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East & North Hertfordshire Clinical Commissioning Group 
Operational Plan 2016/17 

This is the 3rd Year of our Strategic Plan – Planning for Patients and takes account of the NHS England Five 
year Forward View along with other strategic documents that are referenced in the back of this document.  
This plan will inform the first year of the local Sustainability and Transformation Plan for 2016 through to 
2021  

  

Version 
Number Purpose/Change Author Date 

01a First Draft sent to CE of Providers Jacqui Bunce 4th February 2016 

01b  Shared internally with colleagues Jacqui Bunce  

01c  Chris Badger, Interim Director of Strategic Partnerships Chris Badger 5th February 2016 

01d Updated with input from CCG colleagues & RF Jacqui Bunce 5th February  2016 

01e Draft for submission to NHS England Jacqui Bunce 7th February 2016 

1.0 final Final for submission to NHS England Jacqui Bunce 8th February 2016 

2.0 Second draft for submission on 2nd March Jacqui Bunce 23rd February 2016 

2.1 Second draft with Finance Update Jacqui Bunce 24th February 2016 

2.2 Second draft with further updates & reordering Jacqui Bunce 26th February 2016 

2.3 Second draft with further updates including TS  Jacqui Bunce 29th February 2016 

2.4 Second draft with further updates Jacqui Bunce 1st March 2016 

2.5 Final second draft for submission Jacqui Bunce 2nd March 2016 

3.1 Third draft Jacqui Bunce 8th March 2016 

3.2 

Amendments following Governing Body approval 31st March 2016 and 
Regional Office Feedback 
 

• Updated End of Life section pg 30 
• QP section added pg 20 
• AJ LLV weight Management amendment pg74 
• QIPP scheme details added pg 49 
• System financial balance paragraph added  pg 54 
• Updated CQC part of Quality section to note ENHT report pg55 
• Amendments to Finance section pg 53 
• Better Care Fund amended section pg 35 
• Consolidated Funding Framework added pg 25 
• Updated finance section pg 50 with NC 
• Updated performance in 15/16 section with GM 

Jacqui Bunce 8th April 2016 

3.3 
Final amendments before submission 
Updated vanguard section 
CRN  HF 

Jacqui Bunce 12th April 2016 

4.0 Sent to NHSEngland Jacqui Bunce 18th April 2016 
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Glossary 
A&E Accident and Emergency 

ADASS Association of Directors of Adult Social Services  

AGM Annual General Meetings 

AQP Any Qualified Provider 

BCF Better Care Fund 

BCF Barnet & Chase Farm Hospitals NHS Trust now part of the Royal Free 
London NHS Foundation Trust 

CAMHS Child & Adolescent Mental Health Services 

C-CAT Criteria-Cognitive Aptitude Test 

CCG Clinical Commissioning Group 

CHC Continuing Healthcare 

COPD Chronic Obstructive Pulmonary Disease  

CQC Care Quality Commission 

CQUIN Commissioning for Quality and Innovation 

DCMO Designated SEND Medical/Clinical Officer 

DH Department of Health 

DToC Delayed Transfers Of Care  

DTR Default Tariff Rollover  

ED Emergency Department   

EHC Education Health and Care 

EMDASS Early Memory Diagnosis and Support Service 

ENHCCG East & North Hertfordshire Clinical Commissioning Group 

ENHT East & North Hertfordshire NHS Trust 

EoL End of Life 

ETO Enhanced Tariff Option 

GPs General Practitioners 

HAAAPB Hertfordshire All- Age Autism Partnership Board  

HASB Hertfordshire Adult Safeguarding Board 

HASUs Hyper Acute Stroke Units  

HCAI Health Care Acquired Infection 

HCC Hertfordshire County Council 

HCT Hertfordshire Community NHS Trust 

HPFT Hertfordshire Partnership University NHS Foundation Trust 
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Glossary - continued 
HSCIC Health and Social Care Information Centre 

IAPT Improving Access to Psychological Therapies  

ICPB Integrated Care Programme Board 

IHCCT Integrated Health and Care Commissioning Team  

IMD index of multiple deprivation  

JSNA Joint Strategic Needs Assessment 

KPIs Key Performance Indicators  

LMC Local Medical Committee 

MDT Multi-Disciplinary Team 

MH & LD Mental Health and Learning Disabilities 

MoM Map of Medicine 

MRSA Meticillin-Resistant Staphylococcus Aureusis 

NDTi National Development Team for Inclusion 

NRLS National Reporting and Learning System  

Ofsted Office for Standards in Education, Children’s Services and Skills 

ONS Office for National Statistics 

OPD Organisational Performance & Delivery 

PAH The Princess Alexandra Hospital NHS Trust 

PbR Payment By Results – National Tariff 

PHB Personal Health Budget 

PUPoC Previously Unassessed Periods of Care  

RAID Rapid, Assessment, Interface and Discharge  

RAP Remedial Action Plan 

RTT Referral to Treatment (time) 

SCN Strategic Clinical Network 

SEND Special Educational Needs and Disability 

SRG System Resilience Group 

TCI To Come In (date) 

UTI Urinary Tract Infection 

WSCC Whole Systems Co-ordination Centre  

YTD Year to Date 
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1. Strategic Aims & Vision 

 

East and North Hertfordshire CCG operates at the heart of what is a complex system of health service 
provision for the 580,000+ patients in the east and north of Hertfordshire. Working with, and on behalf of 
patients, GPs from our 60 practices commission the healthcare that we consider to be the most effective and 
appropriate to our patients’ needs, working within our budget, which is nearly £700m. 
  
It is the leading role of GPs in this process that makes our CCG different from the organisation it replaced. 
GPs know their patients, their local areas, and the health issues they face.  Even within this one, relatively 
prosperous, well-educated county, there are some marked differences in the needs of patients and their 
health outcomes.    

GP practices work in local networks, called localities, to pull together and find local solutions to their health 
challenges, with our support.  Each locality is represented by at least two GPs on our Governing Body.  Some 
of our most effective improvement projects have been driven by innovation at this local level 
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2. DELIVERING OUR SUSTAINABILITY & TRANSFORMATION PLAN 
The Hertfordshire West Essex STP footprint  includes the following:  

• A combined population of 1.5 million people in Hertfordshire & West Essex . 
• 2 county councils,  2 Health & Wellbeing Boards,  2 Healthwatch,13 district and borough councils, 3 

acute hospitals, 2 mental health providers 2 community providers 1ambulance trust and a significant 
number of other partners 

• Patient flows for a range of services outside of the footprint. 
 

There have been discussion with the Governing Body, Senior Partners across Providers, Districts and County 
Councils  and with NHS England.  We are working with, Herts Valleys CCG and West Essex CCG in a layered 
approach. The plan will be ‘layered’ so that different strands are handled in different ways, for example: 

• we will  continue to work closely with PAH and West Essex CCG on planning to try to deliver sustainable 
acute services in Harlow 

• we continue our work to plan strategically with Herts Valleys CCG and the County Council on our mental 
health and community services 

• continue our work with Membership practices and our NHSE partners on the development of Primary 
Care within our CCG area 

The diagram below sets out our current thinking: 

 

LINKS TO OTHER STP 
The STP footprint is now formally agreed.  We continue to work with other STP/CCG areas  on issues such as 
the pathway development with London CCGs and the Royal Free which is being led by our Lower Lea Valley 
Locality.  Our reconfiguration of stroke services includes working with Bedfordshire and Luton CCGs 
regarding their proposed changes and the potential impact on services at the Lister Hospital Stevenage.  
 

PROCESS TO DELIVER PLAN 
We have started to have discussions regarding the governance and structures that are needed to deliver our 
“layered” STP. There was a meeting of the three CCG Chief Executives on 2nd March where there was an 
agreed way forward which will need to be discussed within CCG and systems.  The  CCGs will develop their 
structure and governance to be described in the next iteration. There will be a continual dialogue with 
partners and stakeholders. 
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ENGAGEMENT 
There have been discussions with our local providers regarding the priorities for 2016/17 and beyond.  Early 
drafts have been shared and this will continue through the next iterations. A discussion took place at a 
Hertfordshire Health & Wellbeing Board workshop on 25th February to share the STP concept and 
discussions to date. 
` 
GOVERNANCE –   The proposed strategic governance arrangements are detailed below: 

 
Programme Development arrangements. 
In West Essex NHS England & NHS Improvement have agreed a financial sum to support the development of 
the STP and business case to confirm the long term plans for PAHT with a deadline of December. KPMG have 
been appointed to deliver this in line with the STP timetable  
Hertfordshire has agreed the recruitment of a overarching programme director to support the preparation 
of the plan and consider implementation  through  a delivery team  
Operational leads have been identified in all organisations, co-ordinated by Toni Coles in West Essex and 
Jacqui Bunce in Hertfordshire 
A cross STP communications & engagement group is being established. 
The establishment of a STP wide (or 2 at Herts & West Essex Level) clinical reference is being considered 
The system will further develop and draw upon tried and tested mechanisms for clinical engagement 

Digital Roadmaps 

There was a combined Digital Roadmap Footprint for Hertfordshire with HVCCG being the Lead CCG 
submitted in October.   Providers completed their Digital Maturity Assessment by the End of January, CCG 
have to develop and submit their Digital Roadmap Plans by June 2016 which has been aligned to the 
Sustainability & Transformation Plans. 

In addition, HBL ICT have submitted a CCG ICT Capital Bid for £2.4m for 8 schemes which will provide the 
foundations and enablers for the Hertfordshire Digital Roadmap, which also includes grater connectivity to 
the Local Authority in Herts.  Also the migration path to NHSMail 2 which will be a key enabler for 
Interoperability.  
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3. Performance in 2015/16    
A&E 4 hour Operational Standard  
There is a national requirement that patients attending an A&E department need to be discharged, 
transferred or admitted within 4 hours at least 95% of the time. ENHT performance for 2015/16 was 85.05%. 
Actions  for 2016/17 being undertaken to improve performance are detailed in Chapter 5 this is a priority 
within the CCG and health and social care system.  

 
Referral to Treatment (RTT) 
The NHS constitution states that patients have a right to start treatment within a maximum of 18 weeks 
from referral, unless they choose to wait longer or it is clinically appropriate to do so. The admitted and non-
admitted standards were abolished from June 2015, and only the 92% incomplete target remains. This 
operational standard was introduced in April 2012. Incomplete pathways are the waiting times for patients 
waiting to start treatment at the end of the month. These are also often referred to as waiting list waiting 
times and the volume of incomplete RTT pathways as the size of the RTT waiting list. 
 
At CCG level, the year-to-date position, as at February 2016, of the number of patients waiting under 18 
weeks is just below the required 92%. RTT performance against the 92% incomplete standard at ENHT has 
been met consistently throughout 2015/16 although the numbers waiting on an incomplete pathway has 
increased since April 2015. The Trust has been asked to detail the reasons for the increase and are being  
supported by NHS Intensive Management and Support (IMAS) in undertaking a review of the Patient 
Tracking List (PTL) processes.  

 
Following continued poor performance at PAH in relation to the RTT incomplete target and the number of 
patients waiting over 52 week waits; a contract performance notice has been issued by West Essex CCG. 
ENHCCG is working closely with West Essex SRG to support improvements. PAH resumed national reporting 
in November 2015 with October 2015 data. All ENHCCG patients that had been reported as waiting over 52 
weeks have now been treated. 

 
Stroke 
Stroke performance remains a key area of concern with both ENHT and PAH failing to meet the required 
standards for the 4 hours direct to stroke unit target. Performance is better against the 90% of time on a 
stroke unit but performance is still below national average. 
Performance is much better in relation to thrombolysis of ENHCCG patients which is above average when 
compared with other CCGs. ENHT has implemented a number of key changes to improve performance 
including stroke specialist nurses based in A&E to proactively identify stroke patients. ENHCCG provides 
support to ENHT one day a week. Remedial action plans are in place at both Trusts and ENHT is projecting to 
achieve the key metrics by the end of March 2016. 

 
Strategically, ENHCCG continues to work with West Essex CCG, Princess Alexandra Hospital (PAH) and ENHT 
to support the transition of stroke pathway changes at PAH.  

 
Cancer 
ENHCCG believes that patients should receive high quality care without any unnecessary delay. Where 
cancer is suspected, patients have the right to be seen by a cancer specialist within a maximum of 2 weeks 
from GP referral for urgent referrals. Patients should expect to be treated according to clinical priority and 
for patients diagnosed with cancer, their first definitive treatment should be within 62 days of referral and 
within 31 days of Decision to Treat (DTT).  
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The 2 week and 31 day standards are being met consistently at CCG level. Performance at PAH against the 
cancer waiting time standards has been good. ENHT has performed well against the 2 week and 31 day 
standards but has found the 62 day standard challenging. ENHT submitted a revised Improvement Plan in 
September 2015 to the Trust Development Authority (TDA) and NHSE for the 62 day standard, which details 
key actions including a review of radiology and theatre capacity, processes and pathways, continued review 
of patient breaches and new reporting tools to drive performance.  
ENHT has a trajectory that forecasts sustained achievement of the 62 day standard by June 2016. The Trust 
was at 65.2% for January 2016, against the required performance of 85%.  
 
Performance against the 62 day standard ENHT has been impacted on by late referrals from other Trusts, 
particularly in November and December 2015. New national guidance was published by NHSE on 1 April 
advocating that Inter Provider Referrals (where a patient is transferred from one provider to another) should 
take place before day 38 of the pathway. The guidance has been produced to inform a more refined system 
of cancer breach allocations between referring and treating trusts and should have a positive impact on 
ENHT performance.  The Trust will need to make sure that where it is referring to other providers, plans are 
in place to ensure that this is done within day 38 as specified in the guidance. 

Diagnostic Waits 
There is a requirement that patients should have their diagnostic tests within 6 weeks with a performance 
target of 99%. The YTD position as at February  2016 indicates that shows that performance is just below 
target. Performance has been good at both ENHT and PAH but there have been issues at Royal Free (Barnet 
and Chase Farm), particularly in relation to endoscopy which has impacted on overall CCG performance. The 
Royal Free is ensuring additional capacity is in place. In addition to two new endoscopy rooms the trust is 
analysing endoscopy waiting times and backlog against capacity using NHS IMAS to calculate the additional 
capacity required to meet the 6 week target. The trust expects to meet the 99% target in January 2016. 

 
IAPT 
We will deliver the national targets for the numbers of people accessing psychological therapies in 2015/16 
and the proportion of people assessed as having recovered as a result of their treatment.  These targets are 
9,545 starting treatment, of whom 50% recover.  We are also already achieving the new national waiting 
time targets (75% of people starting treatment within 6 weeks and 95% of people within 18 weeks) and will 
continue to achieve these in 2016/17.   
 
Dementia Diagnosis  
As at the end of December 2015 GPs in East and North Hertfordshire had recorded a rate of dementia 
diagnosis of 63.6% of the expected number of people over 65 with dementia locally, a significant increase on 
this time last year.  We have increased our funding to the HPFT dementia diagnosis service over the last year 
and this has increased their capacity to diagnose more people.  Alongside this local GPs have agreed to take 
over responsibility for dementia prescribing where this is safe and appropriate to do so and this will further 
increase the dementia diagnosis service’s capacity in 2016.  These measures will enable us to achieve the 
national ambition of 67% of the expected prevalence having a recorded dementia diagnosis.  Importantly it 
will also enable better support to people after their diagnosis.  Since February 2016 we have and are 
continuing to engage with Professor Alistair Burns and the national Improvement Team for Dementia to 
further review our pathway. 
 
EIP 
We invested additional funding in the HPFT Early Intervention in Psychosis service in 2015 to support the 
delivery of the new national target that 50% of people are seen within 14 days and then receive a NICE 
compliant package of care.   We are confident that 50% target will continue to be met locally and are 
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working with HPFT to ensure that this initial assessment is supported by appropriate care.  We will be 
investing additional funding in this in 2016/17 and commissioners have set up an EIP implementation group 
to ensure progress is made in this area.   
 
Transforming Care – see main reference in Chapter 5.9 
We are a Learning Disability Transforming Care fast track area and we will continue with our programme of 
work to deliver reductions in inappropriate inpatient settings, albeit from an already low baseline.  Further 
information is detailed later in this document 
 
Personal Health Budgets (PHB) 
East and North Hertfordshire Clinical Commissioning Group is committed to publishing a Local Offer for 
Personal Health Budgets in 2016/17.  The Local Offer which is being developed in collaboration with 
stakeholders will provide details on how the CCG intends to expand provision of personal health budgets in 
the next 5 years.   
 
In 2016/17 work will continue to provide personal health budgets to patients eligible for Continuing Health 
Care.  A phased approach is being taken to expand provision to other patient groups and will include the 
delivery of pilot projects to people with learning disabilities, those with neurological conditions and diabetes.  
The CCG will also be working with NHS England on the Wheelchair Improvement Programme to pilot 
personal health budgets for wheelchair users.  Personal health budgets conversations will continue to be 
held with stakeholders so as to create awareness and engage local services and patients in shaping processes 
and provision.    

There is no new money for personal health budgets and this will have to be identified within existing 
contracts including service redesign and de-commissioning of services that are not working.  This shall 
involve holding discussions with CCGs service providers, to discuss quality and agree to disaggregate funding 
to support personal health budgets, testing new initiatives and co-production in collaboration with patients.       

 
 
  



10 
 

4. DELIVERING OUR AMBITIONS, FIVE YEAR FORWARD 
VIEW AND SYSTEM  PRIORITIES FOR 2016/17 

 
The CCG has 9 strategic ambitions, developed in 2014/15  and reviewed in light of the Five Year Forward 
View , and progress against these was reviewed at the end of 2015 to understand how we are progressing 
against these and delivering the NHS Constitution: 
 
Our 9  Strategic Ambitions: 

• Living Healthier Lives for Longer 
• Supporting People with Long Term Conditions 
• Improving End of Life Care 
• Looking After Frail & Elderly Patients 
• Encouraging Independent Living 
• Improving the emotional & mental health and wellbeing of children and young people 
• Early detection and better treatment of cancer 
• Improving Dementia care 
• Parity of Esteem – Ensuring physical and mental health services are given equal priority 

 
National Intelligence 
The CCG uses a variety of tools to help prioritise our efforts and we are committed to engaging fully with the 
new Right Care programme. The three main sources used currently include: 

• Commissioning for Value Packs 
• NHS Atlas of Variation 
• NHS Outcomes Tool (SPOT) 

Added to this, we also use the Public health ‘Fingertips’ data, Primary Care Web and Methods Stethoscope 
to help identify and prioritise our efforts. 
 

 

 

 

 

 

 

 

 

Key areas identified from national benchmarking 
As described  above the CCG has a focus on 9 ambitions and associated work streams.  Some of the main 
themes from the various benchmarking reports that suggest we need to focus on are below: 
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In addition to the above there were potential lives saved per year in the following areas which we are picking 
up though our ambitions: 
 
 Cancer 
 Circulation 
 Respiratory 
 Gastro intestinal 
 Trauma & Injuries 

 
Our ambitions are aligned to the Five Year Forward View and the focus on prevention, integration and new 
models of care. For each of our nine existing CCG Strategic Ambitions we have a programme of work across 
the CCG and with external partners designed to deliver the ambitions. The Governing Body reviewed the 
ambitions and action plans at the end of 2015. The Governing Body met on 4th February this year and 
worked through a prioritisation exercise to identify the key areas to focus on in 2016/17 to deliver the CCG’s 
overall ambitions. Given the number of mandated Must Do’s, and the range of our Strategic Ambitions, it 
was agreed that we would create a shorter list of deliverable priorities in 2016/17 to focus our efforts, 
energy and resource on. With this in mind, the workshop attendees, in three groups, were asked to look at 
the current opportunities and priorities and propose their top three/four in the following categories: 

• Primary Care/Prevention 
• Community/Out of Hospital 
• Acute Care 

 
  



12 
 

The diagram below reflects these discussions: 

 

The table below was shared and agreed at the Governing Body workshop on 25th February. It pulls together 
the output from the earlier workshop and the “Must Do’s” from NHS England and shows how they relate to 
the CCG’s existing Strategic Ambitions. Importantly, it is not an exhaustive list of the CCG’s activity next year, 
but they represent those things that we agreed to focus on, and allocate appropriate resource to (both 
finance and human resource). 
  
The Governing Body agreed the key areas of focus in order to deliver the CCGs ambitions and the Five Year 
Forward View, recognising  that the priorities will include improvement activity against the nine national 
“Must Do’s” laid out in the planning guidance as well as focus on the following: 
 

OUR PRIORITIES IN 2016/17 
CCG’s Strategic 
Ambition  
2014-19 

Priority  Projects for 
2016/17 

 

NHS Constitution 

A&E Standards - Procurement of 
NHS111/Out of Hours* 

Deliver NHS Constitution standards and procurement of new integrated service. 
Investigate feasibility of implementing primary care ‘front door’ at the Lister 
A&E 

Access Standards* Deliver NHS Constitution standards 

Living Healthier Lives 

Sustainable Primary Care   
(Consolidated Funding Framework)  

We will prioritise our work developing population health management, through 
enhancing our risk stratification  to identify health issues much earlier, including 
cancer, lifestyle issues and dementia. This will require work to secure primary 
care data to be applied to our existing risk stratification model.  This approach 
will be central to our clearer focus on preventative work. 

Falls Prevention 

Long Term Conditions 

Diabetes 

• Reducing Diabetes Associated Complications 
• Patient Education & Self-Management 
• Up-Skilling Healthcare Professionals 
• Prevention, Screening & Health Promotion including being part of National 

Diabetes Prevention Programme 
• Develop new service model including patient education and podiatry services. 

Atrial Fibrillation and anti-
coagulation 

The development of a cost effective anticoagulation model that offers a timely 
response rate, improves patient pathways and provides choice.  Aim to pilot 
new service in September 2016.  New model will prevent  escalation in 
prescribing spend over coming years. 

Stroke Pathway Continue to lead the improvement of stroke services for our CCG patients 
including: 
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OUR PRIORITIES IN 2016/17 
CCG’s Strategic 
Ambition  
2014-19 

Priority  Projects for 
2016/17 

 

• Development of a HyperAcute Stroke Unit at ENHT 
• Revised pathways following changes to stroke services at PAH 
• Continued development of Early Supported Discharge Service 

End of Life 
Integrated End of Life pathway and 
Shared Care Plan 

This will continue to be a priority focussing on implementation of a newly 
developed patient care map, further development of both an electronic care 
plans across Primary, Community, Acute and Hospice Provider Services and a 
Patient Outcomes, Assessment, Complexity Tool. 

Frail Elderly & 
Independent Living 

Social isolation We will continue to roll out of our enhanced community teams, which will 
enable us to deliver rapid response in the community, with rapid access to social 
care, physical and mental health specialists. We will continue our work 
enhancing and coordinating the support provided to care home residents and 
the training given to the care home workforce.  Work on this priority will be 
delivered through our Vanguard programme. 
We will deliver this priority in partnership with the local authority, with a focus 
on maintaining our performance on Delayed Transfers of Care, but also jointly 
commissioning a range of services to prevent social isolation. 

Vanguard Programme (including 
HomeFirst) 

Emotional & Mental 
Health & Wellbeing of 
Children & Young 
People 

CAMHS Review * 

The CCG’s CAMHS Transformation Plan was signed off in the autumn and we 
recognise this as a key priority area. We recognise that self-harm and 
depression amongst young people services are not meeting needs in a timely 
way and we do not have sufficient community base services focused on 
prevention. 

Perinatal Mental Health* 

We will deliver  this priority in partnership with the local authority, with a focus 
on Early Help, a review of evidence based Parenting interventions and 
investment  in upskilling frontline workforce, e.g. Infant Mental Health On line 
training 

A&E  attendances in 0-4 years 

This will continue to be a priority, and rolling out of effective locality based 
training for families and care givers in how to manage early childhood illnesses 
will be continued, in partnership with HCC and HCT Health Visiting team. 
Finalise detailed analysis of data to identify patterns of attendance.  Identify and 
implement interventions that will reduce attendance. 
Evaluate Broxbourne Family Health project. 

Cancer 
62 day cancer waiting times* 
Early detection and better 
treatment of cancer 

 
Incentivise practices to improve cervical and colo-rectal screening rates 

Dementia 

Development of dementia 
pathway - pre and post diagnosis* 
including prescribing for stable 
patients, direct access from GPs 
Implement action plan from Herts 
Dementia Strategy 

• Review dementia diagnosis service and diagnosis options.  Implement 
Dementia diagnosis action plan 

• Evaluate direct referral pilots, implementing any recommended changes 
• Review and evaluate dementia carers pilot service and consider long term 

solutions 
• Completion of transfer of prescribing for people with stable dementia 

from HPFT to GPs 
• Review and evaluate support for carers and agree long term solutions 

Parity of Esteem 

Transforming Care* 
Develop additional services to prevent admissions in a crisis and to discharge 
people appropriately 
Continue with Care and Treatment Reviews 

IAPT*  Deliver and maintain national IAPT targets 

LD Healthchecks Increase take up of LD health checks 

EIP Fully implement EIP national target 

Crisis Care Concordat Continue implementation of Herts Plan 

 
Further details on the priorities we will focus on under each of our Strategic Ambitions is provided below: 
 

* Must Do 

https://www.england.nhs.uk/resources/resources-for-ccgs/comm-for-value/ 

http://www.rightcare.nhs.uk/index.php/nhs-atlas/ 

http://www.rightcare.nhs.uk/index.php/resourcecentre/ 

http://fingertips.phe.org.uk/profile/general-practice/data 

  

https://www.england.nhs.uk/resources/resources-for-ccgs/comm-for-value/
http://www.rightcare.nhs.uk/index.php/nhs-atlas/
http://www.rightcare.nhs.uk/index.php/resourcecentre/
http://fingertips.phe.org.uk/profile/general-practice/data
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5. OUR PRIORITIES FOR 2016/17 
5.1. DELIVERING THE NHS CONSTITUTION  
 

URGENT CARE PERFORMANCE TRAJECTORIES 2016/17  
The performance trajectories 2016/17 against the NHS constitution were submitted on 18 April 2016. These 
are detailed below.  These follow discussions  with NHSImprovement and NHSE.  All PAH numbers except 
A&E are subject to change until confirmation is received 

 
Urgent care services are a key component to support the delivery of the CCG ambitions and commissioning 
of these services are overseen by the ENHCCG System Resilience Group (SRG). The SRG facilitates 
collaborative working across the system to improve the quality and experience of services for the population 
of east and north Hertfordshire who access non-elective care, through effective coordination of the health 
and social care system.  The format and membership of the SRG provides clear business and executive 
meetings to ensure the group is able to discharge its functions effectively. The clinical leadership includes 
the CCG GP Lead for Urgent Care, consultant colleagues from ENHT and clinical colleagues from the 
Ambulance Trust. The format provides  focus to lead and deliver improvements to patient flows across the 
urgent care system and works closely with the Integrated Care Programme Board (ICPB) which is 
commissioned by ENHCCG to be responsible for the development of a whole system approach to delivering 
integrated care for the population. 
 
ENHCCG SRG is part of the Urgent and Emergency Care Network (UECN) that covers Norfolk, Suffolk, 
Cambridgeshire, Peterborough, Essex, Bedfordshire, Hertfordshire, Milton Keynes, Luton, Thurrock and 
Southend. Following publication of the Keogh Urgent & Emergency Care Review, East of England UECN has 
been established to provide strategic oversight of urgent and emergency care over the East of England major 
trauma network area. The network has been established to ensure that patients with more serious or life 
threatening emergencies receive treatment in centres with the right facilities and expertise, whilst also 
assuring that individuals can have their urgent care needs met  locally by services as close to home as 
possible.  
 
A stocktake of services in the network has been undertaken to: 

NHS Constitution Performance Trajectories 2016/17 
                      

RTT 92% Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 

ENHCCG 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 
ENHT 92.0% 92.1% 92.4% 92.4% 92.5% 92.6% 92.6% 92.6% 92.6% 92.6% 92.6% 92.6% 
PAH (TBC) 92.1% 92.1% 92.1% 92.1% 92.1% 92.3% 92.4% 92.5% 92.6% 92.6% 92.6% 92.6% 

              Cancer 62 
Day 85% Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 

ENHCCG 80.6% 82.7% 85.2% 85.4% 85.2% 85.2% 85.4% 85.2% 85.4% 85.4% 85.7% 85.5% 
ENHT 78.0% 81.0% 85.0% 85.5% 85.0% 85.5% 85.5% 85.5% 85.5% 85.5% 85.5% 85.5% 
PAH (TBC) 85.1% 86.2% 85.5% 86.7% 85.5% 86.2% 85.2% 85.8% 85.9% 86.2% 86.3% 86.5% 

              Diagnostic 
waits 99% Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 

ENHCCG 99.0% 99.0% 99.0% 99.0% 99.0% 99.0% 99.0% 99.0% 99.0% 99.0% 99.0% 99.0% 
ENHT 99.5% 99.5% 99.5% 99.5% 99.5% 99.5% 99.5% 99.5% 99.5% 99.5% 99.5% 99.5% 
PAH (TBC) 99.4% 99.4% 99.5% 99.5% 99.5% 99.5% 99.5% 99.5% 99.5% 99.5% 99.6% 99.6% 

              
A&E 95% Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 

ENHT 76.0% 77.0% 79.0% 81.0% 82.0% 84.0% 85.0% 86.0% 87.0% 91.0% 94.0% 95.0% 
PAH 77.2% 81.9% 83.0% 86.0% 88.0% 90.0% 91.0% 92.0% 88.0% 85.0% 92.5% 95.0% 
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• Create and agree an overarching, medium- to long-term plan to deliver the objectives of the Urgent 
and Emergency Care Review 

• Designate urgent care facilities within the Network to ensure equitable access to diagnostics and 
services for both physical and mental health 

• Ensure effective patient flow through the whole urgent care system 
 

ENHCCG maintain responsibility for the operational leadership and coordination of local services, but work 
together with partners in East of England UECN in order to ensure coordination of the overall urgent and 
emergency care strategy across the network area. 
 
The ENHCCG Operational Resilience and Urgent Care Plan has identified key areas of work to improve the 
quality of urgent care commissioned and provided for local patients. It is informed by ‘Safer, faster, better: 
good practice in delivering urgent and emergency care’ and aligned with the strategic priorities and vision 
for east and north Hertfordshire and identifies a number of workstreams prioritised for implementation in 
2015/16 and 2016/17. There is commitment from all partners and the SRG will develop commissioning 
strategies that will deliver sustainable solutions to urgent care challenges and form a key part of the 
Operational Resilience Plan.  
 
Aligned with the strategic priorities and vision for east and north Hertfordshire the SRG has outlined the 
following principles relating to the commissioning of urgent care services: 
 
• System wide commitment from all partners 
• Seamless care built around the patient's clinical needs rather than around existing services 
• High quality, simple to use and available when the patient needs them, seven days a week 
• Supporting people to take responsibility for their own health and to receive the right care and advice in 

the right place, first time 
• Providing urgent care services outside of hospital that respond quickly so that people no longer choose 

to queue in emergency departments 
• Providing services to ensure people with serious or life-threatening conditions get treatment in places 

with the right facilities and expertise to help them survive and recover well 
• Supporting Parity of Esteem to ensure that people experiencing a mental health crisis get as good a 

response from an emergency service as people in need of urgent and emergency care for physical health 
conditions 

• Ensuring all services meet the NHS Constitution standards and Mandate commitments and the 9 CCG 
ambitions 

 
These principles are key to developing commissioning strategies that will deliver sustainable solutions to 
urgent care challenges and form a key part of the Operational Resilience Plan.  
 
However there is also a requirement to ensure Operational Resilience Plans take into account capacity 
planning and profiling across routine elective care to ensure that Referral To Treatment (RTT) waiting time, 
cancer targets are met. 
 
In addition, new guidance issued from NHS England in April 2015 highlighted the requirement for 
Operational Resilience Plans to incorporate the following eight high impact interventions: 
 
• No patient should have to attend A&E as a walk in because they have been unable to secure an urgent 

appointment with a GP. This means having robust services from GP surgeries in hours, in conjunction 
with comprehensive out of hours services. 

• Calls to the ambulance 999 service and NHS 111 should undergo clinical triage before an ambulance or 
A&E disposition is made. A common clinical advice hub between NHS111, ambulance services and out-
of-hours GPs should be considered. 

• The local Directory of Services supporting NHS 111 and ambulance services should be complete, 
accurate and continuously updated so that a wider range of agreed dispositions can be made. 
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• SRGs should ensure that the use of See and Treat (Paramedic At Home) in local ambulance services is 
maximised. This will require better access to clinical decision support and responsive community 
services. 

• Around 20-30% of ambulance calls are due to falls in the elderly, many of which occur in care homes. 
Each care home should have arrangements with primary care, pharmacy and falls services for prevention 
and response training, to support management falls without conveyance to hospital where appropriate 

• Rapid Assessment and Treat should be in place, to support patients in A&E and Assessment Units to 
receive safer and more appropriate care as they are reviewed by senior doctors early on. 

• Consultant led morning ward rounds should take place 7 days a week so that discharges at the weekend 
are at least 80% of the weekday rate and at least 35% of discharges are achieved by midday throughout 
the week. This will support patient flow throughout the week and prevent A&E performance 
deteriorating on Monday as a result of insufficient discharges over the weekend. 

• Many hospital beds are occupied by patients who could be safely cared for in other settings or could be 
discharged. SRGs will need to ensure that sufficient discharge management and alternative capacity such 
as discharge-to-assess models are in place to reduce the DTOC rate to 2.5%. This will form a stretch 
target beyond the 3.5% standard set in the planning guidance. 

 
This guidance has been reviewed by the SRG and assurance has been given to NHS England to outline how 
each intervention is being addressed.  
 
Local System Pressures & Analysis.  There is a national requirement that patients attending an A&E 
department need to be discharged, transferred or admitted within 4 hours at least 95% of the time. In line 
with the Keith Willett Urgent and Emergency Care Review which highlighted that surges in demand 
exacerbate problems in a system already under strain, local analysis of urgent care metrics has identified 
that when a number of factors occur the Trust is unable to meet its 4 hour operational standard. These are: 
 

• Ambulance conveyances – higher numbers and patterns of arrival outside expected times 
• Ambulance conveyances – more higher priority calls (R1s and R2s) 
• Higher than expected numbers of 85+ years as these patients have a higher conversion rate 
• Higher than expected proportion of majors patients in A&E 
• Low numbers of emergency discharges both on the day and the preceding day 
• Staffing pressures  

 
Following the in-depth analysis of local system issues, the SRG has identified a number of key actions and 
next steps: 

• Further analysis of HRG codes to assess impact of prevention of admission schemes, specifically: 
o Rapid response element of integrated community teams 
o Newly commissioned respiratory service 
o Frailty vehicles – commissioned for 2016/17  

 
• To monitor key metrics across the system to gauge status of the system and to provide early 

identification of system pressures including: 
o System wide dashboard  
o Monthly position for SRG 
o Daily position to support operations and patient flow 
o Early warning triggers from breach analysis 
o Mede Analytics data warehouse and interrogation 

 

In addition to these actions a number of external reviews to support performance improvement at ENHT 
have been commissioned:  

• Royal College Emergency Medicine review (Predominantly focussed on the ED and CDU) 
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• Emergency Care Intensive Support Team Review (A one day review of ED pathways and elderly care 
wards) 

• Greater Manchester Academic Health Science   Network Review (A three day review of ED and discharge 
pathways) 
 

The outcome of these reviews has led to a contract performance notice being issued to ENHT by the CCG in 
November and subsequently a Remedial Action Plan (RAP) was agreed to cover A&E performance against 
the 4 hour target. The RAP sets out a recovery trajectory for the standard to be achieved from the 1st April 
2016.  ENHCCG’s intention is to issue a new contract performance notice under the 2016-17 contract in 
relation to the A&E four hour performance.  
 
Escalation and Resilience 

The Whole Systems Co-ordination Centre (WSCC) has been developed to provide oversight of urgent care 
operations within the East and North Herts CCG area. The centre enables professionals to monitor demand 
and activity and co-ordinate the flow of patients through the system. Improved coordination and escalation 
management enhances communications. A daily system wide dashboard  enables reporting on trends, 
changes in demand and forecasting across the system. This is turn informs recommendations for appropriate 
actions and escalation procedures. 

The ENHCCG Integrated Escalation Framework articulates how surge responses will be co-ordinated 
between organisations and ensures our system is sufficiently robust to coordinate Level 1 and 2 Incidents at 
a provider and System Resilience Group Level. The plan has is split into four stages which reflect the status of 
all organisations. The earliest stages of escalation involve using existing local capacity flexibly to achieve 
system balance. The escalation levels are designed to encourage early action at the first triggers of 
escalation to prevent and reverse escalation to/ from a higher status; therefore escalation to the higher alert 
status of red and black are considered to be required only in very exceptional situations. Only when all 
measures had been exhausted, will organisations move on to later stages of escalation which involve 
accessing capacity beyond locality boundaries. The integrated framework provides a consistent and co-
ordinated approach to the management of pressures across the system.  

All organisations have signed up to the Hertfordshire Integrated Escalation Framework and have a 
responsibility to: 

• Work as a system in the equitable share of risk in times of pressure.  
• Ensure the 8 High Impact Interventions are embedded and delivered  
• Ensure timely mobilisation of actions in order to prevent further deterioration of the situation  
• Manage the escalation and de-escalation processes at the local level  
• Agree a clear list of criteria about how the status of the health economy will be determined, based 

on the status of its provider organisations and other relevant factors  
• Agree the responsibilities of each provider organisation, the linkages between providers, how local 

providers in red or black status will be managed and the command and control procedures that will 
be put in place  

• Include how GPs will respond to capacity surges within the local area.  
• Have a full understanding of system discharge positions, to include all delays as well as DTOCs.  
• Have robust contingency staff plans for peak times including weekends and Bank Holidays which are 

regularly reviewed via the SRG  
• Ensure timely and fit for purpose information for the management of the escalation and de-

escalation process.  
• Use executive led whole system teleconferences to manage pressure and to predict future pressures 

within local system economies.  
• Focus on both current and predictive mitigation.  
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• Ensure that staff are trained in their role in surge and capacity plans and that this is tested via 
exercise  

• Ensure that an appropriate out-of-hours on-call system is in place.   
 

Integrated Urgent Care (Formerly NHS 111 & Out of Hours) Procurement  
The Integrated Urgent Care service (formerly NHS 111 & Out of Hours) is commissioned by ENHertsCCG on a 
Hertfordshire wide basis on behalf of Herts Valley CCG and ENHertsCCG from Herts Urgent Care (HUC). The 
contract has been extended until 2017 to allow for a full open procurement with market and locality 
engagement.  ENHertsCCG will also include the Acute In-hours Home Visiting Service (AIHVS) as part of the 
procurement.  

Clinical engagement is a key component of this work and occurs on a number of levels, noting the 
requirement to manage any potential conflicts of interest throughout the duration of the project. GP Urgent 
Care colleagues, from both CCGs have been heavily involved in the pre-tender work e.g. supporting the 
drafting of the service specification, designing the Clinical model and service pathways etc. 

Project team core members include both CCGs’ Integrated Urgent Care GP leads, patients representing both 
CCGs and Healthwatch. This group is providing monthly project updates to the 10 CCG localities and keeping 
both CCG Governing Body Urgent Care GP Leads updated.  

As we are now in the pre-tender phase the project team are currently scoping the structure of the invitation 
to tender, question setting and evaluation panel requirements including external GP clinical assessors and 
technical telephony experts. 

This procurement has provided an opportunity to look at the current service provisions and develop these 
services to meet the urgent and emergency care needs, utilising market and patient engagement to help 
shape this model of delivery. The model of service also has to be in line with the National Commissioning 
Standards which were released by NHSE on 15th October 2015.  

The standards have three key elements: 
 

1. A streamlined single entry point – to fully integrate urgent care services through NHS111, with 
NHS111 the “Smart Call to make”. This will also be facilitated by organisations collaborating to 
deliver high quality, clinical assessment, advice and treatment.  

 
2. Access via a Multi Clinical Assessment Service (Clinical Hub), which will provide clinical advice to 

patients and support to clinicians either physically or virtually. Clinical expertise to include; GPs, 
prescribing pharmacists, nurses, mental health, dental nurses, and other Multi-disciplinary Team 
members. 

 
3. Integrated - Interoperability and online platform supporting sharing of patient notes especially for 

long term conditions and end of life. 
 
The advantages of this offer the system: 
 

• Streamlining access points into urgent care – 2 key urgent care numbers to remember – GP 
telephone number, NHS111 (24 hours) and 1 emergency number - 999  

• Coordination of services  
• Strengthening the Clinical Intervention offer with a Multi-Clinical Assessment Service – access to 

earlier clinical input via a Clinical Hub 
• Services collaborating and integrating with new ways of working – seamless care and Healthcare 

professional access to Clinical Hub with specialist skills 
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• Access to patient notes to enable co-ordinated complex care treatment especially for long term 
conditions and end of life – right care first time. 

 
These elements also concord with the patient survey undertaken by the CCG July - October 2015, to help 
inform the shaping of the service model and which highlighted that NHS 111 is first port of call for most 
people and speedy provision of good advice is required. 
 
If we do not integrate, we risk duplication of services and costs, retaining a complex urgent care system that 
is difficult to navigate, silo working, extended patient journeys and organisation boundaries to cross. 
Therefore the CCGs are seeking to achieve from procurement, an integrated, flexible, responsive and 
sustainable service; a seamless patient journey, getting them the right advice and to the right service, first 
time. This involves taking the best elements of our current services and using these as the linchpin of the 
services moving forward and incorporating our learning from local and national pilots. 

In December 2015, a paper was presented to the CCG’s Governing Body where approval was given to 
proceed to pre procurement phase. The indicative outline timetable is:  
 

Market Engagement activities   February 2016- 
Contract Advert April/May 2016 
Invitation to Tender Apr/May 2016 
Contract award   Aug/Sept 2016 
Service Start  June 2017 

 
Prior to the commencement of the ITT, for the Integrated Urgent Care service (IUC) both boards will approve 
the model and the underlying business case. The, modelling is currently underway to finalise the changes in 
activity expected through clinically appropriate reduction of certain Urgent care outcomes, that will be 
achieved with investment of clinicians (mainly GPs) into the Clinical Hub.  Assumptions to projected changes 
to activity include: 

• Reducing ED minor illness walk in  attendances and direction to attend from NHS 111 
• Reducing Ambulance Dispatch from NHS 111 
• Supporting the Ambulance service with Hear and treat for Green Calls prior to the dispatch of an 

Ambulance 
• Reducing non elective admissions  i.e. activity reduction on EEAST (999) conveyances from scene by 

dedicated line to senior Clinicians (GP) in the Clinical Hub 
 
The final business case has been presentated to East & North Herts CCG Governing Body 31st March and 
Herts Valleys CCG Commissioning Executive on 7th April.  Approval to proceed to Invitation To Tender (ITT) 
has been given for April/May 2016 
 
An example of the modelling underway - Reducing ED attendances by increasing the numbers through 
NHS 111 

  16/17 17/18 Comments 

Planned total  15,600 15,756 ED dispositions from NHS 111  

Planned total  165,000 166,650 
These are patients walking into ED 2.5% avoided 
via self-care different disposition  

Planned activity shift 
(111) 

2,340 2,363 
Based on reduction of 15% of signposting from 
NHS 111 of the 15,600 and 15,756 figures 

 
 
Learning Disabilities (LD) 
Through our joint commissioning arrangements we continue to focus on improving the health of people with 
learning disabilities with the aim of reducing the life expectancy gap that currently exists.   
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Parity of Esteem.  This is one of the CCGs ambitions. “Treating mental and physical health conditions in a 
coordinated way, and with equal priority, is essential to supporting recovery. Yet people with mental health 
problems have worse outcomes for their physical healthcare, and those with physical conditions often have 
mental health needs that go unrecognised. NHS England’s objective is to put mental health on a par with 
physical health, and close the health gap between people with mental health problems and the population as 
a whole.”   The Mandate A mandate from the Government to NHS England: April 2014 to March 2015 
 
Building on Local Ambition Area 8, the CCG is continuing to review and work with stakeholders and providers 
to understand the way in which people with mental health problems are accessing health and social care 
and their experience of that care.   
 
 
2016/17 Quality Premium  

Summary 

• Quality Premium (QP) rewards CCGs for improvements in the quality of services commissioned; to 
improve patient health outcomes, reduce inequalities in health outcomes and improve access to 
services. 

• Maximum payment of £5 per head of population with total QP worth approx. £2.8m for 2016/17 
(based on population of 566k in 2015/16). 

• 2016/17 scheme designed to support the delivery of the major priorities set out in the Five Year 
Forward View and NHS Mandate. 

• Progress to be monitored by the CCG Improvement and Assessment Framework to which national 
QP indicators have been aligned; four national measures worth 70% of QP (approx. £1,960k) - 
Cancer, GP Patient Survey, E-referrals and Improved antibiotic Prescribing, see Section 2.0 for 
details. 

• Three local elements worth 30% of QP (approx. £840k) to be focused on the Right Care Programme, 
Commissioning For Value (CFV) packs and priorities being addressed through the local Health & Well 
Being Board; agreed as Stroke, Dementia and 0-4 years A&E attendance rate, see Section 3.0 for 
details. 

• Retained focus on the delivery of the NHS Constitution commitments (Referral to Treatment Times, 
A&E, Ambulance and Cancer waiting times), adhering to quality regulatory standards and delivering 
financial balance; reductions made to payments where gateways are not met.  
 

2016/17 Quality Premium Summary Table 
 

 Payment for Achieving Measure New in 2016/17 
National Indicators (70%) 
Cancers diagnosed at early stage 20% (£560k) YES 
Increase in proportion of GP referrals made by E-Referrals 20% (£560k) YES 
Overall experience of making a GP appointment 20% (£560k) YES 
Antimicrobial Resistance (AMR) Improving antibiotic 
prescribing in primary care 

10% (£280k) NO 

Local Indicators (30%) 
% of patients returning to usual place of residence 
following hospital treatment for stroke 

10% (£280k) YES 

% of patients diagnosed with dementia whose care has 
been reviewed in a face-to-face review in the preceding 12 
months 

10% (£280k) YES 

A&E attendance rate per 1,000 population aged 0-4 years 10% (£280k) YES 
TOTAL 100%  (£2.8m)                                                                               
 Reduction for Non-Achievement   Change from 2015/16 
NHS Constitution Gateway 
18 weeks RTT – incomplete standard -25% of achievement NO 
Maximum 4 hour wait in A&E departments  -25% of achievement NO 
Maximum two month (62-day) wait from urgent GP 
referral to first definitive treatment for cancer 

-25% of achievement NO 
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Maximum 8 minute response for Category A (Red 1) 
ambulance calls 

-25% of achievement NO 

Quality Gateway 
Serious Quality Failure -100% NO 
Financial Gateway   
Delivering financial balance -100% NO 
 

National Priorities Detail There are four national measures which in total are worth 70% of the QP: 

 Payment for Achieving Measure Change from 2015/16 
National Indicators 
Cancers diagnosed at early stage 20% (£560k) YES 
Increase in proportion of GP referrals made by E-Referrals 20% (£560k) YES 
Overall experience of making a GP appointment 20% (£560k) YES 
Antimicrobial Resistance (AMR) Improving antibiotic 
prescribing in primary care 

10% (£280k) NO 

TOTAL 70% (£1,960k)  
 

Cancers diagnosed at early stage (20% of quality premium) 

CCGs will need to EITHER: 
• Demonstrate a 4 percentage point improvement in the proportion of cancers (specific cancer sites, 

morphologies and behaviour*) diagnosed at stages 1 and 2 in the 2016 calendar year compared to 
the 2015 calendar year, OR: 

• Achieve greater than 60% of all cancers (specific cancer sites, morphologies and behaviour*) 
diagnosed at stages 1 and 2 in the 2016 calendar year.  

*invasive malignancies of breast, prostate, colorectal, lung, bladder, kidney, ovary, uterus, non-Hodgkin 
lymphomas, and invasive melanomas of skin.  
Numerator: Cases of cancer diagnosed at stage 1 or 2, for the specific cancer sites, morphologies and 
behaviour.  
Denominator: All new cases of cancer diagnosed at any stage or unknown stage, for the specific cancer 
sites, morphologies and behaviour. 

 
Increase in the proportion of GP referrals made by E-Referrals (20% of quality premium)  

CCGs will need to EITHER: 
• Meet a level of 80% by March 2017 (March 2017 performance only) and demonstrate a year on 

year increase in the percentage of referrals made by e-referrals (or achieve 100% e-referrals), OR: 
• March 2017 performance to exceed March 2016 performance by 20 percentage points.  

 
Numerator: number of referrals for a new first outpatient appointment (or two week wait) booked 
through the e-referrals system  
Denominator: total GP referrals for a first outpatient appointment.  

 
Overall experience of making a GP appointment (20% of quality premium) 

In the July 2017 publication of the GP Patient Survey, CCGs will need to EITHER:  
• Achieve a level of 85% of respondents who said they had a good experience of making an 

appointment, OR:  
• Demonstrate a 3 percentage point increase from July 2016 publication on the percentage of 

respondents who said they had a good experience of making an appointment  
 

Numerator: the weighted number of people answering ‘very good’ or ‘fairly good’ to question 18 of the 
GP Patient Survey.  
Denominator: the total weighted number of people who answer question 18 of the GP Patient Survey.  
Weighting: A weight is applied to construct the indicator. The GP Patient Survey includes a weight for 
non-response bias which can be found in the survey’s technical annex.  
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Antimicrobial Resistance (AMR) Improving antibiotic prescribing in primary care (10% of quality premium)  
 

Part A) reduction in the number of antibiotics prescribed in primary care (worth 50% of payment 
available for indicator).  The required performance in 2016/17 must be EITHER:  

• A 4% (or greater) reduction on 2013/14 performance, OR: 
• Equal to (or below) the England 2013/14 mean performance of 1.161 items per STAR-PU. 

 
Part B) reduction in the proportion of broad spectrum antibiotics prescribed in primary care (worth 50% 
of payment available for indicator).  The number of co-amoxiclav, cephalosporins and quinolones as a 
proportion of the total number of selected antibiotics prescribed in primary care to EITHER:  

• Be equal to or lower than 10%, OR: 
• Reduce by 20% from each CCG’s 2014/15 value. 

 
 
 
 

5.2. LIVING HEALTHIER LIVES 
 
SUSTAINABLE & HIGH QUALITY PRIMARY CARE 
 

Quality including Access in Primary Care 
Locality Commissioning Plans 

The CCG has supported the localities in reviewing the data 
available on performance and outcomes to identify their 
local priorities.  Discussions at localities have started and 
will continue through the early part for 2016/17 to ensure 
there is engagement from practices and a clear 
understanding of what outcomes they want to achieve, 
what interventions are needed to achieve the outcomes and 
milestones to their achievement.   
 
The Locality Commissioning Plans will also reflect local 
system pressures, primary care strategy ambitions 
and  desire for practices to work together to transform how 
care is delivered in localities. 

 
 
Locality and Primary Care Development.  The CCG is committed to ensuring high quality, accessible and 
sustainable primary care and has established a number of important work programmes in order to achieve 
this objective. These are set out in East and North Hertfordshire Primary Care Strategy and have been agreed 
as joint priorities with NHS England.  Localities will embed these programmes of work into the wider locality 
commissioning plans. The latest iteration of the Primary Care Strategy has been developed with GP clinical 
leadership from each of our 6 localities. 

We have been focusing work during 2015-16 in priority areas with practices and localities where access to 
primary care is a particular problem for example Bishops Stortford and Lower Lea Valley – providing 
additional support around diagnosis for the use of patient groups to understand issues and new innovative 
solutions such as service model redesign, co-operative working, consolidation of service functions and 
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integrated premises.  There are some exciting firm plans emerging regarding delivery of primary care at scale 
across multiple practices integrated with other out-of-hospital health and care services.    

Estates & New Ways of Working.  Poor quality premises can create or exacerbate access problems and is an 
important enabler for transformational change –primary care at scale and integration.  The CCGs Local 
Estates Strategy will help inform locality commissioning plans in this regard – being clear where there are 
opportunities to make better use of the existing public sector estate and where new infrastructure may be 
required.  The CCG has been working closely with NHS England on the Primary Care Transformation Fund to 
ensure that we will have a comprehensive submission, for each of the six localities for the remaining three 
years of this scheme (2016/17 to 2019/20) by April 2016.  We are supported on this work by Community 
Health Partnerships (CHP) and Essentia, the latter having been commissioned locally by the CCG. 

GP Vulnerable Practice Scheme.  The CCG has worked with NHS England to support challenged GP practices 
through the Vulnerable GP Practice Scheme.  Co-commissioning arrangements enabled a wide range of data 
to be triangulated in order to identify those practices most in need of support.  There will also be an offer of 
diagnostic services as part of the support provided.   

Quality Assurance and Access.  ENHCCG continues to work jointly with NHSE on improving the quality of 
primary care – joint quality visits are undertaken where there are issues of concern and a new quality and 
performance data tool or ‘tartan rug’ has been developed bringing together a range of indicators to  create a 
picture of primary quality in the round.  These processes are further strengthened by a Memorandum of 
Understanding (MOU) which has been agreed between ENHCCG and NHSE which sets out how data 
pertaining to primary care will be reviewed, shared and triangulated between the two organisations.  A new 
Primary Care Risk Sharing Group between the CCG, NHS England and the CQC has been established and will 
meet bi-monthly.  This helps systematise the review of the above data, ensuring that failing practices are 
identified early in order that support can be provided to help ensure that practices are not put into CQC 
special measures.   

Improving access to primary care services is a priority for ENHCCG. There are currently practices across East 
& North Hertfordshire that are rated very poorly by patients in the national patient survey with regards to 
being able to access care.  There is however currently no objective data available on access to triangulate 
and there may be a variety of reasons driving negative feedback in the patient survey.  During 2016-17 the 
CCG will work with NHSE to obtain, through practice audit up-to-date, detailed and objective data on 
information on access and capacity in primary care and use this in conjunction with the patient survey 
results to establish a targeted programme of work to secure the necessary improvement.        

Co-commissioning.  Co-commissioning presents an important opportunity to break down some of the 
barriers to significant future transformational change -change that will ultimately deliver higher quality more 
sustainable services for its local population.   

It provides the mandate for NHSE and the CCG to share information and resources and to work and make 
decisions jointly across all of the domains already described above   – the output here being greater than the 
sum of its constituent parts.  Co-commissioning will help facilitate enhanced primary care training and 
development opportunities, embed new and extended healthcare worker roles and make the funding 
primary care receives more streamlined and stable (the ‘Consolidated Funding Framework’). This will enable 
practices to plan and recruit and retain a highly trained, resilient, appropriately skill mixed and multi-
professional workforce, in a landscape where there are shortages of traditional GP and practice nurse 
roles.  Workforce shortages are also a major factor in access problems for some practices.   

Technology.  Significant work has been done to achieve sharing of electronic clinical records between 
primary care and other parts of the health system. The CCG intends to have just one electronic patient 
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record system wherever practical and to ensure the best level of interoperability where this isn’t 
possible.  All of the GP practices in our Stevenage locality now use the same IT system and are now sharing 
records with each other for extended access winter pressures schemes and also with the local community 
services.  By the end of 2016/17 85% of all practices in East & North Herts will be using the same IT 
system.  Work is underway to establish record sharing with acute hospital departments such as A&E and 
local mental health services.  This programme of work is pivotal to safer, more efficient integrated care 
which can be delivered at a scale congruent with new locality service plans and that also delivers a better 
patient experience.  These together with other developments will help us deliver a paperless healthcare 
system and will help deliver our emerging strategic technology plan – the ‘Digital Roadmap’.  The CCG has a 
GP IMT Lead who chairs a steering group to ensure clinical engagement, buy-in and traction on this plan of 
work. 

Primary Care Strategy Key Milestones 
 

Primary Care Strategic 
Enabler 

Projects Key Milestones 

Locality Development Primary Care Strategy  

Locality Commissioning Plans 

• Sign off by CCG governing body in public 
March 2016 

• Q2 2016-17  

Technology SystmOne Migration & Record Sharing 

 

• All GP practices in ENH to have a single 
electronic patient record by March 2017 

• Sharing GP record with ENHT ED and 
Frailty clinics Q2   

Estates PCTF & Local Estates Strategy – to form 
part of 5 year STP 

• Premises plan for each locality by April 
2016 – set out in LES and submitted for 
funding through PCTF 

Workforce & Access Detailed Access and Workforce Baseline • Audit completed by Q2 2016-17 
• Plan Developed Q3 2016-17 
• Plan Delivery Q4 2016-17 

Co-commissioning Transition to Delegation • NHSE & CCG to engage with all localities 
Q1 2016-17 

• Decision made Q2 2016-17 
• Resource planning Q 3+4   

Quality Assurance Triangulation of data  • Risk Sharing Group meet regularly to 
identify practices requiring support  

 
Consolidated Funding Frame work  
The Consolidated Funding Framework  brings together the various additional services that East and North 
Hertfordshire Clinical Commissioning Group asks GP practices to provide. The Framework will run over four 
years and enable GP practices to better plan, recruit, retain, train and utilise their workforce and be able to 
provide more accessible, sustainable high quality care to local people.  Through this framework targeted 
health outcomes will become more important markers of achievement – ‘outcomes based commissioning’. 

The consolidated funding framework (CFF) is intended to help the CCG deliver its corporate objectives by 
investing strategically in primary care and to provide certainty in funding and direction for primary care. 

Specifically the aims of the Consolidated Funding Framework (CFF) are to: 
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• Create a predictable, stable funding platform allowing primary care to develop the necessary 
resources to reach agreed outcomes and help implement the CCG Primary Care Strategy 

• Help facilitate a shift from unplanned to planned care – proactive preventative as opposed to 
reactive care   

• Engage patients in self-management giving them the tools to do this 
• Share clinical information across the health and social care system to ensure seamless care 
• Ensure sufficient primary care provision to meet growing needs 
• Deliver whole systems urgent care pressure management surveillance and solutions  
• Ensure the CCG operates within its allocated resource envelope 

 
Falls 
A new model of prevention is needed that covers more people at an earlier stage in the pathway, that 
complements the wide range of existing exercise classes in the community, and extra services that will be 
commissioned in the future by Public Health.  The priorities for new provision include: 
• funding to complement activity programmes in each locality (to avoid some of the transport problems 

that face the current service) with shorter, more focused sessions to deliver postural stability 
• mapping of existing voluntary sector services in Hertfordshire that could be CCG/HCC accredited and 

included within the HertsHelp directory which could support health, well-being and self-management 
and specifically falls prevention. 

• public health commissioning of experienced physical activity "navigators" in each locality visiting every 
practice weekly to offer one-to-one slots to signpost and supervise people to become more active, 
improving balance physical activity. This could replace the signposting function currently performed by 
the Falls Liaison Service 

 
The CCG Board agreed in November to: 
• Decommission the Falls Liaison Service as of 30th September 2015 and 
• Re-distribute Falls Liaison Service funding to implement the proposed strategy, including investing in 

community capacity for strength and stability classes and exercise programmes in each locality model, in 
place for October 2015 

• Continue to work with Public Health to ensure the Hertfordshire Framework for Sport & Physical Activity 
helps secure activity that will prevent falls to a much wider population than currently served by Falls 
Liaison provision. 
 
 

 

5.3. LONG TERM CONDITIONS 
Diabetes  East and North Hertfordshire work is  based on a 70-20-10 model of care. The majority (70%) of 
people who have Diabetes are managed within Primary Care (GP), 20% of cases are managed within a 
Community setting and 10% in an Acute/Provider setting.  

East and North Herts CCG have also funded a 2 year Diabetes Integrated Telehealth Pilot project. This project 
is an innovative approach to care for 2 high risk populations that consume important health resources with 
potentially avoidable hospital admissions and related morbidity:  

1 Young People aged 16-30 with Type 1 Diabetes who are not regularly engaged with care will be 
supported by a telehealth consultative model bolstered by monthly access to a Youth Worker. 
Individualised care plans will be determined by virtual consultant overview and face to face review in 
the event of hospitalisation. 
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2 Older people with Type 2 Diabetes and Chronic Kidney Disease (CKD) - All patients with these 
comorbidities will be identified by practices and have a virtual Consultant case review followed by a 
telehealth practice consultation to provide case discussions of high risk cases to support care and 
treatment planning.     

Engagement ‘Living healthier longer lives’ and ‘Managing long term conditions’ are 2 of the CCGs proposed 
ambitions. Diabetes plays a key role in both of these and our focus is to ensure that all patients feel they are 
cared for safely and appropriately. We want to ensure patients are provided with the most appropriate 
information and tools to engage with health professionals and to manage their own care.  

We work closely with our Providers and Diabetes UK to ensure we actively promote the prevention, on-going 
management and education of Diabetes. Over the last year, the CCG has been involved in a pilot project 
called Type 2 Together with Diabetes UK – one of only 6 CCGs to take part. The project is a new volunteer-
led approach to learning more about living with diabetes from people who understand what it’s like to live 
with the condition. We are developing a network of groups for people with Type 2 diabetes to support each 
other in relaxed and informal sessions, facilitated by a trained volunteer who has diabetes themselves. The 
groups have a good level of clinical support to get them established. 

Working with patients and local providers to implement plans The CCG, local NHS Trusts, Community 
Service, Public Health and Diabetes UK have been collaborating closely on a number of work streams around 
prevention, diagnosis and self-management. There are a number of work-streams that focus on joined up 
holistic care underway, including:  
 

• Personal Health Plan Project (CCG led) 
• Self-Management Steering Group (Pan Herts steering group involving all relevant stakeholders) 
• Physical Activity Group 
• The Herts Conference (Hertfordshire wide conference for all health professionals) 
• Preconception Templates (Eastern Academic Health Science Network (EAHSN)   

 
The CCG also has a number of work-streams that focus on facilitating work between the Community, 
Providers and GPs, including:  
• Diabetes Operational Group (Provider Representation, CCG representation, Community representation 

and GP representation) 
• Integrated Care Programme Board 
• Long Term Conditions Group (GP lead with representatives from each of our 6 localities) 
• National Diabetic Audit 
• Consultant & Nurse Led Practice Visits 

 
The CCG also leads on a number of staff and patient education focused projects; many of the above work 
streams tie into.  

Future planning The current focus of work is on-going, we are currently reviewing the whole Diabetes 
Service across East and North Herts including developing the service specification as well as drawing up 
options for a Podiatry Service that is complaint with NICE Guidelines. There are a number of other initiatives 
in the development or implementation phase to support the management of people living with Diabetes  

 

Atrial Fibrillation and anti-coagulation 
An Anticoagulation Business Case was taken to the LTC Group on 18th February. The Group were in 
agreement with the proposed ‘Hub & Spoke’ model. We propose a ‘hub and spoke’ model whereby 
secondary care is the hub responsible for specialist input, education and governance and the spokes are 
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community services that link in with the hub (secondary care).  An important enabler will be the DAWN 
system.  

Hub  - The Hub will be responsible for providing:  
• Initiation of anticoagulation 
• Provide further advice where required 
• Ongoing management of unstable patients 
• Training for spokes 
• Support & specialist advice to the Spokes 
• Clinical Governance structures and processes  

 
Spoke  The Spoke will be responsible for providing: 

• Initiation within protocol agreed by Hub  
• Monitoring of stable patients e.g. straight forward AF patients 
• Carry out what is classed as current level 2-4 of the enhanced services (will be level 4 only) 
• A ‘step up step down service’ for patients 
• Could be an alliance between providers 

 
However, members felt that discussions need to take place at Locality level regarding the Hub; as LLV are 
aligned to Barnet, SV&V to PAH and others to ENHT.  Assurance was given that the Hub would provide 
clinical expertise, training and governance regardless of location, something which is not currently provided. 
The LTC members endorsed the slow start warfarin regime and agreed that this should be promoted as soon 
as possible. The CCG are awaiting confirmation from Barnet, that they can see patients within 7 days.  

Enhanced Service- Anticoagulation 
We have spoken with two of the three Level 4 providers to gauge interest in a community service (spoke). A 
decision has been made to extend the current LES until March 2017, with the aim to work with providers 
between now and April 2016 to agree appropriate payment.  Ashwell (North Herts) and Dolphin House (ULV) 
have agreed to continue providing level 4 until March 2017 and in the meantime will work with us on the 
proposed Hub and Spoke model looking primarily at activity and cost. We will be setting up a working group 
with key stakeholders and our initial thoughts are to work on a pilot project.   

Contact has been made with the 6 federations to determine whether they would be interested in the 
proposed model.   

Time line 

Is set out in table below: 
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Project Steps: Start Date End Date Mar Apr May Jun Jul Aug Sep Oct Nov Dec

Project Preperation (March 2016 - September 2016)

Extend LES Anticoagulation for 2016-17 19/02/2015 19/02/2015

OPD update 01/03/2016 01/03/2016

Set up Steering Group  - Communicate with key stakeholders 01/03/2016 11/08/2016

Agree new SLA icluding activity & cost for 2016-17 LES Payments 01/03/2016 02/03/2016

Feedback at LTC Group- Monthly 24/03/2016 11/08/2016

Develop Commissiong plan & Anticoagulation 'Hub & Spoke' Pilot- 
Governance arrangements

01/03/2016 29/07/2016

OPD update 01/06/2016 01/06/2016

Finalise draft specification 01/05/2016 29/07/2016

Anticoag Pilot Business Case & Spec Governing Body Workshop for 
comment 

01/08/2016 02/08/2016

OPD Sign off process 01/08/2016 01/08/2016

Governing Body sign off process 01/09/2016 02/09/2016

Locality delivery and roll out plans 01/07/2016 01/09/2016

Monitor Pilot 01/09/2016 01/12/2016

Qtr 4Qtr 2 Qtr 3

 

 
Stroke Pathway 
ENHCCG data suggests that there will be approximately 600 new stroke spells a year across ENHCCG. The 
CCG with partners has developed a business case for the provision of enhanced specialist stroke services in 
East and North Hertfordshire, to improve clinical outcomes and mitigate the impact of changes in stroke 
commissioning arrangements at Princess Alexandra Hospital, Harlow.  Service developments include: 

• Provision of hyper-acute (HASU) and acute stroke (ASU) services at East and North Herts Hospital 
Trust (ENHT), which meet national recommendations and NHS Midlands and East Stroke 
Specification standards, to include clinical psychology services. 

• Expansion of Early Supported Discharge Service (ESD) to provide a flexible resource to support 
rehabilitation closer to home following the changes at Princess Alexandra Hospital (PAH) including: 

o In-reach  to the Herts and Essex site to support local stroke specialist rehabilitation,  
o Increasing capacity within Early Supported Discharge to manage appropriate discharges. 

 

Outline agreement to proposals were agreed at the ENHCCG Governing Body of 20th August 2015 and ENHT 
in November 2015. Princess Alexandra Hospital only sees a total of around 400 stroke patients a year (West 
Essex (WE) CCG and East and North Hertfordshire patients).  This means that it cannot provide the full range 
of expertise that will enable it to develop the ‘hyper-acute’ specialist service that both West Essex and 
ENHCCG require for our patients in the immediate days after their stroke. The proposed changes to stroke 
services at PAH, will affect approximately 25% (167) Hertfordshire stroke patients. From April 2016, patients 
with a suspected stroke, previously taken to PAH will instead go to the nearest hospital with a specialist 
stroke unit, on a permanent basis.  For the vast majority of Hertfordshire patients, this will be the Lister 
Hospital in Stevenage.  

In order to deliver the required HASU/ASU standards at the Lister Hospital and accommodate the increasing 
demand from the PAH divert, system changes need to be made. 
 
Aims of Stroke Service Pathway Changes  
To provide high quality stroke care which maximises the potential outcomes for patients and  

• reduces the potential for mortality,  
• maximises the patients potential for independence and  
• reduces carer burden 
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The proposal is to centralise HASU/ASU care on a single site, primarily ENHT, supported by community based 
stroke specialist rehabilitation as close to home as possible, when required.  The pathway will focus on 
integrated acute and community resources working flexibly across the system to meet the need of the 
individual and their family. This will be supported by an Alliance Contract and a shared outcomes framework. 

A whole pathway approach maximises the clinical outcomes for patients and carers, the resultant quality of 
life and their experience of care.  The first 72 hours are crucial to optimise that potential but  needs to be 
underpinned by an effective whole system 7 day approach to assessment, prevention, rehabilitation and 
step down to long term support. 

Service objectives are to: 
• Provide a fully integrated end to end stroke service. 
• Implement recommendations of the Midlands and East Stroke Strategy review and specification 
• Meet relevant service standards and performance metrics. 
• Minimise the number of transfers of care, maximise the use of resources and promote integration. 
• Ensure the delivery of: 

o Improved clinical outcomes for all across the pathway, regardless of severity, including reduced 
mortality and admissions to care facilities 

o Improved quality of life, including reduced levels of disability 
o An excellent patient, family and carer experience 
o High levels of staff satisfaction and retention 

• Maximise the potential for equity across the CCG area, in terms of provision, outcomes and experience. 
• Maximise the potential for financial viability and return on investment. 
 

The Proposed Model for Stroke Care Provision  

 

The local stroke service model is predicated on establishing: 

• Services with sufficient critical mass to support expertise and financial viability.1 
• Simple pathways, minimising transfers of care and maximising potential to access stroke specialist 

services.  
• Maximised use of existing resources, through integration and networks of delivery e.g. staff 

rotations. 
• A ‘Hub and spoke’ model – centralising stroke specialist early hospital interventions (HASU and ASU 

hub) and providing stroke specialist rehabilitation/care closer to home, once medically fit (spoke).  
• Alignment with other health and social care developments.Timetable is set out below: 

 
                                                           
1 CVD Outcomes Strategy: page 37 https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/214895/9387-2900853-CVD-
Outcomes_web1.pdf   
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2016 Jan Feb Mar Apr May Jun Jul Aug Sep 

Stakeholder discussion and communications 
Agree business case, outcomes and trajectories 
Agree contractual changes 
Substantive and agency recruitment 
Agree finance and stroke 60 with EEAST 
Complete scenario testing exercise 

         

Establish revised operational policies, pathways and processes. 
7 day working consultation for ESD 
24/7 specialist nursing at ENHT 
Contractual arrangements in place including tariff payment arrangements 
Develop and implement capacity mitigation schemes. 
Testing of ESD bed at Herts and Essex 
Continue recruitment 
Continue with stakeholder communications  

         

Staff rolling recruitment continues 
Telemetry equipment in place 
Uplifted ESD service commences 
Herts and Essex beds support on-line 
Test paperwork and processes with MEHT 
PAH divert commences 

         

Therapy and specialist nursing recruitment completes, induction programme 
Rolling recruitment for outstanding vacancy 
7 day TIA service at ENHT 

         

Rolling recruitment 
Therapies to HASU/ASU standards 
Evaluation and gateway decision point 
Nursing and Consultant recruitment completes 

         

Full HASU/ASU 
7 day ward rounds 
Weekly impact evaluation 

         

In-house 24/7 thrombolysis and TIA services          

 
Maternity 
The recommendations from national review have now been published, which include the key themes and 
the number of recommendations; we are awaiting government response to the recommendations, to inform 
our local commissioning decisions; but we have an active Maternity Services Liaison Committee who will 
assist in forming our local Maternity plan. 
 
There is a current local CAMHS improvement plan which includes a reference to improving access to 
perinatal mental health services and support. 
 
 
 
 

5.4. IMPROVING END OF LIFE (EoL) CARE  
The CCG is currently delivering a number of projects to support patients identified as ‘End of life’ and their 
families. The primary objectives of this work are to: increase the number of patients identified at End of Life; 
promote the use of proactive management plans by facilitating care preference discussions with patients; 
decrease the number of unnecessary and preventable emergency hospital admissions for EoL patients; and 
increase the support available in care homes and other locations. It is intended that these ambitions will 
result in more EoL patients achieving their preferred place of care, and preferred place of death. In addition, 
both patients and carers will receive better quality care and support.  To date (February 2016), the CCG has 
made significant progress in delivering this programme of work: 
 

• EoL Care Map – the End of Life care map provides guidance to inform palliative care provision with 
clearly defined roles and responsibilities across all care settings. Developed in conjunction with GP’s, 
clinicians, and other local providers, the care map has been recently signed off by the CCG’s 
Governing body and published to Map of Medicine. This means GP’s can now access the map and 
use it to identify, manage and support EoL patients. Providers have received a hardy copy of the map 
to ensure that care is consistent across all settings.  
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The map itself covers all aspects of patient care and experience, from early and better identification, 
through to multi-disciplinary working and the sharing of decision making and planning. This supports 
GP’s and other professionals to deliver joined up, patient centered care at all EoL stages. Service 
specifications have been updated to ensure that services are commissioned in line with the care map, 
and that professionals have a clear understanding of how the care they provide fits into the wider 
care and support for patients and their carers. 

• Electronic Palliative Care Co-ordination System (EPaCCS) – as per NICE guidelines, people 
approaching the end of life should receive consistent care that is coordinated effectively across all 
relevant settings and services. To achieve this, the CCG has developed a local EPaCCS solution hosted 
on System One. Phase 1 of the EPaCCS solution was made available to all East and North Herts CCG 
GPs in November 2015*. With permission from the patient, this interface allows them to capture 
and share (in a standardised format) key patient information with relevant professionals, for 
example care preferences, care decisions, important discussions that may have taken place, and 
preferred place of death. The EPaCCS solution forms a cornerstone of the CCG’s strategy to develop 
a holistic approach to end of life care. 

• SystemOne Hospice Deployment – funding for the deployment of SystemOne to the two main 
hospices in ENH was secured in 2015. The imminent instillation of SystemOne at both hospices will 
provide full access to the EPaCCS solution and enable hospice clinicians to review, update and share 
patient information in real time. This will facilitate a significant increase in efficiency, a reduction in 
service duplication, an overall improvement in the co-ordination of services, and better 
communication of patient’s choices and preferences. 

• Message in a Bottle (MiB) – MiB supports advance care planning through a simple process of 
keeping a summary sheet of personal and medical details in a standard plastic bottle in the fridge in 
the patient’s home. To alert out of hour’s doctors and emergency crews that an MiB exists, stickers 
are placed inside the front door and on the outside of the fridge door. ENHCCG purchased a quantity 
of MiB plastic bottles and distributed them to GP’s in November 2015. This is a key enabler to 
optimise co-ordination of care and patient centered decision making. 

• Pharmacy - a localised version of the Just in Case Guidelines have been developed and 
communicated via pharmacy leads, the GP Bulletin and CCG website. Furthermore, pain 
management, medicine distribution, and the use of clinical apparatus (e.g. syringe drivers) are all 
being reviewed in detail. These undertakings will ensure that end of life patients receive medicines 
that best support their particular needs, and that these are available in a timely manner to support 
best care. Furthermore, access to the right medicine at the right time will help more patients achieve 
their preferred place of care.  

• Communications and Engagement – the CCG has an internal working group to ensure that end of 
life care is properly embedded in all aspects of care delivery. A much wider stakeholder group has 
also been developed through the quarterly End of Life Forum, where providers can gather to discuss 
key issues and recent developments. Since its inception over a year ago, the EoL Forum has 
supported the CCG to make joined up commissioning decisions. 

• Patient Information and Engagement: an EoL patient information leaflet has been developed in 
conjunction with key stakeholders. In a direct extension to this work, the CCG is looking to identify 
particular EoL stages where a patient and their relatives might benefit from the provision of 
particular information, for example elements of the Gold Standard Framework. In terms of patient 
engagement, all end of life service commissioning plans have been discussed and shared with the 
patient network, and cascaded out to Patient Commissioning Groups (PCG’s). This engagement is an 
ongoing initiative that is helping the CCG to capture patient feedback and ideas. 

 
*End of Life Care templates were created for those GP Practices using EMIS Web 
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5.5.  FRAIL ELDERLY & INDEPENDENT LIVING 
 
Vanguard – New Models of Care for frail elderly and people with long term conditions 
In January 2015, a successful application by a tripartite partnership of East and North Hertfordshire Clinical 
Commissioning Group, (The CCG)  Hertfordshire County Council (HCC), and the Hertfordshire Care Providers 
Association  (HCPA- an organisation representing and supporting care providers in Hertfordshire) was made 
to become a part of the New Models of Care Vanguard programme. 

A strong and mature partnership  exists between the CCG, HCC and Care Homes in this area, facilitated by 
HCPA. The CCG and local authority use the HCPA as the vehicle to deliver training and development to the 
sector.  

Our vision is that clinicians caring for our older population are able to work together as a network with 
qualified and confident care home staff to support patients; proactively managing their needs and working 
together when patient’s conditions exacerbate. 

To deliver this vision we are aiming to implement a range of projects, pathways and services. We have 
already made good progress on this, but our vision is ambitious and we need to deliver at scale and pace to 
ensure our objectives are met and to demonstrate national replicability.  

This following section outlines the updated value proposition for the East and North Hertfordshire Vanguard 
Programme for 2016/17.  

A wide range of interventions have already been introduced in East and North Hertfordshire, demonstrating 
success in improving the quality of care provided to our care home residents.  Despite challenges with 
workforce availability, we are seeing some great success from our progress in 2015/16.  We are seeking to 
further expand on these interventions in order to reach a wider cohort of residents and to further develop 
and enhance the programme we are delivering.   

The East and North Hertfordshire programme is based around 4 key components: 

1. Confident  staff in care homes, in which staff are provided with the education and training they need 
to deliver high quality care for the ever increasing complexities of residents, and care homes who are 
incentivised to provide higher levels of care 

2. Multi-disciplinary teams, in which  clinicians and staff are able to work cohesively to deliver 
enhanced care to residents- including the  use of HomeFirst, enhanced primary care, medicines 
management and interface geriatricians 

3. Rapid response, where  we will be able to deploy teams for timely intervention- e.g. falls prevention 
and management, reducing unnecessary A&E presentations and admissions 

4. Information, data and technology , including the development of a secure interface, enabling us to 
have rapid access to patient records and clearer data on which we will be able to not only baseline 
but also track the success of our interventions across the health and social care system 
 

The Vanguard programme will be developed and implemented in phases over a period of four years, during 
which it  is anticipated that we will see the following results: 

Reductions in: Increases in 
• A+E attendances  • 111 calls 
• LOS in the acute care setting • Staff, resident and family satisfaction 
• Delayed transfers of care • Preferred Place of Death 
• 999 calls and Ambulance attendances • Length of stay in care homes 
• Non Elective Admissions  
• Out of Hours GP services   
• Staff turnover  

 
For the first year of operation (2015/16) East and North Hertfordshire received £1.3m of funding support, 
which will be fully match funded by the CCG and partners.  In 2016/17 there is a further funding allocation 
of  £1.8m, again which will be match funded, to continue our ambitious transformation programme.  
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Short term additional costs will include: 

• Further expansion and roll out of the Home First program  
• Additional funding and development of our acute based Frailty Service   
• Development of the End of Life Care Programme for care homes 
• Enhanced community support for care homes to make sure residents are receiving the most 

appropriate services. 
• Training costs for the care home workforce 
• Premium payment to better support complex care residents 
• Ongoing support for  information sharing across acute and community settings to know how to best 

support care homes and their residents and understand the impact of our programme. 
 
Savings are expected to come from: 

• Shorter LOS in acute settings 
• Lower admissions  
• Fewer ambulance conveyances  
• Reduction in A&E presentations 
• Medicines optimisation 

 
The initiative will commence savings from year one, and breakeven will be achieved in year three, from 
which point the programme will be self-sustaining, with recurrent annual savings of  £297k (which includes 
absorbing demographic and non-demographic growth pressures).   
 
Provider System Integration.  East and North Hertfordshire Integrated Care Programme. The Integrated 
Care Programme is a collaborative partnership approach by providers and commissioners which focusses on 
delivering services together to improve the care, independence and health of over 65 year olds with multiple 
complex needs and patients with long term chronic physical and mental health conditions. 
 
The aim is to ensure that: 
 
• More people living independently in their own homes 
• Health and care teams and services will be more joined up 
• There will be greater focus on proactive community care 
• There will be a move away from single disease and care management to holistic care approaches 
• There is a sustainable reduction in the urgent care demand on primary care, community services , 

hospitals and social care services 
 
The transformation of services required to deliver these aims is now established through four areas of work 
governed by the Integrated Care Programme Board (ICPB); 
 

• Improving access to simplify how services are delivered through an improvement in the 
coordination and quality of access  

• Ensuring seamless transitions of care which will improve the quality and minimise the numbers of 
care transfers between providers  

• Integrating care in the community to improve the number of people having proactive, coordinated 
planned care closer to home  

• Integrating care in care homes ( Vanguard ) to improve the number of people having proactive, 
coordinated planned care in care homes 

 
In 2015/16, the focus has been on the delivery of winter priority services which include the following: 
 

• MiDoS which enables frontline staff to improve the ease of access to the directory of services.  
• Integrated rapid response services within localities 
• The streamlining and coordination of multiple service access points  
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• The development of the frailty Service across the localities developing the roles of the interface 
geriatricians with primary care ,community services and care homes. 

• Integrated respiratory service 
 
The current phase of the programme is focussed on the further development of these services within 
localities with local providers and primary care. 
 
This progresses the integrated care transformation required across all providers and will further develop the 
existing integrated community service approaches like HomeFirst for local populations.  
 
The phased programme is detailed below: 

 
 
Better Care Fund - Health and Social Care integration. 
The Better Care Fund means that by pooling resources and money with our partners we will be getting the 
very best value for each pound we spend in Hertfordshire, and improving care for older people and people 
with long term conditions. 
 
On the ground it means people will see a more ‘joined up’ service between GPs, social workers, nurses, 
physiotherapists, voluntary support groups, and many more, all aimed at treating them as an individual, and 
keeping them out of hospital and in their own home.  
 
Schemes like Home First, HertsHelp, Discharge to Assess, the National Vanguard programme to invest in care 
homes,  and the health and social care support service for people who have suffered a stroke, are examples 
of joint initiatives designed to be ‘preventative’ and aimed at helping people be as healthy and independent 
as possible.  
 
Pooling of cash into the £120m East & North Hertfordshire Better Care Fund came  into effect in March 2015 
and plans are in place to continue integration of health and social care into 2016/17. Our  BCF investment 
was £73.377m in 2015/16. The national minimum level for 2016/17 is £32.974m. Our  intended investment 
for 2016/17 is £76.506m. Our contribution to the Better Care Fund is therefore significantly larger than the 
national minimum.  We have a strong commitment to integrated working with local authority, and at the 
outset of the Better Care Fund we agreed to pool and jointly commission our out of hospital budgets for 
older people, for example our District Nursing, intermediate care and Continuing Health Care budgets. This 
means most of the CCG contribution over and above the pool are funds used for our contracts on these 
services with Hertfordshire Community Trust, as well as with a range of providers for Continuing Health 
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16/12/2015
RR East Stort Valleys Launch

RR East ULV launch

Date not confirmed

27/01/2016
RR North launch

20/11/2015

Access 
Min. standards

EPC - Letter to GP Practices EPC – Audit begins 

18/11/2015
CCP – Cohort 2 info event

30/11/2015
CCP – Cohort 1  learning sess ion

GP IT – Roll out of equipment

12/11/2015
Discharges – scoping visit to PAH

24/11/2015
WS relaunch and prioritisation

14/12/2015

Access 
First phase monitoring

MiDos Phase 2 codes

Access
Review of access  points

05/01/2016
Resp. Phase 1 launch

31/03/2016
Access - Initial mapping completed

29/01/2016

Frailty Service 
Locality model launch

19/01/2016
PAH Discharge SC report

03/02/2016
Discharges workshop

01/02/2016
Resp. Phase 2 launch

FrailtyC – Launch

FrailtyC – Contract agreed

01/02/2016
CCP – Cohort 2 training starts

MiDos GP launch

Nov-15 Nov-16Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

17/12/2015
MiDos Full Launch

04/12/2015
MiDos Soft Launch

4 HF G o Live4 HF – Adverts Out4 HF WS3 Sign Off
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Care. Our Better Care Fund submission outlines where extra joint investments are being made over and 
above these existing out of hospital services that are in the plan.  The investments are summarised below: 
 
 

Enablement Budget £1,970,000 

Purchasing Budgets / Eligibility Criteria Protection £3,261,000 

Social Care Staffing & Services - 7 days £120,000 

Other - Restratification tools / Medeanalytics £45,000 

Care Homes - Enablement Bed Provision £580,000 

Care Homes - Complex Care Premium £575,000 

HomeFirst / Rapid Response services £588,000 

Other - Stroke Early Supported Discharge £83,000 

Social Care Staffing & Services - OPPD Staffing £301,563 

Frailty Car (E&N) £100,000 

Homecare - Support at Home £1,260,437 

Social Care Staffing & Services - Brokerage for Direct 
Payments £25,000 

Age UK Hospital Discharge (E&N) £120,000 

Purple Star Pilot (E&N) £86,000 

Hertfordshire Equipment Service £152,000 

Carer Friendly Hospital £50,000 

Social Care Staffing & Services - Project Management £219,000 

TOTAL £9, 536,000 

 

Agreement has been reached with Hertfordshire County Council  on funding levels for 2016/17.In practice, 
improvements will include: 

• Fewer avoidable hospital admissions 
• Less time in hospital when people do need to be admitted 
• Better reablement so people can be independent more quickly 
• Delaying admissions to residential care and nursing homes where possible 
• Improving the patient experience of health and social care. 
• Improved and appropriate sharing of information, and joint assessments between agencies 
• Moving towards a 7 day health and social care system 

 
Planning for the Better Care Fund has been joined up with the County Council and the planning of all 
Hertfordshire CCGs.  Specifically, the Fund will help deliver the following: 
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• Innovative forms of homecare including enhanced support seven days a week for people coming out 
of hospital and specialist care for people with complex needs 

• Greater flexibility to speed up provision of social care packages to support timely hospital discharges 
• Early supported discharge for people who have had a stroke 
• Clinical navigators to help prevent unnecessary hospital admissions by commissioning homecare and 

other support seven days a week 
• A new model for community beds to align the right care with people’s changing needs 
• By pooling health and social care funds for end of life care, more people will be able to die in their 

preferred place of death 
• Improving care in residential and nursing homes and reducing the number of  A&E attendances and 

hospital admissions 
 
Further development of Hertfordshire wide commissioning integration work is being supported by The Kings 
Fund, with a view to developing a roadmap towards full health and social care integration by 2020 
 
Voluntary Sector Strategy & Commissioning 
Working under the remit of the Hertfordshire Health & Wellbeing Board the HCC Community Wellbeing 
commissioning team jointly commission, with CCG and Public Health partners, around £10 million worth of 
preventative services from the voluntary and community sector that work alongside other health and care 
services to enable people to live well.  

The work is split into 8 Preventative themes and Domestic Abuse. The 8 themes are: 

• Support for Carers  
• Keeping Active  
• Advice, Information and Advocacy  
• Promoting Mental Health and Positive Wellbeing  
• Reducing Social Isolation  
• Keeping People out of Hospital 
• Connecting Communities & Individuals and  
• Living Well with Long Term Conditions.  

 
The contracts within these themes include services such as HertsHelp, Carers Breaks, a Crisis Intervention 
service and numerous small contracts for lunch clubs and other community activities. The CWB team are 
currently carrying out a Review of all of these contracts and during 2016-17 the work will intensify with re-
tenders of HertsHelp and the Hertfordshire Advocacy service and new services being launched around 
community dementia support, specialist carers support and a service user voice network.   

The CWB team take a strategic lead on the relationship with the Voluntary and Community sector across 
Hertfordshire and on this basis have recently published a Hertfordshire wide Commissioning Strategy for the 
Voluntary and Community sector, which has been signed up to by the Hertfordshire Health and Wellbeing 
Board, and the team have led a refresh of the Hertfordshire COMPACT.   

The table below sets out the key themes and the high level budgets for 2016/17 and those contracts being 
retendered: 
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5.6. EMOTIONAL AND MENTAL HEALTH AND WELL-BEING OF CHILDREN 
AND YOUNG PEOPLE 

 
CHILD & ADOLESCENT MENTAL HEALTH SERVICES (CAMHS) 
The CCG contributed to the whole systems CAMHS review reported to the Health and Wellbeing Board in 
June 2015 and the subsequent national announcements in relation to the transformation of CAMHS.  Our 
local CAMHS transformation plan builds on the whole system CAMHS review completed in 2015 and will be a 
high priority for 2016/17.  The key actions from the CAMHS transformation plan include: 
 
• Revising the model of CAMHS services locally to reflect the THRIVE model, rather than the existing tiers 
• A significant extension of work with schools and other universal services to provide early intervention 

and whole systems prevention work 
• Additional investment into counselling services for children and young people 
• Improving support for children and young people with autism 
 
The Governing Body GP Lead is co-chairing the CAMHS Clinical Reference Group which was established for 
the review and is part of the implementation structure. 
Hertfordshire was a national pilot area for children and young people’s IAPT and so we are well on track for 
the 2018 deadline for implementation of CYP IAPT. 
 
PERINATAL MENTAL HEALTH 
Statistics reveal that between 10 and 20% of women develop a mental illness during pregnancy or within the 
first year after having a baby. EN Herts CCG, Herts Valleys CCG and HCC are working in partnership to 
increase support for perinatal mental health and support parents-to-be and new parents showing signs of 
problems like depression or anxiety. 
 
As part of this a conference was held on Wednesday 24 February 2016 with presentations from experts in 
the field as well as directly from parents who have experienced poor perinatal mental health. 
Following the conference, Hertfordshire professionals can apply to take one of 120 training places on a 16-
session infant mental health online training programme funded by the CCGs. 
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Speakers include EastEnders script advisor Maria Bavetta, from the Maternal Mental Health Alliance, who 
will talk about the Everyone’s Business campaign calling for women in the UK who experience perinatal 
mental health problems to receive the care they and their families need, and Imperial College Professor 
Vivette Glover, an international expert on the effect of the mother’s emotional state in pregnancy on the 
development of the foetus and her child. 
 
People working with parents in the perinatal period – the weeks before and after birth – including midwives, 
children’s centres staff and health visitors heard about the national and local vision for improving perinatal 
mental health, which include investing in more community services and staff training. 
Our year-long campaign calling on local residents to show their support to those experiencing a mental 
health problem by making a pledge online at www.hertsdirect.org/HertsYMH is having a real impact.  It aims 
to break down barriers and improve public understanding of mental health problems like perinatal mental 
health. 
 
All Age Autism Review  The CCG is represented at  the countywide All Age Autism Partnership board.   The 
CCG is  leading the Clinical reference group responsible for redesigning the current referral  to diagnosis care 
pathway. The outcome for this redesign is to implement a NICE compliant, single diagnostic and support care 
pathway in 2016. 

STRATEGIC PARTNERSHIP &  BETTER CARE FUND FOR CHILDREN 
 
Hertfordshire Health and Wellbeing Board is ambitious for children and young people in Hertfordshire. It 
recognises that, in order to achieve improved outcomes, there is a need to: 
 

• consider the holistic support needs of the child or young person 
• design and develop services around children and young people and 
• make the best use of the resources across partners and avoid duplication.  

 
In order to deliver integration the partners have agreed to adopt a whole-system approach. In adopting this 
approach the partners recognise the ambition to develop a shared vision and consider the opportunity that 
would be realised from this for children, young people and their families.  Within this context of partnership 
working in Hertfordshire, integrated commissioning will encompass a variety of arrangements from single 
agency commissioning to aligned or pooled budgets within a shared governance framework and outcome 
focussed approach. It includes, but does not simply equate with, joint commissioning.   
 

One size commissioning will not fit all. Different service areas will require different commissioning 
approaches within the continuum ranging from single agency commissioning to joint commissioning. In light 
of the complexity of arrangements and in recognition of the ambition to develop an overarching integrated 
commissioning strategy, as phase one of this process the partnership has agreed that it will develop a shared 
quality assurance framework and a single integrated commissioning strategy within each of the three 
priority areas described below. 
 
Principles. Integrated children’s commissioning will be carried out within the following principles: 
 

• Integrated planning and commissioning will support rather than replace statutory responsibilities, 
with clear line of accountability and strategic responsibilities resting with individual agencies. 

• We will undertake all planning and decision making activity as part of the commissioning process, 
working with stakeholders to take a whole family/whole-system approach. 

• We will work together in partnership with children, young people, parents/carers and local 
communities, at all stages of the commissioning cycle.  

• We will deliver improved service outcomes and increased efficiency through reduced duplication, 
better use of available resources and by building on local service strengths. 

http://www.hertsdirect.org/HertsYMH
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• We will ensure that all commissioning processes, including tendering and procurement, are 
transparent and in line with good practice and legal requirements. 

• We will ensure our commissioning decisions are justifiable and based on clinical expertise and need, 
evidenced through robust data collection and the Joint Strategic Needs Assessment (JSNA) 

 
Priorities for children’s services integration.  Through the Health and Wellbeing Board, three core priorities 
have been identified for integrated commissioning. These are early childhood, 0-25 integration for children 
and young people with additional needs and a review of child and adolescent mental health services, all to 
be considered within a whole family approach. 
 
The partnership has agreed that it will develop a shared quality assurance framework and a single, 
integrated commissioning strategy within each of these priority areas.  This work will inform the 
development of a whole-system, best practice model for Hertfordshire and an overarching Integrated 
Commissioning Strategy to inform future needs, options, decisions and strategies for partners responsible 
for commissioning and delivering children and family services. This will run alongside the development of the 
new Health and Wellbeing Strategy. 
 
The three priorities for integrated commissioning are listed below with a short description of the outcomes 
the partnership is looking to achieve. 
 
 
Better Care Fund for Children 
In addition to working on the above, partners will continue to work collaboratively in areas including young 
carers, speech and language therapy, occupational therapy  and the health of children looked after. It will 
also look for new opportunities to develop an integrated commissioning approach such as within the Family 
Safeguarding project. All these areas will be incorporated within the Integrated Commissioning Strategy 
ensuring that activity, going forward, is timetabled and delivered in line with the principles as set out.  
 
There is an opportunity through the development of a Better Care Fund for Children to look at pooling 
resources and for developing potentially new commissioning models.  There is the opportunity to further 
develop the integrated IT systems that is a key strand within the current BCF to look at utilising the NHS 
number as the key identifier for our patients/clients. 
 
The transfer of School Nursing and Health Visiting to HCC has required some legal discussions regarding the 
need or not to procure /tender these services. Commissioning these services along with others through a 
Section 75 agreement provides an opportunity to deliver integrated services to meet our agreed priorities. It 
could be an enabler for transformation of integration both vertically and horizontally and act as a lever to 
change historical provision and pathways. 
 
There have been initial discussions across the system and through the NHS IQ integration work.  Early 
thoughts on what could be included are detailed in the table below.  This is not an exhaustive list and the 
CYPICE may wish to consider other areas: 
 

School Nursing  Health Visiting 
Continuing 
Healthcare for 
Children 

Early Help & Early 
Years 

Placements & respite 
Care/Short breaks 

Children’s Centres 
Speech & Language 
Therapy 

Physiotherapy and 
other AHP services 

Continence service 
ADHD & Autism 
services 

CAMHS & Substance 
Misuse 

Equipment including 
Orthotics 

Looked After Children 
– Health Assessments 

Families First & 
Thriving Families and 
other initiatives 

Multi Agency 
Placements 

Engagement with 
Children & Young 
People 
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SEND Update  
The CCG continues to work in partnership with the local authority, our strategic commissioning partner, to 
develop and implement a comprehensive integrated  SEND commissioning strategy, for children and young 
people 0-25 years. 
In 2015, Impower supported Hertfordshire Children’s services and the CCG partners to identify that we were 
meeting all statutory requirements in terms of supporting children and young people with SEND, but further 
work needs to be undertaken in 2016/17 to ensure a more integrated approach between partners in 
continuing this support. 
 
 
 
 
 

5.7. CANCER 
Although in Hertfordshire and in East and North Herts CGG the deaths from cancer are declining overall, in 
2012, there were 591 premature deaths in men and 546 premature deaths in women due to cancer in 
Hertfordshire.  Based on population of ENHCCG, it can be assumed that half of these deaths are in East & 
North Herts CCG population.  
 
More than 4 in 10 cancer cases could be prevented by individual lifestyle changes, such as not smoking   and 
keeping a healthy body weight.  Smoking greatly increases your risk of getting lung cancer as approximately 
9 out of 10 people who develop lung cancer are smokers. 
 
CCG Actions 

• Screening rates are being reviewed to look at uptake, age, locality, ethnicity  
• Targeted campaigns are planned to improve take up of screening etc. linked to national programmes 
• Improved early diagnosis through training and awareness   
• Improved cancer waiting times at ENHT – with effective monitoring of performance at specialty level 
• Cancer Board  is established 

 
More details can be found in individual Locality Plans 
 
 

5.8. MENTAL HEALTH & DEMENTIA  
The CCG will continue to focus on improving mental health access and outcomes for both children and adults 
within its ambitions. In 2016/17 mental health services will again receive an uplift in funding in line with the 
overall  CCG uplift.  With partners we will be revising the current pan-Hertfordshire mental health strategy in 
2016.  This will take into account the outcomes of the national Mental Health Taskforce. 
 
YEAR OF MENTAL HEALTH 
The Hertfordshire Health & Wellbeing Board has declared the period between its annual conferences July 
2015 and July 2016 the Hertfordshire Year of Mental Health. A countrywide initiative intended to: 
• Tackle mental health stigma and discrimination 
• Help people get better access to treatment and care 
• Gain parity of access to treatment for both mental and physical health  
 
Hertfordshire Year of Mental Health aims to inspire and motivate people from across the county to take a 
few simple steps to help challenge mental health discrimination, and to improve the lives of those of us with 
mental health problems. Everyone in Hertfordshire can help create a society where mental health problems 
are not hidden. 
 

The more people involved, the more notice will be taken- this helps break the silence around mental health. 
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DEMENTIA  
Our joint Dementia strategy was launched in May  2015. The Strategy addresses six themes the following six 
themes:  

1 Enabling equal access to diagnosis and support.  
2 Promoting health and wellbeing. 
3 Developing dementia friendly communities. 
4 Supporting carers of people with dementia  
5 Preventing and responding to crisis. 
6 Evidence based commissioning. 

 
The key actions we will take in 2016/17 to ensure the delivery of the Strategy are to: 

• Maintain delivery of the  67% diagnosis rate in 2016/17.  This will be enabled by a review of the 
EMDASS pathway and provision to ensure both that diagnosis is timely and support is available post 
diagnosis for people with dementia and their carers. To contribute to this the CCG has agreed that 
prescribing of dementia drugs for stable patients with dementia will transfer from HPFT to GPs.  This 
process began in 2015 and will complete in May 2016.   

• Direct access pilot to Consultant – 15 Practices have currently expressed an interest in being part of 
this pilot and or GPs prescribing anti-dementia drugs – pilot to commence in spring 2016 

• Improve the dementia diagnosis pathway and ensure this delivers a timely diagnosis 
• Improve post diagnostic support by a HCC led tender process for voluntary sector support for people 

with dementia and their carers  
• Deliver an updated (3rd generation) of the Dementia handbook to provide good quality information 

for people with dementia and their loved ones. 
• Provide a refreshed training programme for non-clinical staff and GP’s on dementia 
• Develop dementia friendly communities and Dementia Action Alliances as opportunities arise 
• Evaluate our pilot service including both a clinical Community Dementia Specialist Nursing support 

and a non-clinical support service. This will be evaluated to ensure the most appropriate and 
effective model of support is commissioned.  
 

We are engaged with the national Dementia Team at NHS England led by Professor Alastair Burns.  We have 
asked for his support to review the EMDASS pathways and to visit and to look at the following areas: 

• Diagnosis pathway and clinical variation in diagnosis 
• Look at the issue of mild cognitive impairment 
• Post diagnosis support 

Prof Burns is encouraging us to consider GP diagnosis and prescribing. We are exploring this with him, and 
with colleagues elsewhere who have done this. Another potential area is running EMDAS clinics in GP 
surgeries (we have discussed with HPFT already), this  has the potential to cut DNA rates and could support 
improved engagement with GPs and carers too. 
 
 
 

5.9. PARITY OF ESTEEM 
This is one of the CCGs ambitions. “Treating mental and physical health conditions in a coordinated way, and 
with equal priority, is essential to supporting recovery. Yet people with mental health problems have worse 
outcomes for their physical healthcare, and those with physical conditions often have mental health needs 
that go unrecognised. NHS England’s objective is to put mental health on a par with physical health, and 
close the health gap between people with mental health problems and the population as a whole.”   The 
Mandate A mandate from the Government to NHS England: April 2014 to March 2015 
 
Building on our Local Ambitions the CCG is continuing to review and work with stakeholders and providers to 
understand the way in which people with mental health problems are accessing health and social care and 



42 
 

their experience of that care. We will be meeting our parity of esteem requirement by investing over £5m 
extra in mental health services in 2016/17.  This funding will deliver the following key outcomes: 

• Increasing capacity in HPFT’s community services to reflect the increasing population and resulting 
increase in numbers of people accessing mental health services 

• A significant expansion of CAMHS services to reduce waiting times and improve access to services 
for children and young people, including a focus on improving eating disorders services 

• Developing early intervention in psychosis services so that we can meet the national target of 50% of 
people being seen within two weeks and then treated with a NICE compliant package of care 

• Strengthening mental health services outside 9-5 Monday to Friday to reduce admissions to 
inpatient services 

• Setting up a Recovery College to improve individual and carer resilience and improve self-
management and peer support 

• Improving post-diagnostic support for people with dementia to reduce admissions to nursing and 
inpatient care 

• Continuing the successful pilot of our ‘Spot the Signs’ campaign to raise awareness of the factors 
that lead people to attempt to commit suicide and so reduce the numbers of attempted suicides 

 

 
Transforming Care Programme and Improving the Health of People with Learning Disabilities 
Hertfordshire’s Transforming Care Plan was submitted to the Health and Wellbeing Board in December 2015 
and the programme of expenditure was approved by East and North Herts CCG Governing Board in the same 
month. Robust governance arrangements are in place.   
 
The multi-agency Transforming Care Board meets bi-monthly providing strategic direction and liaison with 
other organisations across the county.  There is a Fast Track Implementation Steering Group chaired by the 
SRO which meets monthly and reports to the Transforming Care Board.  All Fast Track projects are run using 
Prince2 principles.  Co-production - There is self-advocate / family member representation at project and TC 
Board level.  
Hertfordshire has a track record of reducing the numbers of people in in-patient services and re-investing in 
community based services.   
 
The table below sets out the changes made between 2012 and 2015 
 
 

2012 2015 
7 Teams   
50 inpatient beds 
100% occupancy 
18 Intensive Support 
Nurses working 9-5  
2 day response  to urgent referrals  
Large single MDT 

1 Service     
10 inpatient beds 
70 – 80% occupancy 
26 Intensive Support        
 Nurses working 9-9  
24 hour response to urgent referrals  
Large single MDT   

 

Specialist learning disability and treatment services support people in the community and reduce 
admissions (Hertfordshire Partnership Foundation NHS Trust- HPFT).  In the last year there have been 780 
referrals to community.  The average length of stay was 8 weeks (if not impacted by delayed transfer of 
care). There has been a  100% response to urgent referrals in 24 hours. 
 
Supporting People.  In Hertfordshire there is time limited intensive support in the person’s home. We work 
with care providers to equip with knowledge and skills and there is joint working with Community Learning 
Disability Team colleagues to ensure there positive behaviour support and that the person has a pathway 
through admission and on discharge 
 
Preventing Admission.  To avoid admissions there is a rapid response to urgent referrals with joint working 
with Transforming care colleagues & Transition Team. There are referral meetings and there is a Local Risk 
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Register with local authority and CCG’s. We have a pre-admission CTR’s /Blue Light Tool. A flow chart has 
been developed for in hours and out of hours CTR process. There are monthly operational meetings 
between CLDT, Transforming Care, Community and Inpatient managers 
 
There are a number of Fast Track Projects  
 

a) Lomakatsi Creative Rehabilitation:  
This project is starting in February 2016. This introduces techniques to manage conditions, increase 
resilience and develop skills to support independent living in the community. It is a 6 month 
structured creative improvement programme in inpatient and community setting. The project is 
involving service users, family members, providers and clinical staff.   

 
b) Crisis prevention and response team:  

This is a One year pilot, starting in early 2016/17. It will be a specialist team providing additional 
support to the family or current care team to prevent crisis / admission. 

 
c) Flexible crash pads: 

Funding has been made available to enable service users or their carers to move to a ‘virtual crash 
pad’ of their own choosing to prevent / resolve a crisis.  This will be a one year pilot, starting in early 
2016/17 

 
d) Circles of Support – reducing the risk of sexual offending:  

This is an 18 month pilot starting in early 2016/17. A group of trained and professionally supervised 
volunteers form a circle around a high risk sex offender living in or due to be released into the 
community, will provide a structured support network to the core member whilst holding them 
accountable for their behaviour.   

 
e) Risk of Offending Project:  

We are developing an accurate picture of current and future demand for forensic services and 
developing costed recommendations for future service development.  This report is due in June 
2016.   
 

f) Workforce Development: 
We are mapping and commissioning a learning needs analysis of the paid and unpaid learning 
disability workforce across the health and social care in Hertfordshire in order to produce a 
workforce action plan to support new service delivery models and develop effective and practical 
interventions to help build community capacity.  (Mapping completed, development of action plan 
in progress). 

 
g) Care and Treatment Reviews (CTRs) 

Since September 2015 CTRS have been business as usual.  Care and treatment reviews are carried 
out for everyone identified in the Transforming Care cohort and plans are in place or each individual 
in that cohort.  Hertfordshire has effective CTR processes in place which have been developed and 
agreed with health and social care partners.  This includes blue light, pre-admission and post 
admission CTRs. Information from CTRs is being used to identify gaps in services which feed into the 
Market Position Statement and commissioning strategies.    
In recognition of the impact of this work on commissioning resources two x one year CTR Manager 
posts are being recruited to for children’s and adult’s services to: 

 
• Provide the leadership, chairing and co-ordination with the Risk Register.  
• Train other members of the Commissioning Team and experts by experience (service users). 
• Identify service gaps. 
 
In 2016/17 a CQUIN covering CTRs for both children’s and adults will be in implemented.   
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h) The Transforming Care Team works intensively with those people coming within the Transforming 
Care criteria and work closely across health, social care and the criminal justice system to support 
people to move into and remain in the community.  Future work includes: 

 
• Improvement planning for children in secure beds  
• Involvement with Fast Track initiatives: 
• Increase provider options 
• Work with shared lives to increase their options 
• Partnership with the new HPFT teams 
 

Other initiatives for 2016/17 include:  
 

• The Early Intervention and Practice Development Team which will provide effective preventative 
support for people with behaviour that is complex and challenges local providers.  The service 
which will be implemented in early 2016/17 will provide interventions directly to people with 
complex needs as well as support the system and networks around them to ensure that they 
remain in the community; and  

 
• The Offending Behaviour Intervention Team which will be implemented in early 2016/17 will 

provide evidence based interventions and support for people with a learning disability that have 
had contact with the Criminal Justice System and who present an active and high risk to others.   

 
Reducing Health Inequalities.  An active Better Health Action Plan is in place across Hertfordshire and which 
includes working closely with the two lead GP leads and includes improving both the quality and take up of 
health checks and outcomes for service users. 
   
Medicines Review.  In line with national call to action a multi-agency medicines review project group has 
been set up.   As a first stage it is working with GP practices to analyse prescribing of anti-depressants and 
anti-psychotics for young people and adults with a learning disability and / or autism to identify the ‘as is’ 
picture across the County. 
 
Eye care pathway.  People with learning disabilities have a higher prevalence of sight related issues than 
other people.  As part of Hertfordshire Purple Star Strategy, Hertfordshire are working with Seeability and 
local opticians to commission enhanced eye test for people with learning disabilities and / or autism who 
may need longer or multiple appointments to enable an eye test to take place.   
 
In 2015/16 a refresh of acute hospital registers was carried out to improve the flagging system for people 
with a learning disability who need to visit local hospitals and to ensure that reasonable adjustments could 
be made for them.   
 
In 2016/17 There will be a pilot to cleanse the LD QOF GP registers to ensure these are accurate and ensure 
that people with learning disabilities and their carers receive the right services.  
 
Stimulating the Market.  Reference has already been made to the way in which the outcomes of CTRs and 
other elements of Transforming Care work are being used to identify gaps in services and in January 2016 
Hertfordshire’s Market Position Statement was refreshed with work being carried out at local and regional 
levels.   
 
Recent Transforming Care Roadshows also highlighted areas for development to provider organisations 
attending.   
 
IAPT - Stress & Depression 
Building on the work that has been underway in 2015/16 to improve access and referrals to IAPT services the 
CCG will continue to work to ensure that the 15% target is delivered and sustained.  We will update the 
contracts for our AQP counselling providers to ensure that they are able to meet the national waiting time 
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targets alongside HPFT, our main provider, who are already exceeding these comfortably.  We will increase 
the number of self-referrals into the service to support ongoing achievement of the access target, alongside 
strengthened links to long term conditions clinics.   

 
LEARNING DISABILTY HEALTH CHECKS 
The Confidential Inquiry into Premature Deaths of People with Learning Disabilities (CIPOLD) found that, on 
average, men with learning disabilities died 13 years younger than their non-learning disabled 
contemporaries and women with learning disabilities, 20 years younger2.  42% of these deaths were 
considered premature. 

 
Annual health checks have been shown to effectively identify unmet health needs and lead, where relevant, 
to further investigation and treatment of health problems.  There is an expectation that reasonable 
adjustments will be made by providers to enable people with learning disabilities to access health care 
services. One major approach to improving healthcare at primary care level has been the introduction, of a 
Direct Enhanced Service (DES) of annual health checks for people on the Learning Disability Register. The DES 
requires practices to: 

 
• establish and maintain a learning disabilities 'health check register' of patients aged 14 and over 

with learning disabilities. This should be based on the practice's QOF learning disabilities register 
(QOF indicator LD003) and any patients identified (and not already on the QOF LD register) who 
are known to social services;  

• invite all patients on the register for an annual health check and produce a health action plan.  
• Practices receive a payment of £116 for each health check completed as part of the Learning 

Disability DES.   
 

Local Context 
NHSE data for 2014/15 shows the East & North Herts CCG average percentage of people on the LD QOF 
register who had received an annual health check was 46%. A number of actions have been to try and 
improve performance, and these are listed below: 
 

• LD QOF Register cleanse to be piloted across both CCGs to ensure registers are up to date and provide 
an accurate reflection of diagnoses.  Dependent on pilot outcomes consideration will be given to 
rolling this out across the County.   

• Survey of GP practices in Herts Valleys CCG to review the process of completion of the learning 
disabilities health check.  

• Sharing good practice to identify how CLDT Link Nurses can work with practices to increase health 
checks, (County-wide). 

• Saturday surgeries to enable young people in residential schools to attend weekend health check.  
This also requires other services to be available. e.g. Phlebotomists.  (HVCCG). 

• Health check templates developed for use on SystemOne, EMIS and Vision. 

 
CRISIS CARE CONCORDAT 
Hertfordshire Mental Health Crisis Care Concordat Action Plan 2015 - 2017 
We, are working  together with partners to implement the principles of the national Mental Health Crisis 
Care Concordat and improve the care and support available to people in crisis because of a mental health 
condition, so that they are kept safe and receive the most effective interventions swiftly. We continue to 
work together to help people find the help they need − whatever the circumstances − from whichever of our 
services they turn to first and accept our responsibilities to reduce the likelihood of future crisis and to 
support people’s recovery and wellbeing 

                                                           
2 Heslop P, Blair P, Fleming P, Hoghton M, Marriott A, 2013. Confidential Inquiry into premature deaths of people with learning 
disabilities (CIPOLD). Final report. Bristol: Norah Fry Research Centre [Online] Available at www.bris.ac.uk/cipold/fullfinalreport.pdf  
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The action plan covers the period to 2017; this means that the content, funding and delivery are subject to 
prioritisation, change and further development over this timeframe. 
http://www.crisiscareconcordat.org.uk/wp-content/uploads/2015/03/Hertfordshire-Crisis-Care-Concordat-
Action-Plan.pdf 
 
Hertfordshire Partnership University NHS Foundation Trust (HPFT)  

Alongside HCC and HVCCG the CCG has agreed and signed a new three year contract with HPFT.  This 
contract will involve significant transformation of mental health services over the three years.  The initial 
priorities include: 

• Improving crisis care including crisis prevention and better support for people out of hours.   
• A review of HPFT’s Single Point of Access in the light of other changes such as our NHS 111 tender 

during 2016 
• An improved model of care for CAMHS, working towards the THRIVE model  
• Streamlined dementia diagnosis pathways to improve patient experience 
• Contributing to the Transforming Care programme, and reduction of admissions to inpatient services    

  

http://www.crisiscareconcordat.org.uk/wp-content/uploads/2015/03/Hertfordshire-Crisis-Care-Concordat-Action-Plan.pdf
http://www.crisiscareconcordat.org.uk/wp-content/uploads/2015/03/Hertfordshire-Crisis-Care-Concordat-Action-Plan.pdf
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6. FINANCIAL CONTEXT 
In 2015/16 the CCG’s spend is forecast as shown in the chart below.   

 

Allocation for 2016/17  

Firm CCG allocations for the next three years have been published, along with “indicative” allocations for the 
following two years.  In calculating allocations, NHS England has taken account of “place-based” 
commissioning target allocations compared with baselines.  These include CCG allocations, as well as primary 
medical care and specialised services.  This does not mean a transfer of those allocations to CCGs, but with 
the development of primary medical care and specialised formulae at CCG level, NHS England feels it is now 
able to take a more holistic view of pace-of-change at a place- (or local health economy) based level. The 
allocations ensure that no CCG is more than 5% below its fair share of allocations from next year onwards, 
but also that the total amount of NHS funding available to each area is no more than 5% below its fair share. 
 
The baseline funding identified for East and North Herts CCG is less than the target funding for all three 
commissioning streams.  Before growth, the distances from target are 4.4% CCG, 7.8% primary care, and 
10.3% specialised services.  Taking account of all these factors, the growth in the CCG’s allocation is higher 
than the national average.   Over the next five years growth figures are as set out in the table below.   
 

 

Over the five-year period, the CCG moves from being 5.5% below target across all three commissioning 
streams to 2.1% below target. 
 
A number of allocations which were received non-recurrently in 2015/16 are included in the increased 
funding.  After adjusting for these, the uplift in 2016/17 is 6.09%, as shown below. 
 

Acute services

Mental health/LD services

Community services

Continuing healthcare

Prescribing

Other Primary Care services

Running Costs
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Better Care Fund projections at CCG level for 2016/17 have been included in CCG allocations.  The figure for 
our CCG is shown as £32.954m, this being the minimum required spend, and compares with a figure of 
£31.426m this year, an increase of 4.86%.   
 
CCG running cost allowances for England as a whole will remain flat to 2020/21, as determined by HM 
Treasury's Spending Review settlement. Individual CCG allowances have been rebased to adjust for changing 
share of population.  The allocation for E&N Herts CCG is £12.607m, a slight reduction of 0.2%.  This is 
broadly in line with the recurrent corporate budget which has always been underspent against the running 
costs allocation due to vacant posts. 
   
The required underspend in 2015/16 was £7.743m and it is assumed that the required underspend in 
2015/16 will be the same.   

The expected allocation for 2016/17 is £715.832m, as shown in the table below. 

 
 

National Tariff Payments 
NHS England and Monitor’s proposals on the national tariff assume cost inflation of 3.1% (on average across 
all Trusts), and an efficiency requirement of 2% which means a net increase of 1.1%.  In addition the tariff 
prices include the cost of Clinical Negligence Schemes for Trusts (CNST) which applies to a limited number of 
HRGs (mainly maternity) and is estimated at an increase of 8% on those HRGs.  In 2015/16 a number of 
Trusts chose to remain on the 2014/15 tariff  - the Default Tariff Rollover (DTR) -  excluding CQUIN, and the 
increase for those Trusts is likely to be higher.  For local prices (i.e. acute activity not in tariff, mental health 
and community services) the 1.1% increase will apply.   It is thought unlikely that there will be any significant 
changes between the draft and final published tariff. 
 
Other planning requirements 
 
The guidance set out in Delivering the Forward View: NHS planning guidance 2016/17 – 2020/21  and other 
supporting documents sets out funding requirements as follows: 
 

£k
Recurrent baseline 2015/16 652,225   

Plus non recurrent in 2015/16:
ETO (tariff) adjustment 1,078
GP IT 1,495
CAMHS 740

Revised recurrent baseline 2015/16 655,538
Growth 39,944
Total recurrrent baseline 2016/17 695482
= % uplift 6.09%

£k
2015/16 recurrent programme allocation including Better Care Fund 652,225
Growth notified 43,257

Recurrent allocation programme costs 695,482

Running costs 2016/17 12,607

Surplus b/f from 2015/16 7,743

Expected allocation 2015/16 715,832
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a) 1% to be set aside non-recurrently in 2016/17 (same as this year). 
b) Contingency reserve of a minimum of 0.5% to be set aside (same as this year). 
c) 1% cumulative underspend carry forward (same as this year).  
d) No overspend against the administrative cost allocation. 

 
The planning guidance also requires commissioners to continue to increase investment in mental health 
services each year at a level which at least matches their overall expenditure increase.  These requirements 
have all been met. 

Transformation Funding  

As set out in the NHSE planning guidance published in December 2015, the Spending Review provided 
additional dedicated funding streams for transformational change, building up over the next five years. This 
protected care access and infrastructure, technology roll-out, and to drive clinical priorities such as diabetes 
prevention, learning disability, cancer and mental health. Many of these streams of transformation funding 
form part of the new wider national Sustainability and Transformation Fund (STF). For 2016/17 only, to 
enable timely allocation, the limited available additional transformation funding will continue to be run 
through separate processes.   

Cost pressures and increased demand  

a) Demographic growth: For secondary care services, the impact of population growth has been calculated 
based on ONS population projections by age group and historical secondary activity analysed by age 
group.  This averages at 1.35% across admitted patient care/outpatients and A&E, compared with 
average population growth of 1%.  The secondary care average has also been applied to mental health 
and community care health services. 

b) Other growth: This is estimated at 2.5% overall for acute services (more detail given in the activity table 
below) and 1.2% for community and mental health services.   

c) Prescribing costs: Our calculation of the financial outlook has assumed 3.65% on forecast outturn at 
month 10.  Total cost = c£2.9m.  The outturn is also adjusted for demographic growth of 1.35%, 
included in a) above, and QIPP savings (see below). 

d) Continuing care costs: our calculation of the financial outlook has assumed 9% on forecast outturn, 
including inflation, based on the growth we have seen in 2015/16.    

e) Non-recurrent savings in 2015/16: some savings have been made this year which are due to slippage or 
other non-recurrent reasons such as vacant management posts.  For planning purposes it is assumed 
that these will not recur in 2016/17, and therefore this will result in higher costs.  The total cost is 
estimated at c£4.5m. 

f) Mental health services: the planning guidance for next year requires commissioners to continue to 
increase investment in mental health services each year at a level which at least matches their overall 
expenditure increase.  The total increase on mental health services, above population growth, is 
c£3.8m, which includes the requirement to increase the investment in CAMHS services from the 
allocation of £740k to £1,182k. 
 

Quality Innovation Productivity & Performance 
 
Non elective admissions and A&E 
It has been assumed that there will be an increase of 6.1% (NEL admissions) and 3.9% (A&E) in this activity 
related to demographic growth and other increases in demand seen in recent years.  The implementation of 
HomeFirst and other schemes which will be implemented as part of the Vanguard model are expected to 
result in a reduction of 9.3% (NEL admissions) and 3.1% (A&E), resulting in a change of  minus 3.2% (NEL 
admissions) and plus 0.7% (A&E).   
 
Elective admissions and outpatients 



50 
 

The net  increase on forecast outturn, after applying demographic and non-demographic growth, and QIPP 
savings is 1.4% and 1.3% respectively.   

Savings have been assumed as follows: 

 

Table to show overview of ENHCCG Key QIPP Schemes – 2016/17 

Scheme Description Committee 
Key CCG 

Leads 
QIPP outcomes 

Homefirst roll out Homefirst is a scheme fully established in two 
of the CCG's six localities.  Multi-disciplinary 
teams, made up of social care, community 
health and mental health staff, operate virtual 
wards of approximately 250 people (in and 
outside of care homes).  Patients are risk 
stratified according to risk of hospital 
admission.  The teams also deliver rapid 
response within 60 minutes of referral to 
avoid hospital admissions.  Rapid response is 
being rolled out across the remaining four 
localities.  Named matrons in the team work 
with high-risk care homes in each area to 
develop skills and build relationships. 

Integrated 
Care Provider 
Board 

 

E&N Herts 
CCG 
Governing 
Body 

Sharn Elton 

 

Jamie 
Sutterby 

 

 

 

A Reduction in A&E 
attendances & non Elective 
Admissions for this age 
range. 

 

By when: Feb 2016 roll out 
with second phase due in 
Nov 2016 

Integrated 
Geriatric 
Response 
Vehicle/Frailty 
Vehicle  

Development of a rapid response service for 
older people which involves the collaboration 
of East of England Ambulance Service and 
Hertfordshire Community & Social Services. 
The service will provide assistance, rapid 
response and acute medical expertise and 
intervention, and also a proactive approach to 
maintaining independent living for older 
people and immediate assessment and 
intervention for functional, environmental and 
personal care. 

Integrated 
Care Provider 
Board 

 

E&N Herts 
CCG 
Governing 
Body 

Phil 
Lumbard 

A Reduction in ambulance 
conveyances, A&E 
attendances and non 
elective admissions. 

By when: May 2016 

£'000

% 16/17 
financial 
baseline

Non elective admissions 7,447 6.3%
A&E 681 3.0%
Elective admissions 2,118 2.7%
Outpatients 1,645 2.4%
Acute non tariff 2,089 2.0%
Ambulance services 735 4.3%
Prescribing 1,882 2.3%
Community services 500 0.7%
Continuing healthcare 300 1.0%
Running costs 391 3.0%
Total 17,788 2.5%
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End of Life 
Programme 

ENHCCG has a stated target to reduce the 
number of avoidable hospital episodes in the 
final 30 days of life to no more than 1500 and 
to increase the percentage of people dying in 
their place of choice to 60% by 2018/19. To 
enable delivery of this target, a number of 
work streams are being progressed. Key for 
2016/17 will be the establishment of a robust 
register of patients nearing the last years of 
their life to enable all care providers to be 
aware of enhanced end of life care to meet 
the needs of patients.  The scheme also 
includes early identification of people 
approaching the end of life and initiating 
discussions about care preferences through 
Advance Care Planning via the CCG's Enhanced 
Commissioning Framework. 

E&N Herts 
CCG 
Governing 
Body 

 

End of Life 
Forum 

 

Integrated 
Care Provider 
Board 

 

Trudi 
Southam 

 

Mark 
Andrews  

 

Jamie 
Archer 

 

A reduction in A&E 
attendances and 
Emergency admissions for 
end of life patients. 

 

By when: Early 2016/17 
however delays due to 
HSCIC agreeing an N3 
connection has moved this 
to approximately Q3 
2016/17 at the earliest.  

Medication review 
in care homes 
(Vanguard) 

The proposed service aims to: 

• Avoid unnecessary patient harm; 
• Reduce medication errors; 
• Optimise the choice and use of medicines in 
care home patients; 
• Reduce medication waste; 
• Reduce conveyances to A and E (Vanguard 
objective) 
• Reduce admissions to hospitals from care 
homes (Vanguard objective) 
 

E&N Herts 
CCG 
Governing 
Body 

Pauline 
Walton 

 

 

A reduction in prescribed 
drugs and non elective 
admissions 

 

By When: Continuation 
from November 2015 

Community 
Respiratory Nurse 
Services and 
increased access 
to pulmonary 
rehabilitation 

Provision of an integrated community 
respiratory service working with primary, 
secondary care and other community 
providers to 
• promote early identification, self-
management and intervention - helping 
people to stay well longer 
• move  care, currently undertaken in acute 
care to the community, avoiding admissions 
where appropriate , 
• utilise and up skill primary and community 
care services to ensure maximized potential to 
support the patient population. 

Integrated 
Care Provider 
Board 

 

E&N Herts 
CCG 
Governing 
Body 

Trudi 
Southam 

Gillian 
Catchpole 

A reduction in A&E 
attendances and 
emergency admissions.  

 

By when: Recruitment 
phased complete by end of 
May so early 2016/17 
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Teledermatology Teledermatology is a concept for managing 
the care (both primary and secondary) of 
patients at The Royal Free London NHS 
Foundation Trust (RFH) in a more efficient and 
effective way. The concept involves the 
referral of an image of the skin, along with a 
relevant medical history to secondary care for 
clinical advice and navigation. This allows 
patients to have their care managed in the 
most appropriate setting via the most efficient 
pathway. The clinics will be hosted in Warden 
Lodge and the Maples 2 hours on each site on 
a Wednesday each week.  

E&N Herts 
CCG 
Governing 
Body 

Grant 
Neofitou 

A reduction in outpatient 
attendances for 
Dermatology specialties 

 

By when: Pilot started in 
December 2015 for 6-12 
months 

Planned care 
QIPP schemes 

A number of service redesign and new 
projects will see a reduction in avoidable 
planned care activity specifically outpatients 
and elective admissions including: 

• AF & Anti-Coagulation pathway 
improvements 

• Integrated diabetes service 
• Lymphoedema service pilot 
• Community Ophthalmology 
• Map of Medicine 
• Prior Approval continuation 
• Demand management within GP Practices 
• Commissioning for value reviews 
 

E&N Herts 
CCG 
Governing 
Body 

Long Term 
Conditions 
Group 

 

Harper 
Brown 

Trudi 
Southam 

Helen 
Edmondson 

A reduction in outpatient 
and elective admissions 

 

By when: In 2016/17 with 
some schemes rolled over 
from 2015/16 

In Practice 
Pharmacists 

 

Transformational funding was agreed to 
develop an enhanced function of the 
Hertfordshire Pharmacy & Medicines 
Optimisation Team (PMOT) to provide in-
practice pharmacists (IPPs) to assist in the 
delivery of medicines optimisation initiatives 
directly within practices. 

E&N Herts 
CCG 
Governing 
Body 

Medicines 
Management 
Steering 
group 

Pauline 
Walton 

• Reduction in 
prescribing spend and 
controlling growth 

• Improvement in 
practice repeat 
prescribing processes 
reducing medicines 
waste and 
inappropriate/unneces
sary prescribing 

• Reductions in specific 
prescribing costs from 
changes to therapy or 
processes  

• Support achievement 
of prescribing KPI’s 

 
By when: During Q2 
2016/17 
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Telehealth in 
care homes 

As a part of the overall offer for care homes to 
support residents’ needs, we know that quick 
access to the right advice is vital in delivering 
the right care in the right place at the right 
time.  Based on the success of the Airedale 
Hub 3  for Care Homes, E&N Herts is 
developing its Telehealth offer to homes, 
building upon the current success and use of 
the 111 service, which will enhance both the 
clinical advice and triage to, and navigation of 
community resources on behalf of, all care 
homes in the area. 

Integrated 
Care Provider 
Board 

E&N Herts 
CCG 
Governing 
Body 

 

Sharn Elton 

Jamie 
Sutterby 

A reduction in avoidable 
Ambulance, A&E and 
Emergency admission 
conveyances via care 
homes.  

By when:  During Q3 
2016/17 pending sign off 

Other Vanguard 
related 
initiatives 

• Care model for care homes 
• Care home trusted assessor 
• Sutton 'Red Bag' scheme 
• Care home information 
• Enhanced primary care support 

Integrated 
Care Provider 
Board 

E&N Herts 
CCG 
Governing 
Body 

Sharn Elton 

Jamie 
Sutterby 

A reduction in avoidable 
Ambulance, A&E and 
Emergency admission 
conveyances via care 
homes. 

By when:  During 2016/17 

     

 
Maximising Investments in 2016/17 
a) Investments committed: There are a number of commitments which the Governing Body has previously 

made to invest recurrently in new services next year.  The figure shown for HomeFirst represents the 
CCG’s contribution to the additional costs in 2016/17, assuming a phased roll out of the full scheme in 
the four remaining localities, supplemented by Vanguard funding.   
The commitments are summarised in the table below.   

 

b) Other planning requirements: There is a requirement to set aside a contingency reserve of 0.5%, the 
same as 2015/16.  As the CCG allocation has increased, the value of the contingency reserve increases by 
£221k.  The CCG also has to set aside 1% non-recurrently in 2016/17 (same as this year) with a 
requirement pf NHSE that it is not committed at the start of the year. 
 
Better Care Fund: Better Care Fund projections at CCG level for 2016/17 have been included in CCG 
allocations.  The figure for our CCG is shown as £32.954m, this being the minimum required spend, and 
compares with a figure of £31.426m this year, an increase of 4.86%.  The allocation which the CCG has 
transferred to Herts County Council this year is £9.063m, plus the additional £5m agreed in 2015/16.  
Initially the CCG uplift of 6.06% was applied. (but see Better Care Fund paragraph below).   

 

£'000
Stroke services 1,926 
CCG contribution to "Vanguard" schemes
  Homefirst rapid response and roll 16/17 (excl MH) 852 
  Interface geriatrician 125 
  Medicines management staff 300 
  Frailty vehicle 376 
  Other 156 

Total 3,735 
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Discretionary funding to deliver our ambitions, Five Year Forward View and 2016/17 priorities 

When considering priorities for investments, the Governing Body at its meeting on 25th February 
discussed the CCG priorities proposed above and the shortfall in funding that HCC had calculated is 
needed to protect eligibility criteria for social care (see Better Care Fund section below), over and 
above inflation funding. The CCG agreed to increase the contribution by £3.05m.  Wheb budgets 
were presented to the Governing Body meeting in March there was a balance£1.7m uncommitted.  
Non-recurrent funding of £7m is uncommitted.  It was agreed that this would be kept back as a 
reserve, until contracts have been agreed and the final recurrent outturn position for 2015/16 was 
known. 
 
Summary of source and use of funds. The table below shows the sources and applications of funding. 
Inflationary and “must do” policy pressures (GP IT, CAMHS, tariff and demographic changes) are assumed to 
be funded through the minimum level of growth that the CCG could receive (3.05%). The remaining 
investments and cost pressures are funded from the balance of £21.6m, supplemented by savings generated 
internally of £17.8m. 

 

Minimum 
growth       
3.05%

Balance of 
growth and 

QIPP

£k £k £k

% 15/16 
recurrent 
baseline

Source of Funds
Programme costs growth in recurrent allocation 19,893 23,364 43,257 6.6%
Running costs reduction to recurrent allocation (27) (27) (0.2%)
Internally generated 17,788 17,788 2.6%
Total Source of Funds 19,893 41,125 61,018 9.1%

Use of Funds
Funding received non recurrently in 2015/16:
  CAMHS 740 740 0.1%
  GP IT 1,495 1,495 0.2%
  Tariff addition 1,078 1,078 0.2%
Tariff changes and inflation 2016/17 10,240 10,240 1.5%
Demographic changes 2016/17 8,167 8,167 1.2%
Non demographic growth 20,964 20,964 3.1%
Mental health above tariff and demography 4,466 4,466 0.7%
Stroke services 1,926 1,926 0.3%
Respiratory services 382 382 0.1%
Homefirst rapid response and rollout 16/17 852 852 0.1%
Frailty services 501 501 0.1%
Medicines management staff 300 300 0.0%
Other Vanguard schemes 156 156 0.0%
Contribution to social care fund 3,064 3,064 0.5%
Uncommitted pre contract signing 1,700 1,700 0.3%
Full year effect and non recurrent savings 2015/16 4,766 4,766 0.7%
Additional contingency reserve 221 221 0.0%

Total Use of Funds 21,720 39,298 61,018 9.1%

Total Sources
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Activity assumptions DH to update with IHM assumptions   

 

The CCG has worked through all of the elements of the IHAM and has currently applied the following 
assumptions: 

• Weighted demographic growth calculated up to 2020/21 using existing activity model and based on 
2012 CCG population projections; 

• Non-demographic currently fixed throughout the plan at the rates used in 2016/17, with the 
exception of non-elective which has been reduced from 4.5% in 2016/17 to 2.8% for all subsequent 
years. 

• Activity reductions in the Vanguard value proposition have been incorporated into the “New Care 
Models Guidance” sheet.  
 

Overall, it is not possible to adjust the 2015/16 forecast outturn activity from the values pre-calculated in the 
model even though they differ significantly from the forecast we have calculated based on expected 
counting changes in 2016/17. The counting change reductions still need to be incorporated into the model to 
give a realistic starting point.  The main reasons for the difference are: 

• Non-consultant led outpatients where E&N Herts Trust were using a non-standard approach to 
identifying this activity. The trust have recently confirmed that this activity has started to be 
recorded using the national standard (using main specialty codes 950 and 960) from the end of 
January 2016 and should be fully operational for when the plan is monitored during 2016/17. 

• Nationally specialist activity has been flagged using a combination of the national algorithm and 
whether there is a contract between the provider and NHSE for specialist activity. Unfortunately, not 
all trusts are applying the national algorithm consistently leading to differences in the reported 
number of admitted patients and outpatients. We have used the provider allocated commissioner 
code, adjusted where we know this to be incorrect, which we believe, overall, to be more accurate.  

• There are still a number of issues with the data quality of SUS data at a small number of providers 
caused by system changes. It is not possible to fully adjust for these changes and will need to be 
reviewed throughout 2016/17. 

 
Further work is on-going in reviewing the remaining policy areas to fully understand the implications and 
reflect this in the CCG’s activity plan. The CCG has analysed and compared the growth in funding with 
planned growth in activity.  This is given in the table below. It shows that on tariff related services the overall 
movement on activity (estimate based on weighte average costs) is 0.02% compared with finance movement 
of 0.24% (excluding impact of tariff). The reason for the difference is the higher cost of stroke services with 
the no corresponding increase in activity but increased quality of care) which results in a higher uplift costs 
than on activity. 
 

Activity Line
Demographic 

Growth

Non-
Demographic 

Growth
Transformational 

Change

2015/16 
Forecast 
Outturn

2016/17 
Planned 
Activity

Total Referrals (GP & Other) 1.33% 2.50% -2.50% 209,996 213,048

Consultant Led Total First Outpatient Attendances 1.33% 2.50% -2.50% 180,411 182,962

Consultant Led Follow-Up Outpatient Attendances 1.42% 2.50% -2.50% 374,568 380,380

Total Elective Admissions 1.41% 2.83% -2.83% 63,422 64,317

Total Non-Elective Admissions 1.61% 4.50% -9.34% 66,392 65,012

Total A&E Attendances 1.08% 2.83% -3.17% 199,918 201,397

Maternity Activity 0.51% 2.83% 0.00%
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Better Care Fund and Protection of Social Care 

A national condition of the Better Care Fund is the protection of social care. HCC’s financial settlement was 
worse than expected this year, so that by 2019/20 the adult social care budget will need to contribute £34m 
of savings. This factors in the Council levying a 1.99% increase on Council Tax plus the application of the new 
2% social care precept for all years in the planning period. In terms of 2016/17, inflation (including new 
national Living Wage), demography, legislative and other pressures equate to £20.4m of unfunded additional 
resource required for Health & Community Services (HCS) to stand still. HCS have stated that they have 
identified additional budget savings of £10.4m for 2016/17 which do not directly impact the NHS as part of 
their departmental transformation programme. This leaves £10m that would need to be found by reducing 
eligibility criteria for care. 

The Council have written to CCG laying out their financial position. The CCG has agreed the following 
decisions to protect service provision in adult social care, and avoid cuts that would impact detrimentally on 
the NHS: 

• apply an overall (adjusted) CCG uplift of 6.05% to CCG’s total contribution to Better Care Fund of 
£19m. This would provide £851k. 

• use £1.5m underspend in care monies in the Better Care Fund (non-recurrent) to contribute to the 
protection of social care next year.  
 

The CCG will work together with HCC to mitigate the impact of social care cuts on NHS services, for example 
on non-elective admissions, delayed transfers of care, and re-admission rates.  The CCG and Council have 
agreed that the principle of open-book accounting will remain in place. Any one-off underspends which are 
delivered from April 2016 onwards, will be directed towards supporting one-off transformation programmes 
which are in the mutual interest of the CCG and local authority. 

 
 

Activity Line

Total 
Activity 

movement  
%

Total 
Finance 

Movement* 
%

Tariff related services :
Consultant Led Total First Outpatient Attendances 1.41% 1.39%
Consultant Led Follow-Up Outpatient Attendances 1.55% 1.46%
Total Elective Admissions 1.41% 1.44%
Total Non-Elective Admissions -2.08% -1.39%
Total A&E Attendances 0.74% 0.81%
Sub-total tariff related services 0.02% 0.24%

Non tariff related services 4.61%

Overall movement (activity estimated based on 
weighted average cost)

1.50%

*excluding impact of tariff changes
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SYSTEM AGGREGATE FINANCIAL BALANCE  
The CCG is working with its acute and other provider colleagues within the STP footprint to understand the 
scale and size of the financial challenge across the system.  There are recognised challenges at PAH and work 
with the W.Essex system is on-going.  This includes the recent work with KPMG, NHS Improvement and NHS 
England. Sustainable acute provision is one of the key challenges that we will need to address.  Both ENHT 
and PAH has stated that emergency admissions are impacting on the sustainability and therefore the 
proactive management of these patients in the community are key strategic ambitions within our 
operational plans and our System Resilience Plan which are described in this plan.  

For HPFT there is potential funding and cost pressures associated with the specialist services that they 
provide for NHS England. The risks of decommissioning these will lead to stranded costs.  There needs to 
improvements in the timing and access to specialist placements with the lack of nationally commissioned 
capacity. This has led to increased pressures on CCG commissioned MH services. There is the recognition 
that the health and social care system needs to continue to work on improving the crisis prevention, 
wellbeing and early intervention services to ease pressures on bed and community based services 
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7.QUALITY, SAFETY AND PATIENT EXPERIENCE 
The CCG aims to reduce health inequalities, improve outcomes and commission the best possible healthcare 
for our patients within available resources. 

The people of East and North Hertfordshire deserve to enjoy the best possible health and wellbeing, and 
receive quality care when they need it. We believe in everyone getting the right care, in the right place, at 
the right time in line with the principles and values of the NHS constitution and through the 
recommendations from the Francis Inquiry, Berwick, Winterbourne View and Hard Truths Reports. 
 
In commissioning for, reviewing and monitoring the quality of services our aims are to: 

• Ensure improved access and quality of care for patients and service users;  
• Ensure that care is provided in the most appropriate setting and in line with best practice;  
• Help people to be supported to manage their own health and reduce use of hospital beds;  
• Ensure that people have a positive experience of care;  
• Ultimately to support people to live longer, healthier, happier lives. 

 
We do this by making sure that: 

• Patients and the quality of the care they receive is the focus of everything we do.  
• Services we commission are based on the quality of outcomes.  
• We listen to patients and ensure that individuals are empowered to choose services on the basis of 

quality and outcomes. 
• We provide clear information to the public about the quality of services which are commissioned on 

their behalf, including information about poor quality, unexplained variation and differential health 
outcomes. 
 

CQC reviews and priorities/ themes for providers. 

CQC action plans.  During 2015/16 many of our providers underwent CQC inspections under the new 
framework. We will continue to monitor the implementation of the recommendations for each provider, 
ensuring that actions are not only completed but embedded in practice through our quality monitoring 
programme.  The main themes/issues were as follows: 

Provider Theme/recommendations from CQC 
East and North Herts 
Trust 

Inspection took place Oct 2015. The Care Quality Commission published its report into East and North 
Hertfordshire NHS Trust on 5th April 2016.  The CQC has rated the trust as ‘Requires Improvement’ 
overall.    The Trust was rated as ‘Good’ for the care shown to patients, with safety, effectiveness, 
responsiveness and leadership all rated as ‘Requires Improvement’.   
The key findings of the report can be summarised as follows:   
• overall, the Trust was rated as requiring improvement. 

• Urgent and emergency services were identified as being Inadequate, the triage process was 
highlighted as an area for action. 

• Medical care, maternity and gynaecology, services for children and young people and End of 
Life  service were identified as requiring Improvement. 

• over two thirds of the areas reviewed by the CQC rated good or better; 
• in total, the report highlighted 19 different areas of outstanding practice and six areas where 
changes need to be made; 
• following the changes made at the Lister and QEII since 2010, those services that were brought 
together earlier – for example surgery and critical care – fared much better than those who underwent 
similar changes more recently. 
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Hertfordshire 
Community NHS Trust 

In February the CQC undertook a full inspection of the Trust. Three areas required improvement; safe, 
effective and well-led. Key issues;  

• Recruitment is the biggest risk to the organisation, with some areas showing particularly high 
vacancy levels. 

• Lack of consistency of learning from incidents 
• Adult safeguarding policy clarity needed. 
• No trust specific safeguarding children policy 
• Transfers from acute trusts to HCT during the night 
• No specific plans for End Of Life care following removal of Liverpool Care Pathway. 

Areas of good practice; 
• Dedicated caring staff 
• Patients treated with dignity and respect 
• Good cleanliness across the trust 
• UNICEF baby friendly initiative 
• Home First rapid response service 
• Reduction in inpatient falls 

Hertfordshire 
Partnership Foundation 
trust 

The CQC undertook an inspection of HPFT services in April 2015. The Trust received an overall rating of 
‘good’. The Trust received a ‘requires improvement’ in one of the five domains, safe. Key issues; 

• Some environmental safety concerns identified  
• Recruitment and retention is a significant risk 
• Some medicines management issues highlighted.  
• Service users did not always receive the right care at the right time and transferred, discharged 

early or managed in inappropriate services due to the shortage of available beds. 
• Difficulties in accessing and recording information on the Trusts electronic records (PARIS). 

Areas of good practice; 
• People’s needs, including physical health needs, were assessed and care and treatment was 

planned to meet them. 
• Good multidisciplinary working within each service. 
• Positive interactions between staff and service users. Treated with kindness, dignity and 

respect. 
• Staff demonstrated a good understanding of the Mental Health Act including Deprivation of 

Liberty Safeguards. 
• Service users felt listened to and were confident that if they had a complaint it would be acted 

upon. 
• Policies and processes were in place to report and investigate safeguarding and Whistle 

blowing concerns. 
Princess Alexandra 
hospital, Harlow. 

The CQC undertook an inspection of HPFT services in April 2015. The Trust received an overall rating of 
‘Requires Improvement’. 
Key issues: 

• Maintaining safer staffing levels is a significant risk to the trust 
• Agency staff did not always receive appropriate orientation and training 
• End of Life care plans not in place for all relevant patients 
• Some medicines management issues identified. 
• Some resuscitation equipment found not to have been checked regularly  

Herts Urgent Care The CQC undertook an inspection of HUC out of hours services in November 2015. The Provider received 
an overall rating of ‘Good’.   
Areas for improvement: 
• Ensure quality of appraisals 
• Recording of prescription numbers for prescriptions allocated to vehicles 
• Working with other providers to improve signage 
 
Areas of Good Practice: 
• Clear vision focused on quality and safety 
• Learning from incidents and complaints 
• Good patient experience 
• Well managed by effective SMT and Board – values shared by staff 
• Responsive to feedback and used to drive service improvements 
• Outstanding – work undertaken with University of Hertfordshire in relation training for staff on 

triage and history taking 
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The CCG monitors all provider action plans through  our quality review processes and picks up how well 
actions have been implemented at quality assurance vists. 
In relation to East and North Herts Trust there is focused work underway in relation to ED improvement that 
the CCG is heavily involved with including regular assurance visits. 
 
Outside of CQC inspections we assure ourselves that existing services meet acceptable standards. We  do 
this by collating and analysing a range of a range of information - both hard and soft data including visits to 
providers to speak to patients, families and staff and see for ourselves the quality of care that is being 
provided. This is supported by our provider dashboards, (where we collect information on how well 
providers of care are performing against given metrics and targets) and other sources such as: 
 

• Audit Commission (and its successor organisations providing audit functions) 
• Internal Audit annual review of clinical quality processes 
• External inspection agencies, e.g. Care Quality Commission, Royal College Reviews etc. 
• Quarterly and Annual Assessment of the CCG by the Area Team of NHS England through the CCG 

Assurance Framework 
 

The CCG hotline provides us with key intelligence from GP Practices which highlights areas for further work 
with providers where there may be problems with care pathways or processes. 
 
ENHCCG continues to train a number of patient members in order for them to join the CCG on our 
programme of announced and unannounced Quality Assurance Visits, during which we seek assurance on all 
aspects of quality and patient safety. Providers will continue to be required to demonstrate that actions 
identified through complaints, Serious Incidents etc. have been fully implemented and embedded into 
practice. Where we are not assured about the quality of any of the services we commission, we detect early 
warnings of a potential decline in quality or suspect a breach of unacceptable standards we have a 
responsibility to and will, share that information and intervene to ensure immediate improvement or 
alternative provision of care for our patients.  
 
Priorities for 2016/17.  Alongside our ongoing work to monitor and improve quality in the services we   
commission the following areas will be a focus in 2016/17: 
 
Implementing the recommendations from the Maternity review.   
Following the publication of the National Maternity Review ENHCCG will work with our providers to support 
the vision  of and embed the recommendations from the review in order for the women of East and North 
Hertfordshire to have access to safer, more personalised, kinder, professional and more family friendly 
maternity services where every woman has access to information to enable her to make decisions about her 
care; and where she and her baby can access support that is centred around their individual needs and 
circumstances. 
 
ENHCCG will also work with providers to ensure that staff are supported to deliver care which is women 
centred, that they are working in high performing teams, that our services are well led and that their 
cultures promote innovation, continuous learning, ensuring organisational and professional boundaries are 
removed.  We already meet with providers to discuss maternity related issues and assure ourselves in 
relation to the implementation of the Morecombe Bay recommendations and will follow on this work with 
the recommendations from the Maternity review 
 
Hospital Acquired Thrombosis.  We will continue, through the contract, to monitor Venous Thrombosis 
Embolism compliance with good practice and associated Hospital Acquired Thrombosis. Measures are 
already in place and through audits and harm reviews we will check provider compliance and ensure learning 
takes place when things go wrong 
 
Hydration and Nutrition.  In 2015 NHSE published guidance on commissioning excellent nutrition and 
hydration; we will ensure that the principles and good practice identified are embedded in  the monitoring 
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of existing services (ensuring that good practice is evident on quality visits) and through developing new 
pathway, for example, through the Vanguard care home work. 
 
ED quality and safety.  The quality of care received in the emergency department at our main hospital will 
remain an area of focus in 2016/17 with on-going support and monitoring visits to identify areas for 
development and to ensure that the patient journey through the department is safe and the care they 
receive is good, particularly during times of high demand. 
 
Diabetes.  There has been extensive work in 2015/16 to assure us of and improve the quality of the 
community diabetes services in East and North Hertfordshire , this will continue in 2016/17 with a planned 
review of the services and development of a Diabetes Strategy for patients in east and north Hertfordshire.  
 
Stroke.  Following strategic changes to the configuration of stroke services in Hertfordshire and West Eessex, 
we have been working closely with providers in health, social care and the third sector to develop a safe care 
pathway for patients in the acute stages of a stroke and effective on going rehabilitation. We will monitor 
this to ensure that best outcomes for stroke patients can be achieved. 
7 day services.  ENHCCG has established a 7 day services steering group with key stakeholders across the 
health and social care system to support delivery of the five clinical standards in 2015/16 and the full ten 
clinical standards by 31st March 2017 in line with the national guidance.  As part of this group a system wide 
implementation plan has been agreed and key metrics will be taken forward in Provider’s contract  review 
meetings.   
 
Sign up to Safety Campaign.  ENHCCG has joined the Sign up to Safety Campaign. This is a  national patient 
safety campaign with the aim  of strengthening  patient safety in the NHS and making it the safest healthcare 
system in the world.   ENHCCG has selected priority areas as a focus for the next three years, and these have 
been based on current challenges within the CCG geographical area and are aligned to the CCG priorities; 
 
National priorities:  

• Healthcare Associated Infections  
• Pressure ulcers  
• Handover and discharge 

 
Local priorities: 

• Reducing the number of emergency admissions for over 75s by improving proactive preventative 
care for the frail and elderly 

• Reducing the number of inpatient bed days for people with Long Term Conditions 
 

The CCG has developed a 3 year safety improvement plan, outlining how a reduction in harm and improved 
patient outcomes for each of the priorities will be achieved. The initiative is being used as an underpinning 
Quality framework for the Vanguard Care homes work and the outcomes being identified are being linked to 
the work being undertaken as part of the project. As a result of this work a lead nurse from within the 
Quality team has been identified to link with Vanguard lead nurses from other areas to share good practice 
and learn about other projects. 
 
Healthcare Associated Infections 
ENHCCG has a zero tolerance to healthcare acquired  infections and to build on improvements already 
achieved, has strategic plans in place to ensure that services providing healthcare to Hertfordshire patients 
maintain the highest standards of infection control.  To ensure patients receive safe, effective care combined 
with excellent patient experience, ENHCCG works in partnership with key organisations across the Health 
and Social care economy.  This includes health and social care providers, Public Health England and the 
Public Health Team at Hertfordshire County Council.  
 
ENHCCG continues to have the lowest rate for C. difficile out of the 20 CCGs in the East of England Region 
and is below the average rate for England. 
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Actions to reduce cases includes continued work with primary care to facilitate compliance to antibiotic 
prescribing and work with providers to ensure best practice standards are in place for hand hygiene and 
cleanliness of patient equipment and the clinical environment.  A root cause analysis is completed for all 
cases to identify learning, and this is shared across the health economy. 
The infection prevention and control priorities for ENH CCG for 2016/17 include: 

• Focus on surgical site infections 
• Further developing partnership working across the health economy, which is crucial to the continued 

improvement of infection control practice. By way of continued  support for the work of the Herts 
Health Economy Infection Control Group and work actively with providers to facilitate developments 
to improve standards of infection prevention and control.  

• The continued close monitoring of the incidence of infections and infection control incidents and 
awareness of new emerging infections, in order to be able to effectively respond to current and new 
infection prevention and control challenges. 

• The provision of continued leadership to promote excellence in infection prevention and control and to 
challenge any identified lapses in standards of care. 

• The delivery of the NHS England annual target of C. difficile cases for ENH CCG for 2016/17  when 
agreed.  Focus will be kept on the reduction in non-acute cases and further develop participation in joint 
case review meetings and support providers to deliver their annual limits through the provision of the 
highest standards of infection prevention and control.   

• The continuation of the work of the ENH CCG Medicines Management Team in promoting compliance to 
antibiotic prescribing guidelines and supporting the delivery of the NHS England antibiotic quality 
premium.  

• Working towards delivery of NHS England’s target of reducing MRSA bacteraemia cases to achieve zero 
avoidable cases.  In 2016/17 action will be focussed in the following key areas: 

• Improving the management of intravenous devices 
• Reducing risks of contamination of samples when blood cultures are taken 
• Improving the risks associated with urinary tract infections and urinary catheters 
• Improving the management of the screening and treatment of patients with MRSA  
• Supporting providers to ensure that excellent standards of infection prevention and control are in place 

and the requirements of CQC are met, through quality review meetings and quality assurance visits. 
 
The success of the continued drive to reduce the cases of infection and provide the highest standards of 
infection prevention and control practice for the population of Hertfordshire is dependent on the continued 
commitment of key partners across the Hertfordshire Health Economy.   
There has been considerable progress by ENH CCG in the provision of infection prevention and control which 
has been achieved by working very closely with provider organisation and through the delivery of initiatives 
to improve the quality and safety of healthcare in Hertfordshire, we will be building on this progress 
throughout 2016/17.  By strengthening the current systems and implementing new evidence based 
initiatives, ENH CCG is committed to reducing the risk of infection to a minimum for patients, staff and the 
population of Hertfordshire.   
 
Patient Safety 
– How safe are the health services we commissioning and what happens when things go wrong?   ENHCCG 
have a well-established patient safety and risk management processes in place with providers. We continue 
to minimise any risks through robust contracts and assurance processes and by making our relationships 
with providers, open and collaborative with a focus on learning when things do go wrong or could be done 
better.  We do this in a number of ways: 
  
Serious Incidents Requiring Investigation management.  Following the publication of a revised Serious 
Incident Framework in 2015 the CCG has updated it’s Serious Incident policy, and continues to work with 
providers to ensure compliance.  ENHCCG require providers to report on how they manage serious incidents 
requiring investigation and provide appropriate action plans and evidence to support change. The quality 
team challenge and work with providers to make sure that changes made as a recommendation from a 
serious incident action plan are in place and that they are monitored to make sure that care is improved.   
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SI’s managed by ENHCCG :  
 
 

 
The CCG GP Quality Leads and CCG Nursing and Quality Team will work closely together to ensure that 
clinical outcomes are reported to the CCG Governing Body, Quality Committee and commissioning work 
streams, this is supported by robust governance systems and processes. This is to enable the ENHCCG to 
identify and act on any clinical concerns that may affect any quality and patient safety issues. 
 
Supporting member practices to prevent being placed in special measures by CQC.NHSE retains the overall 
responsibility for the quality of primary care services and for applying contractual remedies when required. 
Through a memorandum of understanding with NHSE East and North Herts CCG will flag concerns to NHSE 
and  take immediate action to support practices that are identified as a significant concern through the risk 
matrix, primary care balanced scorecard or through data collected by NHS England, CQC reviews or routine 
locality lead practice visits. 

We will use an agreed risk matrix to identify and manage concerns raised related to the quality of primary 
care services. This will enable us to identify early sign of reduced quality of primary care provision, work with 
these practices and monitor their work to resolve issues and improve quality. We have an identified quality 
lead and safeguarding lead to support member practices who will also help to develop local protocols and 
guidelines in line with best practice. These leads will work closely with locality commissioning colleagues and 
NHSE to ensure that intelligence is shared in order to best support and improve primary care. 

Evaluation of QIPP schemes and pathway developments ensuring clinical governance protocols in place 
Each new scheme and development undergoes a rigorous process to evaluate it’s quality and equality 
impact. A screening tool is used to review the schemes against six areas of risk in relation to quality and 
against the nine protected characteristics relating to equality.  Where a significant adverse impact is 
identified a more detailed impact assessment is carried out. The outcome is reported to the Quality 
Committee which is a subcommittee of the Governing Body. Where concerns are identified project leads will 
be invited to present the risk assessment and be challenged by the committee regarding it’s risks and 
mitigating actions. 

This process ensures that schemes comply with the NHS Constitution, NHS Outcomes Framework, 
Safeguarding children and adults guidance, the CCG’s strategy and that any schemes comply with equality 
requirements and protected characteristics. 
 
Prescribing Practice Improvements.  The Pharmacy and Medicines Optimisation Team will continue to work 
with prescribers to enhance knowledge and understanding of antimicrobial resistance and promote the 
selective use of antibiotics to reduce the emergence of bacterial resistance. Levels of infection will be 
monitored to ensure on-going reduction in cases is achieved and to identify any increase in cases in order to 
action required control measures.  Last year the team were shortlisted for an award in relation to this 
important area of work 
 
Practices will, by means of an audit review , revise current prescribing practice to ensure that 3 day courses 
of antibiotics are prescribed where appropriate, in line with CCG prescribing guidance. Practices will also be 
required to develop and review their prescribing  action plans to re -audit in the areas of Cephalosporins, Co-
amoxiclav and Quinolones prescribing. 
 

SI’s reported – April 2015 
to Feb 2016  

Never Events reported – 
 

April 20145 to Feb 
2016March 

SI’s – case still open as 
of March  2016 

71 5  46 
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Managing  Complaints and supporting resolution to complaints that involve multiple providers. The CCG 
continues to take complaints about the services it commissions very seriously and manages a process which 
complies with NHS complaints regulations and is aligned to the NHS complaints policy. This includes 
managing the investigation of complaints and MP enquiries relating to commissioning decisions and 
facilitating Local Resolution Meetings with complainants. The CGC also  seeks assurance around the 
complaints handling of our providers and meets regularly with providers to understand the key themes and 
trends relating to their services. 
 
Reporting to the National Reporting and Learning System (NRLS).  There are clear lines of accountability for 
ENHCCG, including ensuring a process for reporting to the National Reporting and Learning System is in place 
for all providers. NRLS is a central database of patient safety incident reports; information submitted is 
analysed to identify risks and opportunities to continually improve the safety of patient care. The quality 
team use this information to benchmark local services and as a basis to support providers to improve quality. 
 
Mortality rates.  ENHCCG will also continue to have a strong focus on reducing avoidable mortality. The GP 
lead, CCG Medical Advisor and Quality Team continue to work with providers to audit care pathways in order 
to improve clinical care and outcomes for patients in areas such as sepsis, gastroenterology and respiratory 
disease.  A Clinical Champion approach is being rolled out which will focus on the care bundle 
implementation. Where concerns are identified the CCG has commissioned external expert review for 
example, in respiratory care pathways. 
 
Clinical Effectiveness.  Involves delivering positive patient outcomes through commissioning services that 
are evidence based and delivered by appropriate levels of skilled competent staff.  ENHCCG will work within 
the Operating Framework, Better Care Better Value metrics and the NHS Outcomes Framework, to draw on 
clinical guidance from national bodies alongside local priorities using ‘Right care’ principles  to ensure that 
the Providers are delivering against latest guidance/best practice. Where appropriate the CCG will agree in 
year trajectories in line with emerging national and local guidance and ensure the provider is measuring and 
meeting the set trajectories, enabling peer review, where possible. We will also learn from areas who have 
pioneered new ways of working through Right Care approaches to promote services that meet the needs of 
our population. 

Patient Experience  -  we listen to what patients and carers tell us about services and make sure that these 
views inform on-going service improvements.   The CCG Nursing and Quality Team ensure that provider 
services use a comprehensive range of methods, which reflect the diversity of the patient population, to 
capture, understand, measure and improve care.  The CCG has recognised the important link between the 
patient experience agenda and patient and public engagement and has established its framework for 
engagement to ensure that there is an integrated approach. 
 
ENHCCG will continue to 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, measurement and any improvements 
required and will seek views from NHS staff including GPs, on the quality of services that is being delivered. 
ENHCCG also gathers quantitative data that it uses to benchmark providers including the National 
dashboard, the Safety Thermometer and HSMR and SHMI data where relevant and will also use clinical 
audits to drive improvements.  All provider services are expected to implement a consistent and effective 
process for gathering and utilising patient and staff feedback, to improve staff and patient experience for all 
groups including vulnerable groups. They will where necessary, be required to demonstrate improvements. 
The Friends and Family test will be a key indicator. 
 
The data sources that will be used to ensure a clear understanding of patient experience include: 

• CQC patient and staff surveys 
• National outpatient survey 
• National Inpatients Diabetes Audit 
• Local provider surveys including real time electronic survey systems 
• Local patient experience narratives 
• Local patient experience groups 
• Experience based co design of services 
• Friends and Family test  
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A Patient Network (Quality)  is in place with membership from the locality structure to support the CCG’s 
Quality Committee. This is chaired by the patient member on the committee which also includes a lay 
member on the Governing Body. Giving feedback on the quality of services commissioned by the CCG is one 
of its key functions using surveys, patient stories and other means as the network matures.  
 
The use of patient experience stories and compliments, collated from primary care and the patient network 
are be used to influence the delivery of services via providers or through the redesign of services by the 
commissioners.  Patient experience is reported to the CCG Governing Body, Quality Committee and fed into 
commissioning work streams. 
 
Staff Satisfaction.   As well as the National Requirement to improve staff satisfaction, monitored through the 
Friends and Family staff test, local providers are required to report outcomes of local PULSE surveys to the 
CCG. In addition the CCG will continue to review and analyse providers’ workforce data, and monitor 
progress against the metrics as well as providers’ workforce and organisational development strategies 
through focus at Quality Review Meetings. 
 
Clear and measurable workforce metrics, including those relating to staff appraisals and training, will be 
included within provider Quality Schedules, and national staff survey results will continue to be monitored 
and benchmarked against other similar providers. The Quality Team will continue to triangulate workforce 
data with patient safety and patient experience data, and will continue to speak to provider staff about their 
satisfaction during Quality Assurance Visits. 
 
Measure and publish quality. We can aid improvement through effective measurement. ENHCCG requires 
providers to share robust, relevant, low level and timely information which should be transparently 
available, on the quality of care being provided at every level of the system. This information is being used to 
drive quality improvement at the front line, to ensure accountability and to support patient choice.  
 
Reward quality. Payments and incentives are structured to encourage quality improvement. In our 2016/17 
contracts we are using payment mechanisms developed by Monitor and  NHS England  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.  
 
The Quality Team are working with other CCG colleagues to develop and negotiate CQUIN schemes for 
2016/17. The schemes are based on local intelligence and best practice and will align with the CCG priorities. 
 
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 continue to work closely with partner agencies including the Local authority i.e. Health 
Scrutiny Committee, Healthwatch and other CCGs, assist the NHS England Area Team, Monitor and the Trust 
Development Authority on quality issues and participate in Quality Surveillance Groups.  
 
ENHCCG engages with Patient Safety Collaborative groups with focus areas such as care homes, serious 
incidents and pressure ulcers, to share good practice  and learn from other areas.  As an organisation the 
CCG will continue to support and maximise the potential of all staff through the appraisal process by 
reviewing their skills and offering development opportunities.   
The CCG will encourage and support individuals to take part in programmes such as ‘Change Leaders’,   and 
through the leadership academy, this will help to focus on improvement outcomes with providers, and 
ultimately improve patient care as well as outcomes. 
 
The CCG Quality Team is working with the Area Team as part of a Quality Collaborative to maximise the 
contribution of general practice nurses through the provision of support in relation to their training needs.  
Recognising the contribution of practice nurses to the delivery of high quality primary care the CCG has 
developed a clinical lead  post to support this function supported by practice nurse tutors who are 
developing a network offering support and sharing of best practice across localities The CCG will also provide 
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support to practices identified as requiring additional help by the Area Team  primary care education and 
workforce network  
 
Safeguarding 
 
Safeguarding Children.  Our vision for Safeguarding in ENHCCG is to ensure that children and young people 
within Hertfordshire are free to thrive in safe environments at home, in care and healthcare settings and in 
educational establishments.  This includes keeping them safe from neglect, abuse and exploitation because 
we know that healthy, secure children are more likely to grow up to be healthy, happy and productive 
adults. ENHCCGs works closely together, with colleagues at Herts Valleys CCG and NHS England, supported 
by the designated professionals and also with our local Authorities including Public Health, Local 
Safeguarding Children’s Board, to ensure there are effective NHS safeguarding arrangements across our 
local health community.  
 
At the same time we are clear about our statutory responsibilities that we have for the services that we 
commission, together with the clear leadership and oversight role that NHS England has, as outlined in 
“Safeguarding Vulnerable People in the Reformed NHS; Accountability and Assurance Framework”. We 
undertake annual ‘Section 11’ reviews of all of our providers and have worked to provide common 
standards across all commissioners. 

In 2016/17 we will supportr the responsibility to host the Named GP function for safeguarding children 
from NHS England, enabling us to further develop links and share good practice with provider 
organisations. Our quality team will also be strengthened in order to take an active role in supporting GP 
practices to deliver effective safeguarding practice. 

ENHCCG is working with our Local Authority and with  NHS England to ensure effective and seamless 
arrangements for Safeguarding Children, Looked After Children and the Child Death Overview process. In 
particular this involves working closely with the Hertfordshire Safeguarding Children’s Board, the Midlands 
and East Safeguarding Forum.  We are represented at every level of the Board including at sub-group level.  
The CCGs’ Governing Body Safeguarding Lead role is held by the Director of Nursing and Quality who. 

Safeguarding Vulnerable adults.  Some adults, are ‘ adults at risk’ as they require additional support in 
securing their rights to live free from abuse and are eligible for care services. In such cases, NHS 
commissioners have particular responsibilities to ensure that those patients receive high quality care and 
that their rights are upheld, including the right to be safe. 
 
The CCG are statutory members of the Hertfordshire Safeguarding Adult Board (HSAB) as set out in the Care 
Act 2014. The HSAB has published an Annual Report which is available on the CCG website 
http://www.enhertsccg.nhs.uk/safeguarding-adults. With the enactment of the Care Act in April 2015 the 
timescales for producing an annual report are set out to ensure timely reporting.  
 
Hertfordshire CCG’s  have a Head of Adult Safeguarding overseeing the delivery of actions by the providers 
to improve the quality of safeguarding adults practice. The Head of Adult Safeguarding is leading the 
development and implementation of a Mental Capacity Action Plan (MCA) to improve the understanding 
and consistent application of the MCA across NHS commissioned services and Primary Care. 
The CCG are statutory members of the Executive Domestic Abuse Board and contribute funding to the 
commissioning of the Independent Domestic Abuse Advocate Service which works with medium and high 
risk victims of domestic abuse. 
 
Safeguard quality.  Whilst recognising the challenging financial climate in public services we are still striving 
for quality improvement and need ensure that the essential standards of safety and quality are maintained. 
The CCG will continue to meet regularly with key providers to monitor their Cost Improvement Programmes. 
A successful Cost Improvement Programme saves money but also, through long-term plans to transform 
clinical and non-clinical services, improves patient care, satisfaction and safety and encourages innovation. 
The CCG will also be active members of the provider’s patient safety collaboratives.  We will work with 
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partners and providers together to create a mature 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 
 

Local Quality Requirements.  For 2016/17 ENHCCG has negotiated a clearly defined, comprehensive set of 
quality measures within the provider Quality Schedules and will further develop these for 2016/17 as well as 
incorporating new metrics based on up to date published evidence. Quality measures have been included 
both within the local quality requirements, the reporting requirements and the information schedule, in 
order to strengthen the level of information available to the CCG.  All metrics are aligned to the 
recommendations from the Francis, Berwick and Hard Truths Report as well as key publications such as 
“How to ensure the right people with the right skills are in the right place at the right time” and “Everyone 
Counts: Planning for Patients 2014/15 to 2018/19”. 
 
Patient safety, patient experience and clinical effectiveness are a strong focus and key metrics have been 
included within the Quality Schedules. Providers will be required to report these key metrics at ward and 
team level. Patient safety metrics include those relating to mortality, infection control, falls, pressure ulcers 
and medication incidents. Clinical effectiveness includes key metrics for stroke, maternity and compliance 
against NICE guidance.  
 
Achievement and progress against the local quality requirements and reporting requirements will be 
monitored and challenged through Quality Review Meetings and Quality Assurance Visits. Regular reporting 
to our governing body ensures ownership and challenge at the highest level within the organisation. 
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8. PREVENTION  
 
Health & Wellbeing Board 
The vision of Hertfordshire’s Health and Wellbeing Board’s strategy, Healthier People, Healthier 
Communities is “with all partners working together we aim to reduce health inequalities and improve the 
health and wellbeing of people in Hertfordshire”.  
 
It was launched in 2013 and is being refreshed in 2016 after wide consultation with stakeholders. Strategy 
document: http://www.hertsdirect.org/docs/pdf/h/HWBS 
 
 The Health and Wellbeing Board has agreed the following principles: 
 

• Keeping people safe and reducing inequalities in health, attainment and wellbeing outcomes 
• Evidence Based (JSNA) 
• What can we do better together? Focusing our efforts to maximise benefits 
• Centred on people, their families and their carers, giving priority to those most vulnerable 
• Preventative approach that gives priority to those most vulnerable or at risk 
• Opportunities for integration to improve outcomes 

 
The refresh is being developed across 4 life themes: 

 
The draft priorities for 2016- 2020 for each are as follows: 
 
Starting Well 
 

Developing Well Living Well,  
Working Well 

Ageing Well 

Narrowing the gap across 
localities 

Improved mental health 
and wellbeing in children 
(CAMHS) 

Increasing activity levels Reducing falls 

Perinatal mental health 
Narrowing the gap in terms 
of outcomes across 
localities 

Reducing obesity levels  Reducing preventable 
winter deaths 

School readiness Identifying the “vulnerable 
children & families” 

Reducing preventable 
disability 

Improving activity and 
reducing frailty levels in 
older people  

Identifying the “vulnerable 
children & families” 

Improving looked after 
children outcomes 

Improving mental health 
prevention and resilience Reducing social isolation 

Improving looked after 
children outcomes    

 
The strategy will be consulted on once the draft has been published and will be launched in Spring 2016 
 

Starting 
Well 

Developing 
Well 

Living and 
Working 

Well 
Ageing Well 

http://www.hertsdirect.org/docs/pdf/h/HWBS
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East & North Herts CCG strategy: prevention and preventing premature mortality 
 
Introduction: 
The need for a strategic approach to prevention is becoming more important across the health and social 
care system in England. Recently, Simon Stevens, Chief Executive of NHS England in his NHS Five Year 
Forward View released in October 2014 stated that some key challenges are to: 
 

• Do more to tackle the root causes of ill health. The future sustainability of the NHS and the economic 
prosperity of Britain depend on a radical upgrade in prevention and public health.   

• Commit to giving patients more control of their own care, including the option of combining health 
and social care, and new support for carers and volunteers. 

• The NHS must change to meet the needs of a population that lives longer, for the millions of people 
with long-term conditions, and for all patients who want person centred care.     

• Action needed to develop and deliver the new models of care, local flexibility and more investment 
in our workforce, technology and innovation.” 

 
The CCG is working closely with the County Council and other partners to deliver reductions in local health 
inequalities and improve outcomes for health and well-being. “Healthier Herts” A Public Health Strategy for 
Hertfordshire was launched in 2014 (and will be revised in 2016).  The summary and priorities are as follows 
and fit with the CCGs ambitions: 

 

As well as the integration of health and social care and delivery of the Better Care Fund plan, the board’s 
plan for the coming year will focus on the strategy priorities of Healthy Living, Promoting Independence and 
Flourishing Communities. 
 
Some examples of agenda items planned for 2015: Better Care Fund delivery and Governance; Pharmacy 
Needs Assessment; End of Life Care; Implications of The Care Act *; Children and Young People’s Strategy; 
Carers’ Strategy; Dementia Strategy; Strategic shift to prevention; 2015 Health and Wellbeing Conference.  
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* The Care Act 2014 is the biggest change to Adult Social Care for 60 years. The current laws are confusing 
and complex and the Care Act creates a simpler law making the support system fairer for those that need it. 
More than ever before there is a stronger emphasis on prevention. From April 2015 local authorities now 
have new duties and responsibilities to make sure that people who live in their area: 
 

• are supported as well as possible  
• receive services that prevent, reduce and delay their care needs from becoming more serious  
• can get the information, advice and guidance they need to make good decisions about care and 

support  
• have a good range of providers to choose from  

 
The following sections give a snap shot of health in Hertfordshire in relation to premature mortality, their 
causes and Hertfordshire response in relation tacking risk factors.  

 
Life expectancy and deprivation 
At birth a Hertfordshire woman can expect to live 83.8 years (compared to 83 years for England) and a 
Hertfordshire man can expect to live to 80.4 years (compared to 79.2 years for England). In East and North 
Hertfordshire CCG for both men and women there is an association between higher levels of deprivation 
(IMD score) and higher premature mortality rates from: 
 

• All causes of premature mortality combined 
• Cancer 
• Heart disease and stroke 
• Lung disease 
• Liver disease 

(Source-http://atlas.hertslis.org/IAS/Custom/Resources/DPH2014ReportPDF.pdf) 

The relevance of deprivation to individual lifestyle factors and premature mortality is that whilst the number 
of people overall who have unhealthy lifestyles such as smoking, excessive drinking, or having a poor diet 
has reduced; people from poorer backgrounds, and the most vulnerable are still more likely to undertake 
three or more of these behaviours which in turn is likely to lead to an earlier onset of some of the major 
causes of early death. 
 
Cancer 
Although in Hertfordshire and in East and North Herts CGG the deaths from cancer are declining overall, in 
2012, there were 591 premature deaths in men and 546 premature deaths in women due to cancer in 
Hertfordshire.  Based on population of EN CCG, it can be assumed that half of these deaths are in East & 
North Herts CCG population.  
 
More than 4 in 10 cancer cases could be prevented by individual lifestyle changes, such as not smoking   and 
keeping a healthy body weight.  Smoking greatly increases your risk of getting lung cancer as approximately 
9 out of 10 people who develop lung cancer are smokers. 
 
CCG Actions 

• Screening rates are being reviewed to look at uptake, age, locality, ethnicity  
• Targeted campaigns are planned to improve take up of screening etc. linked to national programmes 
• Improved early diagnosis through training and awareness   
• Improved cancer waiting times at ENHT – with effective monitoring of performance at specialty level 
• Cancer Board  is established  

 
Heart disease, stroke and premature mortality 
In 2012, in Hertfordshire there were 412 premature deaths in men and 200 premature deaths in women due 
to circulatory disease.  
 

http://atlas.hertslis.org/IAS/Custom/Resources/DPH2014ReportPDF.pdf
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Hertfordshire follows the same overall declining trend in premature deaths from circulatory disease as the 
England average for both men and women. Many of these deaths are preventable by making individual 
lifestyle changes. For instance, regular exercise can reduce the risk of a heart attack by around 30%. 
  
Lung disease and premature mortality 
In 2012 in Hertfordshire there were 128 premature deaths in men and 97 premature deaths in women due 
to lung disease and smoking remains a major factor contributing to lung disease, with approximately 35% of 
respiratory deaths caused by smoking. In England there has been a downward trend for both men and 
women. In 
Hertfordshire there is less evidence of a downward trend in either men or women in recent years. 
 
Liver disease and premature mortality 
In 2012, in Hertfordshire there were 86 premature deaths in men and 51 deaths in women due to liver 
disease. Hertfordshire follows the same overall increasing trend in premature mortality from liver disease as 
the England average for both men and women. 
 
The most important individual lifestyle factor associated with liver disease is consuming excess amounts of 
alcohol-regularly drinking more than the recommended amount over a long period of time. Obesity also 
increases the risk of developing liver disease. 
 
Individual Lifestyle Factors 
As evident from above important causes of premature mortality are and remain individual lifestyle factors 
(smoking, healthy diet and healthy weight, alcohol, physical activity) though these are not the whole answer. 
 
The following section describes Hertfordshire’s response to these challenges.  This response is a combined 
effort of variety of agencies that are vital to work on the issue of premature deaths. These are 
 

• NHS Clinical Commissioning Groups, East and North Herts CCG and Herts valley CCG 
• NHS Providers, both acute Trust and mental health trust 
• The County Council, District and Borough Councils 
• Employers 
• Voluntary and Community Sectors 

 
Initiatives with a broad impact across a range of lifestyle risk factors 
 
NHS Health Checks  
The NHS Health Checks programme supports lifestyle change (particularly in relation to smoking, alcohol, 
physical activity and weight management), identifies people at higher risk of cardiovascular disease, and 
identifies people with as yet undiagnosed diabetes and hypertension.  Both CCGs and the Public Health 
Department were successful in bidding to be a first wave of the National Diabetes Prevention Programme 
which will start in 2016 in Hertfordshire.  The scheme will draw on referrals both from NHS Health Checks 
and from primary care registers which are being incentivised by the CCG. 
 
At the mid-point of the five year programme (September 2015), 43% of the eligible population across 
Hertfordshire had been offered an NHS Health Check (against a “run rate” of 50%, ranking 109/152 
nationally, England average 47.5%).  25.1% of the eligible population had received an NHS Health Check over 
this period (ranking 57/152 nationally, and compared to an average for England of 22.9%).  In terms of 
volumes of checks, the programme needs to up the proportion of the population invited while maintaining 
the above national average levels of those receiving an NHS Health Check.  This will be a challenge, as levels 
are likely to fall due to the measures that had to be taken following the national in year public health cuts in 
2015.  General practices will continue to be commissioned to deliver the programme in 2016/17. 
 
A bespoke software programme is now in place in more than two thirds of GP practices.  This software 
enables evaluation of the programme, for the effectiveness of the invitation process, delivery of the checks, 
and the actions that result from them.  This will be a key part of a quality improvement initiative to be rolled 
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out across the county.  The software can also support quality improvement in other key issues (such as the 
nine care processes for diabetes, end of life care, and care for people with COPD).  
 
Making Every Contact Count 

• Making Every Contact Count is an ENHCCG and public health ambition to support lifestyle change  
• Brief intervention advice from a health care professional leads to at least 1in 8 people making a 

positive behaviour change depending on the intensity of the intervention  
• For 2016/17 ENHCCG and Public Health have negotiated that MECC is included within all NHS Trust 

quality contracts  
Public health is supporting NHS Trusts by delivering training and providing tools to deliver interventions on 
alcohol, smoking, weight management and physical activity, with signposting into appropriate services.  
 
Behaviour Change Training programme  

• A behaviour change “lite bite” training package has been developed with both CCGs, for front line 
clinical staff able to provide more in depth support to people ready to change their behaviour. 

• Three training sessions have been booked for healthcare professionals working within ENH CCG so 
far in 2016 

• This training programme may serve as a gateway to more in depth training, for example on 
motivational interviewing skills  

 
Do Something Different 
The Do Something Different programmes provide behavioural change support for individuals beyond just 
health advice and information.  The programmes support actual changes by introducing healthier behaviours 
and disrupting/changing unhealthy habits, using evidence based practice. These programmes can be 
accessed on line and by text, providing a more accessible alternative than face to face support, with 
programmes delivering a range of public health topics including healthy weight, stress and happiness.  

One example of the new developed programmes is the Do Something Different for YOUR Diabetes 
programme.  This was created with behaviour change experts, health professionals and patients in 
Hertfordshire, including the Diabetes Clinical Commissioning Lead for the CCG. 
The programme was designed to give patients with diagnosed Type 2 diabetes the support they need to take 
greater control of their condition and support self-management of diabetes across the county. The 
programme is in pilot phase and the evaluation is expected in July 2016.  This programme may be a good 
candidate for co-commissioning.  
 
The “One You” lifestyle change national campaign 

• The Hertfordshire healthcare and local authority system will be amplifying this national 
campaign to be launched in March 2016.  The campaign targets seven key aspects, including 
sensible drinking, quitting smoking, eating healthily, and becoming more active 

• Local authority and CCG Communications leads have met to discuss joint work.  There is 
potential for a Hertfordshire “One You” day to be held during June as a focus for the first few 
months of the campaign. 
   

Health in Herts 
• Health in Herts is a website set up to serve as the immediate one stop shop for individuals looking to 

improve their health, and for professionals looking to support those who are ready to change.   
• More than 25,000 Hertfordshire residents visited the website during its first year of development, 

rising to 43,000 so far 
• The website is available at: http://www.hertsdirect.org/services/healthsoc/healthherts/ 
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Initiatives focusing on specific lifestyle risk factors 
 
Smoking 
Smoking is one of the greatest causes of health inequalities, with 1 in 2 smokers dying prematurely of an 
addiction largely acquired in childhood.  One in 5 adults (17.8%) in Hertfordshire continues to smoke, with 
1,500 people in Hertfordshire dying every year of a condition caused by smoking. For example, more than 1 
in 4 of all cancers, 1 in 4 circulatory disease deaths (including heart attacks and strokes) and more than 1 in 3 
respiratory deaths are directly attributable to smoking.  In addition, for every smoking-related death 20 
people are suffering a smoking related disease.  However, smoking in some populations is much higher than 
the Herts average (mean) with 33% of routine and manual groups smoking and up to 80% of people with 
severe mental health problems smoking. 
 
After the age of 35-40, 3 months of life are lost for every year of continued smoking. Stopping Smoking has 
immediate benefits, and at least two thirds of smokers want to do so, even those from more deprived 
groups.  After stopping smoking, breathing is easier after 72 hours, and after 1 year the risk of a heart attack 
reduces by half and after 10 years the risk of lung cancer falls to about half that of a continuing smoker. 
 
Hertfordshire response : Hertfordshire’s Tobacco Control Strategic Plan (2016-2018) has been refreshed to 
align more closely with Health and Wellbeing principles across the life course and public health priorities to 
reduce the harm from tobacco. There are 5 strategic aims in Hertfordshire, which are supported by both 
Hertfordshire’s Public Health strategy and Hertfordshire’s Health and Wellbeing Board strategy.  These are: 

1. STARTING WELL: Reducing smoking-related morbidity and mortality in babies and children under 5 
2. DEVELOPING WELL: Preventing the uptake of smoking in young people and protecting children from 
second-hand smoke 
3. WORKING WELL: Reducing smoking in the adult population with a focus on reducing the health 
inequalities gap 
4. AGEING WELL: reducing smoking in older people with a focus on people with reducing smoking-related 
long-term conditions 
5. DELIVERY OF THE ABOVE PRIORITIES: by Hertfordshire’s Tobacco Control Alliance 
 
In particular we are committed to: 

1. Reducing smoking in pregnancy, so that fewer than 7% of women in EN CCG smoke throughout 
pregnancy (from a baseline of 9.2% in 2014/15). 
Smoking is the single most important risk-factor for adverse outcome in pregnancy, leading to 
congenital malformations, miscarriage, still birth, and SUID in infancy with longer impacts on 
childhood and adult health such as respiratory and behaviour problems in children and obesity and 
coronary heart disease in adults. 

2. Protecting babies and children from second-hand smoke in the home so we reduce the number of 
number of hospital admissions from asthma and bronchitis and otitis media and meningitis where 
smoking is a known contributory factor. 

3. Reducing regular and occasional smoking in children so that fewer than 5% of 15 year olds report 
that they are smoking by 2018 (from a baseline of 10% in 2014). 
60% of adults begin smoking before the age of 18 and 80% before the age of 20. Our plans on 
prevention must include preventing young people from starting smoking in the first place in order to 
reduce the burden of disease in adults. 

4. Reduce the percentage of adults smoking by 1% per year (from a baseline of 17.8% in 2014)  
5. Reduce smoking in routine and manual groups by 2% per year (from a baseline of 33% in 2014) and 

in particular groups such as mental health service users, prisoners and offenders, some BME groups, 
the homeless and unemployed and LGBT groups where prevalence is known to be higher than in the 
general population. 

6. Ensuring smokers with a smoking-related long-term conditions, or at high risk of developing, are 
identified and referred for intensive behavioural support to quit smoking. 
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CCG Actions: 
• ENHCCG contributes to Hertfordshire’s Tobacco Control Alliance and made a significant contribution 

to winning the national tobacco control award (CLeaR) in 2015 
• ENHCCG negotiates the contents of the Quality Schedules with NHS Trust partners and reducing the 

harm from tobacco is included in their requirements in 2015/16 and 2016/17  
• ENHCCG has signed the NHS Statement of Support on Tobacco Control along with other NHS leaders, 

committing to reducing smoking in mental health service users; implementing MECC; reducing 
smoking in pregnancy; support local stop smoking services and implement tobacco harm reduction 
for smokers not ready to quit. 

•  Smoking prevalence in patients with mental health conditions is approximately 46% compared to 
18% in the general population and as high as 80% in patients with severe mental health conditions 
East & North Herts CCG is working with HPFT and the Hertfordshire Stop smoking Service to bring 
prevalence rates down towards national rates. 

  
Public Health Actions. Public Health is supporting ENHCCG in delivering all of the above: in particular: 

• Delivering MECC training (alcohol, weight management, physical activity as well as smoking) to all 
front-line staff across the NHS and other partner organisations 

• Coordinating Hertfordshire’s Tobacco Control Alliance to deliver Hertfordshire’s Tobacco Control 
Strategic Plan 2016-2018 

• Supporting NHS Trusts in identifying, advising and referring smokers into local stop smoking services 
and providing in-reach services in local hospitals 

• Working with HPFT on implementation of a whole Trust Smoke free Policy, including provision of 
training and stop smoking support for staff and service users and ensuring rapid access to stop 
smoking medications. 

• Working with GPs and Community Pharmacies and Specialist Stop Smoking Services to ensure stop 
smoking services are equal to, or of greater quality, than England as a whole and that services are 
accessible and amenable to smokers from more deprived groups (28% of quits in Hertfordshire come 
from the 20% most deprived MSOAs). 

• Making improvements in pregnancy stop smoking services so that more pregnant smokers are 
identified earlier and offered intensive specialist support throughout pregnancy and following 
childbirth 

• Increased prevention work with young people in schools and for young people to be able to access 
suitable stop smoking support from Youth Connexions and specialist stop smoking services (about to 
become ‘You’re welcome accredited). 

 
Healthy diet, healthy weight 
Maintaining a healthy diet and healthy weight helps prevent premature mortality especially from cancer, 
heart disease and stroke and liver disease.  England has one of the highest rates of obesity in Europe with a 
significant increase in the number of people who are overweight and obese over the past twenty years. 
 
Nearly 1 in 4 adults are obese and more than 60% of adults are either overweight or obese.  For children in 
England, more than 1 in 5 of 4-5 year olds are overweight or obese and one third of 10-11 year olds. 
Broxbourne and Stevenage have the highest rates of average adult obesity in Hertfordshire, and St Albans 
and East Hertfordshire have the lowest, with the average rates of districts ranging from 18.5% to 26.1%.   
 
Hertfordshire response: our response is to target both prevention of weight gain and supporting weight loss. 
To achieve this, 4 principles have been adopted to formulate a range of initiatives: 
 

1. The range of initiatives in place must cover the whole of the life course – A life course approach 
means that we support people to start and stay healthy throughout the different stages of their life 
‘from the cradle to the grave’, with a particular focus on early intervention.    

2. All initiatives must be developed using the best available evidence and information on which to base 
decision making. 

3. A system-wide approach must be adopted with our partner organisations and local communities are 
able to influence these factors across public sector, business and community settings. 
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4. Partnership working must be at the heart of all initiatives to ensure that delivery of initiatives is as 
effective and locally appropriate as possible. 

There are 4 broad strategic aims in Hertfordshire, which are supported by both Hertfordshire’s Health and 
Wellbeing Board Strategy and Hertfordshire’s Public Health Strategy. 
These aims are: 

1. Achieve a year on year reduction in overweight and obese adults and children, starting with those 
areas of highest prevalence. Ensuring that the trend in excess weight and obesity in Hertfordshire for 
both adults and children is falling rather than rising.  

2. Increase and sustain the increase in physical activity uptake across the county. 
3. Develop a lifestyle offer which helps people become and remain physically, psychologically and 

socially healthy. 
4. Develop an obesity and health behaviour pathway with partners, with tiered weight management 

services within it. 
 
CCG Actions 

• Review and support the development of Weight Management pathways and commissioning 
arrangements 

• Commission and develop tier 3 specialist MDT Weight Management Services 
• Support engagement with NHS organisations to refer to community based Tier 2 Weight 

Management services. 
• Ensure systems are in place within primary care to support brief advice and signposting to 

interventions  
• Promote the development of weight management - Screening & Behaviour Change pathways, 

through Map of Medicine  
 

Public Health Actions 
• Ongoing commissioning of Tier 2 adult weight management services 

The services delivered by Weight Watchers  and Slimming World provide a 12 week weight loss 
programme for adults (aged 16+) in community settings across Hertfordshire. The service outcomes 
focus on individuals completing the programme achieving clinically significant weight loss of 5% and 
over.  The footprint of the service is currently under review in light of the national public health cuts.  
Discussions have been held around the potential for co-commissioning the service, but these are still 
at an early stage. 

• Men’s Weight Management Programme 
The development of men’s only weight management programme was in response to the 
underrepresentation of men in obesity services, suggesting that current weight management 
provision nationally and locally was not adequate. The Shape Up Programme is solely targeted at 
male participants in specific areas of need and the programme focuses on a combination of dietary 
changes, delivery of tailored physical activity sessions and behaviour change techniques to support 
individuals completing the programme to achieve clinically significant weight loss of 5% and over. 

• Review and lead the development of Weight Management pathways and commissioning 
arrangements 

• Support the commissioning and development of tier 3 specialist MDT Weight Management Services 
• Support the delivery of brief advice and signposting to interventions within primary care  
• Support the development of weight management - Screening & Behaviour Change pathways through 

Map of Medicine  

Alcohol 
Alcohol misuse is associated with higher levels of premature mortality for cancer, heart disease and stroke 
and liver disease. National estimates indicate that 2.6 million children in the UK are living with parents who 
are drinking hazardously and young people aged 15 to 16 years in the UK are more likely than in most other 
European countries to have been drunk at least once in the last month. There are approximately 1.6 million 
people in England who are dependent on alcohol. In Hertfordshire hospital stays recorded (all ages) as being 
due to alcohol related issues have been rising   and with highest numbers in Broxbourne. Rates of binge 
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drinking are highest in Broxbourne and St Albans and rates for increasing and higher risk drinking are highest 
in St Albans and East Herts. 
 
Hertfordshire response: There are 6 strategic aims in Hertfordshire, which are supported by both 
Hertfordshire’s Public Health strategy and Hertfordshire’s Health and Wellbeing Board strategy.  These aims 
are: 

1. The number of alcohol-related crime and violence in Watford and Stevenage to reduce by 4.9%, 5.2% 
and 5.7% annually between 2013 and 2016 

2. 2% reduction per year in the rate of young people having unsafe sex under the influence of alcohol. 
3. Reduce alcohol-related attendances at A&E through a 5% reduction in numbers in 2014/15 and 

2015/16. 
4. Reduce the levels of increasing and higher risk drinking in Hertfordshire (currently 22.9%) to below 

the England average (22.3%). 
5. Reduce inequalities across Hertfordshire in the rate of alcohol-specific hospital stays (for those under 

the age of 18) so that all districts and boroughs are not significantly worse than the Hertfordshire 
average.   

6. Reduce inequalities across Hertfordshire in the rate of all hospital stays for alcohol related harm so 
that all districts and boroughs are not significantly worse than the Hertfordshire average. Currently 
Broxbourne in ENCCG and, Hertsmere and Watford in HVCCG are significantly worse than the average 
for Hertfordshire. 

 
CCG Actions 

• Support the implementation of the evidence based Identification and Brief Advice (IBA) initiative as 
part of routine work.  This includes supporting training for the wider health and social care 
workforce in MECC, and embedding alcohol advice and intervention into relevant contracts 

• Review with Public Health the alcohol pathway across the system, including putting in place quick 
wins linked to acute care 

• Supporting implementation of the recent Drug and Alcohol Needs Assessment, ensuring new ways of 
working that will achieve the best outcomes 
 

Public Health Actions 
• Commission alcohol treatment services 
• Ensure that IBA is closely linked to delivery of NHS Health Checks 
• Work with key partners/organisations to embed IBA as part of routine business, and provide training 

to support this ambition 
• Develop a comprehensive commissioning plan arising out of the recent Drug and Alcohol Needs 

Assessment, to optimise outcomes within available resources 
• Ensure a whole systems approach to this issue, working with the CCG and the range of relevant 

partners 
 
Physical activity 
There is clear and compelling evidence that an active lifestyle improves health, promotes mental wellbeing, 
improves quality of life and helps promote independence.  Being regularly active is vital in both the 
prevention and management of a range of long term conditions, and inactivity costs the health economy in 
Hertfordshire more than £16 million per year (excluding costs relating to obesity and mental health 
conditions).  Yet large numbers of people in Hertfordshire are not gaining these benefits – around one in 
four adults across the county do less than 30 minutes moderate activity a week, and many more are not 
meeting recommended levels. 

A number of steps have been taken in Hertfordshire to better align the health and physical activity systems.  
Following participation in a unique national programme organised through the Chief Cultural and Leisure 
Officer’s Association, a multi-agency working group was convened to tackle the key local issues relating to 
physical inactivity in Hertfordshire.  The group developed an action plan in January 2015, and a report on the 
significant progress made over the first year is available.  
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Hertfordshire response: There are 3 strategic aims in Hertfordshire, which are supported by both 
Hertfordshire’s Public Health strategy and Hertfordshire’s Health and Wellbeing Board strategy.  These are: 
 

1. All districts to achieve a year on year increase in adult participation in physical activity Reducing the 
numbers of people in each district who are inactive (participating in less than 30 minutes of physical 
activity/week – these group have the most to gain) and increasing the number of people doing the 
recommended level of physical activity is a key aim of Hertfordshire’s Public Health strategy and 
Hertfordshire’s Health and Wellbeing Board strategy. 

2. Primary care to make increasing use of physical activity and behaviour change as a central part of 
the pathway for maintaining healthy weight and reducing disease risk This aim recognises that 
Primary are has an important role to play in motivating individuals to become more physically active 
and in signposting and supporting individuals and families to make that change in their lifestyle 
behaviour. 

3. Ensure a whole school day approach to health, starting with nutrition and physical activity.  The aim 
is to ensure that physical activity opportunities are embedded in the normal school day for all 
schools in Hertfordshire. 
 

In addition, the Health and Physical Activity Working group has six strategic principles for more effective 
promotion of physical activity through the NHS 
 

1. Identify, support and connect physical activity advocates 
2. Deliver community wide inspirational campaigns to entice less active people to become more active 

long term 
3. Implement and develop effective practice linked to healthcare 
4. Develop and build on local initiatives that address barriers and improve access to physical activity, at 

scale 
5. Provide training and support for promoting physical activity by healthcare professionals 
6. Provide information on one website for Herts, and continue to promoted its widespread use 

 

 
CCG Actions  

• CCG staff and clinicians will continue to be core members of the Health and Physical Activity Working 
Group 

• The CCG is a core partner within the innovative Active Herts Sport England funded programme, 
providing a total of £150k funding, alongside contributions from HV CCG, Public Health and 
Broxbourne District Council.  The programme is being run in two GP localities, targeting areas of 
least activity/most deprivation. 

• There is a physical activity pathway with the CCG’s Map of Medicine electronic care pathway 
available in primary care.  Physical activity is also embedded within the pathways for a range of 
clinical conditions, supporting the delivery of advice and signposting as part of routine care. 

• Review and support the development of weight management  pathways and commissioning 
arrangements. Await evaluation of HELPS service in Broxbourne in which CCG working in partnership 
with Broxbourne Borough Council to develop a family based programme  in childrens centres to 
support families/ children who are obese to adopt healthier lifestyles. 

Public Health Actions 
• Lead the strategic direction for the Health & Physical Activity Working group and delivery of its 

linked action plan 
• Chair the Active Herts steering group, contribute funding, and support delivery 
• Support a programme of CPD on physical activity linked to the roll out of the Map of Medicine 

pathways across localities, and support delivery of brief advice and interventions within primary care 
• Improving the quality of local exercise on referral schemes 
• Link with local rehabilitation providers to ensure good access across the county – starting with 

cardiac and pulmonary rehabilitation 
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• Support the Districts to deliver a programme of activities linked to physical activity and healthy 
weight, as part of their “District Offer” programme 

• Commission a programme of evidence based exercise for older people where they live and/or 
gather, to promote independence 

 
Strategic shift to prevention 
The burden of preventable, avoidable and manageable disease and disability is rapidly becoming 
unsustainable to our economy, our population and our health and care system.  The Annual Report of the 
Director of Public Health for Hertfordshire3 identified 2,200 early avoidable deaths a year due to Cancer, 
Heart Disease and Stroke, Lung Disease and Liver Disease. 

 
The national outcomes frameworks for Public Health, NHS and Social Care and key policy drivers for Children 
all make clear the need for prevention of adverse outcomes and early intervention across systems. Together 
these sets of drivers constitute a strong imperative for a strategic shift to prevention across all we do. 

 
In Hertfordshire the Health Wellbeing Board has  a process of thinking through this together and identifying 
what can be done. The Board has considered how to approach this in a series of phases and consider what 
all agencies can do. The Board has agreed to consider how to: 

• Reduce the burden of avoidable or preventable illness, disability and death to the people, economy 
and public services of Hertfordshire 

• Consider this across primary, secondary and tertiary prevention domains in parallel   
• Make this everyone’s business 
• Take a phased approach:  Phase 1 : Quick Wins between public health, NHS and social care   Phase 

2:  Systems and pathways alignment for prevention  
• Link to the health and Social Care Integration work 

 
CCG involvement in prevention.  As well as the above the CCG is working in partnership across the following 
schemes: 

• Hertfordshire Lifestyle & Legacy Partnership 
• Tobacco Control Alliance 
• Health & Physical Activity Working Group, which focuses on embedding effective practice, 

and has been recognised as good practice nationally 
 

As an employer the CCG has a number of initiatives to support the health & wellbeing of our teams.  
• Healthy lunches 
• Weight club 
• Mini MOTs 
• Healthy walks 

 
The CCG is signed up to Hertfordshire’s Healthy Workplace programme and can have a key advocacy role 
across NHS workplaces, including primary care. 
 
There are a number of secondary prevention schemes that the CCG is leading on 
The Commissioning for Value information shows that there are areas of good diabetes care in E&N 
Hertfordshire and areas for improvement:  There is high non-elective spend and relatively poor performance 
in % receiving 8 care processes. There is good performance in the risk of Myocardial Infarction, Stroke, Heart 
Failure relating to diabetes 
 
Diabetes 

• Introduction of NICE guidelines 
• Pilot support for improved self-management and compliance (ENHT) 
• Self -Management projects 
• PH guidance 

                                                           
3 http://hertspublichealth.co.uk/files/Public%20Health%20Annual%20Report.pdf  

http://hertspublichealth.co.uk/files/Public%20Health%20Annual%20Report.pdf
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Other Long Term Conditions 
Respiratory Conditions – details of this are set out in the CCG priorities section which starts on page 47. 

Falls 
A new model of prevention is needed that covers more people at an earlier stage in the pathway, that 
complements the wide range of existing exercise classes in the community, and extra services that will be 
commissioned in the future by Public Health.  The priorities for new provision include: 
• funding to complement activity programmes in each locality (to avoid some of the transport problems 

that face the current service) with shorter, more focused sessions to deliver postural stability 
• mapping of existing voluntary sector services in Hertfordshire that could be CCG/HCC accredited and 

included within the HertsHelp directory which could support health, well-being and self-management 
and specifically falls prevention. 

 
The CCG Board agreed in November to: 
• Decommission the Falls Liaison Service as of 30th September 2015 and 
• Re-distribute Falls Liaison Service funding to implement the proposed strategy, including investing in 

community capacity for strength and stability classes and exercise programmes in each locality model, in 
place for October 2015 

• Continue to work with Public Health on the delivery of the Physical Activity & Sports Framework, with a 
focus on promoting evidence based exercise that promotes independence and prevents falls among 
older people across the county 

 
Other areas of potential secondary prevention work that are being reviewed include: 
 
Improving diagnosis and management of hypertension 

a. Blood Pressure 
i. Patient awareness 

ii. Lifestyle intervention, as first line 
iii. Monitoring 
iv. Use of drugs 

b. Links to improvements to renal, stroke, heart disease outcomes 
 

  



80 
 

9. WORK FORCE and NETWORKS 
Among the many complex challenges facing the local health care system, the issues around medical and 
nursing workload and workforce planning continue to predominate not only in Primary Care but across the 
whole system. Continuing pressures in the system risk further de-stabilisation of providers and GP practices, 
and is one of the biggest risks to the system. 
 
To address this issue the CCG has supported and funded the development of a  Primary Care Workforce and 
Education infrastructure. This will be overseen and supported by a CCG Primary Care workforce and 
Education Board, which links into the work of the Integrated Care Board, the Beds and Herts Workforce 
Partnership and the Co-commissioning Board. This will provide a coherent and stable platform which will 
support both primary care workforce and education issues and the implementation of integrated care. 
 
A CCG Clinical Lead (GP) has been appointed along with a Primary Care Nurse Coordinator. Nurse Tutors and 
GP Leads have or are being appointed in all localities. The main focus in the first 3 months has been on 
networking with key stakeholders to ensure understanding of the aims and ambitions of the Network. This 
has involved presentations at locality meetings, TARGET, the Workforce Partnership Primary Care 
conference ( December 4th 2015 ), the LMC conference for STGP trainees ( October 22nd 2015) as well as an 
inaugural workshop for the WP+E Network itself.  
 
There have been meetings with the Director of Workforce Development for Beds, Luton and Herts Valleys 
CCGs to discuss current workforce development issues in these neighbouring organisations with the 
opportunity to share ideas particularly around GP Fellowship/Future Leaders schemes. A collaborative 
approach with neighbouring CCGs, especially with regard to funding, will be taken forward in the early part 
of 2016. There have been discussions with ST3 doctors on the Lister training scheme and there has been 
considerable interest in and enthusiasm for the Fellowship Scheme.  
 
The GP Clinical Lead has been invited to become SRO for Primary Care workforce issues across Bedfordshire 
and Hertfordshire. 
 
The work programme includes: 
 

• Development of Links with Health Education England East of England. Meeting have taken place 
with the Postgraduate GP Dean at HEE EoE to appraise him of the Network developments in 
ENHCCG. HEE EoE re-launched the GP retainer scheme this year and also introduced the induction 
and returner scheme as part of the “Ten Point Plan”. We have been promoting these schemes 
locally. A particular success is that since summer 2015, the number of GP retainees has doubled 
from 3 to 6, it is intended to further build on this work. HEE EoE published a Primary Care 
Transformation document at the end of last year and an EoE Primary Care Education Board was 
established. This Board is now supporting transformation developments across the four LETBs in the 
East of England.  

• Scoping of current GPN workforce and skill mix. The Nurse Tutors have developed a work force, skill 
mix and education questionnaire which they are now using on practice visits and at locality 
meetings. This information will be gathered into a baseline spreadsheet to illustrate the current GPN 
capacity and skill mix in practices and localities. This will highlight personnel and skills gaps and help 
to inform the education and training needs in localities and federations. Similarly, the GP locality 
leads will be scoping the current GP workforce and skill mix within localities and when put together 
these will produce comprehensive workforce baseline data to work from, which will be considerably 
more up to date and relevant than the information currently available. 

• Development of Nurse Training courses – uptake improved. The Primary Care Nurse Coordinator 
now has responsibility to oversee the development and quality of training courses for GPNs. There is 
now a dedicated email contact for GPNs and a website is being developed. A monthly newsletter is 
now going directly to GPNs. There were 20 responses following the first one being circulated.  
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• Management of Nurse Training Budget and effective commissioning of courses. The nurse training 
budget is now being managed directly by the Primary Care Nurse Coordinator . This will streamline 
the approval and payment process as well as enable close monitoring of spend throughout the year. 

• Development of GP fellowship schemes. Different models have been developed for these schemes 
elsewhere and it has been useful to learn from these. The current plan is to have a menu of 
opportunities in place for candidates. It is also clear that there needs to be as broad and flexible a 
menu as possible, certainly beyond academia. At present, UoH is on board with the concept of 
developing further Masters programmes to augment what is already available. The LMC is very keen 
to be involved and to have Fellows attached on a sessional basis.      Further discussions with local 
providers will be taking place in the New Year and it is envisioned that the acute Trust, HUC, HCT, 
HPFT and the CCG, of course, will be involved in placements.  

• Development of Links with the University of Hertfordshire –  
Department of Adult Nursing and Primary Care and Department of Post-graduate Medicine. These 
are already bearing fruit especially around the development of pre-registration nurse placements. 
There are potentially two elements to this. The first is a short elective attachment in year one 
followed by an extended two to three month attachment as the penultimate module of the course 
in third year.  Secondly, in collaboration with HVCCG, the curriculum for a postgraduate Foundation 
course for new GPNs is currently being developed with the intention of this being available from 
September 2016. This exciting opportunity will enable new GPNs and their practice managers to 
access comprehensive training around the core competencies for General Practice Nursing in one 
setting. 

 
The CCG is also supporting the wider work of the Beds and Herts Workforce Partnership through the Director 
of Nursing, who has set up a Hertfordshire focused Director level Workforce Group, to support the work of 
the strategic work programmes. 
 
The key areas of work are: 
 
• Development of links with the Beds and Herts Workforce Partnership (WP) and the Workforce 

Partnership Executive Group (WPEG) – The WPEG has now developed four key transformation work 
streams and Primary Care is a component of all four. It had initially felt as if Primary Care was the voice 
in the wilderness of workforce planning but is now being listened to. The key work streams of the 
transformation programme under the acronym TRON are: 
o Trainees – includes expansion of student nurse primary care placements. 
o Recruits – plans to heighten the profile of care as a career across Beds and Herts, including youth 

engagement. 
o Our staff – plans for recruitment and retention events across the system; strategies for retention; 

coaching and leadership programmes. 
o New models of care – workforce planning/whole workforce profiling; establishing new ways of 

working informed by new models of care; produce future workforce plan; CEPN (Community 
Education Provider Network) development. 
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10. ENGAGEMENT, CLINICAL ENGAGEMENT – CO 
PRODUCTION – PATIENT VOICE – PATIENT 
EXPERIENCE 

 
Our priorities for 2016/17: We have identified the following priorities for the following year: 
 

• Continued development and support of the patient and carer member network across east and 
north Hertfordshire – particularly in ensuring the patient voice is representative of their local 
population 

• Ensuring patient and carer voice is heard and recognised within the CCG’s service design, 
development and procurement, including development of the wheelchair services contract, personal 
health budgets and the ongoing procurement of Out of Hours and NHS 111 services. 

• Undertake targeted communications and engagement activities as part of the Child and Adolescent 
Mental Health Services (CAMHS) transformation project 

• Engage with and promote the work being undertaken to improve the health of Care Home residents 
in east and north Hertfordshire as part of the NHS England vanguard project 

• Support ongoing health and wellbeing promotion activities and campaigns, and promote the 
development and uptake of self-care tools across the public 

• Work with local partners and stakeholders in the development of local Dementia Action Alliance’s 
across east and north Hertfordshire. 

• Patient engagement in secondary care outpatients 
• Long standing concern about patient experience of outpatient services 

o Cancelled clinics 
o Time taken to re-book clinics 
o Unavailable health records 
o Confusion where it is  not clear which consultant is leading care (e.g. gastro) 
o Many return visits for different tests causing delays in diagnosis (e.g. cardiology) 

• Unacceptable delays in GP and patients receiving clinic letters 
o Confusion regarding changes to prescriptions 
o Patients calling their GP for repeat prescription when clinic letters still not received 

• Measures currently available for assessing outpatient quality are not sufficient – need: 
o Time taken to complete diagnosis and refer back to GP 
o Standard for receiving clinic letters 

• Waiting times in outpatient clinics 
 
Patients are unhappy with service and could be engaged in defining what is a quality experience for their 
family/carers 

Our Patient and Carer Member Network 
The public engagement team continue to develop and support an informed network of patient and carer 
members, enabling patient voice to be heard and considered across all aspects of the CCG’s work, as 
detailed in the diagram below:  
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We currently have three quarters of GP Practices represented through patient members at Patient 
Commissioning Group meetings, and from April 2015 it became a contractual requirement for all GP 
practices to develop and maintain a patient group. We hope this will provide an additional stimulus to have 
all of our practice patients represented within our commissioning network. 
 
Various training and development opportunities have been offered to patient and carer members, including 
a series of seminars keeping members abreast of the latest developments and issues within health and social 
care and attendance at regional and national conferences. 
 
Activities in 2015/16 
Public involvement in quality assurance  
As well as raising issues and soft intelligence relating to patient experience through our engagement 
network detailed above, our members are involved in the following activities:  
 

• Quality Assurance Visits (QAV) 
o We have a dozen trained patient and carer members who accompany our Quality Team on 

quality assurance visits to various service providers – speaking to patients and their families 
and feeding into action plans for the providers. There has also been a visit to East and North 
Herts Trust Paediatrics Unit, where the Quality Team were accompanied by a 16 year old, 
who gave valuable insight from a young person’s  perspective. 

• Patient Stories 
o Stories continue to be collected by our trained network of patient volunteers, with stories 

being played to the governing body on issues such as living with Chronic Obstructive 
Pulmonary Disease and a family’s experience of advance care planning for a patient at the 
end of their life. Our stories are shared with the patient experience team, programme 
managers and discussed with relevant providers.  

• Health Scrutiny 
o Sessions have been held with scrutiny committees and other council panels discussing the 

work of the CCG, particularly looking at the care pathways for diabetes and stroke, as well as 
the development of primary care services in Stort Valley and Villages. 
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Service design, development and procurement 
• Out of Hours (OOH) / NHS 111 procurement 

As part of the out of hours urgent care procurement process a communications and engagement 
project team was established, chaired by Healthwatch Hertfordshire. Online and street surveys were 
undertaken on the use and perceptions of OOH urgent care services. Patient and carer 
representatives from across Hertfordshire were then invited to join the steering group contributing 
the service design and they continue to contribute to the procurement process.  

• Stroke Services  
Following proposed changes to stroke services in east and north Hertfordshire and west Essex, 
particularly affecting residents of east Hertfordshire, communication and engagement activities 
were undertaken to inform residents of the proposals and provided with an opportunity to feedback 
on the changes, which were relayed to the project steering group.  

• Neurological services co-production 
A group of patients and carers with experience of progressive neurological conditions have been 
working alongside a variety of stakeholder and partner organisations in Hertfordshire. The group 
have developed a new pathway for neurological conditions and are currently developing ideas and 
activities to a number of workstreams including independent living equipment, information and 
awareness and carer support. 

• Transforming Care for people with learning disabilities and autism 
Roadshow events have been held to engage with stakeholders and members of the public as part of 
the Transforming Care project for Hertfordshire to support development of the changes in service 
for people with learning disabilities and autism who have challenging behaviour. 

 
Health and Wellbeing 

• Type 2 Diabetes 
In partnership with Diabetes UK the engagement team have supported the development of Type 2 
Together peer support groups across the area, where people living with diabetes regularly meet to 
discuss and share advice on living with the condition. Eight groups are now active and meeting 
regularly across east and north Hertfordshire. A successful diabetes awareness session was held in 
Hoddesdon, as well as promotional stalls held at several public events throughout the year. 

• Winter resilience 
The communications and engagement team developed an extensive winter resilience campaign 
including an event where over 70 families attended to receive health advice and support. Materials 
for staying well over winter have also been delivered to parents through schools and children 
centres and also to the over 65s through independent living services. Patient and carer members 
have also played their part by promoting flu vaccination clinics, and attending those clinics to give 
out winter health advice and register unpaid carers. 

• Health Walks 
Patient and carer members have been keen supporters of the County Council’s Health Walks 
initiative, with many members undertaking training to start and lead walks within their communities. 
In Welwyn Hatfield the patient group advocated to the GP Locality Committee to provide funding to 
start the scheme in the area. 

• Dementia Friends 
As part of the Alzheimer’s Society’s dementia awareness programme the engagement team have 
delivered Dementia Friends awareness sessions to over 100 CCG staff, Nurses and Healthcare 
Assistants across east and north Hertfordshire.  

• Carers 
Patient and carer members continue to support carer activities such as a monthly Carers’ Café, and 
supporting GP Practices and their Carer’s Champion in identifying unpaid carers in the community.  

• Youth engagement 
The engagement team have targeted activities to hear from young people in east and north 
Hertfordshire, participating in East and North Hertfordshire Trust’s Takeover Challenge event as well 
as providing support to a healthy eating and activity programme in Broxbourne. 
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CO – PRODUCTION 
Following a successful bid, £45K funding was awarded by the East of England Strategic Clinical Network for 
Mental Health, Dementia, Neurological Conditions, Learning Disability and Autism (SCN) for a Hertfordshire-
wide co-production project: Putting people diagnosed with progressive neurological disease at the centre of 
redesign.  This project is externally evaluated by the National Development Team for Inclusion (NDTi) with a 
focus on the use of co-production with adults who have a progressive neurological condition and their 
carers.  This project involves the development of a project group with service user, carer, voluntary, health 
and social care representation.   
 
This project has: 

• used co-production, including patient stories, to scope the width, efficiency and effectiveness of 
support currently available for people with progressive neurological conditions 

• identified common issues and concerns  
• fed the gathered data into the countywide wheelchair service review and equipment service review 

 
It continues to: 

• develop a revised patient pathway to respond to the needs of patients with progressive neurological 
conditions 

• develop clear signposting to relevant information for people with progressive neurological 
conditions 

• evaluate the use of co-production in affecting service redesign 
 

We have very positive examples of co-production and Clinical engagement in Children’s Services and 
Pathway Development- Dr Steve Kite – GP Lead for Children’s Services is leading/co- chairing the CAMHS 
Clinical reference group from review to implementation; other examples include: 

• Redesign of both Autism and ADHD  care pathways have clinical reference groups, co- producing 
new models of care, co-chaired by clinical leads 

• Re Engagement- Young Commissioner programme 
• Health Ambassador programme at Health watch 

 
The CCG Long Term Conditions Clinical Reference Group continues to review all new pathways and business 
cases. This group includes 6 locality GP leads, Practice Nurse representation and clinicians with specialist 
interests. 
 
A Cancer Steering Group has been established led by the Governing Body GP lead for cancer  
 
Mental Health Leads meet with Herts Valleys colleagues and HPFT colleagues on a bi-monthly basis.  There 
are now GP Mental Health Leads in all localities. 
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