause has not been included as the CCG has no policy addressing 
the ‘living wage’ and its financial impact and contribution to strategic 
objectives cannot be quantified 


- Regarding the exclusion from procurements of providers where a director 
has been convicted of an offence or of providers using offshore jurisdictions 
or improper tax avoidance these situations are already covered by 
procurement law. If the CCG were to go beyond what is set out in statute 
then we increase the likelihood of legal challenge 


- Inclusion of clauses relating to Freedom of Information and whistleblowing: 
these are already covered within other CCG policies. 


 
K Richardson asked if the Social Value Act has been taken into consideration. M 
Chidgey replied that this will be considered on a case-by-case basis. He explained 
that the CCG is open to challenge for excluding any provider from a procurement 
exercise for a non-relevant reason. 
 
J Pantall suggested the inclusion of a requirement for providers to follow best 
practice. M Chidgey agreed that in specific procurements we would test 
compliance with best practice as specified within the procurement. 
 
J Greenough asked if the CCG now has a strategy for dealing with, for example, its 
next three large-scale procurements. M Chidgey explained that it should now be 
clear which procurements are being done each year. J Greenough asked if the 
CCG would have a schedule for one year only or for a number of years ahead. M 
Chidgey agreed that a schedule would be drawn up for the next few years and 
offered to bring this to the Governing Body. G Mullins added that such a 
procurement timetable would come out of the CCG’s planning and suggested it be 
brought to the Governing Body meeting as part of such planning as and when 
appropriate. 
 
T Ryley agreed that the CCG ought to be planning for at least two to three years 
ahead if not for a full five years ahead. He reminded the members that 
procurement is a key element of business cases and so the Governing Body will 
have the opportunity to consider procurement when reviewing and signing off such 
business cases. 
 
G Mullins noted that the additional statutory guidance concerning managing 
conflicts of interest being issued by NHS England on 18 December may have 
some implications for the CCG’s procurement policy. 
 
G Mullins observed that the standing financial instructions will need to be updated; 
M Chidgey agreed. 
 
R Gill informed the members of a recent issue for a highly-dependent patient on a 
ventilator where the package of care being provided failed. We needed to procure 
quickly two other providers to support the patient. He asked if this procurement 
policy would support the CCG with such rapid decision-making. M Chidgey 
explained that the policy will provide the CCG with a framework to work through on 
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a case-by-case basis. This is an example of taking an approach based upon 
proportionality. 
 
The Governing Body approved the Procurement Strategy. 
 
 
207/14 CO-COMMISSIONING PROPOSAL 
 
G Mullins presented a report setting out for the Governing Body the options 
available to the CCG regarding the co-commissioning of primary medical care. She 
explained that level 3 (full delegation) is considered as being the best fit with the 
CCG’s strategy. The timescales are very tight for submitting our application by 9 
January 2015, and the main piece of work underway is to understand the financial 
allocation that we would receive under such delegated authority. 
 
She concluded by asking the members to support the CCG in applying for level 3 
(full delegation) whilst delegating to the executive the decision to alter this to an 
application for level 2 if the financial allocation would not appear to support full 
delegation. 
 
R Gill added that he and the LMC have issued a joint letter this week to the 
membership setting out the rationale for applying for level 3 delegated 
responsibility. 
 
T Ryley asked if the financial due diligence activity will identify if there is any 
additional administration capacity required by the CCG and, if so, will this need to 
be funded from the current £22.50 per head of population. G Mullins answered that 
there is work underway to understand in detail the budgets and the commissioning 
capacity. She explained that the proposal is to retain the current team working 
across Greater Manchester with their work directed by the CCGs. She added that if 
the CCG wished to go beyond what this team currently does then we will need to 
consider our local management team. She acknowledged that whilst there is a 
capacity risk for the CCG taking on this work there is also the opportunity to 
manage out of the system any duplication and mixed messages for our members. 
 
R Gill also acknowledged this capacity risk and suggested that within its strategic 
discussions the CCG needs to consider the future shape of the organisation. He 
stated that the membership are feeling that the Area Team do things ‘to them’ and 
in his discussions with practices the members are supportive of this work coming 
to the CCG. 
 
V Mehta noted that as the Area Teams are being reconfigured it will be a wider 
North West team dealing with this primary care work and potentially they will have 
only limited knowledge of our membership. He stated that he is unsure that level 2 
will require less resource from the CCGs than level 3, and he concluded by stating 
that the CCG will need to have robust processes for managing conflicts of interest. 
 
G Mullins agreed that this first year would involve a lot of learning. 
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The Governing Body: 
 


- Supported the CCG applying for level 3 (delegated commissioning 
arrangements) 


- Delegated responsibility to the executive to alter this to an application for 
level 2 if any significant issues were identified before 31 March 2015 


- Supported amending the Constitution to include wording to allow for the 
establishment of joint committees between the CCG and the Area Team 
and between the CCG and other CCGs. 


 
 
208/14 ANY OTHER BUSINESS 
 
J Crombleholme informed the members that this is the final meeting for M Ryan; 
she thanked M Ryan for her contribution since the inception of the CCG. 
 
J Crombleholme concluded the business part of the meeting by wishing everyone 
a merry Christmas. 
 
The Chair asked the members of the public and staff present if they had any 
questions for the Governing Body. 
 
1 The summary included in the covering report for the Procurement Policy does 
not include all of the points which we (Stockport NHS Watch) raised during the 
consultation. You have said that you are aiming for clinically-led procurement but I 
am not sure that the discussion you had regarding the One-to-One Midwives 
service a couple of months ago was clinically-led. Also there is not equality of 
transparency if some providers are subject to Freedom of Information legislation 
and others are not. You have excluded our proposed clause concerning ‘bad 
directors’ saying that this situation is already provided for by existing legislation 
but, if that is the case, how could you be open to challenge if you include it for a 
second time? 
 
M Chidgey replied that there is statute to which we must have due regard 
concerning when we can and cannot exclude directors. He added that the CCG 
cannot change the rules for Freedom of Information requests. 
  
 
209/14 DATE, TIME AND VENUE OF THE NEXT MEETING 
 
The next meeting of the NHS Stockport Clinical Commissioning Group’s Governing 
Body will take place at 09.00 on Wednesday 14 January 2015 at Regent House, 
Stockport. 
 
 
THE GOVERNING BODY MEETING CLOSED AT 11.10.   
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Executive Summary 
 


What decisions do you require of the Governing Body? 


 
This report provides an update on a number of issues. 
 
 


Please detail the key points of this report 


 
 


Provides an update on: 
 


1. Co-commissioning of primary care 
2. Performance against NHS Constitution and legal compliance 


indicators 
3. Better Care Fund 


 
 
 
 
 
 


What are the likely impacts and/or implications? 


 
 
 
 


How does this link to the Annual Business Plan? 


 
Supports delivery. 
 


What are the potential conflicts of interest? 


 
None 
 


Where has this report been previously discussed? 


 
Directors 
 


Clinical Executive Sponsor: Ranjit Gill 


Presented by: Gaynor Mullins 


Meeting Date: 14th January 2015 


Agenda item: 5A  
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Chief Operating Officer Update 
 


1.0 Purpose 
1.1 This is the report of the Chief Operating Officer to the Governing Body 


for January 2015. 
. 


2.0 Co-Commissioning of Primary care 
2.1      Governing Body members will be aware that the CCG was invited to  


re-fresh its co-commissioning plans for primary care.  Guidance issued 
in November 2014 identified that CCGs could operate at 3 levels of co-
commissioning: 


1. Planning 
2. Joint Commissioning 
3. Delegation 


 
2.2 At its December meeting, the Governing Body had supported the 


management team in its decision to opt for level 3 (full delegation) 
subject to detailed financial analysis of the implications.  Having 
undertaken that financial analysis the Chief Finance Officer had 
advised that there is potentially  a financial risk to operating at Level 3, 
based on the allocation that would be delegated to the CCG, and that 
the CCG should therefore opt for level 2 (joint commissioning) in 
2015/16 and use the next 12 months to understand the risks in more 
detail, with a view to moving to level 3 once these are resolved. 


 
2.3 Work is underway to prepare the Co-Commissioning re-fresh by the 


30th January deadline. 
 
3.0 Performance  
3.1 Attached is the performance report detailing performance against NHS 


Constitution targets in October 2014. 
 


3.2 It has been particularly busy during December and over the Christmas 
period across primary and hospital urgent care services. This increased 
pressure was a familiar pattern nationally and across GM. Quarter 3 
performance against the 4 Emergency Department Waiting Time 
standards at SFT was 88.8%.   
 


3.3 Staff across the local health and social care system have (and are 
continuing to) work very hard to meet the demand and ensure that 
patients are seen as quickly as possible.   
 


3.4 A further verbal update will be provided at the Governing Body 
meeting. 


 
4.0 Better Care Fund 
4.1 Our Better Care Fund submission has been approved.  We are working 


with the Council to put in place arrangements to manage this transfer 
and implement our plans.  
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Action requested of the Governing Body 
5.1 To: 
 


1. Endorse the decision of the Management Team to opt for Level 
2 Co-commissioning 


2. Receive the performance report and note the ED Waiting Time 
performance and significant level of pressure in services in 
December 


3. Note that the Better Care Fund has been approved. 
 
 






Appendix 1

		NHS STOCKPORT CCG - FINANCIAL PERFORMANCE REPORT 2014-15																										Appendix 1



		Month 8 - as at 30th November 2014



						Month								YTD (Mth 8)										Forecast 14/15										Prior Month Forecast

						Plan		Actual		Var				Plan		Actual		Var		Var				Plan		Actual		Var		Var				Month 2		Change

						WTE		WTE		WTE				£000s		£000s		£000s		%				£000s		£000s		£000s		%				£000s		%





		FUNDING

		Revenue Resource Limit (RRL)

		Confirmed												(237,887)		(237,887)		0		0.0%				(362,970)		(362,970)		0		0.0%				(354,757)		2.3%

		 Anticipated												0		0		0		0.0%				0		0		0		0.0%				0		0.0%

		Total RRL												(237,887)		(237,887)		0		0.0%				(362,970)		(362,970)		0		0.0%				(354,757)		2.3%



		EXPENDITURE

		Mainstream I&E Budgets

		Acute				0.0		0.0		0.0				142,236		144,079		1,843		1.3%				215,060		219,410		4,350		2.0%				205,393		6.8%

		Mental Health				0.0		0.0		0.0				20,053		20,453		400		2.0%				30,079		30,671		592		2.0%				28,979		5.8%

		Community Health				0.0		0.0		0.0				15,555		14,548		(1,007)		(6.5%)				23,333		21,333		(2,000)		(8.6%)				17,955		18.8%

		Continuing Care				11.3		11.7		0.4				9,325		10,474		1,149		12.3%				13,990		14,969		979		7.0%				13,963		7.2%

		Primary Care				8.3		8.5		0.2				6,585		6,096		(489)		(7.4%)				9,942		9,530		(412)		(4.1%)				5,526		72.5%

		Other				0.0		0.0

Dolman David (5F7) Stockport PCT: Dolman David (5F7) Stockport PCT:
-1 for employee costs recharged		0.0				3,467		3,718		251		7.2%				4,274		3,837		(437)		(10.2%)				9,446		(59.4%)

		Sub Total Healthcare Contracts												197,221		199,368		2,147		1.1%				296,678		299,750		3,072		1.0%				281,262		6.6%



		Prescribing				0.0		0.0		0.0				31,121		31,705		584		1.9%				46,528		47,528		1,000		2.1%				46,947		1.2%

		Running Costs (Corporate)				63.4

Dolman David (5F7) Stockport PCT: Dolman David (5F7) Stockport PCT:
+2 for Hosted Cardiac Staff 
		54.0

Dolman David (5F7) Stockport PCT: Dolman David (5F7) Stockport PCT:
-1 for Chair as Chair payments non pay		(9.4)				4,385		3,976		(409)		(9.3%)				6,583		5,968		(615)		(9.3%)				6,368		(6.3%)

		Total Net I&E Expenditure				83.0		74.2		(8.8)				232,727		235,049		2,322		1.0%				349,789		353,246		3,457		1.0%				334,577		5.6%



		Reserves

		 Reserves - Inlaftion and Demand												0		0		0		0.0%				0		0		0		0.0%				14,454		(100.0%)

		 Reserves - Investments												2,307		0		(2,307)		(100.0%)				9,284		4,367		(4,917)		(53.0%)				8,682		(49.7%)

		 Reserves - Contingency												0		0		0		0.0%				1,676		0		(1,676)		(100.0%)				600		(100.0%)

		 Reserves - QIPP												0		0		0		0.0%				(3,136)		0		3,136		(100.0%)				(7,836)		(100.0%)

		 Reserves - In Year Adjustments to Allocation												0		0		0		0.0%				1,078		1,078		0		0.0%				0		ERROR:#DIV/0!

		Sub Total Reserves												2,307		0		(2,307)		(100.0%)				8,902		5,445		(3,457)		(38.8%)				15,900		(65.8%)



		Total Net Expenditure & Reserves												235,034		235,049		15		0.0%				358,690		358,690		0		0.0%				350,477		2.3%



		TOTAL (SURPLUS) / DEFICIT				83.0		74.2		(8.8)				(2,853)		(2,838)		15		(0.5%)				(4,280)		(4,280)		0		0.0%				(4,280)		0.0%









































Appendix 2

						SUMMARY OF RESERVES												Appendix 2

						Month 8 - as at 30 November 2014



						Table 1 - Reserves Summary

								Reserves		Commits		Forecast Bals

								Held Mth 8		Mth 8 onwards		Year End

						Amounts Held in CCG Reserves		£'000		£'000		£'000

						 Inflation and Demand		0		0		0

						 Investments		9,284		4,367

Matt: Matt:
reduced by £345k GPIT		(4,917)

						 Contingency		1,676		0		(1,676)

						 QIPP (see table 2 below)		(3,136)		0		3,136

						 In Year Adjustment to Allocations (see table 4 below)		1,078		1,078

Matt: Matt:
adjusted for re: GPIT £345k commitment		

Matt: Matt:
reduced by £345k GPIT		0

						Total Reserves		8,902		5,445		(3,457)





						Table 2 - CCG Cost Improvements



						QIPP Schemes		Opening Position		YTD		Forecast CIP		Variance 		RAG		Recurrent 

										Savings		yet to be delivered		to Plan		Rating		Variance to Plan

								£'000		£'000s				£'000s				£'000

						Activity Deflections		(10,833)		(7,697)		(3,136)		0				(3,136)

						Prescribing		(953)		(953)		0		0				0

						Total		(11,786)		(8,650)		(3,136)		0				(3,136)





						Table 3 - Public Sector Payment Policy (PSPP) - Measure of Compliance



						The Public Sector Payment Policy target requires PCT's to aim to pay 95% of all valid invoices by the due date or within 30 days of receipt of a valid invoice, whichever is later.		November YTD

								Number		£000s

						Non-NHS Payables

						Total Non-NHS Trade Invoices Paid in the Year		7,927		27,476

						Total Non-NHS Trade Invoices Paid Within Target		7,729		26,643

						Percentage of Non-NHS Trade Invoices Paid Within Target		97.50		96.97

						NHS Payables

						Total NHS Trade Invoices Paid in the Year		1,681		172,364

						Total NHS Trade Invoices Paid Within Target		1,618		171,988

						Percentage of NHS Trade Invoices Paid Within Target		96.25		99.78

						Total NHS and Non NHS Payables

						Total NHS Trade Invoices Paid in the Year		9,608		199,840

						Total NHS Trade Invoices Paid Within Target		9,347		198,631

						Percentage of NHS Trade Invoices Paid Within Target		97.28		99.40

						We will continue to monitor our performance against the 95% 'Public Sector Payment Policy' (PSPP) target of invoices paid within 30 days of invoice. Performance is measured based on both numbers of invoices and £ value.



						Table 4 - Summary of Notified and Anticipated Allocations



								Recurrent Budget		Non Recurrent		Total		Still Held in Reserves

								£'000		£'000		£'000		£'000

						Opening Baseline Allocation		(354,757)				(354,757)



						In Year Notified Allocations



						Mth 3 - GPIT Allocation				(761)		(761)

						Mth 3 - Demonstrator Funding				(125)		(125)

						Mth 5 - GPIT Transitional Allocation				(345)		(345)

						Mth 5 - 2014-15 RTT Funding				(1,405)		(1,405)		1,078

						Mth 5 - Spec Comm - High Cost Drugs & Insulin Pumps		(2,730)				(2,730)

						Mth 6 - Support Fund trf to CWW Area Team				72		72

						Mth 6 - MH PbR (IAT with T&G CCG)				250		250

						Mth 6 - Charge Exempt Overseas Visitors 				297		297

						Mth 7 - 2014-15 RTT IS AQP Funding 				(821)		(821)

						Mth 7 - Winter Resilience Funding				(1,866)		(1,866)

						Mth 7 - Winter Resilience Funding (2nd Tranche)				(779)		(779)



						TOTAL ALLOCATIONS		(357,487)		(5,483)		(362,970)		1,078







Appendix 3

		NHS STOCKPORT CCG BALANCE SHEET as at 30 November 2014 (Month 8)										Appendix 3



				Opening		Closing		Movement				Forecast

				Balances		Balances		in Balances				B/S

				1.4.14		30.11.14						31.3.15

				£000s		£000s		£000s				£000s



		Non-current assets:

		Property, plant and equipment		18		15		(3)				14

		Intangible assets		0		0		0				0

		Trade and other receivables		0		0		0				0

		Total non-current assets		18		15		(3)				14



		Current assets:

		Cash and cash equivalents		56		94		38				50

		Trade and other receivables		721		599		(122)				200

		Inventories		0		0		0				0

				777		693		(84)				250

		Non-current assets classified "Held for Sale"		0		0		0				0

		Total current assets		777		693		(84)				250

		Total assets		795		708		(87)				264



		Current liabilities

		Trade and other payables		(18,975)		(17,480)		1,495				(19,000)

		Provisions		(438)		(438)		0				(438)

		Borrowings		0		0		0				0

		Total current liabilities		(19,413)		(17,918)		1,495				(19,438)

		Non-current assets plus/less net current assets/liabilities		(18,618)		(17,210)		1,408				(19,174)



		Non-current liabilities

		Trade and other payables		0		0		0				0

		Provisions		0		0		0				0

		Borrowings		0		0		0				0

		Total non-current liabilities		0		0		0				0

		Total Assets Employed:		(18,618)		(17,210)		1,408				(19,174)



		FINANCED BY:

		TAXPAYERS' EQUITY

		General fund		(18,618)		(17,210)		1,408				(19,174)

		Revaluation reserve		0		0		0				0

		Total Taxpayers' Equity:		(18,618)		(17,210)		1,408				(19,174)





Appendix 4



		MOVEMENT OF FORECAST OUTTURN POSITION - MONTH 7 TO MONTH 8						Appendix 4



				Month 7 Forecast Var		Month 8 Forecast Var		Movement Year End Forecast

				£000s		£000s		£000s





		FUNDING

		Revenue Resource Limit (RRL)

		Confirmed		0		0		0

		 Anticipated		0		0		0

		Total RRL		0		0		0



		EXPENDITURE

		Mainstream I&E Budgets

		Acute		3,005		4,350		1,345

		Mental Health		816		592		(224)

		Community Health		(2,000)		(2,000)		0

		Continuing Care		967		979		12

		Primary Care		(523)		(412)		111

		Other		131		(437)		(568)

		Sub Total Healthcare Contracts		2,396		3,072		676



		Prescribing		1,200		1,000		(200)

		Running Costs (Corporate)		(484)		(615)		(131)

		Total Net I&E Expenditure		3,112		3,457		345



		Reserves

		 Reserves - Inlaftion and Demand		0		0		0

		 Reserves - Investments		(4,572)		(4,917)		(345)

		 Reserves - Contingency		(1,676)		(1,676)		0

		 Reserves - QIPP		3,136		3,136		0

		 Reserves - In Year Adjustments to Allocation		0		0		0

		Total Reserves		(3,112)		(3,457)		(345)



		Total Net Expenditure & Reserves		0		0		0



		TOTAL (Positive) / Adverse Variance		0		0		0
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Report to Governing Body on NHS Stockport CCG's performance, including NHS Constitution indicators 
and Legal Compliance indicators.


Resilience and Compliance Report - January 2015 


NHS Stockport Clinicial Commissioning Group will allow people to 
access health services that empower them to live healthier, longer and 
more independent lives 
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Executive Summary


Continue to monitor measures and compliance, especially ED, RTT, Cancer (62 days) and ambulance response times.


14th January 2015 
5B
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Chief Operating Officer's Report
ChCief Operating Officer's Report


This report covers data to October 2014 for NHS Constitution targets and to November 2014 for statutory duty and compliance indicators. 


The main risk areas continue to be:‐  


· Referral to Treatment Times (RTT)
· Emergency Department 4 Hour waiting times standard
· Cancer (62 days)
· Ambulance response times.


The previous issue of Diagnostic waiting times at University Hospitals South Manchester and Central Manchester NHS Foundation Trusts remains, although performance at Stockport 
NHS FT continues to be strong. 


In terms of RTT, the expected 'dip' in performance from October did commence but is masked by some very strong performance at other providers. The reduction in the backlog has 
occurred and good progress had been made by the end of November. This progress will be challenged by the exceptional urgent care position which has occurred during December. 


In terms of 52 week waiters, there was one patient waiting in October, who has now been treated and there have been no further 52 week waiters at Stockport FT since. 


In  terms of ED  waiting  times, performance at  Stockport  NHS  Foundation  Trust  (SFT) was  just below  the  95%  target in  October (at 94.9%).  However,  there have  been  significant  
pressures during December (as is the case nationally and across Greater Manchester) and SFT failed the Q3 target (88.8%).  Staff have worked exceptionally hard to manage demand  and 
ensure  people  are  treated  as  quickly  as  possible. Organisations  across  Stockport  have worked  together  to manage  the  demand  for  services  and  implement  our  agreed  escalation 
plans, however this has been a very difficult period to manage.  


As reported last month, Ambulance response times remain a concern.  Ambulance services have been under significant pressure during December and performance has suffered both 
from increased call volumes and through longer turnaround times at hospitals effectively reducing the number of vehicles in service. 


Work is still underway on the complex/multiple Cancer pathways and will report back when this is concluded. 


We are performing well against the Statutory Duty and Resilience indicators.  We have made changes in the complaints management process which should improve the timeliness of 
responses.  We have also identified that some of the delay in dealing with complaints is due to a delay in gaining consent. 


Chief Operating Officer's Report
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NHS Constitution Compliance 


...


...


...


...
4 
...


Admitted patients to start 
treatment within a maximum of 
18 weeks from referral


90.3 91.5 91.7 91.6


...


...


...


...
4 
...


Non-admitted patients to start 
treatment within a maximum of 
18 weeks from referral


96.3 95.7 96.1 95.8


...


...


...


...
4 
...


Patients on incomplete non-
emergency pathways (yet to 
start treatment) should have 
waited no more than 18 weeks 
from referral


94.5 93.8 94.3 93.1


...


...


...


...
4 
...


Number of patients waiting 
more than 52 weeks 1 2 0 1


...


...


...


...
4 
...


Urgent operations cancelled 
for a second time 0 0


...


...


...


...
4 
...


Number of patients not treated 
within 28 days of last minute 
elective cancellation


2 1 5 3


Referral To Treatment - Last Four Full Quarters
NHS Constitutional 
Compliance Indicator Q3 Q4 Q1 Q2


...


...


...


...
4 
...


91.1 91.3 91.3


...


...


...


...
4 
...


95.4 95.8 93.0


...


...


...


...
4 
...


93.2 93.1 92.9


...


...


...


...
4 
...


1 1 1


Last Three Months
Aug 
2014


Sep 
2014


Oct 
2014


...


...


...


...
4 
...


90% Monthly Quarter
actual


Stockport Foundation Trust have reduced 
performance as planned and are delivering 
improvement in the backlog of patients.


...


...


...


...
4 
...


95% Monthly Quarter
actual


Whilst we have seen an expected decline in 
performance this is a result of providers other 
than Stockport Foundation Trust.


...


...


...


...
4 
...


92% Monthly Quarter
actual


No specific risk identified to continuing to meet 
this performance indicator. 


...


...


...


...
4 
...


0 Monthly


Last 
month in 
the 
quarter


There has been a considerable focus on this in 
the past few months and we expect to see 
improvement from November but there remains 
some risk of occasional low numbers. 


...


...


...


...
4 
...


0


Daily 
during 
Winter 
(Nov- 
Mar)


Reporting will start next month


...


...


...


...
4 
...


0 Quarterly Quarter
actual Still awaiting last quarters data. 


Details
Operational 
Standard


Collection 
Frequency


Reporting 
Period Status / Commentary
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...


...


...


...
4 
...


Patients waiting for a 
diagnostic test should have 
been waiting less than 6 
weeks from referral


99.7 99.6 99.1 99.0


Diagnostics - Last Four Full Quarters
Name of NHS Constitutional 
Indicator Q3 Q4 Q1 Q2


...


...


...


...
4 
...


99.2 98.5 98.2


Last Three Months
Aug 
2014


Sep 
2014


Oct 
2014


...


...


...


...
4 
...


99% Monthly Quarter
actual


As reported last month this results from providers 
outside of Stockport. Extra capacity is being 
secured especially in endoscopy which should 
help rectify this in due course. 


Details
Operational 
Standard


Collection 
Frequency


Reporting 
Period Status / Commentary


...


...


...


...
4 
...


Patients should be admitted, 
transferred or discharged 
within 4 hours of their arrival at 
an A&E department


94.7 91.6 91.8 95.3


...


...


...


...
4 
...


12 Hour waits from decision to 
admit until being admitted 0.0 0.0 0.0 0.0


A&E waits - Last Four Full Quarters
Name of NHS Constitutional 
Indicator Q3 Q4 Q1 Q2


...


...


...


...
4 
...


95.7 96.7 94.9


Last Three Months
Aug 
2014


Sep 
2014


Oct 
2014


...


...


...


...
4 
...


95% Weekly Quarter
actual


Governing Body should be aware that the target 
was just missed in November and along with the 
rest of England December performance was well 
below target. We have missed Quarter 3 and 
Quarter 4 is at considerable risk of not being 
delivered as a result of pressures. 


...


...


...


...
4 
...


0 Quarterly Quarter
actual


There have been no breaches to date despite 
pressures highlighted above, but the level of risk 
has increased markedly. 


Details
Operational 
Standard


Collection 
Frequency


Reporting 
Period Status / Commentary


...


...


...


...
4 
...


Maximum two-week wait for 
first outpatient appointment for 
patients referred urgently with 
suspected cancer by a GP


96.5 96.5 94.8 94.4


...


...


...


...
4 
...


Maximum two-week wait for 
first outpatient appointment for 
patients referred urgently with 
breast symptoms (where 
cancer was not initially 
suspected)


96.6 96.1 91.3 93.7


Cancer waits - 2 week wait - Last Four Full Quarters
Name of NHS Constitutional 
Indicator Q3 Q4 Q1 Q2


...


...


...


...
4 
...


94.0 95.4 95.1


...


...


...


...
4 
...


94.6 92.8 100.0


Last Three Months
Aug 
2014


Sep 
2014


Oct 
2014


...


...


...


...
4 
...


93% Monthly Quarter
actual


No specific risks identified to threaten continual 
delivery of target. 


...


...


...


...
4 
...


93% Monthly Quarter
actual


No specific risks identified to threaten continual 
delivery of target. 


Details
Operational 
Standard


Collection 
Frequency


Reporting 
Period Status Commentary
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...


...


...


...
4 
...


Maximum one month (31-day) 
wait from diagnosis to first 
definitive treatment for all 
cancers


97.3 98.6 99.5 96.9


...


...


...


...
4 
...


Maximum 31-day wait for 
subsequent treatment where 
that treatment is surgery


100.0 98.7 98.2 95.0


...


...


...


...
4 
...


Maximum 31-day wait for 
subsequent treatment where 
that treatment is an anti-
cancer drug regimen


100.0 100.0 100.0 100.0


...


...


...


...
4 
...


Maximum 31 day wait for 
subsequent treatment where 
the treatment is a course of 
radiotherapy


100.0 100.0 100.0 100.0


Cancer waits - 31 days wait - Last Four Full Quarters
Name of NHS Constitutional 
Indicator Q3 Q4 Q1 Q2


...


...


...


...
4 
...


99.0 96.5 100.0


...


...


...


...
4 
...


94.7 96.2 100.0


...


...


...


...
4 
...


100.0 100.0 100.0


...


...


...


...
4 
...


100.0 100.0 100.0


Last Three Months
Aug 
2014


Sep 
2014


Oct 
2014


...


...


...


...
4 
...


96% Monthly Quarter
actual


No specific risks identified to threaten continual 
delivery of target. 


...


...


...


...
4 
...


94% Monthly Quarter
actual


No specific risks identified to threaten continual 
delivery of target. 


...


...


...


...
4 
...


98% Monthly Quarter
actual


No specific risks identified to threaten continual 
delivery of target. 


...


...


...


...
4 
...


94% Monthly Quarter
actual


No specific risks identified to threaten continual 
delivery of target. 


Details
Operational 
Standard


Collection 
Frequency


Reporting 
Period Status / Commentary


...


...


...


...
4 
...


Maximum two month (62-day) 
wait from urgent GP referral to 
first definitive treatment for 
cancer


80.8 83.4 83.6 86.3


...


...


...


...
4 
...


Maximum 62-day wait from 
referral from an NHS 
screening service to first 
definitive treatment for all 
cancers


88.2 92.0 96.7 76.9


...


...


...


...
4 
...


Maximum 62-day wait for first 
definitive treatment following a 
consultant's decision to 
upgrade the priority of the 
patient (all cancers)


80.4 83.3 76.9 72.7


Cancer waits - 62 days wait - Last Four Full Quarters
Name of NHS Constitutional 
Indicator Q3 Q4 Q1 Q2


...


...


...


...
4 
...


86.4 80.3 77.6


...


...


...


...
4 
...


87.5 70.0 90.9


...


...


...


...
4 
...


66.7 81.0 63.2


Last Three Months
Aug 
2014


Sep 
2014


Oct 
2014


...


...


...


...
4 
...


85% Monthly Quarter
actual


Continued issues with pathways across two or 
more centres. Late referrals to tertiary centres. 
Stockport Foundation Trust have met this 
standard. 


...


...


...


...
4 
...


90% Monthly Quarter
actual


Continued issues with pathways across two or 
more centres. Late referrals to tertiary centres. 
Stockport Foundation Trust have met this 
standard. 


...


...


...


...
4 
...


80% Monthly Quarter
actual


Continued issues with pathways across two or 
more centres. Late referrals to tertiary centres. 
Stockport Foundation Trust have met this 
standard. 


Details
Operational 
Standard


Collection 
Frequency


Reporting 
Period Status / Commentary
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...


...


...


...
4 
...


Category A calls resulting in 
an emergency response 
arriving within 8 minutes (Red 
1)


72.8 75.9 73.5 70.9


...


...


...


...
4 
...


Category A calls resulting in 
an emergency response 
arriving within 8 minutes (Red 
2)


74.7 76.5 74.4 71.5


...


...


...


...
4 
...


Category A calls resulting in 
an ambulance arriving at the 
scene within 19 minutes


94.8 96.2 95.7 94.9


Category A ambulance calls - Last Four Full Quarters
Name of NHS Constitutional 
Indicator Q3 Q4 Q1 Q2


...


...


...


...
4 
...


72.7 71.5 71.2


...


...


...


...
4 
...


72.1 73.3 73.7


...


...


...


...
4 
...


95.4 95.1 93.6


Last Three Months
Aug 
2014


Sep 
2014


Oct 
2014


...


...


...


...
4 
...


75% Monthly Quarter
actual


Given the pressure being felt nationally by the 
ambulance service the Governing Body should 
expect a considerable worsening of these already 
poor performance figures. 


...


...


...


...
4 
...


75% Monthly Quarter
actual


Given the pressure being felt nationally by the 
ambulance service the Governing Body should 
expect a considerable worsening of these already 
poor performance figures. 


...


...


...


...
4 
...


95% Monthly Quarter
actual


Given the pressure being felt nationally by the 
ambulance service the Governing Body should 
expect a considerable worsening of these already 
poor performance figures. 


Details
Operational 
Standard


Collection 
Frequency


Reporting 
Period Status / Commentary


...


...


...
Minimise breaches 1 1 0 0


Mixed Sex Accomodation Breaches - Last Four Full Quarters
Name of NHS Constitutional 
Indicator Q3 Q4 Q1 Q2


...


...


...
0 0 0


Last Three Months
Aug 
2014


Sep 
2014


Oct 
2014


...


...


...
0 Monthly Quarter


actual


During winter pressures the risk of a breach 
of this standard increases. Patient safety 
may overide this commitment. 


Details
Operational 
Standard


Collection 
Frequency


Reporting 
Period Status / Commentary


...


...


...


...


...


...


...


...


...


...


...


Care Programme Approach 
(CPA) : the proportion of 
people under adult mental 
illness specialities on CPA 
who were followed up within 
seven days of discharge from 
psychiatric inpatient care 
during the period


97.5 94.2 91.2 98.4


Mental Health - Last Four Full Quarters
Name of NHS Constitutional 
Indicator Q3 Q4 Q1 Q2


...


...


...


...


...


...


...


...


...


...


...


100.0 96.0 100.0


Last Three Months
Aug 
2014


Sep 
2014


Oct 
2014


...


...


...


...


...


...


...


...


...


...


...


95% Monthly Quarter
actual


No specific risk identified to threaten continued 
delivery of this indicator. 


Details
Operational 
Standard


Collection 
Frequency


Reporting 
Period Status / Commentary
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...


...


...


...
4 
...


Incidence of healthcare 
associated infection (HCAI) i) 
MRSA


1 1 0 2


...


...


...


...
4 
...


Incidence of healthcare 
associated infection (HCAI) ii) 
C. Difficile


25 11 14 24


Healthcare associated infection (HCAI) - Last Four Full Quarters
Name of NHS Constitutional 
Indicator Q3 Q4 Q1 Q2


...


...


...


...
4 
...


0 2 0


...


...


...


...
4 
...


9 6 10


Last Three Months
Aug 
2014


Sep 
2014


Oct 
2014


...


...


...


...
4 
...


0 Monthly Monthly
actual


No specific issues identified to threaten continued 
delivery of this performance indicator. However, 
very high hospital utilisation rates as currently 
being experienced could increase risk. 


...


...


...


...
4 
...


7.4 Monthly Annual
actual


This is now an area of concern. CCG executive 
will wait for Novembers data before looking to act 
as fluctuations like these on very low numbers are 
to be expected. We still remain under cumulative 
plan for this stage in the year but this assumed 
greater decline in latter part of the year. 


Details
Operational 
Standard


Collection 
Frequency


Reporting 
Period Status / Commentary


Indicator RAG rating


Green - Performance at or above the standard


Red - Performance below the standard


Key
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Statutory Duty and Resilience Compliance 


Monthly and Quarterly Measures


..


..


..


..


..


..


Percentage of FoIs handled 
within the legal timeframe 95.0 100.0 100.0 100.0


..


..


..


..


..


..


Number of negative reports 
recieved from auditors 0 0 0 0


..


..


..


..


..


..


Number of statutory 
Governing Body roles vacant 0 0 0 0


..


..


..


..


..


..


Percentage of complaints 
responded to within 25 
working days


85.0 75.0 68.9 75.6


..


..


..


..


..


..


Percentage of days lost to
sickness in the last 12 months 1.90 1.32 2.90 1.67


..


..


..


..


..


..


Percentage of staff contracts 
which are substantive. 85.2 84.2 81.6 82.5


..


..


..


..


..


Percentage of staff working 
with vulnerable people who 
have a confirmed up to date 
DBS check


88.5 88.5 88.5 100.0


Statutory Duty and Resilience - Last Four Full Quarters
Statutory Duty or Resilience 
Measure Q3 Q4 Q1 Q2


...


...


...


...
4 
...


100.0 95.50 100.0


...


...


...
4 
...


0 0 0


...


...


...


...
4 
...


0 0 0


...


...


...


...
4 
...


66.7 100.0 85.7


...


...


...


...
4 
...


1.45 2.21


...


...


...


...
4 
...


86.4 83.8 84.1


Last Three Months
Sep 
2014


Oct 
2014


Nov 
2014


...


...


...


...
4 
...


90% Monthly Monthly
No specific threat to continued delivery of target 
but pressures on contracting and finance teams in 
Q4 intense. 


...


...


...


...
4 
...


0 Monthly Monthly
Internal Audit activity is high at the moment and a 
number of reports due. In some areas concerns 
may be raised. 


...


...


...


...
4 
...


0 Monthly Monthly
Whilst there are vacancies on the Governing 
Body this refers to compliance with 
regulatory responsibilities and these will be 
covered


...


...


...


...
4 
...


80% Monthly Monthly
A new person in post since August and other 
changes in the process have improved response 
rates. 


...


...


...


...
4 
...


2.5% Monthly Monthly The latest data for this measure is for October


...


...


...


...
4 
...


80% Monthly Monthly


...


...


...


...
4 


100% Quarterly Quarterly


Details
Operational 
Standard


Collection 
Frequency


Reporting 
Period Status / Commentary
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Annual Measures


..


..


..


..


..


..


Percentage of staff 
undertaking mandatory IG e-
learning


100


..


..


..


..


..


..


Percentage of on call directors 
up to date with EPRR training 100


..


..


..


..


..


..


Emergency Preparedness, 
Resilience and Response Test 
Status


Green


Statutory Duty and Resilience - Latest Year
Statutory Duty or Resilience 
Measure 2014/15


...


...


...


...
4 
...


90% Annual Annual


...


...


...


...
4 
...


100% Annual Annual


...


...


...


...
4 
...


Green Annual Annual


Details
Operational 
Standard


Collection 
Frequency


Reporting 
Period Status / Commentary


Statutory Duty and Resilience Compliance 
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