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Update on the Healthcare Landscape 
 

NHS England 
Since PSNC last met the 1st April has come and gone and the NHS Commissioning Board became fully operational and 
re-branded itself as NHS England. It also determined its goal to be ‘high quality care for all, now and for future 
generations’. 
 

Challenges 
Inevitably the creation of such a significant new NHS leadership organisation has not happened without a few 
challenges along the way: 

 A Board paper revealed that at the time the organisation took on its full powers, one in ten posts were 
unfilled (89% of posts filled at 31st March, representing 6017 of a total of 6736 posts). 58% of employees 
were transferred directly from predecessor organisations by ‘lift and shift’ or by a job matching process; 31% 
were appointed by ‘ring fenced recruitment/redeployment’ from predecessor organisations and the 
remaining 11% were appointed by external recruitment. 

 HSJ has reported that the internal IT system being set up by Atos will not be fully functioning for up to six 
months after April. 

  

Plans for 'ambitious and radical' service change 
In an interview with HSJ, Bill McCarthy, Policy Director said NHS England was drawing up plans for a programme to 
focus on large-scale service reconfiguration, rather than on smaller incremental savings schemes. This work, led by 
its Area Teams, would continue the QIPP drive beyond the current programme endpoint of 2015. 
 

Bill McCarthy said the bleak outlook for public finances beyond 2015, and the fact that the NHS was already relatively 
efficient by international standards, would force the service “into the direction of strategic change”. He said “year 
after year whittling away of unit cost” did not “seem to me to be an answer to the challenges we’re facing”. 
 

NHS England’s 27 local area teams would drive reconfigurations, working within a national framework developed by 
the organisation. This could include leading public consultation processes and coordinating input from CCGs. 
  

Business Plan 
Later in April NHS England published Putting Patients First: The NHS England Business Plan for 2013/14 – 2015/16 
which sets out how it will improve quality and secure the best possible outcomes for patients and best value for 
taxpayers. Responding to the Francis report is at centre of the business plan, requiring a fundamental cultural change 
in order to put patients at the centre of the NHS. 
 

An eleven point scorecard will be introduced for the organisation’s priorities in order to improve transparency. Two 
elements of the scorecard – direct feedback from patients and their families and feedback from NHS staff - will be 
more important than the others. 

Priority Scorecard measurement 
1 Satisfied patients  Net score of positive versus negative feedback (scale -

100/+100)  

2 Motivated, positive NHS staff  Net score of positive versus negative feedback (scale -
100/+100)  

3 Preventing people from dying prematurely: Outcomes 
Framework Domain 1  

Progress against Improvement areas 1.1 – 1.7  

http://www.england.nhs.uk/pp-1314-1516/
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4 Enhancing quality of life for people with long term 
conditions: Outcomes Framework Domain 2  

Progress against Improvement areas 2.1-2.6  

5 Helping people to recover from episodes of ill health or 
following injury: Outcomes Framework Domain 3  

Progress against Improvement areas 3.1 – 3.6  

6 Ensuring people have a positive experience of care: 
Outcomes Framework Domain 4  

Progress against Improvement areas 4.1 – 4.9  

7 Treating and caring for people in a safe environment; and 
protecting them from avoidable harm: Outcomes 
Framework Domain 5  

Progress against Improvement areas 5.1 – 5.6  

8 Promoting equality and reducing inequalities in health 
outcomes  

Progress in reducing identified health inequalities on all 
indicators for which data are available  

9 NHS Constitution rights and pledges, including delivery of 
key service standards  

The proportion of people for whom NHS England meets 
NHS Constitution standards  

10 Becoming an excellent organisation  Staff survey results, 360 degree feedback  

11 High quality financial management  Actual spend versus budget  
 

NHS England aim to achieve the outcomes by using the eight components of their operating model to ensure that 
the commissioning system is working to maximal effect:  

a) Supporting, developing and assuring the commissioning system;  
b) Direct commissioning of specialist services, primary care, public health services, dental services, armed 

forces health services and offender health services; 
c) Emergency Preparedness; 
d) Partnership for quality; 
e) Strategy, research and innovation for outcomes and growth;  
f) Clinical and professional leadership; 
g) World class customer service: information, transparency and participation; 
h) Developing commissioning support. 

 

The business plan also describes NHS England’s values: 
  

We are committed to achieving better outcomes for all in the right way:  

We put people first. Everything we do is directly connected to our purpose of improving outcomes – not a 
process, not an organisation, not a profession – but the person who needs the NHS to care for them.  

We make informed decisions. We listen to the people and communities we serve, we look at the insight and 
evidence and we measure our outcomes, so that our decisions are objective and we understand their impact.  

We are open and transparent. We are accountable and we take individual and collective responsibility for our 
actions. We act with integrity and we are transparent about the decisions we make, the way we operate and the 
impact we have.  

We are inclusive. We work in partnership with patients and clinicians, the public and our partners because we get 
the very best outcomes when we work together with common purpose.  

We are relentless for improvement. We believe we can always do better for patients and will challenge and seek 
challenge. We share ideas and knowledge and take risks because we believe in innovation and learn from our 
mistakes.  

We listen and learn. We believe everybody has the right to a good idea and to be listened to carefully and 
thoughtfully. We respect and support each other, building trust to encourage everyone to give their very best.  

 
The plan contains the following specific references to primary care services: 

  

As a single commissioner of primary care services, we have the unique opportunity to redefine the role of primary 
care in an effective healthcare system and to take steps to address inequalities of access to primary care services, 
whilst improving the quality of care and outcomes for patients across the country. We aim to do this by: 

 Developing and reviewing contract levers to ensure that maximum benefits are achieved through 
rewarding quality services and better outcomes for patients; 



 

 

Page 3 of 6 
 

Pharmaceutical Services Negotiating Committee 
Times House | 5 Bravingtons Walk | London N1 9AW 

 

 Managing the smooth transition from PCT commissioning to area teams. The single operating model we 
will develop will include developing a single approach for effective performance management of primary 
care; 

 Improving the skills of practitioners in primary care through the development of robust workforce 
planning ; 

 Developing and maintaining mechanisms to enable revalidation of GPs, ensuring that skills are up to date 
and clinical standards remain high. 

 

We will establish a Primary Care Patient Safety Board and develop a comprehensive primary care patient safety 
strategy that will feed into the overall primary care strategy. 
  

Some patients find it more convenient to access GP services away from home. We will evaluate the results of the 
GP choice pilots and consider how we can apply successes more widely. We will move towards a more equitable 
system of GP practice funding to support patient choice. We will continue to support and incentivise practices to 
offer greater access to services through digital means. 
  

  

The document commits NHS England to develop a ten year strategy for the NHS which will align with the five 
domains for the NHS Outcomes Framework. The strategy will consider and address unmet needs and inequalities in 
outcomes and access to services, commit the NHS to a fairer deal for all, and confirm patient rights outlined in the 
NHS Constitution. It will also focus on the commissioning system itself. This will cover cohesive development and 
support for clinical commissioning, future direction for commissioning support services and the development of high-
impact levers and tools. 
 

It also says NHS England will focus on the development of primary care in the light of changing populations and 
medical models of delivery. NHS England will consider what practical changes, data, market management, workforce 
development and contract mechanisms will deliver continuous improvement. 
 

Standard policies 
NHS England has published a large number of internal policies which form part of its single operating framework. 
Some of the policies apply to its direct commissioning activities, including primary care. One policy of note is on in-
year service developments: 

  

A service development is any aspect of healthcare which NHS England has not historically agreed to fund and 
which will require additional and predictable recurrent funding. The term refers to all decisions which have the 
consequence of committing NHS England to new expenditure for a cohort of patients including: new services; 
quality improvements; requests to alter an existing policy and pump priming to establish new models of care. 
 

It is normal to consider funding new developments during the annual commissioning round. An in-year service 
development is any aspect of healthcare which NHS England agrees to fund outside the annual commissioning 
round. 
 

Applications for service developments will generally only be considered and prioritised during NHS England’s 
process for developing its Annual Commissioning Plan. The Annual Commissioning Plan defines the commissioning 
position for NHS England for each financial year. NHS funded healthcare will only be commissioned by NHS 
England in accordance with the Annual Commissioning Plan. 
 

When NHS England considers funding a service development outside the normal commissioning process, it is vital 
that the opportunity cost for NHS England to fund other areas of competing health needs is taken into account. 
Unplanned investment decisions should only be made where they have been approved in accordance with the 
terms of this policy. Usually this will be in exceptional circumstances because, unless they can be funded through 
disinvestment, they will have to be funded as a result of either delaying or aborting other planned developments. 
 

A consequence of this approach is that NHS England’s default interim policy will be not to fund a proposed service 
development. 
  

 

Review of primary care 
In a speech given to an Age UK conference in late April, the Health Secretary, Jeremy Hunt, announced an initiative 
to ‘rethink the role of primary care’. He highlighted the rise of long term conditions and the challenge this presented 

https://www.gov.uk/government/speeches/will-we-rise-to-the-challenge-of-an-ageing-society
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with resultant increases in A&E attendances. A&E staff cited the lack of beds to admit people, poor out of hours GP 
services, inaccessible primary care and a lack of coordination across the health and social care system as the basis for 
the current challenge. He said “the decline in the quality of out of hours care followed the last government’s 
disastrous changes to the GP contract, since when we now have 4 million more people using A&E a year compared to 
2004”.  
 

Jeremy Hunt set out four areas that need to be addressed if the health and social care system is to manage the 
challenge of long term conditions effectively: 

1. Treat the person not the condition – a focus on integrated services; 
2. The role of primary care – the need to rethink the role of primary care, in particular its ability to prevent the 

need for emergency admissions. 

 Sir Bruce Keogh’s review of emergency care will report in May and will cover the issue of demand for 
services and what needs to happen to make sure people with long term conditions are better looked 
after outside the hospital system; 

 Norman Lamb will be announcing plans for local pioneer sites to lead the way on developing better 
care outside the hospital system; 

 NHS England has been asked to look at the system-wide operational incentives that need to change 
to make this happen. 

3. Care and treatment – following in the wake of the Francis Inquiry report, the Secretary of State said we need 
an NHS and social care system where care is just as important as treatment. 

4. Better care and diagnosis of dementia - NHS England will shortly be announcing its new ambition for national 
dementia diagnosis rates alongside proper care plans for all those diagnosed. 

 

The speech coincided with DH asking NHS England to review out-of-hours care. NHS England’s deputy medical 
director Dr Steve Field commented that GPs should “never have given up the responsibility for out of hours care”, 
but Dr Mark Porter, BMA chair, said: “The Government’s analysis of where responsibility lies for the huge and 
increasing pressure on emergency care is completely simplistic. Singling out individual parts of the health service and 
engaging in a blame game is unhelpful and misses the point”. The BMA has written to the Secretary of State asking 
for an urgent meeting to discuss the matter. 
 

Speaking at the Pulse Live conference, Professor Malcolm Grant, chair of NHS England, said the three ‘big things’ that 
the organisation would focus on this year would include how to incentivise ‘medium term’ outcomes in primary care. 
The other two priorities will be addressing the rising pressure on A&E departments and mortality rates at certain 
hospitals. 
 

Professor Grant said that he was not in favour of redrawing the contract for GPs to take back out-of-hours care, in 
order to address the rising pressure on A&E departments, but that there did need to be a ‘joined up idea’ of the 
source of the problem. He said “I am not really keen about the GP contract going through a battle every year, 
without a clear vision of where it is going”. When asked if this meant there was going to be a fundamental review of 
the GP contract this year he agreed, saying “It will be put out to consultation later this year”. He said that NHS 
England intended to ensure that the GP contract struck the ‘right balance’ between providing resources for an 
elderly population and supporting practices in deprived areas. 
   

In a recent Guardian interview with NHS England Medical Director, Sir Bruce Keogh, he said NHS England was 
considering whether “differential payments could be used to tackle variation in the quality of care provided by GPs”. 
NHS England confirmed that they were reviewing QOF and all other sources of practice income as part of the review, 
to support the achievement of NICE-defined outcomes. The review will look at ‘the full spectrum’ of GP pay in 
England over the next couple of years, including which areas of practice funding should become subject to more 
performance measures. 
 

It comes after DH accepted Monitor’s proposal, set out in its Fair Playing Field review, to undertake more work on 
commissioning of GP services. Monitor’s report says questions were raised during the course of the Review about 
the extent to which the commissioning of general practice and associated services in particular is operating in the 
best interest of patients.  
 

Issues raised included: 

 the rules for setting up a general practice; 
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 the different contractual terms under which practices operate; 

 the perceived reluctance of PCTs to commission new services against the wishes of existing local practices 
and Local Medical Committees; 

 perceived conflicts of interest that may in future prevent clinical commissioning groups from commissioning 
services from new entrants; and 

 concerns about a lack of choice of general practitioners for patients. 
 

The report proposed that ‘Monitor should issue a call for evidence by June 2013 to help determine the extent to 
which the commissioning and provision of general practice and associated services is operating in the best interests 
of patients’. 
 

Commissioning Support Units 
It has been reported that independent sector companies will be encouraged to work in partnership with the 19 NHS 
CSUs, rather than competing for business from commissioners. A draft NHS England report apparently proposes that 
CSUs should be able to enter into contracts of up to 5 years duration with commissioners such as CCGs; it is hoped 
this will stabilise the commissioner support market and allow CSUs to agree partnerships with commercial providers. 
The final guidance is expected to be published by June. 
 

At the end of April it was reported that Surrey and Sussex CSU has been deemed to be unviable. NHS England is 
considering options for its future with local stakeholders; one option may be merger with another CSU. 
 

Competition and Choice 
A summary of the current policy position on competition and choice is set out in the May SDS agenda. Due to 
ongoing lobbying by interested parties and unrest in parliament about the provisions of the Health and Social Care 
Act this continues to be a fast moving area of policy. 
 

In a recent HSJ interview with David Bennett, chief executive of Monitor, he rejected claims that the new 
competition regulations could lead to a sharp increase in competitive tendering for NHS services. He said 
“Fortunately for the patients of England, we have a duty to do whatever we do with a focus on what’s in their best 
interests. We would be mad to enforce those rules in a way that leaves commissioners spending all their time 
running competitive processes because they’re terrified they’re going to get into trouble if they don’t”. 
 

Mr Bennett noted that there were 211 CCGs, each with an estimated 60 to 600 contracts, while Monitor would have 
only around 40 employees investigating competition issues. “We’re going to have to prioritise and we’re going to be 
extremely clear about how we will prioritise what we do. We will be focusing on areas where we think opportunities 
to improve the service delivered to patients have been missed in a serious way”. 
 

David Bennett and Catherine Davies (Monitor Cooperation and Competition director) told HSJ competition regulation 
would be largely “complaints driven”, and its assessment of complaints would hinge on whether the commissioner 
had acted in a reasonable way. They suggested this would begin by looking at the commissioning plan the CCG had 
developed with its HWB. 
 

Monitor’s steps would be to ask, have they gone through a process? Have they established a commissioning plan 
that sets out what they want to do? Is the conclusion they’ve reached a reasonable conclusion given the steps 
they’ve followed? 
 

Mr Bennett also indicated that in some cases it might be reasonable for commissioners not to run a competitive 
process for a service, because they did not feel they were able to accurately measure the quality of their existing 
provider. “It’s fair to say that the quality metrics in community and mental healthcare are poorer than they are in 
acute services. So if a commissioner says my focus in the next year is on getting a much better grip on the quality of 
care my patients are being provided by the current provider, we would say that sounds like quite a sensible thing to 
do”. 
 

CQC 
The Care Quality Commission is understood to be proposing to appoint three chief inspectors to lead its work 
regulating health and social care. It is expected that chief inspectors will be appointed with responsibility for 
hospitals, adult social care and primary and integrated care. 
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Integration and social care 
Care services minister, Norman Lamb, has suggested that part of CCGs’ should be used to fund integration with 
council-run social care services. In an interview with HSJ he said that, as part of preparation for the comprehensive 
spending review, DH was considering the future use of the 2% of CCGs’ budgets which they are required to ring-
fence from routine spending. The ring-fenced monies amount to £1.3bn nationally and spending the money is only 
allowed following appropriate approval by the NHS England Area Team.  
 

Norman Lamb also recently launched a Government care comparison website (as part of NHS Choices) aimed at the 
public, providing profiles on care services such as care homes. The profiles bring together information from a variety 
of sources, including: 

 official information from the Care Quality Commission inspection reports on care services; 

 information from care providers on the specialist services and facilities they offer, with details of staff and other 
useful information; 

 comments from the public, service users, residents and their families on their own experiences of the care 
provider, including links to other comment sites; 

 the ability for the public to give services star ratings. 
 

Labour care review 
In late April Ed Miliband announced the establishment an independent commission on whole person care to “find 
ways of integrating health and social care for the next Labour government so that both of these key public services 
are affordable in an era when there is less money around than there was in the past”. 
 

The Commission is to be led by former DH adviser and GP Sir John Oldham. It will produce recommendations on 
achieving Labour's vision of ‘whole-person care’, without another top-down reorganisation and within existing 
resources.   
 

Sir John told the Local Government Chronicle he was open to all suggestions about “how to create more coordinated 
and integrated care”. He said he would “start out within the framework” outlined by shadow health secretary Andy 
Burnham, who said in January that he was working on a plan to put the vast majority of NHS funding in councils’ 
control. However, Sir John said: “If people come to radically different conclusions we’ll consider them”. He said giving 
more power and responsibility to Health and Wellbeing Boards was likely to be one of the options under 
consideration. 
 

Sir John stressed that any proposed changes would have to be possible without major structural change. “The NHS is 
sick and tired of structural change,” he said. “It disrupts relationships and that impedes good care”. 
 

The other members of the commission include Hilary Chapman, Sheffield Teaching Hospitals Foundation Trust chief 
nurse; Alzheimer’s Society chief executive Jeremy Hughes; Sally Brearley, lay member of National Quality Board and 
patient involvement expert; Birmingham City Council director of social care Peter Hay; and Marion Dinwoodie, chief 
executive of Kent Community Health Trust (and a former pharmacist). 


