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Update on the Health and Care Landscape 
 

Review of NHS England’s Mandate 
On 5th July the Government commenced a consultation on refreshing the Mandate to NHS England for 2014 to 2015. 
The Mandate sets the government’s ambitions for the NHS as well as the funding available to achieve the kind of 
care people need and expect. 
 
There have been crucial developments and new evidence that has emerged since the publication of the first 
Mandate, which have prompted the proposed changes. The main proposed changes reflect these core priorities: 
 the actions being taken forward by NHS England in response to the Francis Report to transform the care people 

receive; 
 working with NHS England to develop a vulnerable older people plan, which will improve support for older 

people and those with long term conditions, particularly through reform of primary care given its pivotal role 
within communities; and 

 the need for the NHS to contribute to the recovery of the economy and make better use of resources in light of 
the challenging financial climate. 

 
Other changes being proposed include: 

 an update to the current objective to challenge NHS England to make measurable progress towards avoiding 
at least 10,000 excess deaths per year by 2018. Screening programmes, early diagnosis of disease, suicide 
prevention and tackling obesity are all mentioned as ways to achieve this target; 

 introducing the ‘friends and family test to general practice by December 2014 and the rest of NHS funded 
services by the end of March 2015; 

 a requirement to work with Monitor, following its Fair Playing Field Review, to drive progress towards a fair 
playing field for the benefit of people receiving NHS care, including through setting clear expectations for 
commissioners on the approach to procuring services; 

 providing more support to the NHS to go digital by 2018; 

 clarifying that work on variation and unacceptable practice must include reporting on the quality of services 
at GP practice level and also at the level of consultant-led teams for a number of specialties; 

 taking steps to ensure NHS organisations recover the costs they incur from overseas visitors, where 
appropriate; and 

 taking more effective action to reduce fraud and unlawful activity affecting the NHS. 
 
Proposals to improve care for vulnerable older people 
The proposals include every vulnerable older person having a named clinician responsible for their care outside of 
hospital, ensuring accountability is clear and care packages are personalised and tailored around individual needs. 
 
The other proposals include: 
 better early diagnosis and support to stay healthy by improving the role GPs play in supporting people to stay 

healthy and taking an active role in managing the health of their local populations; 
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 improving access to primary care through new types of services such as rapid walk-in access services, helping 
patients connect with their GP in different ways through new technology, making booking appointments easier 
and building on existing services and opening hours; 

 providing consistent and safe out-of-hours services; 
 enhancing choice and control by giving more choice about location and type of service such as seeing a 

preferred GP or nurse and the option of doing this face-to-face or by email and telephone; and 
 better sharing of information and joining up services so care can be provided in a coordinated way. 

 
Jeremy Hunt said the immediate focus is on the most vulnerable and elderly, but this is only the starting point of a 
much broader transformation in out of hospital care. 
 
Over the summer, the Department of Health will seek views on the proposals, test them and the best ways to 
implement them. It will work with NHS England to set out a plan for improving out-of-hospital care for vulnerable 
older people. The final plan will be published in October and will be reflected in the refreshed Mandate to NHS 
England for 2014/15. 
 
The following questions have been posed as part of the consultation: 
 

 

Staying healthy for longer: concentrating on prevention and managing long term conditions 
We want to improve the GPs’ role in supporting people to stay healthy, taking a proactive role in managing 
the health of their local populations. This involves identifying the people most at risk in the communities they 
serve, and ensuring fast access to specialist care. But also supporting people to better manage their own 
care. 

 How can we strengthen the incentives, or increase flexibility, for GPs to effectively manage the health 
of the local population? 

 In your experience, how do you suggest people can be better supported to manage their own care? 

 Can you share any best practice examples of how to strengthen prevention and early diagnosis in 
primary and community services? 

 
Named clinician: providing a single, named contact to coordinate an individual’s care 
We are proposing that the most vulnerable older people would benefit from having someone in primary care 
who is responsible for ensuring that their care is coordinated and proactively managed. Just as patients in 
hospitals are under the care of a named consultant, we need to ensure that when a vulnerable older patient 
needs follow-up, or ongoing support having left hospital, somebody is accountable for ensuring their care 
happens. This clinician may not provide the care directly themselves, but they would be the person who has 
ultimate responsibility and would be easily contactable by a patient or their family. 
 

 How do you identify vulnerable older people or people most at risk in the local area? 

 Who do you feel is best placed to perform the role of a named accountable clinician in a primary care 
setting? 

 Named clinician: providing a single, named contact to coordinate an individual’s care 
 
Improving access: making it easier to book appointments and get advice 
We want to improve people’s access to primary care through new forms of provision including rapid walk-in 
access. New technologies such as e-consultations, telecare and web consultations offer new ways for people 
to connect with their GP and local services. We also want to make it easier for people to book appointments, 
online, for example, as well as building on existing services and extended hours. 
 
We are aware that there are many innovative ways of working that are already underway to improve access 
to primary care, especially general practice. 
 

 Can you share some examples of introducing new technologies and new ways of providing primary 
care services? 
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 What are the barriers to introducing new technologies to improve access? 
 
Out of hours: ensuring a safe and consistent service 
Alongside improved access to GP services, we need consistent and safe urgent care services. People often 
need out of hours care but are unable to access support or know who to turn to for advice. We want better 
access for patients across primary care and hospital services, including 111 and emergency services. 
 

 How can we best ensure clear accountability for out of hours services? 

 What is the role of other primary care services, for example, pharmacists, in providing safe and 
consistent out of hours care? 

 Do you have any examples of good practice and innovation in out of hours provision? 
 
Choice and control: providing clear and accurate information to help patients make decisions 
We want to offer more choice and control to patients, carers and families. The GP Patient Choice pilot ran 
from April 2012 to March 2013 looking at new ways for people to access primary medical services when they 
live outside a GP practice’s boundary area. We will consider the findings of the GP choice pilot evaluation and 
recommendations to extend GP choice. 
 
People also need clear and accurate information about the quality and availability of services. Feedback from 
patients is an important part of this. The ‘friends and family test’ will be introduced for general practice as 
part of the wider roll out for all services by end of Dec 2014. 
 
We also want to encourage new provider models that will offer meaningful choice about the location and 
types of service people need, including choice of seeing your preferred GP or nurse. 
 

 How do you think patient choice can be supported in out of hospital care, for example more 
transparency, flexible provision and support for decisions? 

 What do you think are the barriers to enabling choice in out-of-hospital services? 

 Do you have any examples of patients who have been supported to achieve better outcomes through 
the use of choice and control? 

 
Joining up services: sharing up to date and accurate information and supporting coordination of care 
People often require a range of services from the NHS and social care to help them live well and 
independently. People should not have to repeat their information and medical history. It should be available 
to those who are providing the care, in a coordinated and timely way. We will explore how all clinicians and 
carers can have access to the same information about patients regardless of setting. Better information 
sharing will also help people and carers to manage their own care more effectively. 
 

We want more integrated care across health and care settings, with a stronger role for general practice 
operating at scale. Integrated out of hospital care can be achieved through closer work on commissioning, 
but also through stimulating new approaches to out of hospital provision. Too often there are real and 
perceived barriers to closer integration between services, which we need to overcome. 
 

We are aware that Clinical Commissioning Groups and general practice are already developing new 
approaches to integrated services, to improve the overall quality of care their population receives. We want 
to build on these approaches, to support ambition of high quality out-of-hospital care while retaining the 
traditions and values of the family doctor. 
  

 What do you see as the main barriers to achieving integrated out of hospital care and how can these 
be overcome? 

 Do you have any examples of integrated out of hospital care happening in your local area and having 
a positive impact on patient outcomes? 

 What do you think are the main barriers to data sharing between services to support patient care? 

 Can you highlight any examples of where data sharing to support patient care is happening 
effectively? 
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NHS England – The NHS belongs to the people – A call to action 

On 11th July NHS England called on the public, NHS staff and politicians to have an open and honest debate about the 
future shape of the NHS in order to meet rising demand, introduce new technology and meet the expectations of its 
patients. This is set against a backdrop of flat funding which, if services continue to be delivered in the same way as 
now, will result in a funding gap which could grow to £30bn between 2013/14 to 2020/21. 

The publication The NHS belongs to the people: A call to action sets out these challenges facing the NHS, including 
more people living longer with more complex conditions, increasing costs whilst funding remains flat and rising 
expectation of the quality of care.  The document says clearly that the NHS must change to meet these demands and 
make the most of new medicines and technology and that it will not contemplate reducing or charging for core 
services. 

The document sets out a number of the latest facts on the NHS, including demand, the changing  demographics of 
the patients being treated and the growth in long term conditions.  These include: 
 Between 1990 and 2010, life expectancy in England increased by 4.2 years; 
 The difference in life expectancy between the richest and poorest parts of the country is now 17 years; 
 Around 80% of deaths from major diseases, such as cancer, are attributable to lifestyle risk factors such as 

smoking, excess alcohol and poor diet; 
 One quarter of the population (just over 15 million people)  has a long term condition such as diabetes, 

depression, dementia and high blood pressure – and they account for 50% of all GP appointments and 70% of 
days in a hospital bed; 

 Hospital treatment for the over 75s has increased by 65% over the past decade and someone over 85 is now 25 
times more likely to spend a day in hospital that those under 65; 

 The number of older people likely to require care is predicted to rise by over 60% by 2030; 
 Around 800,000 people are now living with dementia and this is expected to rise to one  million by 2021; 
 Since it was formed in 1948, the NHS has received around four per cent of national income; and 
 Modelling shows that continuing with the current model of care will lead to a funding gap of around £30bn 

between 2013/14 and 2020/21. 
 
NHS England along with other national partner organisations will be providing support for the organisation of local 
meetings to discuss these issues. These meetings will provide the mechanism for patients and the public to have a 
say in how the NHS of the future will look. 
 
All feedback from these meetings, as well as national events and online contributions via NHS Choices, will be 
published and used to help shape a longer term strategy for the NHS.  This will need to be in place by early 2014 to 
feed into commissioning plans for GP-led Clinical Commissioning Groups in 2014/15 and 2015/16. 
 
The document’s executive summary says: 
 

The NHS has already implemented changes to make savings and improve productivity. The service is on track to find 
£20 billion of efficiency savings by 2015. But these alone are not enough to meet the challenges ahead. Without 
bold and transformative change to how services are delivered, a high quality yet free at the point of use health 
service will not be available to future generations. Not only will the NHS become financially unsustainable, the 
safety and quality of patient care will decline. 
  

In order to preserve the values that underpin it, the NHS must change to survive. Change does not mean top-down 
reorganisation. It means a reshaping of services to put patients at the centre and to better meet the health needs of 
the future. There are opportunities to improve the quality of services for patients whilst also improving efficiency, 
lowering costs, and providing more care outside of hospitals. 
   

These include refocusing on prevention, putting people in charge of their own health and healthcare, and matching 
services more closely to individuals’ risks and specific characteristics. To do so, the NHS must harness new, 
transformational technology and exploit the potential of transparent data as other industries have. We must be 
ready and able to share these data and analyses with the public and to work together with them to design and 

http://www.england.nhs.uk/wp-content/uploads/2013/07/nhs-belongs.pdf
http://www.nhs.uk/NHSEngland/thenhs/about/Pages/a-call-to-action.aspx
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make the changes that meet their ambitions for the NHS. 
  

So this document is a ‘Call to Action’ – a call to those who own the NHS, to all who use and depend on the NHS, and 
to all who work for and with it. Building a common understanding of the challenges ahead will be vital in order to 
find sustainable solutions for the future. NHS England, working with its partners, will shortly launch a sustained 
programme of engagement with NHS users, staff and the public to debate the big issues and give a voice to all who 
care about the future of our National Health Service. This programme will be the broadest, deepest and most 
meaningful public discussion that we have ever undertaken. 
  

Bold ideas are needed, but there are some options we will not consider. First, doing nothing is not an option – the 
NHS cannot meet future challenges without change. Second, NHS funding is unlikely to increase; it would be 
unrealistic to expect anything more than flat funding (adjusted for inflation) in the coming years. Third, we will not 
contemplate cutting or charging for core NHS services – NHS England is governed by the NHS Constitution which 
rightly protects the principles of a comprehensive service providing high quality healthcare, free at the point of 
need for everyone. 
  

The Call to Action will not stifle the work that clinical commissioning groups and their partners have already 
accomplished. It is intended to complement this work and lead to five-year commissioning plans owned by each 
CCG. The Call to Action will also shape the national vision, identifying what NHS England should do to drive service 
change. This programme of engagement will provide a long-term approach to achieve goals at both levels. 
  

 

The call to action aims to: 

 Build a common understanding about the need to renew our vision of the health and care service, 
particularly to meet the challenges of the future; 

 Give people an opportunity to tell us how the values that underpin the health service can be maintained in 
the face of future pressures; 

 Gather ideas and potential solutions that inform and enable CCGs to develop 3-5 year commissioning plans; 

 Gather ideas and potential solutions to inform and develop national plans, including levers and incentives, 
for the next 5 – 10 years. 

 

Alongside the publication of The NHS belongs to the people, David Bennett, chief executive of Monitor, has said his 
organisation estimates that the NHS needs total savings of between £28bn and £44bn between 2010-11 and 2021-22 
to protect its finances and maintain quality of care. 
 

He said that Monitor’s review had looked across the whole system at all the possible ways the system could address 
this gap. They had concluded that over the period there were potential savings of up to £12.1bn from improving 
providers’ efficiency, up to £4bn from integrating care and shifting it to different settings, and up to £1.9bn from 
service innovation. Additionally they estimate the NHS could make £7.5bn one-off savings from reorganising its 
estate and selling off excess land and buildings. In the best case scenario total savings would be £2.5bn short of its 
lower estimate of what was needed. 
 

CCG finances 
In last month’s spending review, the Government announced plans to create a £3.8bn fund for commissioning of 
health and social care that will be held by local authorities. A paper being presented to the July meeting of NHS 
England’s Board says £3.4bn of these funds will come from CCG budgets and will require substantial savings to be 
made in other costs. 
 

That £3.4bn comprises £0.9bn already transferred from the NHS annually to support local authority funded social 
care, an extra £0.2bn that will be added to that pot next year, £0.3bn of reablement funding and £0.1bn of carer’s 
break funding currently included in CCG allocations, and an extra £1.9bn top sliced from CCG budgets. 
 

For the average CCG, the establishment of the fund will mean £10m of allocated funding will be transferred to the 
pooled budget (in addition to the pooling of reablement and carers’ breaks funding that is currently within CCG 
baseline allocations). This is in the context that the average CCG was allocated around £300m in 2013-14 and hence 
the figure is equivalent to around 3 per cent of CCG allocations. 
 

The paper also notes that DH agreed in the spending round to a further £300m administration savings in 2015-16; 
discussions are ongoing about how these cuts will be split between NHS England, CCGs and CSUs. 


