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Five year forward view funding assumptions 

Funding required  Efficiency expectation (% per annum) How to meet this efficiency 
expectation 

Funding gap by 
2020/21 (in £bn) 

NHS budget flat in real terms  
 
This represents around 2% increase, not 
adjusting for inflation 

0 
No productivity in the NHS 

n/a 30 

NHS budget flat  (same as above) 0.8 
This is long run average productivity gains 
in NHS.  

NHS delivers long run productivity 
gain through traditional recurrent 
and non-recurrent efficiencies  

21 

NHS budget flat (same as above) 1.5 
This is roughly current productivity gains 
in NHS (since introduction of deficit 
reduction plan) 

Continuation of current strategies 
and implementation of new 
strategies e.g. NHS pay needs to stay 
in line with private sector wages  

16 

Real terms funding increase (£ tbc) but 
not accounting for population growth 

2-3  
Roughly double what NHS is currently 
capable of achieving.  

Requires additional investment in 
new models of care through ’catch-
up’ and ‘frontier shift’ 
Stabilising demand  

8 

1.5% real terms increase each year from 
next parliament (i.e. 3.5% increase, not 
adjusting for inflation: 2% + 1.5%) 
  
Additional funding likely to equate to flat 
real terms NHS spending per person to 
take account of population growth as 
there will be 3 – 4 million additional 
people by 2020/21.  

3 
Roughly double what NHS is currently 
capable of achieving. 

All of the above – new models of 
care and long run productivity gains 
realised 

0 



Finance and funding 

Recommendation Implications for members Inter-dependencies FTN View 

Potential reform of  
payment system for: 
• small hospitals  
• payment for 

outcomes  
• maternity pathway  

Not likely to lead to fundamental reform for small hospitals, but 
rather redistribution of funding pot.  
 
A wholesale move to payment for outcomes would see far more 
‘innovative’ contracts being tendered, spanning multiple years 
with high contract values. Likely to expose our members to a lot of 
financial risk and efficiency requirements.  

National tariff  Welcome the acknowledgement that small hospitals 
facing particular challenges, and that tariff is partly 
responsible but unclear how redistribution might 
work in practice (through a top-up?) Solving the 
problems with non-elective payment system might 
be a better and more sustainable way of doing this 
since small providers are over exposed to urgent and 
emergency care work. 
We support move to outcome based contracting in 
theory, but concerned about maturity and expertise 
of commissioning system to do this properly. Paying 
for outcomes can only be one part of the payment 
system for particular types of care, can’t be the right 
solution for all. 

Use of FT surpluses and 
(estate) assets to fund 
investment requirements 

This suggests that FT surpluses and other assets could be used to 
pump prime the expansion of new models of care to support local 
service transformation. 
Unclear whether this could be a requirement or a 
recommendation for FTs, and whether it is about taking the 
surpluses away to use in other localities. 

FT freedoms 
 
Transformation fund  

Not supportive.  In practice, FTs build up surpluses 
with the aim of investing in service redesign and 
improvement. Any central recommendation and 
requirement as to what those surpluses should be 
used for undermines the ability of providers to 
design care in the best way for local populations  

Introduction of 
Integrated personal 
commissioning and year 
of care budget 

This is not a new development as localities are already able to do 
this, and plans to introduce an integrated health and social care 
personal budget are already underway.    
The impact on members will depend on how personal budgets are 
implemented – direct personal budgets are likely to pose greatest 
challenge as this would require individuals to have contracts in 
place with providers. Costings in the non-acute sector are not 
developed enough to ensure that providers are properly 
reimbursed for the administrative and service costs of providing 
this.  

Integrated care  Supportive in principle but concerned that many of 
the payment building blocks required to make 
personal health budgets easy to administer, are not 
yet in place.  

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/379076/NTPS_ConsultationNotice_26Nov.pdf


Commissioning and contracting (1) 

Recommendation Implications for members Inter-dependencies FTN View 

Overall the focus in the 
document on 
commissioning as a lever 
for change is understated 
and much less explicit than 
the focus on new models 
of care 
 

Despite a relatively low key focus on 
commissioning, the plans set out in 
the 5YFV and accompanying 
documents mark a considerable shift 
in the responsibilities which CCGs 
may carry in future years – members 
will wish to understand the 
implications for their LHEs.   

Implementation of new 
models of care 
particularly integrated 
primary and acute 
systems, potentially 
multispecialty 
community providers, 
specialised care 

While a focus on leadership from providers is welcome, we 
would be cautious about an overly prescriptive approach to 
imposing new models of care – and we understand that this is 
not the intention of the 5YFV approach.  We will keep a careful 
eye on this with regard to appropriate management of risk 
within the system. 
 

CCGs to have option of 
more control over NHS 
budget with explicit 
intention of shifting 
investment from acute to 
primary and community 
services (‘co 
commissioning’) 
 
 
 

Success of this initiative will depend 
largely on the capability of local 
CCGs and their relationships with 
providers.  Members will wish to 
understand whether their 
commissioners are opting for ‘co 
commissioning’ or delegated primary 
care commissioning asap, and work 
with them in planning collaboratively 
for the future. 

Co commissioning for 
primary care 

We support constructive and collaborative partnerships within 
a LHE where providers work with commissioners and can also 
be a catalyst for change.  
However we have considerable concerns about the shift of risk 
and resource to CCGs at a time when they are still bedding 
down and developing their capacity for strategic 
commissioning.  We would be concerned to ensure CCGs 
receive requisite funding and support to undertake new 
responsibilities for commissioning primary and specialised 
care.  Concerns about the inherent conflict of interest within 
GP led commissioning of primary care remain to be tested and 
answered. 

‘New deal for primary 
care’: stabilise core 
funding for primary care; 
challenge fund; expand GP 
training and 
infrastructure; new 
incentives for CCGs to 
encourage provision in 
under doctored areas,  

Investing in primary care can be 
beneficial in managing demand and 
investing in more preventative 
measures.  Members will wish to 
understand the benefits for their 
LHE’s.  We also note the NHS budget 
is finite and funding and resources 
must be carefully allocated across 
the sectors to ensure no part of the 
system is put at undue risk. 

As above Investing in primary care can be beneficial in managing 
demand and investing in more preventative measures.  
Members will wish to understand the benefits for their LHE’s.  
We also note the NHS budget is finite and funding and 
resources must be carefully allocated across the sectors to 
ensure no part of the system is put at undue risk. 
 

http://www.england.nhs.uk/wp-content/uploads/2014/09/nxt-stps-to-co-comms-fin.pdf
http://www.england.nhs.uk/wp-content/uploads/2014/09/nxt-stps-to-co-comms-fin.pdf
http://www.england.nhs.uk/wp-content/uploads/2014/09/nxt-stps-to-co-comms-fin.pdf


Commissioning and contracting (2) 

Recommendation Implications for members Inter-dependencies FTN View 

Supporting localities to 
implement joint 
commissioning between 
NHS and local 
government.  

This would principally be through 
implementation of Integrated Personal 
Commissioning and Better care Fund-style 
pooling budgets for specific services, perhaps 
under the leadership of Health and Wellbeing 
Boards.   It seems that this will be locally led, 
rather than nationally mandated so that the 
roll-out of further pooled budgets will be left 
to local discretion.  

Better Care Fund 
 
Labour thinking on pooled 
budgets and HWBs 

We support localities wishing to pool health and social 
care budgets and agree that, in some circumstances, this 
has supported integrated care. But it is not a necessary or 
sufficient condition  as there are many local health 
economies with well developed integrated care schemes 
which are not using pooled budgets. We question whether 
Health and Wellbeing Boards are appropriate 
commissioning organisations, given the lack of maturity in 
the commissioning system and the lack of provider 
involvement in many of these boards.  

NHS England will work 
with local partners to 
drive specialised services 
consolidation every three 
years.  

NHS England will look to specialised providers 
to: 
- Develop networks of services over a 

geography and integrating different 
organisations and services around 
patients. It is unclear whether this will 
mean fewer providers will be contracted 
for specialised services, or that simply 
providers will be responsible for making 
sure these services are available to 
patients as close to home as possible, 
potentially through community 
locations.  

- Use innovations such as prime 
contracting and/or delegated capitated 
budgets. We assume this is to 
complement NHSE’s current push 
around co-commissioning.  
 

Specialised 
commissioning intentions 
 
Innovative forms of 
contracting  
 
Co-commissioning  

This still does not provide sufficient clarity over what NHS 
England’s intentions for specialised commissioning are, 
and how they are planning to involve the sector in these 
proposals.  
 
Lead provider contracts might potentially work for 
specialised services, potentially as an alternative to 
consolidation without centralisation. However, it might 
also create the potential for the largest providers to pull 
further specialised work in to them, potentially at the 
expense of DGHs.  
 
Co-commissioning  has the potential to add to the 
complexity of an already very complicated commissioning 
process, requiring a specialised contract to be signed off 
by both the CCG and NHS England.  It is unclear what the 
added value of this approach will be.   
 
With regard to specialised commissioning, the worst case 
scenario is  that this represents a simple transfer of risk to 
CCG/provider levels on an overspent budget without the 
adequate funding. 

http://www.england.nhs.uk/ourwork/part-rel/transformation-fund/bcf-plan/
http://www.england.nhs.uk/wp-content/uploads/2014/10/comms-intents-2015-16.pdf
http://www.england.nhs.uk/wp-content/uploads/2014/10/comms-intents-2015-16.pdf
http://www.england.nhs.uk/wp-content/uploads/2014/09/nxt-stps-to-co-comms-fin.pdf
http://www.england.nhs.uk/wp-content/uploads/2014/09/nxt-stps-to-co-comms-fin.pdf
http://www.england.nhs.uk/wp-content/uploads/2014/09/nxt-stps-to-co-comms-fin.pdf


New models of care (1)  

Recommendation Implications for members Inter-dependencies FTN View 

Focus on preventative care, out-of-hospital care 
and services integrated around the patient.  

Renewed pressure to pursue 
integrated care models. 

Integrated care 
pioneers progress 
and outcomes. 
 
Adequate investment 
in public health and 
primary care to help 
manage demand 
appropriately 

We welcome the emphasis on 
driving more integrated models of 
care. 
 
 
We note the 5YFV places a heavy 
reliance on more preventative 
measures as a means to manage 
demand.  This will require sufficient 
investment and take time to 
implement.  We would of course 
expect appropriate investment to be 
made within secondary care while a 
transition is  made to new ways or 
working and we note that the 
evidence that more integrated 
models necessarily release efficiency 
savings is limited. 

http://www.england.nhs.uk/2013/11/01/interg-care-pioneers/
http://www.england.nhs.uk/2013/11/01/interg-care-pioneers/
http://www.england.nhs.uk/2013/11/01/interg-care-pioneers/


New models of care (2) 

Recommendation Implications for members Inter-dependencies FTN View 

Creation of major new care models – not ‘one size fits 
all’ or ‘let a thousand flowers bloom’. Local health 
economies to identify their own future based on 
individual characteristics.   At ACE14 Simon Stevens 
presented four different categories of LHEs:  
1. Ready to go 
2. In between 
3. Struggling 
4. ‘New towns’ required 
 
The forward view sets out the following models: 
• Multispeciality community providers (growing GP 

and community based services to employ 
specialists and have direct referral rights into 
secondary provision). NB at our dinner, SS said he 
felt this model might be easier to achieve than the 
primary/acute model below 

• Primary and acute care systems (a form of 
vertically integrated system) 

• Urgent and emergency care networks 
(reconfiguration to fewer specialist  major 
emergency centres and more emergency centres 
and urgent care centres as per Willett Review) 

• Viable smaller hospitals (new focus on ensuring 
system rules allow smaller providers to thrive) 

• Specialised care (some consolidation and 
networks)  

• Modern maternity services 
• Enhanced health in care homes 

All providers will wish to work 
with stakeholders across their 
health economy to identify 
which category of LHE they are 
in and co-develop an agreed 
shared vision/direction of 
travel. Leaders of institutions 
will be rewarded for working 
with their LHE to develop a 
shared vision.  
 
The forward view commits to 
national flexibilities in the 
current regulatory, funding and 
pricing regimes to assist local 
areas to transition to better 
care models and members will 
be keen to understand the 
options available, and the 
potential implications of flexing 
national regulatory frameworks 
for the longer term. 
 
We note that the 5YFV is 
particularly silent on the issue 
of competition within the NHS. 
 
 
 
 

Integration pioneers 
 
The Dalton review of 
organisational models, 
notably the following 
models which are cited 
in the 5YFV (p.24): 
1. Hospital chains 
2. Service level chain 
3. Integrated care 

organisation 
 
‘Mutuals’ pilots  
 
Process for selection of 
pilot areas TBC.   
 
Regulatory flexibilities 
for ‘pilot’ LHE areas 
including with regard to 
pricing and competition.  
We note that the 5YFV is 
particularly silent on the 
issue of competition 
within the NHS. 
 
Protection of provider 
autonomy and local 
accountability models 
within the process of 
change. 

We welcome the commitment to a new 
local/central partnership which empowers 
LHEs. However we are keen to understand 
how LHEs will be selected to progress new 
models of care, that local accountabilities and 
provider autonomy are sustained within this 
process and that providers have opportunity to 
shape proposals for change in collaboration 
with their LHE partners. The national bodies 
and regulators will need to support and enable 
these developments. 
 
The focus on integrated care, and smaller 
hospitals are both welcome, as is alignment 
with the Willett Review of urgent and 
emergency care.  We have expressed concern 
about a need to adequately resource 
specialised services and to ensure that 
providers of all types and sizes have 
opportunity for engagement in changes to how 
specialised care is provided.  We welcome the 
recent establishment of a provider reference 
group for this purpose.  We will review the 
proposed models in more detail and provide a 
comprehensive analysis of their implications, 
to ensure our members are able to make 
informed strategic plans. 
 
The regulatory and competition frameworks 
would need to be flexible/adapt to ensure new 
models are developed at pace.  

http://www.england.nhs.uk/2013/11/01/interg-care-pioneers/
http://www.england.nhs.uk/2013/11/01/interg-care-pioneers/
http://www.england.nhs.uk/2013/11/01/interg-care-pioneers/
https://www.gov.uk/government/publications/dalton-review-options-for-providers-of-nhs-care


Governance and organisational form (1) 

Recommendation Implications for members Inter-dependencies FTN View 

No recommendation 
on board leadership, 
autonomy and local 
accountability 
The document is pretty 
silent with regard to 
the FT model 
specifically, governance 
issues or future of the 
pipeline 
 
 

Members require clarity around pipeline 
issues particularly and how this interplays 
with the development of new models, 
including in struggling LHEs. 
The document does not address how 
organisations are led, directed and 
controlled.  Good corporate governance is 
essential to delivering high quality 
services.  Could be indicative of a lack of 
understanding of the essential role of 
corporate governance in providing strong 
and dynamic leadership. 
 

Development of new models of care 
 
Good corporate governance requires leadership 
by unitary boards of directors with the power to 
effect real change.  
 

Centralised decision making and 
performance management are 
incompatible with good corporate 
governance, because good 
governance rests on the ability of the 
board to supervise the work of 
management and set strategic 
direction. 
We remain committed to the pillars 
or local accountability and provider 
autonomy underpinning the FT 
model, and will keep a particularly 
keen eye on the development of new 
models of care 

Aligned national NHS 
leadership 
 

Aspirational, potentially a good thing, but 

with considerable scope for things to go 
wrong. 
Notwithstanding the commitment to 
change central organisations can often 
stifle rather than promote change and 
innovation. 
Increased potential for centre to seek to 
performance manage providers. 

Requires an acknowledgment of the limits to 
what can be achieved at a national level. 
 
Would require unprecedented culture change 
within central organisations at front line.  
 
Some potential for conflicts of interest. 

A welcome proposal, but with many 
potential pitfalls. 
 
Centre must resist the temptation to 
usurp the role of local boards. 
 
Conflicts of interest need to be 
managed. 

Diverse solutions and 
local leadership 

Continued freedom to form local 
solutions would be welcome.   
 
However the undercurrent of the 
document suggests this might be 
seriously constrained 

Requires an understanding at national level of 
the necessity of autonomy and strong local 
leadership in delivering change. 

Believe autonomy and strong local 
leadership if we are to have 
responsive, accountable, high quality 
service delivery 



Governance and organisational form (2) 

Recommendation Implications for members Inter-dependencies FTN View 

Multispecialty Community 
Providers 
 

GP led primary care services, expanding to take on 
acute services and potentially the local DGH. 
 
Possible conflict of interest for CCGs commissioning 
acute services from their own members. 
 
Implications for FT governance and corporate 
governance in general. 
 

Possible 
competition/cooperatio
n issues 

A diverse range of provider 
models is to be welcomed.  
However the assumption the GPs 
are best placed to lead in this 
space is flawed.  
 
Good corporate governance 
requires board led organisations 
with strong lines of accountability.  
Foundation trusts are well placed 
to deliver good governance and 
therefore to provide well led 
services. 
 
 

Primary and Acute Care 
Systems 
 

Acute providers providing primary care in their local 
leading to a comprehensive healthcare package and 
control of whole care pathways. 
 
We note that the 5YFV is relatively silent on the 
implications of competition.   

Needs strong lines of 
local accountability to 
ensure that the needs 
of the community are 
paramount. 

Can lead to useful economies of 
scale and better strategic 
planning and streamlined 
delivery.  Dissolves a dichotomy 
between primary and secondary 
care that is not particularly 
meaningful to patients and 
service users.  Needs strong lines 
of accountability and unitary 
board leadership. 



Competition and regulation (1) 

Recommendation Implications for members Inter-dependencies FTN View 

Geographical – either 
regional or local health 
economy – approach to 
regulation and intervention 
regime, using flexibilities 
and discretion.  

Possibility for shared  and potentially unclear 
accountability across local health economies or 
at least some recognition of the local context in 
which providers are operating.  

Current regulatory and 
intervention model 

There is currently a disproportionate focus on individual 
provider performance, we therefore welcome an 
approach that takes the local context into account and 
recognises where a local system change is needed. 
 
However, the proposals set out in the document raise 
questions about the autonomy and accountability of 
individual organisations, as well as the statutory bodies 
themselves. 
 
A more flexible and nuanced regulatory model 
approach would be needed, with a focus on health 
economies and/or pathways or institutions.  A clearer 
framework governing change would also be needed.  

Development of major new 
care models, such as the 
above and three models 
below (p.24): 
1. Hospital chains 
2. Service level chain 
3. Integrated care 

organisations (such as 
previously mentioned 
Multispecialty 
Community Providers 
and Primary and Acute 
Care Systems.) 
 

The forward view commits to national 
flexibilities in the current regulatory, funding 
and pricing regimes to assist local areas to 
transition to better care models. Members will 
be interested in how these flexibilities may work 
for the short term, and also their longer term 
implications for the regulatory framework. 
 

Regulatory transaction 
model  
 
CMA merger review 
model 
 
Governance requirement 
for each model. 

The regulators’ transaction model and  associated risk 
assessment would need to be adapted to enable the 
swift development of this approach. There is currently a 
disproportionate regulatory burden associated with 
pursuing new care models such as these. The 
transaction process (inc. competition review) is costly 
and lengthy. The regulators would need re-evaluate 
their approach to risk.  
 
The CMA merger review model would also need to be 
more nuanced in order to support this approach. The 
competition implications of vertical integration are 
currently unclear. The current CMA merger control 
model includes the consideration of GP referral 
patterns  and its impact on patient choice - indicating 
that integrating primary and secondary care in this way 
could be seen as preventing patient choice and may not 
be approved by the CMA.  

https://www.gov.uk/government/publications/supporting-nhs-providers-considering-transactions-and-mergers
https://www.gov.uk/government/publications/supporting-nhs-providers-considering-transactions-and-mergers
https://www.gov.uk/government/publications/supporting-nhs-providers-considering-transactions-and-mergers
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/339767/Healthcare_Long_Guidance.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/339767/Healthcare_Long_Guidance.pdf


Competition and regulation (2) 

Recommendation Implications for members Inter-dependencies FTN View 

Future implications of the special 
measures regime is unclear within 
the document – it is suggested 
that new organisational models 
may be imposed as a result of 
local failure and “the resulting 
implementation of special 
measures”. 

Potential imposition of organisational where 
a provider is deemed to be ‘failing’ or 
improvements are not made as part of the 
special measures process.  

Special measures 
regime 

We would oppose any changes to 
the special measures regime 
which would mean new 
organisational models are 
imposed as a result. We would 
only expect to see this when a 
provider enters special 
administration and a TSA makes 
recommendations for changes. 

Strengthened role of voluntary 
sector organisations as partners in 
delivering NHS services. 
 

Potential for increased competition. 
 

The overall 
‘competition’ vs. 
‘collaboration’ 
approach within the 
NHS. 
 

The vision seems to support the 
AQP agenda and commits to 
reducing the time and complexity 
associated with voluntary 
organisations securing contracts 
to provide NHS services. We 
support a fair playing field and 
would  argue that any 
strengthened role of AQP in the 
future has the necessary 
safeguards in place.  

New ways of measuring the 
quality of the urgent and 
emergency services. 
 

CQC inspection regime 
 

http://www.cqc.org.uk/sites/default/files/special_measures_guide.pdf
http://www.cqc.org.uk/sites/default/files/special_measures_guide.pdf
http://www.cqc.org.uk/sites/default/files/special_measures_guide.pdf
http://www.cqc.org.uk/sites/default/files/special_measures_guide.pdf
http://www.cqc.org.uk/content/provider-handbooks-hospitals


Quality (1) 

Recommendation Implications for members Inter-dependencies FTN View 

The Care and Quality Gap is one of 
three imperatives driving the need for 
strategic change in the NHS, which will 
be addressed by reshaping care 
delivery and harnessing technology to 
reduce variation in quality, safety and 
outcomes. 

Autumn Statement requires recipients of 
additional frontline money for the NHS to provide 
“assured plans” detailing how they would become 
more efficient and accelerate their adoption of 
new technology.  Sustainability through quality 
improvement is part of the information trusts are 
required to provide in 2- and 5-year plans for 
Monitor,  developed in partnership with CCGs. See 
our NIB Strategy briefing.  

New Models of Care 
National Information 
Board strategy 
Trusts’ Five-Year Plans 
CCG Five-Year Plans 
Seven Day Services 
 

There is a clear and pressing need for 
additional funding  to protect quality 
while investing in transformations in 
care . This will need to include funds 
for ‘double running’ to  protect care 
quality in the secondary sector while  
primary care adapts during the shift 
to out of hospital care.  

To reduce variations in where patients 
receive care, will measure and publish 
meaningful and 
comparable measurements for all 
major pathways of care for every 
provider – including community, 
mental and primary care – by 2020 

Will be informed by CQC inspections – both 
provider and thematic. Information about trust 
ratings in CQC inspections and other performance 
metrics about safety and quality will be published 
on MyChoices NHS website and on MyNHS.  
See our briefing on  Transparency. 

CQC Inspection Regime 
NHS Choices 
Dr Foster 
Seven Day Services 
 

Welcome the focus on understanding  
pathways of care as quality outcomes 
depend significantly on not just 
institutions but also  the transitions 
and relationships between multiple 
members of a LHE, including 
commissioners.  Transparency is an  
important driver of quality 
improvement but must be 
contextualised to be meaningful.  

Continue to redesign the payment 
system so that there are rewards for 
improvements in quality. 

How will this align with expectations of LHE service 
transformation and moving care out of hospital 
settings?  Parity of Approach across sectors?  

CQUIN 
QOF 

[Mixed evidence that financial 
incentives are effective drivers of 
quality] 

Invest in leadership by reviewing and 
refocusing the work of the NHS 
Leadership Academy and NHS 
Improving Quality. 

Potential opportunities for trust leaders to learn 
and share best practice in board leadership to 
drive quality improvement. 

NHS IQ strategy 2014/15 
NHS Outcomes Framework 
 

Welcome recognition of  the 
importance of strong NHS leadership 
and the need to support trust boards 
and highlight best practice in  
delivering high quality care.  

http://www.nhsproviders.org/resource-library/nib-personalised-care-for-all-on-the-day-briefing/
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/384650/NIB_Report.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/384650/NIB_Report.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/384650/NIB_Report.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/384650/NIB_Report.pdf
http://www.nhsproviders.org/resource-library/transparency-agenda-on-the-day-briefing/
http://www.cqc.org.uk/content/provider-handbooks-hospitals
http://www.cqc.org.uk/content/provider-handbooks-hospitals
http://www.cqc.org.uk/content/provider-handbooks-hospitals
http://www.nhs.uk/Pages/HomePage.aspx
http://www.drfoster.com/
http://www.england.nhs.uk/wp-content/uploads/2014/02/sc-cquin-guid.pdf
http://www.hscic.gov.uk/qof
http://www.nhsiq.nhs.uk/
http://www.nhsiq.nhs.uk/
http://www.nhsiq.nhs.uk/
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/385749/NHS_Outcomes_Framework.pdf


Quality (2) 

Recommendation Implications for members Inter-dependencies FTN View 

To reduce variations in when 
patients receive care, we will 
develop a framework for how seven 
day services can be implemented 
affordably and sustainably, 
recognising that different solutions 
will be needed in different 
localities. 

Will it be appropriately resourced? What  
capacity will providers have to reconfigure 
their service offering to ensure clinical 
sustainability and quality of care across 
services in financially constrained times?  

NHS IQ 
Models of Care 
Workforce  
Payment systems 
Sustainability  
Technology (NIB) 

We support ambition to eliminate  
unacceptable variation s in NHS 
care .  Providers need to be 
supported appropriately with 
resource to deliver service design 
change and appropriate workforce 

Require comprehensive 
transparency of performance data 
and ensuring this data increasingly 
informs payment mechanisms and 
commissioning decisions. 

Ensuring the performance data is fair and 
accurate and encompasses relationship 
between resourcing and quality, if it is going to 
be driving  payment mechanisms. Need to 
ensure additional reporting and publication 
requirements do not add  further 
administrative burden without benefit to 
quality outcomes.  

MyNHS  
NHS Choices 
CQC inspections 
Quality Accounts 
 

Welcome transparency as a means 
to facilitate provider-led 
improvement but information 
publishing requirements must be 
developed in conjunction with 
providers, service users and public 
to ensure they are meaningful, 
relevant, achieve intended 
outcomes, and aren’t overly 
burdensome or detract from drive 
to best practice in care delivery.  

New ways of measuring quality to 
inform new models of care delivery, 
including UEC service redesign 

NHS IQ 
UEC Review 
Payment Systems  
Models of Care 

Service redesign in the NHS is 
necessary to ensure financial and 
clinical sustainability. A more stable 
and recurrent funding process is 
essential to enable trusts to plan 
and meet existing service pressures 
while investing in service redesign.  

http://www.nhsiq.nhs.uk/
https://www.gov.uk/government/organisations/national-information-board
http://www.nhs.uk/Service-Search/performance/search
http://www.nhs.uk/Pages/HomePage.aspx
http://www.nhs.uk/Pages/HomePage.aspx
http://www.nhs.uk/Pages/HomePage.aspx
http://www.nhsiq.nhs.uk/
http://www.nhs.uk/NHSEngland/keogh-review/Documents/uecreviewupdate.FV.pdf


Quality (3) 

Recommendation Implications for members Inter-dependencies FTN View 

Re-energise the National Quality 
Board to share intelligence, agree 
action and monitor overall 
assurance on quality.  

How will the work of the NQB fit with 
other national quality improvement 
strategies and programs, will this result in 
additional reporting and data capture, 
anything introduced will need to be 
resourced and supported, and 
manageable for trusts.   

NHS IQ 
Complaints handling and 
Whistleblowing 
Quality regulation  
 

Welcome the explicit recognition in 
the 5YFV of the ultimate 
responsibilities of individual NHS 
boards for the quality and safety of 
the care being provided by their 
organisation. Support the inclusion 
of senior NHS clinicians from 
providers  on the NQB. 

A set of actions in the National 
Information Board strategy to 
improve access to patient records, 
introduce new ways of interacting 
with health professionals, and 
introduce innovative healthcare 
technologies 

Members will have opportunity to help 
develop technical and professional 
standards around data quality.  Will need 
to demonstrate commitment to the 
actions  in their 2- and 5-year plans, 
potential cost implications  of shifting to 
new technologies. See our OTD briefing  
on the NIB.  
Measures need to be appropriately costed 
and resourced.  

Care.data 
MyNHS and NHS Choices 
 

Supportive of transparency and 
patient choice, and new technology 
as important tools for quality 
improvement, but must be costed 
and resourced, and not add to 
existing admin burden without 
additional benefit being 
established.    

For cancer treatment, ensure that 
existing quality standards and NICE 
guidance are more uniformly 
implemented, across all areas and 
age groups 

NICE guidance can result in increased 
costs for trusts to meet increased 
minimum standards (e.g. safe staffing). 
Need to monitor impact on resourcing 
and board autonomy in managing services 
to maintain quality  in locally tailored way.  

Quality regulation / CQC 
inspections 

We support quality improvement 
and reducing unacceptable 
variations in care. Quality 
improvement must be provider-
led, locally tailored  and 
appropriately resourced.  

http://www.nhsiq.nhs.uk/
http://www.nhsproviders.org/resource-library/nib-personalised-care-for-all-on-the-day-briefing/
http://www.nhsproviders.org/resource-library/nib-personalised-care-for-all-on-the-day-briefing/
http://www.england.nhs.uk/ourwork/tsd/care-data/
http://www.nhs.uk/Service-Search/performance/search
http://www.nhs.uk/Pages/HomePage.aspx


Mental health (1) 

Recommendation Implications for members Inter-dependencies FTN View 

The document sets out five year 
ambitions for mental health, driving 
towards both an equal response to 
mental and physical health and treating 
the two together.  

All sectors will have a role to play to support 
improved delivery of MH services, not just MH 
sector. Cannot be achieved without changes to: 
- Current commissioning practices at local and 

national level 
- Improved data capture and real-time info on 

service needs, availability and outcomes 
- More funding specifically for MH services 

- Increasing Access to MH 
Services by 2020 

- Ministerial Taskforce on 
Mental Health 

- New models of care 
- Organisational forms 

We welcome the embedding of MH 
parity across NHS strategic change and 
reform as outlined in the FYFV. It is a 
shame it does not focus more heavily 
on two key priority concerns in mental 
health – specialised services  
commissioning and the importance of 
‘life stage’ services in mental health, 
for CAMHS and CYP. 

As set out in the 5-year plan for 
increasing access to mental health 
services, phased introduction of 
waiting standards for mental health 
from next April. 

Developing an access or waiting times standard for 
mental health services is considerably more 
complex than for physical health services. Pathways 
are less well defined and are less episodic, service 
models vary significantly, and data availability is 
poorer. Could fund that MH service providers  and 
acutes are not sufficiently resourced or receive 
extra funding to keep pace with anticipated rise in 
demand and expected acceleration of service 
delivery for crisis care, liaison psychiatry, IAPT. 

- Commissioning 
- Payment systems  
- Tariff 15/16 
- The detail of what might 
be achieved following 
2015/16 will be subject to 
the next Spending Review 
and the next Government. 

Welcomed but must be properly 
costed and  funded, should not detract 
from focus on services that aren’t 
subject to A&WT, money must follow 
patient.  

References the importance of tackling 
mental health problems as part of NHS 
support to help people get and stay in 
employment. 

Unclear, but we anticipate that Members will need 
to ensure their workforce policies  remain abreast 
of any changes around offering early access and 
support for MH services.  There is also scope for 
participation in the ImROC programme which 
supports local NHS and independent mental health 
service providers and their partners to become 
more ‘recovery orientated’.  

Funding 
Workforce  
Fit For Work Scheme 
Public Health OF 

Support in  principle – more detail 
needed about how NHS providers 
expected to contribute and how will 
be resourced.  

https://www.gov.uk/government/publications/mental-health-services-achieving-better-access-by-2020
https://www.gov.uk/government/publications/mental-health-services-achieving-better-access-by-2020
https://www.gov.uk/government/publications/mental-health-services-achieving-better-access-by-2020
https://www.gov.uk/government/publications/mental-health-services-achieving-better-access-by-2020
https://www.gov.uk/government/news/mental-health-taskforce-announced
https://www.gov.uk/government/news/mental-health-taskforce-announced
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/379076/NTPS_ConsultationNotice_26Nov.pdf
https://www.gov.uk/government/collections/public-health-outcomes-framework
https://www.gov.uk/government/collections/public-health-outcomes-framework
https://www.gov.uk/government/collections/public-health-outcomes-framework


Mental health (2) 

Recommendation Implications for members Inter-dependencies FTN View 

The need to properly fund and 
integrate mental health crisis services, 
specifically including liaison 
psychiatry, is highlighted as part of the 
proposals to develop urgent and 
emergency care networks. 

NHS England consider adequate provision of liaison 
psychiatry to be responsibility of acutes   

Tariff 2015/16 
New Models of Care 
Organisational Forms 
Willett UEC review 
Mental health services: 
achieving better access 
by 2020 
 

Welcome recognition that MH crisis 
places significant pressure on A&E. We 
consider this should be more explicitly 
linked to crisis care concordat and also 
then the need to be signatures to access 
winter pressure funding. 

Dementia support - a five year 
approach to offer consistent standards 
of support for patients newly 
diagnosed – including named 
clinicians or advisors to develop proper 
care plans developed in partnership 
with carers and families. It proposes a 
broader coalition of support pulling 
together statutory services, 
communities and business. 

Important for all provider sectors as frail elderly 
care demand will grow significantly and improved 
cooperation will be needed to ensure that this 
doesn’t’ translate into worse pressures on A&E 

GP contract 
NHS Dementia Strategy 
Primary Care Strategy 
Organisational Forms 
New Models of Care 
Health and Wellbeing 
Boards 

Welcome  but recognise we need to 
strengthen partnerships with 
commissioners and across pathways of 
care provided by social services, 
community, ambulance and mental health 
providers.  

Expanding access to mental health 
services through targets to include 
children’s services, eating disorder and 
those with bipolar conditions.  

Unclear as this is set for delivery post 15/16 in the 
MH five year plan.  Will  depend significantly on 
commissioning approach, improved funding and 
better data than is currently available.  

Commissioning  
Funding 
Children and young 
people’s mental health 
and well-being taskforce 
 

Welcomed, but needs resourcing.: 
- New commissioning approaches; 
- Additional staff to coordinate care 
- Further investment to map and deliver 

services 
- Resolution of existing problems isn’t 

addressed, particularly for children 
services . CCG, LA, education and 
specialised commissioning all have a 
role to play in improving existing 
access and service challenges 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/379076/NTPS_ConsultationNotice_26Nov.pdf
http://www.nhs.uk/NHSEngland/keogh-review/Documents/uecreviewupdate.FV.pdf
https://www.gov.uk/government/publications/mental-health-services-achieving-better-access-by-2020
https://www.gov.uk/government/publications/mental-health-services-achieving-better-access-by-2020
https://www.gov.uk/government/publications/mental-health-services-achieving-better-access-by-2020
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/184931/Standard_General_Medical_Services_Model_Contract.pdf
https://www.gov.uk/government/policies/improving-care-for-people-with-dementia
https://www.gov.uk/government/groups/children-and-young-peoples-mental-health-and-well-being-taskforce
https://www.gov.uk/government/groups/children-and-young-peoples-mental-health-and-well-being-taskforce
https://www.gov.uk/government/groups/children-and-young-peoples-mental-health-and-well-being-taskforce
https://www.gov.uk/government/groups/children-and-young-peoples-mental-health-and-well-being-taskforce
https://www.gov.uk/government/groups/children-and-young-peoples-mental-health-and-well-being-taskforce


‘We will support a modern workforce’ (1) 

Recommendation Implications for members Inter-dependencies FTN View 

‘… ensuring the NHS becomes a 
better employer…’ (p30) 

Time for trusts to review 
their overall ‘reward’ offer 
(not just pay) to staff? 

NHSEm ‘Total reward’ Most trusts are already good employers. There is 
always room for improvement. 

‘We will also establish with NHS 
Employers new incentives to 
ensure the NHS as an employer 
sets a national example in the 
support it offers its own 1.3  
million staff to stay healthy... 
(p11) 

- What form will these ‘new -  
incentives’ take? 
- How will this be funded? 
- Time for trusts to review 
what  support they already 
offer? 

NHSE ‘Keeping staff 
well’ 

Trusts are already helping their staff to stay 
healthy (as the FYFV notes). Further support is 
welcome, but must be funded. 

Supported by HEE ‘we will address 
immediate gaps in key areas’ 
(p30) 

- ‘Employers are responsible 
for ensuring they have 
sufficient staff with the right 
skills to care for patients’. 
- Impact of HEE ‘Come back 
to nursing’? 
- What are the other 
‘immediate gaps’? 
- How will HEE engage trusts? 

HEE ‘Come back to 
nursing’ initiative 

We welcome initiatives to address the nurse 
shortage. Need to be evaluated for effectiveness. 
HEE must engage effectively with trusts via LETBs. 

‘We will put in place new 
measures to support employers to 
retain and develop their existing 
staff…’ (p30) 

- What form will these ‘new 
measures’ take? (FYFV says 
aim is to ‘increase 
productivity and reduce the 
waste of skills and money’.) 
- How will this be funded? 

HEE Framework 15 Focus on existing staff is welcome, as is more 
support for trusts, but more detail is needed. 

http://www.nhsemployers.org/your-workforce/pay-and-reward/reward/total-reward-in-the-nhs
http://www.nhsemployers.org/your-workforce/pay-and-reward/reward/total-reward-in-the-nhs
http://www.nhsemployers.org/your-workforce/pay-and-reward/reward/total-reward-in-the-nhs
http://www.nhsemployers.org/your-workforce/retain-and-improve/staff-experience/health-work-and-wellbeing/keeping-staff-well
http://www.nhsemployers.org/your-workforce/retain-and-improve/staff-experience/health-work-and-wellbeing/keeping-staff-well
http://comeback.hee.nhs.uk/
http://comeback.hee.nhs.uk/
http://comeback.hee.nhs.uk/
http://comeback.hee.nhs.uk/
http://hee.nhs.uk/wp-content/uploads/sites/321/2014/06/HEE_StrategicFramework15_final.pdf
http://hee.nhs.uk/wp-content/uploads/sites/321/2014/06/HEE_StrategicFramework15_final.pdf
http://hee.nhs.uk/wp-content/uploads/sites/321/2014/06/HEE_StrategicFramework15_final.pdf


‘We will support a modern workforce’ (2) 

Recommendation Implications for members Inter-dependencies FTN View 

‘We will consider the most 
appropriate employment 
arrangements to enable our 
current staff to work across 
organisational and sector 
boundaries.’ (p30) 

What form will these ‘appropriate 
employment arrangements’ take? 

HEE Framework 15 A more flexible workforce is in 
principle welcome, as is the 
focus on current staff, but 
more detail is needed. 

‘HEE will work with employers, 
employees and commissioners to 
identify the education and training 
needs of our current workforce…’ 

- How will HEE work with 
employers? 
- How will this be funded? 

HEE Framework 15 Welcome. HEE must engage 
with trusts effectively. Any 
new training must be funded. 

‘HEE will therefore work with its 
statutory partners to commission 
and expand new health care 
roles…’ (p30) 

How will HEE work with trusts as 
employers in addition to its 
‘statutory partners’? 

HEE Framework 15 Welcome. HEE must engage 
effectively with trusts as 
employers. 

‘NHS employers and staff and their 
representatives will need to 
consider how working patterns 
and pay and terms and conditions 
can best evolve to fully reward 
high performance, support job and 
service redesign…’ (p30) 

- Support for ‘evolve’ vs ‘radical’ 
change? 
- How can staff and their 
representatives be persuaded of 
the need for change? 

- PRB special remit 
- DDRB special remit 

A new consensus is needed 
on NHS core hours. Pay needs 
to reflect the financial 
pressures facing trusts. 
Reform of terms and 
conditions is needed as a 
priority. 

http://hee.nhs.uk/wp-content/uploads/sites/321/2014/06/HEE_StrategicFramework15_final.pdf
http://hee.nhs.uk/wp-content/uploads/sites/321/2014/06/HEE_StrategicFramework15_final.pdf
http://hee.nhs.uk/wp-content/uploads/sites/321/2014/06/HEE_StrategicFramework15_final.pdf
http://hee.nhs.uk/wp-content/uploads/sites/321/2014/06/HEE_StrategicFramework15_final.pdf
http://hee.nhs.uk/wp-content/uploads/sites/321/2014/06/HEE_StrategicFramework15_final.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/349017/PRB_Remits_Final_J_Cope.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/348196/Letter_of_26_August_2014_from_Dr_Dan_Poulter__DH_Minister__to_DDRB_Chair_about_remit_for_2015-16_for_independent_contractors.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/348196/Letter_of_26_August_2014_from_Dr_Dan_Poulter__DH_Minister__to_DDRB_Chair_about_remit_for_2015-16_for_independent_contractors.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/348196/Letter_of_26_August_2014_from_Dr_Dan_Poulter__DH_Minister__to_DDRB_Chair_about_remit_for_2015-16_for_independent_contractors.pdf

