
Strategic Plan
2013/14



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Cover photograph courtesy of Hertfordshire Community NHS Trust featuring a patient and a team 

member from the Home First pilot service in Lower Lea Valley 



1 ENH CCG Strategic Plan 2013/14 

 

 

Foreword 

The new NHS structures with GPs and Clinical Commissioning Groups  (CCG)leading the 

commissioning of health care brings an opportunity for local input into how health and social care is 

delivered in east and north Hertfordshire. 

 

The CCG aims to reduce health inequalities, improve outcomes and commission the best possible 

healthcare for our patients within available resources. 

 

The CCG is determined to improve the quality of care provided to patients, regardless of setting, and 

will be looking carefully at how best to commission services in 2013/14, and beyond, to achieve 

sustainable improvements.  This plan identifies the challenges the CCG will face in meeting its 

objectives and details how the CCG will respond. 

 

The CCG has the appetite and the capacity to be innovative and make a positive difference for the 

communities we serve.  We welcome the engagement and involvement of our patient 

representatives, stakeholders, providers and practices in the development of this plan. We firmly 

believe that through effective engagement with the whole community and through working together 

we can deliver improved health outcomes for people living in east & north Hertfordshire. 

 

 

 

Tony Kostick Chair             Lesley Watts Chief Executive 
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Glossary 

BCF  Barnet & Chase Farm Hospitals Trust 

CATCH   Cambridgeshire Association to Commission Health 

CIs  Commissioning Intentions 

CQC  Care Quality Commission 

CQUIN  Commissioning for Quality and Innovation 

DH  Department of Health 

ENHT  East & North Hertfordshire Trust 

GE CSU  Greater Eastern Commissioning Support Unit 

HCC  Hertfordshire County Council 

HCT  Hertfordshire Community Trust 

HPFT  Hertfordshire Partnerships Foundation Trust   

HWB  Health & Wellbeing Board 

IP  Inpatient 

JCT  Joint Commissioning Team 

LMC  Local Medical Committee 

LTC  Long Term Condition 

NHS AT  NHS England Area Team 

OP  Outpatient 

PAH  Princess Alexandra Hospital, Harlow 

PCT  Primary Care Trust 

PBC  Practice Based Commissioning 

PPG  Patient Participation Groups 

QIPP   Quality, Innovation, Prevention and Productivity
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Executive Summary

 

 

The aim of this strategic plan is to introduce East & North Hertfordshire CCG to you, our patients and 

the local population of over 560,000. East & North Hertfordshire CCG took over responsibility for 

commissioning health services from NHS Hertfordshire on 1
st

 April 2013.  

 

We hope that the information that we have included will give you a clear understanding of who we 

are, what we do and how working with our partners we will ensure that the health services in east 

and north Hertfordshire are the best they can possibly be. 

 

We describe the way we are working with the Health and Wellbeing Board to set out the strategy for 

east and north Hertfordshire and our key local health priorities.  The plan also includes the 

opportunities and challenges that we face and describes how we spend the money we receive to 

improve the outcomes for patients in our area.  

 

East & North Hertfordshire’s key strength is the level and depth of clinical leadership. We have 

established a federated model of 6 CCG localities recognising historical relationships among our 

clinicians.  Our team has considerable experience of providing strategic clinical leadership and has a 

strong commitment to local decision making, listening to the views of patients, carers and clinical 

colleagues. 
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We will ensure that the patient and public come first – not the needs of any 

organisation 

 

We are committed to ensuring that the quality of services and clinical outcomes for our patients are 

continuously improved in line with the principles and values of the NHS constitution and the 

recommendations of the Francis Inquiry.  There are 3 dimensions to how we measure the 

quality of the services that we commission: 

Effectiveness of the treatment and care provided– according to best evidence and measured by both 

clinical outcomes and patient related outcomes 

Safety of the treatment and care provided avoiding all avoidable harm and risks to  patient safety.  

Experience patients have of the treatment and care provided - being treated with compassion, 

dignity and respect. 

Quality is everybody’s business. We are active members on local Health & Wellbeing and 

Safeguarding Boards working with other commissioners to jointly assess needs and deliver joint 

strategies to improve outcomes and to safeguard vulnerable adults and children.

 

Our mission is: 

o To reduce health inequality and achieve a stable and sustainable 

health economy by working together, sharing best practice and 

improving expertise and clinical outcomes 

o To work with patients, managers and clinical colleagues from all 

sectors to commission the best possible healthcare for our patients 

within available resources 

Our main focus for 2013/14 is to ensure that we manage the increasing demands on our resources in 

the most effective way.  Our overarching aim is to improve the health of the population to reduce 

health need and to find better ways of commissioning high quality services at lower cost.  This will 

include investing money in community and primary care to develop services focusing on long term 

conditions and our ageing population. We will work with all our partner organisations and patients 

to prevent unnecessary hospital admissions and improve the safety and patient experience 

wherever care is delivered. 

The CCG’s priorities are evidence-based and have been agreed by the CCG Governing Body following 

detailed discussion both within the CCG localities and with our partners.  The CCG is confident that 

the right priorities have been established and wants to change the way care is commissioned (and 

provided) in order to deliver sustainable improvements in health across east and north 

Hertfordshire. 
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Evidence for priority-setting has been gathered from a number of sources that include: 

1. The Joint Strategic Needs Assessment; 

 

2. Active involvement with the Health and Wellbeing Board and contributing to the county-wide 

Health and Wellbeing Strategy. The HWB Strategy has identified the following local priorities: 

Healthy Living   - Reducing the harm caused by alcohol; Reducing the harm from tobacco; 

Increasing physical activity and promoting a healthy weight. 

Independent Lives - Fulfilling lives for people with learning disabilities; Living well with 

dementia; Enhancing quality of life for people with long term conditions. 

Flourishing Communities - Supporting carers to care; Helping all families to thrive; Improving 

mental health and emotional wellbeing; 
1
 

3. The CCG Health Summary and other public health data, which sets out the health challenges for 

the CCG 

The CCG’s priorities (and associated projects and workstreams) acknowledge the significant impact 

of an ageing population; the number of people aged over 65 is forecast to increase by 30,000 in the 

next 14 years and the numbers aged over 90 will more than double. 

Based on work undertaken by the CCG, the localities and our partners, the following CCG priorities 

have been identified: 

• Working to improve outcomes for frail elderly, patients with Long Term 

 Medical Conditions (LTC) and End of Life Care 

• Developing a culture of proactive management of frail elderly and 

 patients with LTCs  

• Facilitating self-management and promoting personal health planning 

 for frail elderly and patients with LTCs 

 

At a national level, LTCs represent 55% of GP appointments, 59% of Practice Nurse appointments, 

68% of outpatient attendances, 72% of inpatient bed days, 58% of A&E attendances, and 40% of 

calls to the 111 service. Locally, prevalence of these conditions is lower than the national average 

but we do have an ageing population so focussing on LTCs as a priority area will benefit the whole 

health system and the experience for patients. 

 

                                                             
1
 The report is available on line at the following link: http://www.hertsdirect.org/docs/pdf/h/hwbstrategy 
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Each of the localities has developed their own priorities recognising local needs: 

 

HOW WE WORK 

The Governing Body has overarching responsibility for setting the strategic direction of the CCG, 

exercising financial control and risk management. Each GP Practice within the CCG is a member of 

one of the six localities, and each locality has selected GP leads to be members of the CCG Governing 

Body.  As well has having a corporate role on the Governing Body the leaders provide local 

leadership and represent a direct link between the decision making of the CCG and its members. 

 

As a CCG we have embedded clinical leadership at a locality level to align with the governing body to 

deliver high quality, responsive and safe services for patients. Monthly locality forums are facilitated 

to ensure constituent practices can influence and inform commissioning decisions and to alert the 

CCG management team to issues, especially those related to patient experience or where clinical 

pathways are not working as intended. 

 

The CCG’s strategy has, and continues to be, developed following extensive discussions across the 

localities and with the locality patient groups. The CCG has actively supported the development of a 

patient locality model of engagement to promote two of its key objectives: 

• To commission local services centred around the needs and views of patients and the public; 

• To involve and consult with patients and carers and establish partnership working with local 

 communities to make commissioning decisions for local health provision. 

 

The model is a “bottom-up” approach based on patient participation groups in individual practices.  

A few members of each practice group are endorsed by their local practices to serve on one of the 

six locality patient participation groups, which are aligned to the GP locality structures.  Patient 

leaders in each locality are being developed with the potential to become representatives on the 
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stakeholder forum and the CCG board. Alongside the patient development initiative six GP 

champions for patient / carer engagement, one in each locality, have been identified and trained.   

Another key facet of the engagement model is a CCG-wide stakeholder forum bringing together 

patient representatives with district and county councillors, countywide voluntary sector 

organisations, Healthwatch and the university.  These groups will help shape the way we develop 

commissioning over time. 

HOW WE SPEND YOUR MONEY  

We have a responsibility to manage the £610 million pounds of public money to effectively 

commission services to meet the health needs and improve the health outcomes of the residents of 

east & north Hertfordshire. 

The pie chart shows the breakdown of planned spend for 2013-14.  The CCG received growth of 2.3% 

in its allocation for 2013/14 but this is potentially not enough to meet the higher percentage 

increase in demand for services, activity increases and population growth.  We estimate this gap to 

be around £18m and have therefore had to plan to find efficiencies and sometimes different ways to 

commission services in order to meet this challenge. 

 

We have described in the plan a number of projects that are underway to improve care and manage 

the increasing demand within the resources that we have available. 

Information on how we are working and our achievements through the year will be included on the 

CCG website: www.enhertsccg.nhs.uk 
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Chapter One 

This section describes the structure of the CCG (its localities, practices and management team) and 

outlines the contracts agreed with our key providers in 2013/14. 

The Clinical Commissioning Group  

1.1 Context 

East & North Hertfordshire CCG has taken over responsibility for commissioning health services from 

NHS Hertfordshire on 1
st
 April 2013. 

 

The CCG’s key strength is the level and depth of clinical leadership. There is a federated model of 6 

CCG localities recognising the historical relationships and ensuring that local practices have the 

relationships and synergies to work effectively together.  Each locality has Governing Body 

representatives. 

 

Locality Number of Practices Locality Population 

 

Upper Lea Valley 16 124,635 

Lower Lea Valley 8 73,152 

Stevenage  9 90,281 

North Hertfordshire 
2
 12 111,384 

Welwyn Hatfield 9 111,067 

Stort Valley & Villages 6 51,835 

 

The CCG commissions services from a number of acute hospitals in and around Hertfordshire.  The 

map below shows their location and the following table summarises the proportion of activity 

commissioned from those providers. 

Locality Main Provider/s with % Activity 
 

Upper Lea Valley ENHT (28% IP and 44% OP) PAH (26% IP and 17% OP) 

Lower Lea Valley BCF (IP 49% and 48% OP) 

Stevenage  ENHT (74% IP and 79% OP) 

North Hertfordshire  ENHT (64% IP and 71% OP) 

Welwyn Hatfield ENHT (71% IP and 71% OP) 

Stort Valley & Villages PAH (64% IP and 56% OP) 

 

 

                                                             
2
 The 3 GP practices in Royston decided to join a locality within Peterborough & Cambridgeshire CCG, the decision being taken after a 

period of public consultation. Joint work will continue between the two CCGs as some patients in Royston and the surrounding villages are 

registered with Practices within East & North Hertfordshire CCG.  
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The following table summarises the key contracts ENHCCG holds with its main providers: 

Type of Organisation 

 

Contract 

Value 

2013/14 

£000s 

Organisation Commissioning Status of ENHCCG 

Acute 

 

162,665 

 

 

 

 

 

44,959 

 

 

 

24,383 

East and North Herts Hospitals NHS 

Trust 

 

 

 

 

Princess Alexandra Hospital NHS Trust 

 

 

 

Barnet and Chase Farm Hospitals NHS 

Trust 

 

ENHCCG is the lead commissioner on 

the contract, other CCGs (Luton, 

Bedford, West Essex) are in a 

collaborative agreement with 

ENHCCG to commission their services 
 

ENHHCG is part of a collaborative 

agreement with the lead 

commissioner who is West Essex CCG 

 

ENHCCG holds its own contract jointly 

with HVCC; HVCC are taking on the 

lead commissioner role so ENHCCG 

are in a collaborative agreement with 

HVCC 

Community Services 

 

29,753 Hertfordshire Community NHS Trust 

 

ENHCCG holds its own contract (HVCC 

also have their own contract with 

HCT) 

Mental Health 

 

59,537 Hertfordshire Partnerships NHS 

Foundation Trust  

These services are commissioned by 

the Joint Commissioning Team 

Ambulance Service 

 

15,763 East of England Ambulance Service 

NHS Trust 

ENHCCG is part of a consortium 

agreement which is hosted by Suffolk 

CCG 
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As part of ensuring the delivery of improved care to our patients, the CCG will continue to work 

closely with providers as they implement their own strategic change programmes.  The key changes 

being planned or implemented are described in Chapter 3.  

1.2 The CCG Structure and Key Relationships 
 

CCG Structure 
 

The CCG structure has built on the successful PBC Locality structure operated in recent years. The 

CCGs 6 localities each have 2 representatives on the Governing Body, although Upper Lea Valley has 

3 elected representatives due to a larger number of practices. There is a nationally appointed Chair 

and Accountable Officer with a small Executive Team. Therefore the Governing Body has 14 GP 

representatives, including the Chair & Vice Chair. The Accountable Officer, the secondary care doctor 

and the Director of Nursing & Quality are all clinicians.  Therefore there is a clinical ratio of 17:4 in 

terms of members. 

The governance structure is set out in Chapter 6. The Governing Body members were appointed 

following elections that took place in January 2013 run by the LMC. 

 

Each GP Governing Body member leads on specific areas of clinical performance and service 

improvement. 

Role Governing Body Member 
Chair Dr Tony Kostick 

Vice Chair & Locality Lead Upper Lea Valley Dr Nicky Williams 

Locality Lead – North Herts Dr Rob Graham 

Locality Lead – North Herts Dr Robin Christie & Dr Fiona Sinclair (joint) 

Locality Lead – Stevenage Dr Prag Moodley 

Locality Lead - Stevenage Dr Russell Hall 

Locality Lead – Upper Lea Valley Dr Mark Andrews 

Locality Lead – Upper Lea Valley Dr Stephen Kite 

Locality Lead – Lower Lea Valley Dr Alison Jackson 

Locality Lead – Lower Lea Valley Dr Ed Bosonnet 

Locality Lead – Welwyn and Hatfield Dr John Constable 

Locality Lead – Welwyn and Hatfield Dr Hari Pathmanathan 

Locality Lead – Stort Valley and Villages Dr Deborah Kearns 

Locality Lead – Stort Valley and Villages Dr Nabeil Shukur 

Accountable Officer Lesley Watts 

Chief Finance Officer Alan Pond 

Director of Nursing & Quality Sheilagh Reavey 

Director of Commissioning John Webster  

Lay Member – Governance Linda Farrant 

Lay Member – Assurance Jon Chapman 

Secondary Care Doctor Dr Mike Walker 
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CCG Executive & senior management structure 

The CCG has purposely kept the structure lean in order for it to be able to ensure that “running 

costs” are well managed and to ensure that there is the ability to maximise the opportunities 

through the programme management arrangements (see Chapter 6).  Where appropriate, resources 

are brought in or sought from the CSU and other partners. The CCG is keen to work in partnership 

with others to affect sustainable change.   The Executive Team and Assistant Directors work in a 

matrix style to facilitate the programme management approach that is described further in the 

Governance Chapter.  The diagram below sets out the operational organisational structure.  

 

Joint Commissioning Partnership 

East and North Hertfordshire CCG is a key partner in a Joint Commissioning Partnership arrangement 

alongside Herts Valleys CCG, Cambridge and Peterborough CCG and Hertfordshire County Council 

(including the Children's Service and Health and Community Services).  This partnership 

commission’s countywide mental health, learning disability services and others including carers 

services, Hertfordshire Equipment Services and some intermediate care. Each partner has signed up 

to a three-year Section 75 Partnership Agreement, and each partner makes a financial contribution. 

The overarching aim of the partnership arrangement is to take a holistic view in commissioning 

health and social care. The objective is to integrate the commissioning of health and social care 

services, in order to focus on best meeting the needs of individual service users and to move 

towards consistent and equitable provision of services across Hertfordshire. 

The latest Section 75 Partnership Agreement, signed in March 2013, is the continuation of a long-

standing arrangement in Hertfordshire which has been in place since 2001. The Joint Commissioning 

Team, which is jointly funded under the agreement and hosted by the County Council, commissions 

the majority of the services under the agreement, including the £140m countywide HPFT mental 

health and learning disability services contract.  

The Joint Commissioning Partnership Executive, which has senior membership from all partners, 

oversees the joint commissioning arrangements, although key decisions are additionally taken to 

CCG Governing Bodies and the County Council Health, Community Services Management Board and 

sometimes Council Cabinet for scrutiny and sign off. 
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Integrated Commissioning Support  

As a service provider to clinical commissioning groups, Central Eastern CSU can deliver the practical 

routine business of commissioning and provide strategic advice and expertise where appropriate. 

The CCG as a major customer is working with Central Eastern CSU to agree the contractual 

arrangements and the services that we want them to provide. 

Central Eastern CSU is an organisation separate from the CCG (but part of NHS England) and was 

formed on 1
st

 April 2013. It is therefore operating as a discrete organisational unit, with formally 

delegated authority, and is developing a separate organisational identity.  

As well as providing services to the two Hertfordshire CCGs the organisation provides services to the 

Essex, Bedfordshire and Luton CCGs. 
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Chapter Two  

Commissioning for Quality 

This chapter sets out the CCG’s approach to improving the quality of services for patients. We want 

the services we commission to be delivered safety, and effectively in a way that enhances the 

patient’s experience. 

We will ensure that the patient and public come first – not the needs of any 

organisation

East and North Hertfordshire Clinical commissioning Group (ENHCCG) is committed to ensure that 

the quality of service provision and outcomes for our patients are continuously improved, and we 

will strive to ensure they receive the best possible care and in line with the principles and values of 

the NHS constitution and through the recommendations from the Francis Inquiry.  When we talk 

about quality we mean the following definition which was first set out by Lord Darzi in High Quality 

Care For All in 2008. This set out 3 dimensions of quality: 

Clinical effectiveness – quality care, is care which is delivered according to best evidence as to what 

is clinically effective in improving an individual’s health outcomes. 

 

Safety – quality care, is care which is delivered so as to avoid all avoidable harm and risks to an 

individual’s safety.  

 

Patient experience – quality care, is care which looks to give the individual as positive an experience 

as possible including being treated with compassion, dignity and respect. 

 

The NHS Outcomes Framework also sets out the national outcomes that all providers of NHS-funded 

care should be contributing towards. The framework builds on the definition of quality through 

setting out five overarching outcomes or domains, which capture the breadth of what we should be 

striving to achieve for patients. 
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ENHCCG will actively strive to deliver high quality care and improved patient outcomes through its 

commissioning activities and we will focus on and assure ourselves of the quality of service provision 

as described below: 

 

Bring clarity to quality 

Through the Quality Schedule in our contracts there will be clear and accepted definitions of what 

high quality care looks like, which our patients and providers can unite around and we will use the 

levers in the contract to drive improvements.  

 

We will use NICE Quality Standards to develop enhanced standards with the NHS England Area 

Team, setting out what high quality care looks likes for a particular condition, pathway or patient 

group. Rather than representing the essential standards of quality and safety that the Care Quality 

Commission will regulate against, they will be aspirational, yet achievable, supporting the whole 

system in striving for excellence 

 

Measure and publish quality 

We can aid improvement through effective measurement. ENHCCG will require providers to share 

robust, relevant and timely information which should be transparently available, on the quality of 

care being provided at every level of the system. This information will be used to drive quality 

improvement at the front line, to ensure accountability and to support patient choice. ENHCCG will 

seek the view of patients and service users in relation to the quality of services they receive and 

encourage their role in oversight, scrutiny, design, “mystery shopping” measurement and any 

improvements required and will seek views from NHS staff including GPs, on the quality of services 

that is being delivered. ENHCCG will gather quantitative data that it will use to benchmark providers 

against including the National dashboard, the Safety Thermometer and HSMR and SHMI data where 

relevant and will also use clinical audits to drive improvements. We will also use softer intelligence, 

including utilising CCG clinicians to undertake regular ward walkabouts and “Go and See” visits. 

ENHCCG will provide regular reports in public on the quality of services delivered by local providers, 

including concerns and what actions are being taken, as well as escalation to the Care Quality 

Commission. 
 

Reward quality  

Payments and incentives will be structured to encourage quality improvement. We will use new 

payment mechanisms developed by Monitor and the NHS England Board as well as existing 

mechanisms such as CQUIN to incentivise providers for the delivery of high quality care and we will 

manage those contracts to ensure improved quality outcomes for patients are delivered.  
 

Leadership for quality 
We recognise that we have a duty to lead, drive and secure continuous improvement from the 

services we commission, ensuring that Quality is everybody’s business. In order to achieve this we 

will work closely with partner agencies including the Local authority i.e. Health Scrutiny Committee, 

Health watch and other CCGs, assist the NHS England AT, Monitor and the Trust Development 

Authority on quality issues and participate in Quality Surveillance Groups. We will support and 

engage with the quality improvement work of Clinical Senates and Clinical Networks. We will also be 

active members on local Health & Wellbeing and Safeguarding Boards working with other 

commissioners to jointly assess needs and deliver the joint strategies to improve outcomes and to 

safeguard vulnerable adults and children.  
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Innovate for quality  

Continuous quality improvement requires all health services to search for and apply innovative 

approaches to delivering healthcare, consistently and comprehensively across the system. In order 

to support this, we will be active members of the local Academic Health Science Network, to identify 

and spread proven innovations and best practice so that we can improve the quality and 

productivity of health care in order to improve our patient outcomes and population health.  

 

Safeguard quality 

Whilst striving for quality improvement we must, at the same time, ensure that the essential 

standards of safety and quality are maintained.  We will work with partners and providers together 

to create a culture of open and honest cooperation ensuring concerns can be raised, are listened to 

and acted upon in the best interests of patients. To enable this we will ensure our organisational 

behaviours are in line with the values and principles in the NHS Constitution: 

1. Respect and dignity  

2. Commitment to quality of care  

3. Compassion  

4. Improving lives  

5. Working together for patients  

6. Everyone counts  

  

Seven key principles guide the NHS in all it does 
1. A comprehensive service, available to all 

2. Access to NHS services is based on clinical need, not an individual’s ability to pay. 

3. The NHS aspires to the highest standards of excellence and professionalism 

4. The NHS aspires to put patients at the heart of everything it does. 

5. The NHS works across organisational boundaries and in partnership with other organisations in 

the interest of patients, local communities and the wider population. 

6. The NHS is committed to providing best value for taxpayers’ money and the most effective, fair 

and sustainable use of finite resources. 

7. The NHS is accountable to the public, communities and patients that it serves. 

 

The full document can be found at: 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/170656/N

HS_Constitution.pdf 
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The NHS Outcomes Framework – Everyone Counts Planning for Patients 
The document outlines the national incentives and levers that will be used to improve services from 

April 2013, the first year of the new NHS where improvement is driven by clinical commissioning 

groups.  It also addresses health inequalities, so that those most in need gain the most from the 

support we provide. 

 

The guidance covers a clear set of outcomes against which to measure improvements and outlines 

five offers: moves toward seven-day a week working for routine NHS services; greater transparency 

and choice for patients; more patient participation; better data to support the drive to improve 

services: and higher standards and safer care. 

 

Everyone Counts Planning for Patients 2013/14 asks each CCG to identify three local priorities 

against which it will make progress during the year. These are described in this strategy document as 

well as priorities agreed at locality levels.  These priorities will be taken into account when 

determining if the CCG should be rewarded through the Quality Premium. 

A Quality Premium will be paid in 2014/15 to clinical commissioning groups that in 2013/14 improve 

or achieve high standards of quality in the following four measures from the NHS Outcomes 

Framework (which are also included within the measures at Annex A): 

 
• potential years of life lost from causes considered amenable to healthcare; 

• avoidable emergency admissions (a composite of four NHS Outcome Framework 

indicators); 

• the Friends and Family Test; and 

• incidence of healthcare associated infections (MRSA and Clostridium difficile). 

 
The Quality Premium will also include our three locally identified measures (see Chapter 3).  

 

Plans should be built on the assumption that no indicator contained within the national NHS 

Outcomes Framework or the CCG Outcome Indicator Set deteriorates. The focus of planning should 

lie on maximising health gain for the population. 

 

For each of the five domains, measures have been identified nationally from the NHS Outcomes 

Framework that are best placed to provide assurance in planning and delivery, where CCG data 

exists and a baseline can be determined for 2013/14. 
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The CCG will provide performance assurance reports to the Governing Body which will describe in 

more detail how it is meeting these targets and measures. 
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Chapter Three 

In this chapter we set out how the GPs and partners have identified the priorities that are important 

to them in their localities.  
 

Identifying Our Local Priorities  

The CCG’s priorities are evidence-based and have been agreed by the CCG Governing Body following 

detailed discussion both within the localities and with our partners.  The CCG is confident that the 

right priorities have been established and this plan details how changes to the way care is 

commissioned (and provided) will deliver sustainable improvements in health across east and north 

Hertfordshire. 
 

Evidence for priority-setting has been gathered from a number of sources that include: 

1. The Joint Strategic Needs Assessment; 

2. Active involvement with the Health and Wellbeing Board and input to the county-wide 

Health and Wellbeing Strategy; 

3. The CCG Health Summary, which sets out the health challenges for the CCG 

4. Review of national trends, for example reports form the Kings Fund 
 

3.1 JSNA 

The Joint Strategic Needs Assessment has identified current and future health needs for 

Hertfordshire.  It presents data on the needs of local communities and individuals and has been a 

key piece of evidence to support the development of the CCGs priorities.   
 

As the leaders of the local health system, the CCG will continue working closely with the County 

Council and Local Authorities.  The county-wide Local Strategic Partnership Herts Forward and 

borough groups have provided the forum in which the local NHS and partners have discussed the 

priorities for our communities and how we will continue to work together to deliver the 

improvements that we need. 
 

3.2 Health and Wellbeing Board 

The Chair and Accountable Officer of the CCG are members of the Health and Wellbeing Board.  The 

vision of HWB is “With all partners working together we aim to reduce health inequalities and 

improve health and wellbeing of people in Hertfordshire” For the HWB the term health means “a 

state of complete physical, mental, social wellbeing, not just the absence of disease or infirmity” 

Wellbeing is “ a contented state of being happy and healthy.”   
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The HWB Strategy has identified the following local priorities: 

 

Healthy Living   

 
- Reducing the harm caused by alcohol;  

- Reducing the harm from tobacco; 

- Increasing physical activity and promoting a healthy weight. 

 

Independent Lives  
 

- Fulfilling lives for people with learning disabilities;  

- Living well with dementia;  

- Enhancing quality of life for people with long term conditions. 

 

Flourishing Communities  

 
- Supporting carers to care;  

- Helping all families to thrive;  

- Improving mental health and emotional wellbeing. 

 
The report is available on line at the following link: 

http://www.hertsdirect.org/docs/pdf/h/hwbstrategy 

 

The CCG has already been working on projects that have linked together the local, health and 

wellbeing priorities and how these impact the 3 age groupings set out in the Health & Wellbeing 

Strategy. These are illustrated below and are included within the Programme Arrangements that are 

described in more detail in Chapter 6. 
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3.3 The CCG Health Summary  

This report is produced by the Public Health Information Team, identifies trends and patterns in 

health to support the work the CCG is undertaking to improve health and reduce inequalities.  

Findings have been shared with stakeholders and have been discussed within the 6 localities to 

inform their work on priority-setting. The report is available at Appendix A and on the CCG website 

at http://www.enhertsccg.nhs.uk/sites/default/files/content_files/docs/ENHCCG-Health-Summary-

Jan2013-finalv2.pdf 

 

The key themes identified in the report are summarised below: 

 

Demographics 
The CCG’s priorities (and associated projects and workstreams) acknowledge the significant impact 

of an ageing population; the number of people aged over 65 is forecast to increase by 30,000 in the 

next 14 years and the numbers aged over 90 will more than double. 

 

Health Inequalities 
Whilst Hertfordshire is a relatively healthy county there are areas of east and north Hertfordshire 

where outcomes are below the county average. These variations have influenced priorities in 

specific localities. For example there is multiagency work underway in the Broxbourne Lower Lea 

Valley looking at obesity in children. 

The prevalence of care homes within a locality can also have an impact as there is likely to be more 

frail elderly within a small geographic area. This issue was raised and discussed in the Stort Valley 

and Upper Lea Valley localities and helped shape local priorities around end of life care. 

CCG-level information published alongside Everyone Counts: Planning for Patients has reaffirmed 

the focus areas and we have used this information within the localities to help shape their local 

priorities and the design of projects to support improvement.  This is illustrated below: 
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The CCG will implement the initiatives described in this plan to deliver a reduction in the years of life 

lost to causes amenable to health care and provide better support for people with long term 

conditions.  

 

3.4  Research  

Research undertaken by the Kings Fund  and others has also highlighted some further issues on a 

national scale that the CCG is taking account of in its planning: 

• 11.3million are predicted to be living on their own in England by 2033, 40% of all households. In 

1961 only 12% of households were single-person households. 

• 70% of adults are inactive, 70% do not eat the recommended levels of fruit and vegetables. 27% 

of men and 18% of women drink more than the recommended safe limits of alcohol 

• Around 30% of all people with a long-term physical condition in England also have a mental 

health problem, most commonly depresion/anxiety. Mental health problems exacerbate 

physical illness 

• By 2018 it is estimated that there will be 7m older people in the UK who cannot walk up a flight 

of stairs without resting 

 

3.5 Process of engagement regarding the development of the strategy 

The strategy has and continues to be developed following extensive discussions across the localities 

and with the locality patient participation groups. Presentations were made with time for discussion 

and feedback. Further discussions will take place as the plan is developed. 

The table below sets out the schedule of meetings: 

Locality Meeting  Date of Meeting 

Upper Lea Valley Locality Patient Group 21
st

 November 2012 

 Locality Meeting Virtual discussion with paper provided 

Lower Lea Valley Locality Patient Group 20
th

 November 2012 

 Locality Meeting 21
st

 November 2012 

Welwyn & Hatfield Business Meeting 15
th

 November 2012 

 Locality Meeting 5
th

 December 2012 

 Locality Patient Group 12
th

 December 2012 

Stevenage Locality Patient Group 31
st

 January 2013 

 Locality meeting 18
th

 December 2012 

North Herts Locality Patient Group 13
th

 November 2012 

 Locality Meeting 29
th

 November 2012 

Stort Valleys Locality Meeting 20
th

 November 2012  
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Early findings and recurrent themes 

• Patient groups that attended wish to see more care in the community with more responsive 

and effective primary and community services especially relating to frail elderly patients. 

This includes those with dementia; 

• Patient Groups are keen to see supporting/looking after people and carers living with 

dementia as a priority for society not just health; 

• Concerns have been raised as to how the “worried well” can take up a lot of GP time that 

could be utilised by more unwell/frail patients. This is not to negate their need but to 

question whether there are other ways to support these patients; 

• Concerns have been raised that more vulnerable patients need better access to primary care 

services; 

• There is agreement in all forums that there should be a strong and positive dialogue with the 

public regarding the challenges facing the CCG and the NHS in terms of managing care within 

finite resources; 

• Strategies to affect real change in out of hospital care need to be in place alongside any 

reviews of clinical thresholds and priorities; 

• Improvements in out of hospital care, communication and potential integration of services 

should be explored – the projects such as Home First are aimed to make such 

improvements; 

• Patients attend hospitals in and around Hertfordshire and the focus should not just be on 

Hertfordshire providers; 

• CCGs should explore greater use of the internet, tele-health and telemedicine to support 

people living with long term conditions and to help reduce acute exacerbations and manage 

demand more effectively;  

• Early discussions are taking place regarding the priorities for children and young people and 

linking these to HCC; 

• A clear priority is ensuring that there are effective safeguarding arrangements in place and 

that this is considered when developing new workstreams and services. 

 
There was a CCG and Stakeholder event on 14th February.  Over 80 attended including local 

councillors, patient representatives, the third sector, senior Executives from providers, education 

and GPs and practices.  

There were three key presentations 

• Health of people living in our area 

• Finance and Future Funding Arrangements 

• Aligning the National and Local Commissioning Priorities 

 

At Locality tables the CCG leads presented their 3 local priorities, and explaining them and the 

schemes that underpin them. There was an opportunity for stakeholders to seek context and for the 

CCG to understand other parties’ priorities that may overlap/replicate the local and CCG priorities. 

More discussion was focused on the forward opportunities to align work to achieve best practice 

outcomes.  The event has been positively reported in the local media. The following table describes 

the locality priorities. 
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3.7 Locality Priorities 

Locality 
Upper Lea 

Valley 

Lower Lea 

Valley 

Stort Valley & 

Villages 
Stevenage 

Welwyn 

Hatfield 
North Herts 

Priority 1 

Cancer 

Improving early 

diagnoses and 

management  

Tackling childhood 

obesity (and obesity 

generally)  

Improvement in 

patient experience 

of their access to 

primary care.  

Healthy 

Lifestyles /Healthy 

Weight  

Supporting frail 

elderly  

Improvement of GP 

services  

Priority 2 

Improving the 

health and  

wellbeing of the 

frail and elderly  

End of life care (as 

we have the highest 

admission rates of 

patients who are 

terminally ill)  

Supporting our 

patients with long 

term conditions and 

end of life care, 

using personal 

health planning and 

advanced care 

planning.  

Dementia  Pre op Healthy 

Weight/Healthy 

Lifestyles  

Improving the 

quality of life for 

people with long 

term conditions  

Priority 3 

Reducing obesity 

levels in the locality  

Making Home First 

work (integrating 

health and social 

care)  

Review of cancer 

management to 

support early 

diagnosis with 

effective use of 2w 

wait referrals  

Ischaemic Heart 

Disease 

EOL for Heart 

Failure  

Improve the care 

and reduce 

mortality and 

morbidity at ENHT   

Priority 4 

  An additional 

priority to improve 

the support and 

care for those living 

with dementia was 

added following the 

Stakeholder event 

on 14
th

 February 
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Individual projects have had significant engagement with providers and patients.  For example,  

HomeFirst has a project board with provider and patient representation – project management is 

being provided by HCT and funded through the Transformation Fund.  The locality patient 

participation group is carrying out qualitative assessments of patients’ experience of the service as 

part of the pilot evaluation. The local priorities in Stort Valley were considered and a fourth priority 

regarding the care and support of dementia patients was added. These priorities are being managed 

within the programme arrangements set out in Chapter 6.  

3.6 CCG Priorities for 2013/14  

Based on work undertaken by the CCG, the localities and our partners, the following priorities have 

been identified: 

• Working to improve outcomes for frail elderly, patients with Long Term Conditions 

and End of Life Care 

• Developing a culture of proactive management of frail elderly and patients with LTCs  

• Facilitating self-management and promoting personal health planning for frail elderly 

and patients with LTCs 
 

The proactive management of the frail elderly and patients with Long Term Conditions is a 

commissioning priority for the CCG. At a national level, LTCs represent 55% of GP appointments, 59% 

of Practice Nurse appointments, 68% of outpatient attendances, 72% of inpatient bed days, 58% of 

A&E attendances, and 40% of calls to the 111 service, so improvements will benefit across the whole 

health system. The prevalence of long term conditions is lower than the national average as you 

would expect from an affluent county. However we do have an ageing population and our secondary 

care spend each year related to long term conditions is increasing. 
 

Table 2: Long Term Conditions, Prevalence and Non Elective Admissions 

Long Term Condition 

Disease 

register 

(QOF 

2011/12) 

ENHCCG 

Disease 

Prevalence 

National 

Disease 

Prevalence 

*Total 

Emergency 

Admissions in 

2011/12 

*Total Cost of 

Emergency 

Admissions in 

2011/12 

Coronary Heart Disease 16,952 3.0% 3.4% 1,338 £4,471,006 

Stroke or Transient Ischaemic 

Attacks (TIA) 8,716 1.5% 1.7% 694 £2,329,526 

Hypertension 74,235 13.1% 13.6% 84 £176,106 

Diabetes Mellitus (Diabetes) 22,971 4.1% 5.8% 369 £793,268 

Chronic Obstructive 

Pulmonary Disease 8,231 1.5% 1.7% 821 £2,151,091 

Cancer 10,295 1.8% 1.8% 1,176 £4,542,204 

Dementia 2,783 0.5% 0.5% 103 £19,394 

Asthma 33,309 5.9% 5.9% 349 £354,802 

Heart Failure 3,435 0.6% 0.7% 533 £1,781,155 

Chronic Kidney Disease 15,964 2.8% 4.3% 233 £497,711 

East & North Hertfordshire 

CCG Total       5,700 £17,116,263 
 

*Based on the primary presenting diagnosis when admitted. If this was extended to secondary diagnosis the 

values would be much greater. For example a patient could present with severe chest pain and COPD, this 

would be recorded as the secondary diagnosis but the prevalence of COPD you could argue is the underlying 

factor as to why the patient needs secondary care attention. 
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Table 3 shows that nearly 40% of all our emergency admissions are for patients aged 70 and over. 

The cost of these admissions, equate to nearly £50 million and the percentage of deaths in this 

cohort is nearly 10%. 

 

Table 3: Emergency Admissions  

Age Range 

Total 

Emergency 

Admissions 

in 2011/12 

Total Cost of 

Emergency 

Admissions in 

2011/12 

Average 

Length 

of Stay 

Age 

Range 

% of 

Total 

% of 

Deaths 

in each 

age 

range 

0 to 19 Years 7,687 £9,237,734 1.40 18% 0.1% 

20 to 34 Years 4,504 £6,473,792 2.26 11% 0.2% 

35 to 54 Years 7,098 £12,216,062 3.31 17% 0.7% 

55 to 69 Years 6,423 £15,298,748 5.68 15% 3.4% 

70+ Years 16,523 £48,906,341 10.34 39% 9.8% 

East & North Hertfordshire CCG Total 42,235 £92,132,677 4.60   4.5% 

Excludes maternity related spells 

 

End of Life (EoL) commissioning was identified by the majority of locality commissioning groups and 

therefore is included as a key element of the commissioning framework. Currently, we recognise 

that fewer patients in ENHCCG die in their preferred place of death and there is ample evidence to 

suggest that proactive EoL care can improve patient outcome and be more cost effective. 40% of 

acute hospital beds are used by patients in their last 12 months of life- some appropriately but many 

not. Previous quality initiatives funded via EoL LES have been developed further and incorporated 

within this framework. Practice income from the previous scheme has been enhanced to encourage 

all 60 practices to individually commission the most appropriate care for their patients. Proactive EoL 

registers will be used to effectively commission the right care at the right time. Practice members 

also need to review the effectiveness of EoL commissioning arrangements, to inform on-going 

management. 

End of Life Care  - Ensuring patients die in their preferred place of death and our 

continuing work with Residential and Care Homes 

As an example, in 2011/12, there were 1,622 emergency admissions from care homes and 249 

instances where the patient died in hospital (15%). We recognise that this is often not the preferred 

place of death when a patient has had the opportunity to state a preference.  The variation across 

the localities ranges from 12% to 18%. (based on the postcode of the patient that presents to 

hospital). 
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Table 4: End of Life Care  

Locality 

Total 

Emergency 

Admissions 

Total Cost 

Rate Per 

1000 

Weighted 

Population  

No of 

Deaths in 

hospital 

% of 

Deaths 

Lower Lea Valley 148 £533,725 1.88 18 12% 

North Herts 477 £1,226,962 4.09 81 17% 

Stevenage 195 £533,441 2.09 36 18% 

Stort Valley & Villages 105 £341,651 1.94 15 14% 

Upper Lea Valley 277 £700,106 2.44 38 14% 

Welwyn Hatfield 420 £1,169,004 3.81 61 15% 

Grand Total 1622 £4,504,889 2.86 249 15% 

 

Locations.  The percentage of patients dying in hospital has reduced since last year and deaths in 

Hospices in the area increased which is a positive sign for the CCG. 

 

2012 / 2013 

 

2011 / 2012 

  

 Home Hospice Hospital Other Home Hospice Hospital Other 

ENHCCG Area 37.30% 7.84% 51.05% 3.81% 37.94% 6.24% 53.60% 2.21% 

Hertfordshire 

average 
36.81% 8.28% 50.36% 4.55% 37.07% 6.60% 52.97% 3.36% 

 

% of Occupied Bed Days 

There are two hospices in east and north Hertfordshire, Isabel Hospice and Garden House Hospice. 

The national target for occupied bed days is 80%, the latest figures below show we still have this 

target to meet at both hospices. 

 

Apr-

12 

May-

12 

Jun-

12 

Jul-

12 

Aug-

12 

Sep-

12 

Oct-

12 

Nov-

12 

Dec-

12 

YTD 

Figure 

Isabel Hospice 81% 78% 75% 68% 80% 72% 68% 80% 76% 75% 

Garden House 

Hospice 82% 72% 69% 65% 70% 54% 79% 66% 58% 69% 
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Chapter Four 

In this chapter we set out the funding that the CCG receives and how it is allocated to meet the CCG’s 

priorities. We also describe the challenge that the CCG has to meet to ensure it can commission the 

appropriate activity within the resources available, and set out the likely financial picture over the 

next few years 

 

The Financial Challenge 

 

4.1 Delivering the CCG’s Priorities  
As a CCG we have embedded clinical leadership at a locality level to align with the governing body to 

deliver high quality, responsive and safe services for patients. Monthly locality forums are facilitated 

to ensure constituent practices can influence and inform commissioning decisions and to alert the 

CCG management team to issues; especially those related to patient experience and where clinical 

pathways are not working as intended. 

Key activities within locality structures include: 

� GP practices discussing and reporting commissioning issues of concern to understand and 

compare markers of quality and how they contribute to improving health outcomes; 

� Peer review and challenge by monthly review of practice level activity and finances to 

ensure CCG resources are used to best effect; 

� Patient engagement forums where local concerns and priorities are discussed and proposed 

plans agreed to be communicated to the governing body; 

� Creating local ideas to develop or improve care pathways; 

� Working collaboratively within locality to understand development priorities across member 

practices; 

� Meeting with clinicians from respective provider organizations to review and improve 

patient pathways. 

 

Following a three month consultation period, each of the six localities submitted their top priority 

areas to be considered within the commissioning framework for 2013/14.  

The Governing Body reviewed all the recommendations and in dialogue with localities the CCGs 

priorities were agreed.  

A “budget” totaling £2.4M (£4.80 per head of population) has been earmarked to incentivise 

practices in key areas: 

� Proactive engagement in commissioning issues  

� The imperative to achieve the statutory duty to secure financial balance.  

� Quality metrics that align with the 3 priorities: 

o Facilitating self-management and promoting personal health planning for the frail 

elderly and patients with Long Term Conditions; 

o Developing proactive management of frail elderly and patients with Long Term 

Conditions through regular review of Mede-Analytics and Care-Trak and utilising a 

care planning approach; and 

o Facilitating proactive End of Life Care to support patients’ decisions and choices. 
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4.2 Service Change, Finance and Activity  

The main focus for 2013/14 is to ensure that we manage the increasing demands on our resources in 

the most effective way.  Our overarching aim is to find different ways of commissioning high quality 

services at lower cost, and to improve the health of the population to reduce health need.  This will 

include diverting money away from acute hospitals and moving it into community and primary care 

by investing in services focussing on long term conditions and our ageing population. To prevent 

unnecessary admissions to hospital, and to improve safety and patient experience we will work with 

all our partner organisations and patients to ensure we commission the best possible healthcare for 

our localities.  

The starting point for the CCG’s allocation for commissioning healthcare in 2013/14 is its planned 

spend in 2012/13, adjusted for services transferring to other commissioners (Local Authority and 

NHS England).  This is adjusted for growth (2.3%).  It is expected that the CCG will receive a share of 

PCT’s surplus brought forward from previous years.  The CCG will also be funded £25 per head to 

meet its running costs.  A summary of the total allocation is shown below. 

£k

Baseline spend 574,883

Growth 2.3% 13,222

Share of surplus 2012/13 brought forward 2,000

Running costs £25 per head 14,000

Expected correction re specialised services 6,000

Expected allocation 2013/14 610,105  

However, the CCG has estimated that the difference between this allocation and projected spend is 

£18.6m. A summary of the reasons for this difference is shown in the table below. 

Table 3: Source and use of funding in 2013/14 

Funding available £k

Allocation increase 13,222

Surplus b/f 2,000

Tariff reductions 5,231

Total available 20,453

Additional spend estimated

Recurrent overspend 2012/13* 1,930

Growth in activity and spend 30,174

Inflation 912

1% surplus to be set aside 6,020

Total spend 39,036

Difference (18,583)

*Recurrent overspend funded in 12/13 from non recurrent savings

offset by contingency reserve not needed  
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Transformation Fund 

In 2013/14, there is a requirement for all commissioning organisations to set aside 2% of their 

allocation for non-recurrent expenditure. This has historically been called the “Transformation 

Fund”. Clinical commissioning groups are expected to ring fence these funds and make expenditure 

commitments against them only following appropriate approval via NHS England Area Teams. 

 

Contingency Reserve 

Clinical commissioning groups are required to hold a contingency reserve of at least 0.5% of their 

allocation to mitigate risks within the local health economy. This is in addition to 2% ring-fenced 

non-recurrent funds. ENHCCG will hold the minimum 0.5% contingency reserve in 2013/14. 
 

1% Surplus  

Each commissioning organisation is required to plan to make a cumulative surplus at the end of 

2013/14 of at least 1% of their allocation. This will be carried forward into 2014/15. 

In addition to the allocation increase and surplus brought forward, there are also savings from 

reductions in tariff estimated at £5.2m.  However, there are a number of cost pressures and 

demands which need to be funded from that sum.   

The largest of these is the growth in activity and spend which is estimated at c£30m.  This is based 

on population growth, non-demographic growth based on previous years’ trends in activity 

(described in further detail below), cost pressures and recurrent investment in schemes previously 

funded by the Transformation Fund.  There is also a small underlying recurrent deficit brought 

forward from 2012/13 (funded from non-recurrent sources last year) and the DH requirement to 

fund a 1% surplus.   The position is illustrated below to demonstrate that £18.6m is not a saving 

against current spend but the amount by which we need to limit growth in spending which will 

otherwise happen if no plans are in place to contain it. 

 

 

4.3 Triangulation of Activity and Cost 

The CCG has examined a number of factors to estimate the growth that gives the figure 

c£30m, including population and non-demographic growth. The population growth is based 

on the ONS estimate of the population increase in the CCG (1.1%). The CCG has included this 

figure across all budget headings except for acute PbR services. The acute PbR services has 

been estimated looking at historical trends (the last 20 months) and extrapolated assuming 

the trend continues into 2013/14.   
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This includes population growth and shows the following increases:  

• Outpatient referrals +7.8%; 

• Elective +4.6% 

• Non-elective + 3.2% 

• A&E + 3.2% 

An uplift of 3.35% has been applied to non-acute and non-PbR services. In addition, recurrent 

investment in schemes previously funded by the Transformation Fund has been provided for. 

 

4.4 Activity Assumptions 
The CCG has used a number of assumptions to calculate the potential activity (these are consistent 

with the approach used to calculate savings).  We will continue to undertake further analysis of the 

assumptions applied to each scheme as they develop including: 

 

1. Whether the total saving aligned to each scheme is realistic and achievable; 

2. Whether the split of activity assumed for individual schemes is sensible; and 

3. Further examination of thresholds in relation to non-elective activity and assumed 

reductions against schemes. 

 

Significant savings have been assumed against Demand Management (£3.1m) and Low Priority 

Treatments (£2.3m), both of which impact on OP and IP Elective activity. It is important to note that 

these reductions have been calculated against baselines which include the highest levels of 

predicted growth for 2013/14; 7.8% for OPs and 4.6% for elective.   

Demand Management: This work stream is aligned to the CCG Commissioning Framework.  We 

also have a number of developments which are on-going to manage referrals for example: 

• Peer review of referrals in practices; 

• Benchmarking of referral rates down to practice level; and 

• Developing different ways to commission services e.g. GP access to consultant, telephone / 

email advice in acute contracts, GP educational sessions in specific conditions by consultant 

specialist to enable appropriate management in primary care, development of telemedicine 

pathways etc. 

 

Low Priority Treatments: We have existing policies regarding treatments of limited clinical 

effectiveness (see priorities forum); referrals should only be made for patients which meet defined 

criteria and patients should only be treated by providers once it is demonstrated those criteria are 

met.  Whilst we have tighter controls over local providers in implementing these policies, we have 

less control over other providers, particularly in London where providers are likely to treat if a 

patient is referred.  There are higher than expected levels of ‘low priority treatment’ activity 

continuing to be referred to and treated by providers; we have assumed a 10% saving of current low 

priority treatment activity (approx. £19m across all providers), by better holding practices to account 

regarding referral of such activity.  

4.5 The Challenge  

The CCG needs to control the estimated growth of activity and cost which gives rise to a gap of 

£18.6m if no action is taken. Following discussion at CCG Governing Body meetings, the split across 

broad expenditure heading has been agreed, as set out in the table below.   
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Table 4: Savings by broad expenditure heading 

£k

Long term conditions 2,969

Frail Elderly 2,990

Planned care 4,282

End of Life secondary care 907

Mental health 1,166

Primary care productivity 311

Ambulance services 253

Community services incl end of life comm 1,696

Referral management 1,161

Prescribing 2,661

Running costs 186

TOTAL 18,583  

The significant savings needed are reflected in our contracts with acute providers.  This results in a 

smaller increase available to fund expected levels of growth. From the £18,583k gap there is a need 

to create savings of approximately 67% from the acute sector (£12,309k).  
 

4.6 Future Years   

The following tables set out the challenge ahead for the CCG: 
 

Summarised financial plan 2014/15 and 2015/6 

2013/14 2014/15 2015/16

£k £k £k

Acute hospital care 333,480 339,440 344,226

Community services 36,683 37,339 37,865

Mental health/LD 72,966 74,353 75,489

Ambulance services 15,614 15,893 16,117

Continuing care 21,157 22,741 24,358

Other non acute 13,108 13,827 14,534

Prescribing 72,778 75,679 78,411

Other primary care 8,734 9,213 9,684

Running & corporate costs 14,658 14,658 14,658

Transformation fund 11,896 12,442 12,691

Contingency 3,011 6,221 6,345

Total Spend 604,085 621,806 634,379

Allocation :

Recurrent baseline 602,105 608,105 622,091

Recurrent expected 6,000

Growth 13,986 12,442

Non-recurrent (surplus b/f) 2,000 6,020 6,305

Total Allocation 610,105 628,111 640,839

Surplus 6,020 6,305 6,460

Assumes savings of: (18,583) (11,357) (13,842)  



35 ENH CCG Strategic Plan 2013/14 

 

Savings 

2013/14 2014/15 2015/16

£m £m £m

Long term conditions 2,969 1,943 2,395

Frail Elderly 2,990 1,550 1,888

Planned care 4,282 2,219 2,704

End of Life secondary care 907 470 573

Mental health 1,166 1,396 1,703

Primary care productivity 311 167 211

Ambulance services 253 299 364

Community services incl end of life comm 1,696 953 1,172

Referral management 1,161 602 733

Prescribing 2,661 1,392 1,733

Running costs 186 366 366

TOTAL 18,583 11,357 13,842
 

Assumptions 

2014/15 2015/16

Growth in allocation 2.3% 2.0%

Tariff -1.2% -1.2%

Inflation 2.5% 2.5%

Total prescribing growth (incl prices) 5.9% 5.9%

Cost pressures and non-demographic growth 3.4% 3.4%

Demographic increases 1.5% 1.5%

Tranformation fund 2.0% 2.0%

Contingency 0.5% 0.5%  

The Programme Boards, as described in Chapter 6, will identify and work up the detail of future 

schemes to deliver the necessary challenges between 2014 and 2016. 
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4.7 Addressing the Challenge in 2013/14 

The CCG has outlined a number of QIPP schemes that will contribute to achieving the required savings. These align directly to the CCG local priorities 

outlined above and will be monitored on a regular basis through Programme Boards. (see Governance chapter for more details). 

The following tables outline the activity reductions and estimated cost savings aligned to the schemes.  

Table 5: Planned Activity Reductions 

Priority Enabling Scheme: 

Setting 

A&E 

(Attendances) 

Non elective 

(Admissions) 

Outpatients 

(Attendances) 

Elective 

(Admissions) 
Ambulance 

LTC 

Home first (LLV) 603.  583   

Schemes will 

contribute to reduction 

of 1,000 ambulance 

call outs 

Integrated Point of Access  339 71   

Improving access to PC in SVV & LVV 436 190   

RAID patients presenting at A&E 

with MH needs 

 
349   

Commissioning of LTCs for people 

with COPD 
242 28   

Review of ambulatory care   142   

Frail Elderly 

Navigator role at E&NHT 1738 187   

Falls Prevention  290 313   

Risk stratification Care Track 242 114   

Acute in hours visiting service 726 427   

EoL 
Advanced Care Planning  242 142   

Amber project at E&NHT  262   

Other 
Low Priority Treatments    2,388 1664 

Demand Management    12,391 2,255 

Total Activity in 

Acute Services 

 
4,858 2,811 14,779 3,919 1,000 
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Table 6: Planned Savings £’000s  

Priority 

 

Enabling Scheme 

 

Setting  

TOTAL £’000s 
A&E Non elective Outpatients Elective Ambulance 

LTC 

Home first (LLV) £60 £1,379    £1,439 

Integrated Point of Access  £42 £157    £199 

Improving access to PC in SVV & LVV £48 £439    £487 

RAID patients presenting at A&E with MH needs  £752    £752 

Commissioning of LCTS for people with COPD £30 £63    £93 

Review of ambulatory care   £313    £313 

Frail Elderly 

Navigator role at E&NHT £233 £407    £641 

Falls Prevention  £36 £689    £725 

Risk stratification Care Track £30 £251    £281 

Acute in hours visiting service £90 £940    £1,030 

EoL 
Advanced Care Planning  £30 £313    £343 

Amber project at E&NHT  £564    £564 

Other 

Low Priority Treatments    £274 £1,912  £2,186 

Demand Management    £1,819 £1,438  £3,257 

Ambulance services      £253 £253 

TOTAL Acute  
 

£598 £6,268 £2,093 £3,350 £253 £12,562 

        

 Community services      £1,696 

 Mental Health and LD      £1,166 

 Prescribing      £2,661 

 Other primary care      £311 

 Running costs      £186 

TOTAL        £18,583 

 

We have included a number of key principles in the 2013/14 contracts to mitigate risk around potential increases in the cost of activity (we will control 

activity flows to providers through our QIPP schemes, and will also ensure controls are in place for the cost of activity that does flow to providers).  The 

main areas are A&E, Ambulatory Care, unbundling of diagnostics from OPs, the maternity pathway and best practice tariffs.  
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Table 7: Commissioning Intentions included in Contracts for 2013/14 

Area Background Principles to be included in Contract Negotiation and Documentation 

A&E Have continued to see an increase in costs for 

steady levels of A&E activity; increased levels 

of activity are being coded to higher banded 

HRGs.   In 13/14, 11 A&E HRGs will be split 

into 11 price bands instead of 5.  

 

Will set a baseline of expected percentage of activity for each band; would 

not expect cohorts to change i.e. mitigate movement of coding to higher 

bands.  

Maternity Mandatory prices for ante natal, delivery and 

post natal elements of maternity pathways 

will be introduced for 13/14. 

Will follow national benchmarking for splits of risk categories.  Planned 

baseline will be monitored in year and would not expect cohorts to change 

i.e. mitigate movement to more high risk patients.  If there is significant 

cost pressure of moving to pathway charging at mandatory prices, risk 

sharing agreements will be made. 

 

Unbundling of 

diagnostic 

imaging  

Diagnostic imaging will be subject to a 

separate tariff in 13/14; was included in OP 

tariff for 12/13 

If provider income from OPs and unbundled diagnostics in 13/14 is 

significantly different to income of OPs in 12/13, risk sharing agreements 

will be put in place.  A baseline of diagnostic imaging will be agreed and 

monitored in year with a marginal rate of 50% applied to any activity above 

baseline (to prevent provider from increasing diagnostic activity in-year 

and the number of scans carried out) . The Provider must comply with PbR 

Code of Conduct in relation to any changes in counting and coding of 

activity. Provider clinical policies including referral policies should be in line 

with national guidance and any changes subject to consultation and 

agreement with commissioners. Providers should have internal controls in 

place in relation to levels of diagnostic imaging by condition, specialty and 

consultant. Regular monitoring of this should be shared with 

commissioners and clinical audits carried out for identified outliers. 

Providers should put systems in place to ensure scans are not repeated 

unnecessarily following direct access and cross provider scans are available 

for all subsequent referrals; patient data, imaging and all relevant clinical 

data should be available for review in any hospital the patient attends. 
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Best Practice 

Tariffs  

Introduction of additional best practice tariffs 

in 13/14 to incentivise delivery of care in most 

appropriate setting (potentially Hysteroscopy, 

Tympanoplasty as DC and Pleural effusion as 

DC). New areas of best practice tariff may also 

include Long Term Conditions to avoid 

admissions in paediatric epilepsy, early 

inflammatory arthritis, Parkinson’s disease, 

diabetic ketoacidosis and hypoglycaemia for 

adults. 

All best practice tariffs will be validated and only be paid upon 

demonstration that criteria have been met. Best practice tariffs will only be 

paid if overall quality metrics and KPI indicators are being met in the 

specific service area e.g. stroke.  

 

Ambulatory 

Care 

Pathways 

There has been an increasing number of 

‘ambulatory pathways’ developed by local 

providers without full understanding of 

conditions being treated, patient outcomes, 

charging mechanisms and overall impact to 

costs.  

Outcomes of Ambulatory project will be implemented for 13/14 including; 

stopping all current arrangements and associated multiple charges and the 

structured implementation of pathways for a limited number of specified 

conditions with the development of local package prices.  

CQUINS Ensure inclusion of Nationally agreed CQUINs.  

Specific Local CQUINS are under development 

and will be included in the next draft of the 

plan. 

Measurable outcomes have been developed and agreed with all providers. 

 

4.8 Provider Contracts 

The CCG has reviewed the contracts with the providers. The table below shows the agreed reductions with each provider.  
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Table 8: Anticipated reductions with providers 

The following table shows gross reductions to baselines, split by provider.  Please note that baselines include expected growth by activity type, with 

planned reductions aimed at controlling anticipated demand. Overall, there remains a small net increase of growth to baselines.  

  A&E  Non Elective  OP  Elective  TOTAL 

E&NHT 
Activity 2,608 1,664 8,536 1,642  

Finance £’000s £357 £3,590 £1,213 £1,211 £6,371 

PAH 
Activity 1,031 520 2,406 490  

Finance £’000s £128 £1,167 £331 £434 £2,061 

Clinicenta 
Activity    761  

Finance £’000s    £650 £650 

B&CFH 
Activity 377 569 1,246 307  

Finance £’000s £54 £1,334 £183 £228 £1,800 

Cheshunt MIU 
Activity 764     

Finance £’000s £50    £50 

Pinehill 
Activity   270 135  

Finance £’000s   £31 £207 £237 

Rivers 
Activity   867 164  

Finance £’000s   £141 £256 £397 

CUHFT 
Activity 57 41 857 255  

Finance £’000s £6 £100 £104 £225 £435 

UCL 
Activity  2 332 138  

Finance £’000s  £22 £52 £118 £192 

North Mid 
Activity 22 15 265 27  

Finance £’000s £3 £55 £37 £21 £116 

TOTAL 
Activity 4,858 2,812 14,779 3,919  

Finance £’000s £598 £6,268 £2,093 £3,350 £12,309 

Baseline 
Finance £’000s 

£12,802 £105,263 £55,570 £70,414 £244,049 

Growth 
Finance £’000s 

£410 £4,947 £4,334 £3,309 £13,000 

Net Reduction 
Finance £’000s 

-1.5% (£188) -1.3% (£1,321) 0.5% 2,241 -0.1% (-41) 0.3% £691 
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The following table provides a description of each work stream and the potential programme board that the work stream will fall under (See Governance 

Chapter). In addition the actual planned activity reduction and planned cost savings have been aligned to the individual work stream.    

 

 

 

Table 9: Potential activity reductions and costs aligned to individual workstreams 

Work stream Description 

RAG  

RATING 
Programme 

board 

Outcome 

Framework 

domain(s) 

Interdependencies 

Planned 

activity 

reduction 

Planned cost 

saving 

Supporting 

documentation 

Home First (Lower 

Lea Valley) 

An eight month pilot commenced 

November 12, to assess if an integrated 

model of care between health and 

social care is effective in reducing the 

need for secondary care. Two 

components of the model are (i) rapid 

response team, (ii) virtual ward. 

AMBER Out of Hospital 2,3,4,5  The Acute In Hours 

Visiting Service 

(AIHVS) is a positive 

resource for Home 

First 

A&E: 603 

NEL: 583 

£1,439k Action plan 

including KPIs and 

metrics available. 

Evaluation to be 

conducted in 

February 2013. 

Integrated Point of 

Access (IPA) 

 

A twelve month pilot commenced 

September 12 to assess if an single 

point of contact for health professionals 

utilising an integrated assessment 

between HCT and HCS can reduce 

avoidable A&E attendances. 

AMBER Out of Hospital 2,3,4,5 IPA is an access 

point for the HOME 

FIRST service 

A&E: 339 

NEL: 71 

£199k Action plan 

including KPIs and 

metrics available.  

Impact assessment 

to be conducted 

March 2013. 

Improving Access 

to PC in SVV & LLV 

A primary care access pilot involving 

five practices is due to commence Feb 

13. The pilot will assess the impact of 2 

different improvement tools on (i) 

patient experience and (ii) reduction of 

non-elective secondary care services.  

RED Out of Hospital 2,3,4,5  A&E: 383 

NEL: 138 

£487k  

Improved 

outcomes, LTC- 

COPD  

A LTC pilot commenced May 12, 

(specifically focusing on COPD) to 

change the culture and management  of 

patient within primary care to (i) 

increase patient self-management, (ii) 

establish collaborative working 

amongst all providers, (iii) proactive 

management plans within context of a 

whole systems approach. 

AMBER Planned Care 1,2,3,4,5 Links to IPA and 

HOME FIRST and 

patient facing risk 

stratification work 

A&E: 436 

NEL: 190 

£93k  

RED Not yet started 

AMBER In progress – impact assessment pending 

GREEN Evidence of delivery of milestones/targets 
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Work stream Description 

RAG  

RATING 
Programme 

board 

Outcome 

Framework 

domain(s) 

Interdependencies 

Planned 

activity 

reduction 

Planned cost 

saving 

Supporting 

documentation 

Navigator role at 

E&NHT and CARs 

PAH 

 

Two newly commissioned 12 month 

pilots commenced September 12 at two 

different acute trusts. The primary care 

services are located in A&E 

departments using clinical staff to 

assess patients arriving in A&E who 

could be better managed in a primary 

or community setting.  The primary care 

role within A&E will also enhance the 

culture change required. 

AMBER Unscheduled 

Care 

2,3,4,5  A&E: 1738 

NEL: 187 

 

£641k 

 

Business plan 

available 

Acute in hours 

visiting service 

A twelve month pilot commenced 

October 12, to provide timely medical 

attention to patients requiring home 

visiting. The acute I Hours visiting 

service intended to assist practice 

teams to plan and manage their time 

differently that may include proactive 

case management. The pilot will test if 

this service can increase capacity within 

primary care to make better use of the   

health resources in the 'whole health 

system' 

AMBER Out of Hospital 1,2,3,4,5  A&E: 726 

NEL: 427 

 

£1,030k Pilot action plan 

available including 

hyperlink 

 

 

 

 

 

Falls Prevention 

 

 

 

 

To capture details of falls in over 65 

years age group and identify those 

patients at risk of falls and osteoporosis 

to enable evidence-based intervention 

by a multi-disciplinary team working 

across primary care, unscheduled acute 

care, outpatients, intermediate care 

and care homes, to reduce the number 

of subsequent falls by 15-30% and 

admissions to secondary care for falls 

and fractured neck of femur by 10%. 

 

 

 

 

 

 

 

AMBER Out of Hospital 1,2,3,4,5 HOME FIRST, CARS, 

Risk tool 

A&E: 290 

NEL: 313 

 

£725k Detailed project 

plan in place 
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Work stream Description 

RAG  

RATING 
Programme 

board 

Outcome 

Framework 

domain(s) 

Interdependencies 

Planned 

activity 

reduction 

Planned cost 

saving 

Supporting 

documentation 

Falls Car 

 

 

A pilot provided by EEAS incorporating 

integrated work with an ECP and social 

worker to run one car in E&N. 999 calls 

that are received and assessed are 

diverted to the falls car if patient meets 

clinical criteria. The service started in 

2011/2012 and has been funded/ 

managed within the EoE Ambulance 

Service (EEAS) contract. 

AMBER Out of Hospital 1,2,3,4,5 HOME FIRST, CARS, 

Risk tool 

 

Review of 

Ambulatory Care 

See previous narrative in table 7 AMBER Unscheduled 

Care 

1,2,3,4,5  NEL: 142 £313k  

Amber Project 

Aim of the project is to improve the 

care for rapidly deteriorating or 

clinically unstable patients who are at 

risk of dying within the next one to two 

months.  Expected outcomes include :- 

Improved patient, relative and carer 

experience during the last months of 

life; Increased percentage of patients 

who die in their chosen setting; Earlier 

decision making through involvement 

and reduced lengths of stay; Reduction 

in hospital admissions through early 

recognition of end of life care needs ; 

Improved communications between all 

involved when a patient is dying 

including closer working relationships 

with community based services. 

AMBER Planned Care 1,2,4,5  NEL:262 £564k Business plan, 

GANTT chart and 

update report (Jan 

2013) 

Advanced Care 

Planning 

Transformational project in 2013 to 

whole system register and to target 

support to care homes to implement 

ACP 

AMBER Planned Care 2,3,4,5  A&E: 242 

NEL:142 

£343k  

RAID 

Proactive case management of patients 

presenting at A&E with mental health 

needs.  Service will put an emphasis on 

diversion and discharge from A&E as 

well as supporting acute staff to 

facilitate early effective discharge from 

Wards. 

 

RED Joint 

Commissioning 

& Partnership 

1,2,3,4,5  NEL: 349 £752k  
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Work stream Description 

RAG  

RATING 
Programme 

board 

Outcome 

Framework 

domain(s) 

Interdependencies 

Planned 

activity 

reduction 

Planned cost 

saving 

Supporting 

documentation 

Risk Stratification 

Care Track 

A risk stratification tool used to identify 

patients at risk of needing to access 

unscheduled care. The CCG have 

invested in the same tool as HCS to 

facilitate partnership working. The tool 

is called CARE TRACK. The tool is being 

tested locally in Lower Lea Valley with 

planned roll out post evaluation. 

AMBER Unscheduled 

Care  

4  A&E: 242 

NEL:114 

£281k  

Low Priority 

Treatments 

See previous narrative in section 3.4 AMBER Planned Care 5  OP: 2388 

EL:1664 

£2,186k  

Demand 

Management 

See previous narrative in section 3.4 AMBER Planned Care 4,5  OP: 12,391 

EL:2,255 

£3,257k  

Use of 

Telemedicine  

North Herts  

North Herts locality proposes to trial 

use of telemedicine for patients with 

breathlessness including COPD> The 

proposed pilot is aligned to the CCG LTC 

strategy 

AMBER Planned Care 2,4     

Transforming local 

urgent care 

pathways via NHS 

111 

Reviewing care pathways and services. 

To utilise local algorithms to direct 

patients according to health needs 

AMBER Unscheduled 

Care 

2,4,5     

 

IAPT 

Aligned to proactive case management 

– LTC work 

AMBER Partnership  2,4     

Diabetes 

An integrated community diabetes 

service was established in 2010/11 with 

planned activity shift from acute to 

community setting. Savings identified 

over 5 year period. Evaluation 

spring/summer 2013 

AMBER Planned 1,2,4     
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Summary 

This chapter has provided detail on how we intend to balance increased activity against the delivery 

of QIPP schemes; we have outlined how these schemes will help to limit the growth of the £18.6m 

challenge. We are working in partnership with providers to develop effective CQUINs coupled with 

developing action plans that include patients’ views. The locality teams influenced the overall CCG 

priorities and our GP constituent member practices have been pivotal in driving our commissioning 

decisions. 
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Chapter Five 

This section describes the strategic vision and change programmes at our local providers and their 

impact on delivery of the CCG’s objectives. 

Strategic Changes including Provider Development 

5.1 – Strategic Vision for East & North Hertfordshire 

The major elements of our plan build in work that has been underway in Hertfordshire since 2007 

and therefore has strong foundations. It seeks to increasingly focus around care groups and needs, 

rather than around facilities and staff.  As such, we are centring work around: 

• Good quality and safe care; 

• Unscheduled care; 

• Planned Care; 

• Strengthening primary care and developing self-care; and 

• Completing existing strategic changes. 

Each of these five major strands takes forward existing work, yet seeks to deliver further 

improvement in patient outcomes, patient experience and cost-effectiveness through a series of 

specific projects.  Furthermore, there is considerable synergy between the five strands.  For 

example, the work being done to improve the ability of all care homes to respond to routine 

exacerbations of residents’ conditions is helped by the falls project, and both projects help deliver 

better targeted use of unscheduled care services.  Similarly, the work being done to further improve 

primary care quality will also help deliver better planned care for patients with long term conditions 

and reduce demand for unscheduled care.   

Hertfordshire has considerable experience of developing innovative community-based services for 

patients.  Again, this forms part of our vision for the future.  Our community services have started to 

work in a more integrated and effective way with both acute and social care colleagues.  We expect 

further integration of assessment and care will be achieved by 2015. 

Our vision for the future is one of increasingly integrated services that meet patient needs, exceed 

their expectations, deliver better outcomes and make efficient use of available resources. A greater 

proportion of care will be provided outside hospital settings – whether for acute, community, 

mental health or other needs.  Patients will be active contributors to maintaining their own health as 

well as participating in and exercising choice in relation to care.  Where it is appropriate for care to 

be based in hospitals, this will be delivered to higher standards and in line with agreed pathways.   

5.2 Barnet & Chase Farm Hospitals 

The Barnet, Enfield and Haringey Clinical Strategy identified the need to deliver better healthcare for 

the people of Barnet, Enfield and Haringey. The changes resulting from the proposed 

implementation of the strategy will see widespread improvements in local health services, including: 

 

• Improvements to primary care  
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• Expansion and redevelopment of emergency services at Barnet and North Middlesex Hospitals  

• Expansion and redevelopment of maternity and neonatal services at Barnet and North 

Middlesex Hospitals, including the development/expansion of midwife-led birthing units at both  

• Development of urgent care services at Chase Farm Hospital, including assessment centres for 

children and older people.    

These changes very much affect the Lower Lea Valley locality however they impact on ambulance 

flows and have capacity implications for neighbouring Trusts.  We are working with the East of 

England Ambulance Trust to understand the implications of these changes for them. 

 

The proposed clinical configuration post implementation is as follows: 

 

Chase Farm Hospital Barnet Hospital 

Planned Care Emergency, Maternity and Paediatrics 
Urgent Care Centre Accident and Emergency 
Elective Surgery Urgent Care Centre 

Day Surgery Emergency Surgery 

Rehabilitation Day Surgery 

Outpatients Maternity (including Midwife-Led Unit) 

Post Operative Care Unit Paediatrics 

Paediatric Assessment Unit Outpatients 
 ITU and HDU 

 

There are a number of work streams where the CCG is linked in.  We are working with Herts Valleys 

CCG as they lead on a joint contract with the Trust and the Hertsmere Locality of Herts Valleys CCG 

has significant flows to Barnet Hospital.  
 

Foundation trust plans 

After deciding it was unlikely to become a Foundation Trust in its own right, the Barnet and Chase 

Farm Hospitals NHS Trust Board invited expressions of interest in July 2012 from NHS organisations 

which might be looking for a partner.  After discussing with a number of NHS bodies the process and 

evaluation criteria for choosing a partner, the Royal Free Trust has emerged as the favoured option. 

On 28
th

 February 2013 The Royal Free Trust Board decided to proceed to the outline business case 

stage for the potential acquisition of Barnet and Chase Farm Hospitals NHS Trust. Members of the 

board took the decision in the light of the initial evaluation of the proposition, support from other 

interested partners and the board’s view that sufficient benefits have been identified to justify 

taking the work to the next stage.  
 

5.3 Princess Alexandra Hospital, Harlow  
 

ENH CCG is actively working with West Essex CCG regarding performance management and quality 

issues at PAH. There is strong locality, GP lead and Executive links between the two organisations. 

External Consultants have been appointed and are undertaking some modelling for East and North 

Herts CCG and West Essex CCG to understand current and future activity at PAH (all admitted patient 

care, outpatients and A&E) to inform our strategic commissioning intentions.   
 

ENH CCG remains committed to working in partnership with PAH and WECCG to design a sustainable 

future for the hospital and its patients. 
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PAH is currently working towards Foundation Trust status. 

5.4 East & North Herts Trust  
 

The strategic changes at East & North Herts Trust have been implemented as part of a phased 

development. Early phases have seen the creation of a multi storey car park, maternity, planned 

surgery centre and the centralisation of maternity services on the Lister Hospital site.  They 

predominantly affect Stevenage, North Herts, Welwyn Hatfield and Upper Lea Valley Localities. The 

final phase includes an expanded emergency department and new wards and theatres.   

 Emergency Centre In November 2012 patients transferred to new a part of the critical care unit, 

whilst refurbishment of the former area was completed (opened in December 2012). With the work 

on this £2.05 million project completed the Trust has created a new critical care service at the Lister 

Hospital that encompasses the existing intensive care and high dependency units at the hospital. The 

new 20 bed unit will be used flexibly in caring for patients. At the same time, the high dependency 

service at the Queen Elizabeth II (QEII) in Welwyn Garden City transferred up to the Lister, leaving it 

with up to five critical care beds to support patients following surgery and/or those who may 

deteriorate whilst on a hospital ward. This service will remain in place until all inpatient and 

emergency services are brought together at the Lister in the £19 million new emergency department 

expansion towards the end of 2014– (work started and due for completion autumn 2014)  

Wards & Theatres expansion is due for completion in the autumn of 2014. There is CCG 

engagement on development of care pathways and to ensure that the models of care are 

appropriate and affordable between the two sites. 

Foundation Trust.  The Trust is working towards achieving FT status. 

5.5 Hertfordshire Community Trust 

Service Development Plans reflect the direction of the Trust’s ambition but only cover the key 

developments where there is commissioner agreement. The nature of the service developments 

reflects the changing market and economic outlook. They include: 

• Responses to local QIPP requirements; 

• Plans to reduce the volume of activity within acute settings through the management of 

more care through HomeFirst; 

• Providing new services to ensure a rapid response to patients and manage ‘virtual wards’ 

thereby reducing inappropriate hospital admissions. This Service Development covers the 

pilot agreed for the Lower Lea Valley locality 

• Responses to the local intermediate care strategy with reductions in in-patient beds at 

Hitchin and Royston Hospitals 

• Addressing the Government’s drive to increase Health Visitor numbers.(now commissioned 

by NHS England) 

Foundation Trust  

HCT successfully passed the SHA assessment phase and was passed to Department of Health / NTDA 

(the next stage of FT authorisation) on 1 March 2013. Following successful completion of the DH / 

NTDA assessment, HCT will be passed to Monitor. HCT aims to be authorised as an FT during 

2013/14. 
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5.6 The New QEII, Welwyn Garden City 

The CCG is commissioning the services that will be delivered from this new facility. NHS 

Hertfordshire led the development of this LIFT building. Financial close was reached on 28
th

 March 

2013 and the headlease  signed by the PCT.  This headlease along with the PCTs share holding in 

Assemble Community Partnership (the LIFT company) has transferred to Community Health 

Partnerships (CHP). They had previously held the DH’s 20% shareholding in each one of the LIFT 

companies and has taken on the additional 20% shareholdings that were held by PCTs across the 

country.  

 

Preparatory Works - The demolition of Ascots, Bayford and Stanborough Wards is complete. Work 

on the temporary car park, has begun to address the reprovision of car parking spaces which will be 

lost when construction of the New QEII begins in early summer 2013.   

Financial Close  March 2013 

Construction work commences  April  2013 

Completion  Spring 2015 

Service commencement  Spring 2015 

 

Commissioning services and pathways  

The CCG is preparing the service commissioning requirements particularly regarding key services 

including the Local A&E (including the Rapid Assessment Unit) day treatments and endoscopy 

services and integrated children’s services. This work will include: 

• Patient Pathways including links with Lister; 

• Activity and capacity  to be commissioned and links to other providers and services; and 
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• Affordability to the commissioners. 

 

5.7 Intermediate Care  

The CCG, with NHS Hertfordshire, changed the model of commissioning intermediate care beds in 

North Herts and Stevenage.  Following extensive consultation there was agreement to buy bed 

based services from a partnership between Quantum Care and Hertfordshire Community Trusts.  

This decision was based on the CCG’s wish to have more beds locally and to commission beds in a 

more cost effective way. The beds are in Quantum Care Homes - Jubilee Court in Stevenage, 

Minsden in Hitchin and a small number in Richard Cox House in Royston for Royston patients.  The 

beds are being commissioned through a Section 75 agreement with Herts County Council with the 

aim to ensure that the available beds are linked and used effectively.  This pilot contract runs until 

August 2013. 

 

5.8 Hertfordshire Partnership Foundation Trust  
Hertfordshire Partnership NHS Foundation Trust (HPFT) is two years into an ambitious service 

transformation programme.  HPFT’s transformation programme has been co-produced with 

commissioners and wider stakeholders to reflect the commissioning intentions and needs of our 

population.  At its heart is the need to provide consistently high quality care with equitable levels of 

service and support across Hertfordshire.  This means: 

• Making access to services simpler and more efficient through a single point of access; 

• More joined up care through the roll out of recovery care pathways that are based on best 

practice and evidence based interventions; 

• Care closer to home through better access to alternatives to inpatient services; 

• Greater integration across mental and physical health as well as social care e.g. through 

improved acute liaison services; and  

• Environments that promote recovery and support staff to deliver high quality care. 

 

In 2012/13 HPFT rolled out its new Single Point of Access. By the end of the year the service was 

managing between 600 and 800 referrals and enquiries every week. A range of alternatives to 

inpatient care was also successfully trialled and future plans were finalised through close working 

commissioners, service users and carers (see below).  Another key achievement was securing 

planning permission for new state of the art mental health and learning disability facility at Kingsley 

Green, Radlett.  From 2014 Kingsley Green will provide service users who require an inpatient stay 

with a world class environment that will make significant positive contribution to their recovery. 

The key service developments planned for 2013/14 and beyond are summarised below 

Care closer to home 

HPFT is committed to supporting service user independence and choice.  Supported by investment 

from the CCG the Trust will roll out a range of alternatives to inpatient care across east and north 

Hertfordshire in 2013/14.  The west of Hertfordshire already benefits from an Acute Day Treatment 

Unit (ADTU) in Watford that receives consistently excellent service user feedback.  A second ADTU 

for East and North Hertfordshire will be developed in 2013/14.  In addition, the Trust’s Host Families 

scheme pioneered in Stevenage will be rolled out to other areas.  Host Families provide a safe and 
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supportive environment that can be hugely beneficial for some individuals recovering from an acute 

episode of mental illness as they look to reintegrate into the community.  In 2012/13 this service 

won a national award for innovation in mental health.  Community services for adults in later life will 

also be strengthened to support more people to stay at home for longer with more intensive 

support for family carers.  This is what people have told us they want. 

 

Joined up, integrated health and social care 

As a Partnership Trust, HPFT is commissioned jointly by the NHS and local authority in Hertfordshire, 

with delegated authority to deliver social as well as health care.  In 2013/14 HPFT will trial and roll 

out a new model of adult community mental health services that supports more joined up care and 

reduce the number of handovers between different teams.   
 

HPFT will also continue work with partners to align mental health care with physical health care in 

areas such as long term conditions and medically unexplained conditions.  These areas of work have 

the added benefit of meeting historically unmet mental health needs within our population.  In 

addition HPFT will, in partnership with East and North Hertfordshire NHS Trust, develop a new 

mental health liaison service (RAID) at the Lister Hospital.  RAID will provide improved support to 

patients with mental illness; help avoid inappropriate admissions and promoting more timely 

discharge.   

Environments that promote recovery 

Service users and carers have told us how important the care environment is to supporting recovery.  

Over the period 2013/14 to 2015/16 HPFT is investing over £65m in new in new or refurbished 

community and inpatient environments.  During 2013/14 phase I of the £42m new state of the art 

mental health and learning disability facility at Kingsley Green, Radlett will be largely competed.  In 

2014/15 this will replace the mental health unit at the QEII hospital in Welwyn. 

 

During 2013/14 HPFT will also put in place new community estate infrastructure with much 

improved accommodation for staff as well as accessible, local services for service users.   

 

Foundation Trust 

Hertfordshire Partnership NHS Foundation Trust (HPFT) is an established Foundation Trust, having 

been authorised in 2007.  The Trust has a proven record of delivery and continues to enjoy a 

Monitor risk rating of ‘Green’ for governance – no material concerns and ‘3 out of possible 5’ for 

financial risks
3
. This performance has been maintained during a period of major transformational 

change and capital investment. 

 

 

                                                             
3
 For further information go to Monitor website www.monitor-nhsft.gov.uk   
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Chapter Six 

This chapter describes the Governance arrangements that have been established within the CCG. It 

outlines the approach we are taking to manage the CCG’s programmes and projects as well as our 

management of risk. 

 

Governance  
 

6.1 Democratic Processes – Governance & Decision Making 

The function of good governance is to ‘ensure that an organisation fulfils its overall purpose, 

achieves its intended outcomes for citizens or service users, and operates in an effective, efficient 

and ethical manner’. (Office of Public Management and Chartered Institute of Public Finance & 

Accountancy 2004). 

6.2 Patient involvement 

The CCG has actively supported the development of a patient locality model of engagement to 

promote two of its key objectives: 

• To commission local services centred around the needs and views of patients and the public 

and; 

• To involve and consult with patients and establish partnership working with local 

communities to make commissioning decisions for local health provision. 

 

The model is a “bottom-up” approach based on patient participation groups in individual practices 

that feed into a CCG patient locality group aligned to the GP locality framework. Patient leaders in 

each locality are being developed with the potential to become representatives on the stakeholder 

forum and the CCG Governing Body. GP patient champions are a key element of the model to create 

a co-partnership ethos. 

Patient Locality Groups 

Following a series of local conversation events in early 2012, six locality patient participation groups 

are now “live”. The role of these is evolving as the work of the CCG takes shape. New terms of 

reference are being developed by patient members and GP patient champions. 

 

Key to successful patient engagement for the CCG is the creation of a co-partnership between 

patients and GPs built on respect and trust. For this to be nurtured and to work towards it, the CCG 

has invested in 2 key development initiatives. 
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1. Patient Development 
Between October and December 2012, a programme of patient development was commissioned 

from the Centre for Patient Leadership. The purpose of the programme was to enable 

prospective patient leaders become more effective and influential – better able to work with 

GPs and others to improve the patient experience and influence decision-making. 

A cohort of ten patients participated in the local programme and action plans are now being 

worked up with each person to support them playing a more prominent role in their PPG, GP 

and Patient Locality Groups.  Moving forward, the intention is to broaden and deepen the pool 

of patient representatives and encourage GP practices and PPGs to endorse their 

representatives at locality level. The programme of on-going knowledge building is taking place 

with CCG staff attending patient locality meetings to explain and discuss NHS finances, 

commissioning priorities and projects; quality monitoring etc.  

Patient representation on work programmes and committees is well underway. The CCG Quality 

Sub-Committee has a patient representative supported by a Patient Network; the HomeFirst 

pilot in Lower Lea Valley has 2 very active patient representatives on its Clinical Governance 

Committee - they will shortly undertake a series of interviews with patients who have been 

cared for by HomeFirst; patients are contributing their views on NHS 111 service.  

2. GP Development in Patient / Carer Engagement 
Alongside the patient development initiative, CCG Governing Body members have identified six 

GP champions for patient / carer engagement, one in each locality. Two workshops took place 

during February and March to help them develop their role as clinical ambassadors and co-

partners with patient leaders on the patient locality groups. 

Stakeholder Forum and other stakeholders 

Another key facet of the engagement model is a CCG-wide stakeholder forum. Its first meeting took 

place in July 2012 bringing together patient representatives with district and county councillors, 

countywide voluntary sector organisations, LINk and the university. At present it is chaired by the 

CCG GP Governing Body member for partnerships but the intention is to have a co-chair lay /patient 

representative in the next few months. 

Discussions have also taken place under the auspices of the Shadow Health and Wellbeing Board on 

how the CCG patient engagement model will network with the new Healthwatch and other NHS and 

social care engagement models including the joint commissioning user/carer engagement 

arrangements for mental health, learning disability and other services to ensure these work together 

in the most effective way, to avoid duplication and complexity and prevent waste of resources. Early 

discussions with recently appointed Healthwatch senior staff suggest that the CCG model can work 

in a complementary way with Healthwatch; the former’s main focus has to be the commissioning 

agenda for CCGs.  

6.3 The CCG Constitution 

As a statutory body ENH CCG will be accountable to the NHS England and the registered patient 

population of its constituent Practices. A copy of our constitution is available on the CCG website. 

The Governing Body has overarching responsibility for setting the strategic direction of the CCG, 

exercising financial control and risk management. The names of the Governing Body members is set 

out in the table on page 11. 
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Each Practice within the CCG is a member of one of the six localities.  Each locality has selected at 

least two locality leads to be members of the CCG Governing Body.  As well has having a corporate 

role on the Governing Body the locality leaders provide local leadership and represent a direct link 

between the decision making of the CCG and its members. 

6.4 Governing Body Committees 

 

The work of the Governing Body is supported by the following committees. 

 

Governance and Audit Committee, the primary role of the Audit and Governance Committee is to 

seek assurance that financial reporting, and more broadly the internal controls, in the organisation 

are working effectively. 

Quality Committee, the primary role is to ensure that quality sits at the heart of everything the 

clinical commissioning group does.  By bringing together information from a variety of sources about 

the quality of care commissioned, to triangulate and critically review for action on behalf of the CCG.  

The Remuneration Committee, which is accountable to the group’s Governing Body makes 

decisions and reports to the Governing Body on remuneration, fees and other allowances for 

employees and for people who provide services to the group and on determinations about 

allowances under any pension scheme that the group may establish as an alternative to the NHS 

pension scheme. The Governing Body has approved and keeps under review the Terms of Reference 

for the Remuneration Committee, which includes information on the membership of the 

Remuneration Committee. 

Locality Committees, which are accountable to the group’s Governing Body, may exercise any 

decision making functions and other responsibilities delegated them by resolution of the Governing 

Body, save for those reserved explicitly to the Council of Members and/or the Governing Body. The 

Governing Body has approved and keeps under review the Terms of Reference for the locality 

committees, which includes information on the membership of the locality committees. 

In addition the group or the Governing Body may confer or delegate such functions as it determines, 

connected with the Governing Body’s main function, to its locality committees. 

 

The senior management committee, which is accountable to the Accountable Officer, is 

responsible for the operational delivery of the group’s objectives. The Governing Body has approved 

and keeps under review the Terms of Reference for the senior management committee, which 

includes information on the membership of the senior management committee. 
 

In addition the group or the Governing Body may confer or delegate such functions as it determines, 

connected with the Governing Body’s main function, to its senior management committee. 
 

Full terms of reference for these committees have been agreed and shadow meetings will take place 

from February 2013. 
 

6.5 Overarching Assurance Processes  
 

The Governing Body recognises the importance of sound risk management but is keen to avoid any, 

inflexible approach. Members of the Governing Body have undergone training on risk management 

at a recent workshop.  
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The CCG Governing Body is committed to maintaining a focused, up to date strategic risk register.  

The register will concentrate on the strategic issues facing the organisation rather than the detail of 

the operational risks that form part of everyday working of the CCG. 

 

The CCG is developing its Strategic Risk Register:  Risk, Controls and Assurance Dashboard and 

associated risk management framework. Early drafts of this will be considered at the first 

Governance and Audit Committee prior to being presented to the Governing Body. 

The diagram below illustrates the risk assurance framework. 

 

The risks that the CCG faces and manages as part of its work programme will be captured and 

profiled via the Risk, Controls and Assurance Dashboard.  The dashboard is divided into four areas to 

cover all work areas of the CCG: 

1. Commissioning responsibilities 

2. External Performance 

3. Legal/Compliance Framework 

4. Corporate 

 

The Dashboard will provide a risk profile for each workstream in the four areas, indicating what the 

trend is, whether the controls in place are effective and alerting the organisation where resources 

and attention is required.  The Dashboard will be updated at least quarterly and presented to the 

Governance and Audit Committee, who will challenge the profiles, assess if the assurance provided 

by the controls is robust.  External and Internal Audit will also provide assurance regarding the 

management of risks.  When appropriate the Governance and Audit Committee will inform the 

Governing Body of any issues requiring escalation for their consideration and to be added to the 

Strategic Risk Register (see Appendix B). The programme board structure set out below will also 

follow the same escalation processes. 
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6.6 Implementing Monitoring and Control Processes at Programme Delivery Level 
 

The CCG has, for some time, adopted a Project Management Office (PMO) approach to the way we 

work ensuring that delivery is both efficient and effective and remains focused on the desired 

outcomes.  This PMO approach brings a number of benefits to the CCG: 

• Provides a rapid response approach to our projects and workstreams 

• Encourages a culture of empowerment and ownership by providing fit for purpose support 

where needed 

• Allows the governing body to have a clear line of sight to all actions areas of the business 

• Aligns with the organisational development plan in developing and upskilling our staff 

This way of working will further be enhanced by the introduction of a programme board approach to 

managing and monitoring all CCG key projects.  

6.7 Programme Boards  

The CCG has identified four work programmes that will enhance our ability to monitor and control 

projects and more importantly respond rapidly to projects when needed.  

 

• Unscheduled Care - Any commissioned service where a patient perceives or requires care 

that is deemed urgent or an emergency or any specific project that has an intended positive 

impact the usage of emergency services with greater efficiency of NHS resources. 

• Planned Care - Any commissioned service with a recognised condition where planned 

treatment and or options are managed using an evidence based care pathway in the most 

appropriate setting over an agreed period of time, utilising best use of resources. 

• Joint Commissioning & Partnerships – To jointly commission high quality services to meet 

the health needs of children, people with poor mental health, those with learning disabilities 

and any other services commissioned jointly with partners. 

• Out of Hospital Care Commissioning - effective services within a home or community setting 

to ensure that the largest possible cohort of patients is managed without reliance on an 

acute bed based service. 

The proposed structure for the Programme Boards and their relationship to the Governing Body and 

its Committees is shown below. 

The Programme Boards will be led jointly by an Assistant Director and GP(s) with oversight from an 

Executive Director.  This reinforces the CCG organisational development plan to continue to build 

capability through developing Members of the Governing Body and senior managers within the CCG. 

Programme chairs will have direct responsibility over the progress of the CCG key projects - see 

illustration below.  
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6.8 The Roles and Responsibilities of the Programme Boards 

 

Each programme board is responsible for the implementation of the following functions: 

• Assign project managers and lead GPs; 

• Agree the terms of operation of the PMO, based on factors such as length of the project, 

financial investment, timeline; 

• Agree RAG rating thresholds so that milestone delivery can be monitored and corrective 

action can be taken in an appropriate timeframe; 

• Agree reporting arrangements under each of the three states Red/Amber/Green; 

• Report back to the Governing Body on a monthly basis through a programme highlight 

report; 

• Take action or agree mitigating actions in consultation with the Governing Body and Quality 

Committee and adhere to escalation processes in line with the Strategic Risk Register; 

• Create a strong link to the localities and reflect their priorities in the work of the Programme 

Board; 

• Identify new projects to inform future commissioning decisions; 

• Take decisions on ending projects where the required benefits are not being realised. 

In addition, the Programme Boards will lead on the development of future commissioning priorities 

for their respective area.  The Programme Boards will therefore begin to map future commissioning 

intentions for the CCG and these will be developed further within the Commissioning and 

Performance Development monthly meetings.  Decisions taken by the group will be recommended 

for negotiation and inclusion within provider contracts. 

6.9 Standardised Processes for Reporting 

 

To further enhance our monitoring process each project will be required to produce project highlight 

reports. These reports will inform the programme leads of successes, challenges and risks. The CCG 

will agree standardised project highlight report templates that will be used across all four 

Programme Boards, ensuring a consistent approach to monitoring project delivery. 

The standardised documents will be built to provide the minimum reporting required from every 

project but the programme leads and/or governing body can ask for further information on specific 

projects where needed. 

On top of the project highlight reports we will also introduce a consistent approach to reporting at 

Programme Board level and these reports will be reviewed at the monthly commissioning and 

performance development event. 

6.10 Commissioning and Performance Development Meeting  

 

As part of the overall monitoring process one day a month will be set aside to review contracts and 

programmes. The Programme Boards will report back on all projects in their specific programme 

portfolio. Decisions will be made where projects require extra support, capacity and or change in 

project direction or in some cases closure. This will allow rapid decisions to be made to bring 

projects back on track. 
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6.11 Integrated Impact Assessment 

Integrated Impact Assessments (IIA) ensure that commissioning decisions, business cases and any 

other business plans proposed by the CCG are evaluated for their impact on both quality and 

equality.  By undertaking an IIA, risks to quality can be identified, mitigated and monitored. Equally 

the IIA may demonstrate that the level of risk is too great and plans need to be reconsidered or 

redesigned. 

An IIA tool has now been introduced to formally assess projects and is based on best practice 

guidance.  This will provide assurance on the status of current projects and will form the basis of 

deciding whether a particular project is accepted onto a Programme Board.  The IIA will be signed off 

(or challenged) by the Director of Nursing and Chair of the Governing Body with the outcome 

formally reported through the Quality Committee. 

On-going monitoring of the impact on quality will be reviewed regularly both at Programme Board 

level and at the Quality Committee; each IIA will be explicit as to how impact will be monitored. The 

level of monitoring required will be dependent upon the risks associated with that particular change 

project. Any significant risk identified will be transferred to the CCGs risk dashboard for scrutiny and 

mitigation. 

The CCG completed these reviews for existing schemes by the end of March 2013. 

Summary 

 
This chapter has explained our approach to managing delivery in 2013/14 and how we will seek 

to develop our capacity and capability to achieve better outcomes year on year.  

 

The CCG recognises that the key to success will lie in our ability to further embed the PMO 

approach within our overarching governance arrangements.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 




