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ACRONYMS

AAU

Acute Assessment Unit

AIHVS

Acute In-hours Home Visiting Service

CAMS

Capacity and Activity Management System

CDU

Clinical Decision Unit

CCG

East & North Herts Clinical Commissioning Group

CQUIN

Commissioning for Quality and Innovation

DTOC

Delayed Transfer of Care

EEAST

East of England Ambulance Trust

ECIST

Emergency Care Intensive Support Team

ED

Emergency Department

EDD

Estimated Date of Discharge

ENHT

East & North Hertfordshire NHS Hospitals Trust

HCS

Hertfordshire Community Services – County Council

HCT

Hertfordshire NHS Community Trust

HPFT

Hertfordshire Partnership Foundation Trust

HUC

Herts Urgent Care

KPIs

Key Performance Indicators

LOS

Length of Stay

NQR

National Quality Requirements

OCH

Our Changing Hospital

OOH

Out of Hours

PDSA

Plan, Do Study, Act

QIPP

Quality, Innovation, and Productivity & Prevention

UCN

Urgent Care Network

RAID

Rapid Assessment Interface and Discharge

RTT

Referral to Treatment Time

SHMI

Summary Hospital-Level Mortality Indicator

TIMP

Transforming In-patient Management Programme
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Glossary
A consultant led 24 hour service with full resuscitation
Type 1 A&E

facilities and designated accommodation for the reception
of accident and emergency patients.
Emergency Care Intensive Support team – a division of

ECIST

NHS Interim Management and Support Team (IMAS)
IMAS provide the NHS with specialist advice in the delivery
of operational standards and ECIST specialise in urgent
and emergency care pathways.

An acronym that describes a process that enhances
SAFER

models of integrated working by developing defined inputs
that if delivered will result in enhanced patient flow through
a hospital. The enhanced flow will make a positive
contribution to improved quality of care for patients.
The acronym stands for:
S – Senior review i.e. consultant or specialist registrar
level.

A – All patients will have an estimated discharge date
(EDD), or Clinically Optimal discharge date (COD)

F – Flow of patients - evidence of x (number defined and
agreed locally) patient transfers out of assessment units

E – Early discharge
Review, a weekly systematic review of medical patients
with a length of stay more than x days (number defined
and agreed locally
This is a word used to describe the process of deterioration
Decompensating in a person’s health - in this context; this is due to the time
they have spent in hospital.
System

These system wide groups are building on the success of

Resilience

Urgent Care Networks/Working Groups to expand their role

Group

to cover planned (elective care. This is to ensure capacity
planning delivers and integrates services that offer high
quality, are accessible and offer good value for taxpayers.
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Executive Summary
East and North Hertfordshire Clinical Commissioning Group’s vision for unscheduled care is
to ensure that people receive good access to high quality services according to their clinical
needs and that these services are delivered coherently and offer best value for money. Our
East and North Hertfordshire Clinical Commissioning Group’s overarching aim is to
commission an integrated urgent care system that reduces demand for hospital based
urgent care services by commissioning responsive, accessible and integrated services
outside of hospital. These services should offer choice, value for money and meet local
needs. Such services need to be developed around our Clinical Commissioning Group’s
localities and natural communities.

This document sets out our plans, in conjunction with health and social care partners, to
support the unscheduled care patient pathway. The demographic profile of the East and
North of Hertfordshire is changing significantly. The number of people aged over 65 is
forecast to increase by 30,000 in the next 14 years and the numbers aged over 90 will more
than double. Unscheduled care planning must take into account the needs of this growing
population of older people. (For further information please refer to www.enhertsccg.nhs.uk ENH CCG Strategic Plan 2013/14)

The CCG’s main acute trust is East & North Hertfordshire NHS Trust (ENHT), which includes
the Lister Hospital in Stevenage, QEII Hospital in Welwyn Garden City, Hertford County
Hospital and Mount Vernon Cancer Centre in Northwood Middlesex. The Trust’s Emergency
Department Recovery and Improvement Plan provide a key backdrop for this document.
Two other acute trusts, Princess Alexandra Hospital in Harlow (Essex) and Barnet & Chase
Farm Hospitals in Enfield treat a significant number of patients living in the CCG’s
geographical area. Their plans are being managed by their respective CCGs but East and
North Hertfordshire CCG is working closely with them.

For the local patch, development of the highest quality urgent and emergency care must
take account of strategic change programmes, including forthcoming changes to services at
the Lister and the QEII Hospital sites and those at Barnet and Chase Farm Hospitals. To
accommodate these changes and meet our overall aim, the unscheduled care system must
have embedded plans to ensure that clinically sustainable urgent and emergency care
pathways are integrated more effectively with responsive and accessible community
services.
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The Urgent Care Network/ System Resilience Group (SRG) has been supported by
colleagues from the Emergency Care Intensive Support Team (ECIST) to deliver plans that
take account of the following:
•

New A&E pathways for the Lister Emergency department, which will incorporate an
integrated Urgent Care Centre from October 2014.

•

The introduction and effective implementation of 7 day a week working in the local NHS;
facilitated via the Urgent Care Network (UCN)/ System Resilience Group (SRG)

•

The opening of The New QEII Hospital in spring 2015, incorporating an urgent care
centre and ambulatory care unit; meaning care pathways to facilitate and support care
closer to home. Work is currently underway to develop the business case for the older
people’s assessment unit.

•

The implementation of the Better Care Fund, which offers a substantial opportunity to
bring resources together to help address immediate pressures on services and lay
foundations for a much more integrated system of health and social care. The Better
Care Fund is not additional money; it involves redeploying funds from existing NHS
services into a single pooled budget for health and social care to work together. In east
and north Hertfordshire, we have collectively agreed to pool out of hospital monies to
£120 million relating to older people’s care, including community health provision
(including intermediate care, palliative care, District Nursing, community beds),
Continuing Healthcare Funding, and the Older People’s budgets for homecare and
residential care. We have undertaken to jointly commission and transform any services
that are in the pool, to develop more effective, efficient, and integrated services for older
people.

A key feature of the Urgent Care Network/ System Resilience Group is to help health and
social care providers to respond to variations in demand as ‘business as usual’, by ensuring
there is sufficient commissioned capacity. Escalation planning, including planning for
seasonal variance, forms an integral part of system resilience throughout all community and
hospital care settings. This document describes a consistent and co-ordinated approach to
the management of pressures across the CCG’s acute and emergency care systems.

A key component of escalation planning includes the flexibility to commission additional
short-term health and social care capacity. Despite robust escalation plans, winter can bring
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additional surges in demand and pressures on capacity. These can be multi-factorial, with
infectious disease outbreaks such as noro-virus or other events which reduce capacity.

In winter 2013/2014, the CCG funded additional capacity across primary, secondary and
community health and social care, with an investment of £2.7 million. A cost-benefits
analysis of all schemes is currently underway to inform what our priorities should be to
support the system’s operational resilience and capacity planning for winter 2014/20151.

The development of this plan has involved the CCG leading an Unscheduled Care Vision
Event in January 2014 - “Taking our shared priorities and vision forward”. There is
recognition from all stakeholders that unscheduled care needs to be transformed so that it is
fit for purpose the rising demands and expectations of the 21st Century. The event gave
patient representatives and partners from the NHS and social care the opportunity to
influence priorities, working together to generate new ideas and solutions to the challenges.
Please refer to Appendix A for the Unscheduled Care Event Feedback.

The CCG is committed to ensuring that the quality of services and clinical outcomes for
patients are continuously improved in line with the principles and values of the NHS
constitution and the recommendations of the Francis Inquiry. There are three dimensions
to measuring the quality of the services commissioned:
•

Effectiveness of the treatment and care provided - according to best evidence and
measured by both clinical outcomes and patient related outcomes

•

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

•

Experience patients have of the treatment and care provided to them - being treated
with compassion, dignity and respect.

The principles of the “Transforming urgent and emergency care services in England” Phase
1 Report, underpins our commitment to transform urgent care services so that they:
•

Are simple to navigate and accessible e.g. maximising the benefits of NHS 111

•

Offer standardised and consistent care, wherever accessed

•

Offer high quality care

•

Offer value for money for the public purse

1

Operational resilience and capacity planning for 2014/15
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This emerging plan is a commitment to the delivery of these principles. This work is part of
an iterative development of unscheduled care services across East & North Herts, which will
evolve as outcomes are achieved and new ones set.

This document builds upon and is informed by

1. CCG’s “A&E Recovery & Improvement Plan” 2013/2014 – produced summer 2013
which outlined the immediate unscheduled care issues being faced and the actions
underway to address them. A copy of the plan is available on request.

2. CCG’s Strategic Plan (DH Planning Guidance “Everyone Counts Planning for
Patients 2014/2015 to 2018/2019). Submitted to the Hertfordshire & South Midlands
Area Team on 20th June 2014.

3. CCG’s Planning for Patients 2014 – 2019 - Operational Commissioning Plan 20142016. Submitted to the Hertfordshire & South Midlands Area Team on 20th June
2014.
4. CCG’s Commissioning Framework 2014/2015. A copy of the plan is available on
request.
5. List of Reference documents outlined in the appendix H.

6. NHS England’s Operational resilience and capacity planning 2014/15

This plan takes this work further and outlines the CCG’s plans for the next two years. It
seeks to articulate how we best respond to the growing demands on our unscheduled care
services, within available resources. This plan was circulated to the July CCG’s Governing
Body and is scheduled to be presented again to the October meeting. An update on the plan
was given to the System Resilience Group (SRG) meeting on the 12th September and will be
circulated to the group post meeting. An update on this plan will be presented to the CCGs
October Governing Body Meeting following which subject to approval the plan is to publish
this document on 1st November 2014.
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Section 1. Overview & Performance
This section details an overview of activity and performance for 2013/2014 to which
the priorities for 2014/2015 described in section 2.

The CCG is determined to improve the quality of care provided to patients and residents of
east and north Hertfordshire, regardless of setting, and is looking carefully at how best to
commission services in 2014/2015 and beyond, to achieve sustainable improvements. This
document identifies the unscheduled care challenges the economy faces in meeting its
objectives and details how the system will respond.

The CCG has the appetite and the capacity to be innovative and make a positive difference
for the communities it serves. There are key challenges faced by the local system, not least
the strategic changes underway. However, these major changes offer the health and social
care community opportunities to address the key drivers outlined in the next section. The
CCG firmly believes that through effective UCN engagement with the whole community
working together, we can deliver improved health outcomes for people living in east & north
Hertfordshire.

This plan incorporates the major strategic system changes underway since 2007, with
particular emphasis on unscheduled care and new A&E pathways for Stevenage’s Lister
Hospital Emergency Department and The New QEII in Welwyn Garden City. Lister will have
an integrated Urgent Care Centre (UCC) from October 2014 and the New QEII in Welwyn
Garden City will incorporate an Urgent Care Centre and GP-led care from spring 2015.This
document builds on the work undertaken so far and that which is planned for the future.

By introducing unscheduled care arrangements, we can commission an integrated urgent
care system that provides responsive accessible services outside hospitals that meet local
needs and are value for money. There will be a reduction of 120 acute beds on the Lister
Hospital site by autumn 2014, reflecting the direction of travel in local health planning, which
will see the centralisation of major services on the Lister site and the requirement to provide
increased community services for patients.

The New QEII II Hospital will open in spring 2015. It will, have a new Urgent Care Centre for
patients in the Welwyn Garden City, Hatfield and the surrounding areas, as part of the
national initiative for coordinated Urgent and Emergency care services. There is an
opportunity to create a co-ordinated streamlined service from the new hospital that optimises
the delivery of care for patients in the area, by considering how established services such as
11

the neighbouring GP- led health centre and out-of-hours service could be more effectively
managed as a single coordinated service in future. We are recommending a whole systems
approach through the CCG’s co-commissioning initiative, to explore a seamless service from
a patient perspective.

1.1 Year round resilience: Looking Back to Plan Ahead
When drawing up this plan, we looked back at the performance of the health and social care
system during 2013/14, with particular reference to the winter.

A winter performance review should give an indication off the system tested to capacity,
highlighting any pressure points which should be addressed in our new plans.

The weather was mild in 2013/14 and Hertfordshire did not experience the number of
norovirus outbreaks seen in previous years. There was also capacity in the system that will
not be available 2014/2015, due to the major reconfiguration programme underway in our
hospitals, It is clear that conditions were not typical and did not generate the level of
challenge experienced in previous years.

Despite this, pinch-points in the system were identified, including Emergency Department
(ED) flow and performance, Delayed Transfers of Care (DToC) and the impact of the patient
choice policy. This necessitated proactive behaviour in both provider and commissioner
partnerships, supporting patients in:
12

•

Admission avoidance

•

Anticipatory care planning

•

Estimated date of discharge (EDD), welcome cards and Choice flags on
patient admission

This was underpinned by cross-system communication and cross-provider working.

Work is already underway, supported by the Urgent Care Network/System Resilience Group
and informed by our learning from winter 2013/2014, to prepare for next winter. During
2013/2014, ENHCCG received 20 winter bids. Following evaluation utilising the “Winter
Schemes Prioritisation Framework“ (details available in the next section 3.14 & Appendix E)
the CCG Governing Body approved 14 schemes, of which 13 were commissioned at a cost
of £2.7m (details in Appendix B). 2 Internal analyses of these schemes were supported by an
external review carried out by a management consultant with experience of winter initiatives
in another CCG area. This analysis has helped to understand what this funding provided, in
terms of additional capacity, value for money, improving patient care and delivering against
A&E, Referral to Treatment Time (RTT) and delayed transfer of care targets. The results of
this review have been discussed and shared with both the CCG’s Unplanned Care
Programme Board (UCPB) and the east and north Herts UCN. Edited highlights of this
review can be found in appendix B.

There is a requirement to ensure system resilience plans take into account planning and
profiling across both urgent and routine elective and emergency care services to ensure that
waiting time targets are met, despite any pressures that emergency demand places on the
system. Plans also need to include smooth but staggered restarts of full in-patient activity in
January, after Christmas bank holidays. Additionally depending upon the scale of emergency
demand, contingency arrangements need to be made (including with the private sector) to
allow additional capacity to be introduced at short notice e.g. if emergency demand exceeds
anticipated winter pressures 2.

1.2 Lessons Learned: Winter 2013/2014
As a result of lessons learned from winter 2012/13, NHS England listened to country-wide
CCG feedback and the lead-in planning time for winter 2013/14 was slightly longer. This
gave all CCGs, including ENHCCG, more planning time which:

2
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A) Provided the opportunity to fully describe schemes that supported not only immediate
winter surge / flex expectations and requirements, but also supported overall forward
plans for 2014/15.

B) Allowed the Urgent Care Network the ability to have an impact from the beginning of
the demand period, providing oversight and management of the schemes from the
start.

C) Demonstrated planning along newly described pathways into primary care, with
social care inclusion, which pre-empted the requirement to do so going forwards in
joint commissioning work.

For 2014/15, detailed bids were worked up in advance of the set timelines to ensure that
once the national funding was announced, the winter programme is operational from the
outset, producing the maximum impact from the central investment stream. Successful
schemes that made the biggest impact for patients in 2013/14 will be repeated. This allowed
the CCG and interested stakeholder parties the ability to pre-prepare winter bids for 2014/15.
Assessing bids
For 2013/14, a matrix approach to scheme selection was applied, to ensure each scheme,
whilst bespoke, was not stand alone nor working in silo. Selection criteria set by NHS
England included flow impact, admission avoidance, and segmented pathway description,
for example, before hospital, in hospital and out of hospital to describe the area of service
and pathway impact the scheme was being aimed at. This ensured patient care, escalation
planning and flow management across a variety of unplanned care pathways was central to
scheme selection and management from the beginning. This ensured issues and challenges
provided opportunities for real time improvement on a daily basis, where schemes were not
performing.

Detailed and co-determined key performance indicators (KPIs) were set for each scheme to
ensure that the project management and delivery of each scheme could be clearly monitored
and reviewed via the CCG’s governance structures, including the Unscheduled Care
Programme Board and Urgent Care Network. For 2014/15, close performance monitoring by
NHS England has been described and the CCG winter planning group for 2014/15 will need
to ensure providers and partners are aware of the new approach to both funds and
performance during winter delivery.
Other lessons learned include the necessity to use internal communication interfaces, such
as the daily teleconference call, to check the effectiveness of scheme flow impact, and
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escalate problems immediately where necessary, and the need to communicate with the
public to influence patient understanding, behaviour and choice during winter pressure time.

For 2014/2015 this illustrates the need for further intelligent analysis of areas such as the
bed base across the county, the need to ensure workforce planning and role diversity to
deliver services in a flexible and responsive manner. The use of patient pathway and flow
planning has provided a way forward for the CCG to adopt the winter planning programme
experience to inform current practices and new work streams for 2014/15 3.

For example, the winter commissioned scheme on non-weight bearing beds demonstrated
the need for flexibility to keep flow moving through winter, managing DToCs effectively and
ensuring excellence in patient safety, comfort and care. For 2014/2015, a community bed
review is already underway and one of the known requirements is the necessity for the CCG
to commission more non-weight bearing beds across the county to meet the needs of this
cohort of patients.

Whilst winter is a seasonal variance, it also allows the testing of system resilience and
provides a pilot approach using schemes to test out the impact of new ways of working. For
example the winter commissioned scheme on non-weight bearing beds demonstrated the
need for flexibility to keep flow moving through winter, managing DToCs effectively and
ensuring excellence in patient safety, comfort and care. For 2014/2015, a community bed
review is already underway and one of the known requirements is the necessity for the CCG
to commission more non-weight bearing beds across the county to meet the needs of this
cohort of patients.

Another example of an impactful winter scheme was that of additional GP visits to targeted
local nursing homes that had historically high number of patient conveyances to the
emergency department .The extra GP visits gave nursing home staff to the confidence to
cope better with their patients and for them to remain supported in their own place of
residence. This had positive benefits for staff and patients, reducing unnecessary hospital
conveyances for patients. For 2014/2015 the CCG already has a GP care home contract in
place as detailed in Section 7, High Impact Interventions (page 94).

The 2013/14 winter funding allocation was allocated to the CCG, and paid to providers on
receipt of invoices. Going forward, the next funding allocation will be on a “fair shares basis”

3
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to local systems to support the implementation of local resilience and capacity plans based
on trust attendance figures at a Type 1 A&E.

Reviewing the positive and negative learning from the 2013/14 winter programme, it can be
seen resources and resourcefulness go hand in hand, and for 2014/15 both will be expected
to be present in all strategic delivery plans. This should ensure that cost-benefit bed- based
reduction behaviour across the CCG area, as acute beds are reduced and new unplanned
care behaviour becomes embedded.

At the monthly UCN meeting on 9th May, the winter pressure schemes 2013/2014 review
was presented to the group. Following this, discussions included the urgent need to build on
the momentum currently underway as part of winter planning 2014/2015, particularly
considering the additional pressures the local health and social care economy faces as part
of major reconfigurations, with a reduction in acute core bed stock. Therefore our
overarching aim for winter 2014/2015 is to ensure there is an integrated approach to
unscheduled care across east and north Hertfordshire that addresses both the system
priorities outlined in section 2 and winter 2014/2015. Acknowledging this urgency, ENHCCG
assured the UCN by launching the requests for winter bid submissions week commencing
12th May, with the aim of announcing successful bids, subject to Governing Body approval,
July 2014. NHS England Publications Gateway Reference: 01632 dated 13th June 2014,
announced non-recurrent funding for operational resilience and referral to treatment
2014/2015. On a fair shares basis, the CCG will receive £3,298,703.00 and the CCG
received a total of 45 winter bids. Appendix I template indicates the range of bids across a
number of providers that have been reviewed and scored by the Urgent Care Programme
Board. All bids demonstrate how the funding request would support the output of work during
winter pressures. Please refer to Appendix I for an overview of the bids approved by the
CCGs September Governing Body meeting for resilience funding.

1.3 2013 -2014 Performance & Activity (Month 12 Year to Date)
With particular emphasis on the CCG’s local acute trust – East & North Hertfordshire NHS
Trust ENHT

For 2013/2014 there was an increase in A&E attendances of 2.1% growth across the CCG,
although for the localities that use ENHT the levels have remained steady compared to
2012/2013. For non-elective / emergency admissions projected activity is 4.5% growth
compared to the previous financial year. In 2012/13 the CCG saw a 10.5% rise in
admissions and 2013/14 saw a further rise of 10.4%. Predominantly, those CCG localities
that use Lister Hospital have seen the biggest growth.
16

If we consider the increase in short stay admissions with the growth in emergency
admissions overall, it can be seen that there is a reduction in the length of stay for patients
admitted who are inpatients for more than five days. Conversely, there is an increase in zero
length of stay patients. This needs to be analysed by clinical pathway to understand this
presentation in more detail. As previously reported the CCG has seen conversion rates at
both ENHT and Princess Alexandra Hospital (PAH) increase significantly during 2013/14
(please see attached chart).

ENHT has undertaken an initial review, where there does not appear to be a definitive
reason for the increase in zero length of stay admissions; and PAH have asked the CCG to
clarify our questions regarding this pathway, before an audit or clinical review is undertaken.
Therefore the CCG contract leads attended the Unplanned Care Programme Board (UCPB)
on 19th June 2014 to ask members for a clear outline and scope that an audit or review
should take at the two Trusts, with an understanding for the reasons behind the increased
admissions.

UCPB have asked for the following to be included:
•

Establish a national benchmark as a comparator

•

Understand National Institute for Health and Care Excellence (NICE) guidance that
might predispose a rise in short stay admissions e.g.
o

Chest pain for 6-12hour Troponin T.

o

Head injuries for repeat CAT scan at 48hours.

o

Upper Gastrointestinal bleeds for inpatient scope (the 2012 NICE revision
requires patients to be stratified using the Glasgow-Blatchford score – as a
consequence more patients will be admitted in the short term, rather than
into an outpatient stream.

•

Analyse zero length of stays in terms of clinical pathway, presentation etc.

•

Ascertain patients’ post code to understand whether there has been an increase in
activity flows.

•

Consider reviewing operational processes at the Trusts. For ENHT, this needs to
cross reference with the recent ECIST support.

With this, the contract leads are now taking this work forward.
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Comparative Data on Admissions from A&E

Source: SUS via MedeAnalytics (2012/13 PAH activity adjusted to include UCC)

In providing and evaluating services based on clear analysis, the CCG can use intelligent
commissioning behaviour to develop targeted locality-based health and social care services
which improve patient outcomes. For example, in Lower Lea Valley locality where there is a
HomeFirst hospital from home pilot scheme, there continues to be a reduction in emergency
admissions, particularly in patients aged 65 and over. The HomeFirst pilot consists of an
integrated health and social care model of care; with the aim of reducing the need for
secondary care. Two components of the model are (i) rapid response team, (ii) virtual ward.
Following detailed evaluation, the success of this pilot has supported the planned roll-out of
this model of care across ENHCCG during 2014/2015 and 2015/2016. The next phase
commences mid-July in the North Herts locality that has patient flows into ENHT.

A&E 4 Hour 95% Operational Standard

ENHT met the A&E 4 hour Operational Standard –for 2013/2014 – achieving 95.70%:
The table below shows ENHT achievement of the 4 hour waits. Out of the 12 month period
the target was achieved 9 times, and on three occasions it fell below the 95%.

18

2 years’ of weekly SITREPs comparing ENHT achievement of the 4 hour A&E 95%
Operational Standard.
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As mentioned in the executive summary, the CCG has flows to other main acute trusts.
Princess Alexandra Hospital in Harlow (Essex) and Barnet & Chase Farm Hospitals in
Enfield treat a significant number of patients living in the CCG’s geographical area. The
second largest flows approximately 30% to PAH are from Stort Valley & Villages and Upper
Lea Localities; and in view of PAH’s variable performance, the CCGs unscheduled care
team are active participants in this border economy. This is through clinician meetings and
CCG managers supporting west Essex teleconferences and attending the west Essex
Urgent Care Strategic Board and the Urgent Care Working group. The working group meets
fortnightly and reports directly to the monthly strategic board meeting.

For Barnet & Chase Farm Hospitals in Enfield, the CCGs’ activity flows are approximately
10%, therefore in view of this the unscheduled care team undertake a “watching brief” role.
This is supported by our CCG colleagues in Herts Valleys who have bigger flows to Barnet &
Chase Farm Hospitals and escalate any particular issues as appropriate. We actively
respond to any escalated delayed transfers of care from the hospital’s Integrated Discharge
Team (IDT) and receive Enfield CCGs’ Urgent Care Working Group minutes to support this
watching brief and attending meetings as appropriate.
Comparisons of ENHT, BCF & PAH achievement of the 4 hour A&E 95% Operational
Standard.
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During winter months (defined as November - March for reporting purposes) there are
additional reporting measures for both acute trusts and CCGs. This includes daily
submission of a Situation Report (SitRep) by 11.00am from an acute trust to the Area Team.

This form typically includes numbers on:
•

General & Acute Beds

•

Critical Care Beds

•

Paediatric Intensive Care (PIC)

•

Neonatal Intensive Care

Details of any operational problems:
•

A&E closures

•

A&E diverts

•

Trolley-waits of over 12 hours

•

Urgent operations cancelled for the second or subsequent time in the previous 24
hours

•

Ambulance handover delays of over 30 minutes etc

•

Serious operational problems during the past 24 hours e.g. flooding, IT breakdown,
power surges impacting on the electrical supply
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The information above, and any other relevant factors e.g. staffing issues or adverse
weather conditions that the Trust has experienced, also contributes to the discussion on the
daily teleconference calls.

During winter 2013/2014 NHS England also introduced the requirement by CCG’s to
complete an exception report where acute trust A&E performance falls below 90% on a
weekly basis and/or if any daily performance falls below 85%. For winter 2013/14, we
produced two exception report templates on 15th December 2013 and 17th March 2014. The
details of these reports can be found on page 19.
Ambulance Performance

ENHCCG missed achieving the R1 8min target by 20 patients in 13/14. Following a risk
summit in February 2014, EEAST were asked to produce a business which the CCGs have
been asked to fund. The main areas EEAST outlined as needing additional investment were:

1. Education and development
2. Equipment
3. Redundancies

The contract with EEAST for 14/15 concentrates on sectors; ENHCCG sector is included
with HVCCG, Luton CCG and Bedford CCG. EEAST have appointed a Sector Director for
each sector so this should allow for more engagement locally. ENHCCG have also invested
in having a secondee from EEAST work with the CCG to look at Turnaround at local acute
Trusts and local pathways such as HomeFirst and Acute In-Hours Visiting Service (AIHVS).

Please refer to the next set of tables detailing perfomance:

Performance Apr - Mar 2013/14

CCG
NHS East and North Hertfordshire

Red 1 ( 8 Mins)
(Target 75%)

Red 1/Red 2 (19 Mins)
(Target 95%)
Transporting
Activity Performance Activity Performance Activity Performance Activity* Performance
1,066

Red 2 ( 8 Mins)
(Target 75%)

73.17% 20,582

Red 1/Red 2 (8 Mins)
(Target 75%)

71.75% 21,648

71.82%

21,609

95.93%
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Ambulance Hospital Delays 2013-2014

Lister

Responsible CCG
NHS East & North Hertfordshire

Submit
%
89%

% Handover in
15min or under
53%

> 60
Mins
1499

Queen Elizabeth (WGC)

NHS East & North Hertfordshire

81%

63%

86

Hospital
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Although the reasons for the above are multifactorial, ambulance handover delays are being
experienced at times of ED crowding or limited patient flow at the Lister hospital site.
Therefore as part of ENHT’s ED Performance Recovery Action Plan, a number of joint
projects are underway with East of England Ambulance Service NHS Trust (EEAST) and the
CCG, aimed at improving the ability to offload several ambulances quickly and safely. This
should reduce offloading delays and improve the processes around clinical handover. This
work includes a revision of internal trust processes including the redirection and handover
protocols in place. In addition, a joint workshop was held on 25th April 2014, the outputs of
which have been incorporated into a wider piece of work around the development of a daily
urgent care dashboard. Ambulance handovers will form an important part of this work
stream.
As part of system resilience during winter 2014/ 2015, ambulance schemes approved for
funding include the employment of additional paramedic technicians based in ED to support
ambulance handover plus a transport crew dedicated to the expedition of patients
downstream and from ED in order to create flow and capacity in ED. The aim of this is to
reduce patients having to wait over 30mins and 60mins to be off loaded into ENHT from
EEAST.

Referral to Treatment Times (RTT)

There is a requirement for 95 per cent of all non-admitted patients and 90% of admitted
patients to wait no more than 18 weeks from referral to first definitive treatment. There is
also a requirement that no patient should wait in excess of 52 weeks. Performance has
generally been good, except for patients referred to Barnet and Chase Farm Hospitals.
The year-end position for 2013-2014, shows that East and North Hertfordshire CCG has
achieved for the admitted pathway (90.10 per cent); for non-admitted pathway (96.83 per
cent) and for incomplete pathway (95.16 per cent).
The Referral to Treatment Time (RTT) data for each of the performance metrics at
each quarter is detailed below:
RTT Waiting Times

Target

Q1

Q2

Q3

Q4

Admitted patients to start
treatment within a
18

maximum of 18 weeks from

week

referral

waits

Non-admitted patients to
start treatment within a

Overall
achievement
Achieved

90%

87.96%

91.45%

91.55%

89.36%

Achieved
95%

97.03%

97.30%

96.64%

96.58%

maximum of 18 weeks from
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referral
Patients on incomplete

Achieved

non-emergency pathways
(yet to start treatment)
should have been waiting

92%

95.25%

95.23%

95.50%

94.63%

no more than 18 weeks
from referral
52
week
waits

Number of patients waiting
more than 52 weeks

Not Achieved
0

3

40

5*

18*

There have been a number of issues throughout 2013/14 for those East and North
Hertfordshire CCG patients referred to Barnet and Chase Farm Hospital, with large numbers
waiting over 18 weeks for first definitive treatment and a significant number waiting over a
year as a result of problems with the Trust’s waiting list management systems and
processes. This accounts for the increase in the numbers waiting over 52 weeks in Q2. In
order to deal with this situation, East and North Hertfordshire CCG took a proactive response
and contacted all patients waiting over 18 weeks as at December 2013, in conjunction with
their GP practices, offering patients the choice of being referred to an alternative provider.
Where patients chose to remain on the list for Barnet and Chase Farm, the CCG worked
closely with the Trust to ensure that they were treated as quickly as possible and monitored
the progress of each patient.
Other providers are accountable for the breaches in Q3 and Q4. East and North
Hertfordshire CCG is working closely with these providers to review their waiting list
management systems and processes and ensure that patients’ treatment is prioritised.
* Barnet and Chase Farm stopped submitting their referral to treatment times figures onto
the national reporting system known as Unify, from October 2013 so the final figures for
quarter three are expected to be higher when this is calculated retrospectively by the Trust.
Elective Care Requirements - Improvement in RTT Performance
As part of the operational system resilience and capacity plans for 2014/2015, additional
non-recurrent funding of £2.2m is being made available nationally to return performance to
January 2013 levels. For details of this please refer to page 31.
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Delayed Transfers of Care (DToC)

In response to the increase in admissions and occasional peaks in the number of delayed
transfers, additional daily telephone conferences were arranged in order to monitor and
manage the DToCs. For the east and North Herts economy there is a weekly
multidisciplinary team meeting held on a Friday to review, discuss and confirm the official
numbers of DToCs’ for that week. The CCG currently leads daily teleconferences to discuss
and escalate blockages and issues, as well as a fortnightly strategic partnership meeting
discussed on pages 28.

Any east and north Herts DToCs at Princess Alexandra Hospital Harlow are currently
reviewed on teleconference calls, through CCG attendance at fortnightly and monthly urgent
care working groups and boards, and supported by monitoring as part of the contract review
meetings. Data from UNIFY is reviewed on a monthly basis.
Barnet & Chase Farm Hospitals are not included in these reviews, as they have not been
reporting these in 2013/14. However as part of the 2014/2015 contracting round, the CCG
via the contract lead has placed a specific request to this provider, to submit this.
Charts: Achievement against Threshold for Delayed Transfers of Care
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As mentioned previously any ENH issues are picked up on the west Essex teleconferences
and regular attendance to west Essex Urgent Care Strategic Board and the Urgent Care
Working group.
Table 2- Numbers of delays against provider

Delayed Transfers of Care (DToC)
a) Number of patients whose transfer is delayed at midnight on the last Thursday of the month
b) Number of days delayed within the month for ALL patients delayed throughout the month

East And North Hertfordshire NHS
Provider Org Name Trust
Local Authority
(All)
Name

Month
April
May
June
July
August
September
October
November
December
January
February
Grand Total

Reason For Delay

Attributable to NHS
Attributable to Social Care
Attributable to Both
a)
Number
Total
of
b) Number of c) Number of d) Number of e) Number f) Number of number of Total number
patients days delayed
patients
days delayed of Patients days delayed
patients delayed days
23
417
4
45
0
0
27
462
658
3
108
0
24
21
0
766
16
534
5
61
0
13
21
608
15
450
3
98
0
0
18
548
16
474
2
104
0
0
18
578
14
464
7
54
0
0
21
518
10
501
2
48
0
0
12
549
20
402
1
25
0
0
21
427
11
363
1
28
0
0
12
391
11
505
4
34
0
0
15
539
13
512
0
72
0
0
13
584
170
5,280
32
677
0
13
202
5,970

The following list outlines the actions that have been taken over the last year 2 years to
improve discharge planning and support the continued delivery against this target.
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•

Fortnightly Trust Liaison Meetings attended by both providers and commissioners
where complex discharges were discussed and actions taken to reduce delays in
discharge. Benefits of having this multi-agency forum provides focus and
commitment to support delivery of this target, as it can slip against the backdrop of a
pressure surge.

•

Daily multi- disciplinary telephone conferences led by the CCG support the escalation
of issues and discussion to find resolutions to improve patient flow through the
system and reduce delays. It can be assumed that the beneficial impact of the
teleconferences is reflected in the DToC data and the target being met.

•

For border trusts, in particular Princess Alexandra Hospital in Harlow (PAH),
ENHCCG commissioning managers attends fortnightly urgent care working groups
and a monthly urgent care programme board to support the management of capacity
pressures. These have helped to manage demand and reduce the number of DToC.

Out of Hours (OOHs) & NHS 111

Across Hertfordshire, the out-of-hours Service provider - Herts Urgent Care (HUC) - was
chosen to pilot NHS 111, which commenced on the 2 October 2012. NHS 111 is now the
main number to access both 111 and out of hours medical care. There are monthly contract
and performance meetings in place for both services.

Out of hours performance for January & February 2014 is available as sample in Appendix
G. For 2013/2014 the National Quality Requirement - NQR 10, is currently the only one RAG
rated red. This reflects those patients who present at an emergency department and whose
clinical needs can be met by the on-site out of hours primary care centre. Any patient
presenting at the Lister ED who meet an agreed criteria can be re-directed from the ED to
this service. The lack of achievement of this target reflects those times when the capacity of
the out-of-hours service struggles to meet the walk-in demand from the ED. Commissioners
have a pre-agreed escalation matrix that allows the relaxation of this target to support the
service to meets its demand. The relaxation of NQR10 is only with the approval of the on-call
ENHCCG Director.

Regarding NHS 111, the CCG contract lead confirms that HUC continues to perform well
and further development of this service is underway during 2014/2015. A table of
Hertfordshire NHS111 performance is currently being reviewed and will be included in the
later urgent care plan submission.
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Hertfordshire’s NHS 111 service has made a successful bid to become a pilot area for
developing NHS 111 as a front of house” triage system/ reception point. It is planned that
this will be launched initially at the QEII Hospital’s Urgent Care Centre in Welwyn Garden
City, date to be confirmed, with the potential to use the learning from this project to extend
the pilot to other settings. This work stream will be a phase 2 pilot, so we will have access
to the learning and outcomes from the eight other pilots across England already underway.
More importantly, how we design the pilot is our local decision, based around our particular
needs. Work is now underway to meet and work with partners to design a decision support
tool for the UCC. Full details of this are found on page 54 – (NHS 111 Integration pilot with
ENHT – QEII UCC).
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1.4 Elective Care Requirements - Improvement in RTT Performance
As part of the operational system resilience and capacity plans for 2014/2015, additional
non-recurrent funding of £2.2m is being made available nationally to return performance
to January 2013 levels. This means a reduction in the total number of patients waiting
over 16 weeks by 115,000 nationally and for the Area Team t h i s e q u a t e s t o 4,812
and for ENHCCG 950.

The reduction in backlogs is being undertaken by focusing additional activity on the
longest waiters and for the CCG, these monies will cover our three main acute providers ENHT, PAH and Chase Farm Hospitals.

The release of non-recurrent funding is contingent on plans demonstrating:
•

Meet all 3 RTT standards at a national level by the end of September 2014 (90%
admitted, 95% non-admitted, 92% incompletes)

•

Will need to be above contracted activity levels

Plans will be monitored nationally via Unify to allow payment linked to an agreed activity
plan.

Process
•

Agreement with providers on expected levels of additional activity – reflecting issues
of routine validation, PTL management, in-hours v. premium rate sessions, theatre
utilisation, outsourcing capacity etc

•

Reasonableness test given timescales

•

Providers complete and submit an agreed template to Unify – covering activity and
costs (July)

•

CCG signs off unify submissions (July)

•

Monitoring arrangements in place to track progress

•

Area Team confirms plans

•

Approved plans submitted nationally

•

Standards to be met at an aggregate level (September position in November
published data)

•

Delivery of the 3 standards required at specialty (post 1/9)
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RTT update

The table below shows the breakdown of activity and funding for ENHCCG following
discussion with trusts and submissions onto Unify, and Trusts have been sent formal
notification.
North
Middlesex

ENHT
ACTIVITY
Admitted < 18
weeks
Admitted > 18
weeks
Total Admitted
Non-Admitted <18
weeks
Non-Admitted >18
weeks
Total NonAdmitted

Royal Free

RNOH

PAH

BCF

TOTAL

120

0

0

3

91

0

214

178
298

11
11

12
12

0
3

150
241

69
69

420
634
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0

0

0

294

0

324

321

6

0

5

217

39

588

351

6

0

5

511

39

912

COSTS
Admitted costs

836,582

19,064

19,165

Non-admitted costs

130,272

6,226

-

Total

966,854

25,290

19,165

15,893

436,789

350

37,609

16,243

474,398

110,154

£1,437,647

62,261

£236,718

172,415

£1,674,365

RTT Performance at Quarter 1 2014 - 2015 At CCG level, RTT performance was met at an aggregate level for all RTT metrics for Q1.
At provider level, ENHT exceeded the required performance targets for Q1 but PAH failed
the RTT admitted target.

Although BCF have only submitted a revised figure of 69 admitted (following an original
submission of 445), the BCF contract is currently over performing and any additional
activity over and above plan will count towards additional case figures. BCF are over
performing against day case and elective activity which equates to around £53K per
month. This could equate to around 200 additional cases in the period July – March and
will increase the additional number of patients treated on top of the submitted 634.

The Royal Free has ensured robust governance processes are in place to deal with the
backlog issues at BCF. There is now direct dialogue with GP practices and letters have
gone out directly to GPs to continue the process of validation.
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ENHT is on track to deliver 298 admitted patients and 302 non-admitted patients and
has produced the plan:

PAH
PAH did not achieve the 90% aggregate target for Q1 for RTT admitted, with the year to
date position being 86.61%. Recovery plans are in place with the Trust undertaking
increased activity to reduce the admitted backlog; this also includes outsourcing in
Orthopaedics (particularly spinal) and General Surgery.
In June the aggregated admitted RTT figure was 83.7%. A number of specialities failed
the target; General Surgery 84.29%, Orthopaedics 64.64%, Urology 82.47%,
Ophthalmology 83.63%. All 4 specialities have detailed trajectories in place and these are
monitored by PAH and commissioners on a weekly basis. In addition oral surgery and
cardiology failed to deliver speciality performance, however this is mainly attributed to
reduced volume of RTT validation and reduced activity due to annual leave within the
Trust. Both specialities are on track to deliver in future months.
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1.5 East and North Hertfordshire Trust – performance against A&E 95% 4 hour
operational standard - 2014/2015
ENHT have experienced a difficult start to 2014/2015 in relation to the attainment of the 4
hour 95% Operational ED Standard. For both Quarter 1 and Quarter 2, they have not met
this target:
•

April, reporting a final position of 92.21%

•

May, reporting a final position of 92.50%

•

June, reporting a final position of 95.43%

Final Q1 Performance: 93.59%

Q2 performance is
•

July, reporting a final position of 95.25%

•

August, reporting a final position of 93.96%

For week ending 14th September the trust have reported a position of 91.01% and their year
to date position = 93.58%

In light of this, ENHT have produced and are working towards the following projection to
achieve this target:
ENHT 95% 4 hour Operational Standard Performance Projection for 2014/2015
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This translates monthly to:
Attendances

Breaches

95 %

April
May
June
July
August
September
October
November
December
January
February

10469
11257
11417
11727
10192
11160
11532
11160
11532
11532
10416

825
828
535
557
616
412
420
490
540
540
475

92.12
92.64
95.31
95.25
93.96
96.31
96.36
95.61
95.32
95.32
95.44

95
95
95
95
95
95
95
95
95
95
95

March

11532

455

96.05

95

133,926

6,693

Total

The CCG monitors ENHT ED performance via ENHT daily reports received by the ADs’ for
performance and unscheduled care. Issues are discussed direct with the trust and through
the daily teleconference.

An update on ENHT’s ED 4 hour – 95% operational standard, formed part of the Area Team
Quarter 1 meeting held on Friday 5th September, with CCG executives.
Analysis

ENHT A&E Attendances & Admissions
14,000

35%
34%
33%
32%
31%
30%
29%
28%
27%
26%

12,000
Patients

10,000
8,000
6,000
4,000
2,000
0

Admitted

Apr- May- Jun- Jul- Aug- Sep- Oct- Nov- Dec- Jan- Feb- Mar- Apr- May- Jun- Jul- Aug13 13 13 13 13 13 13 13 13 14 14 14 14 14 14 14 14
2,7523,5282,7642,8553,6082,8593,6123,1113,0513,8693,2673,1923,1003,9693,1573,2992,909

NonAdmit 6,7768,1896,6637,1268,2026,3198,0626,1626,3107,7236,4377,2686,6858,7667,4947,2546,351
Total Attnd 9,52811,719,4279,98111,819,17811,679,2739,36111,599,70410,469,78512,7310,6510,559,260
Conv

29% 30% 29% 29% 31% 31% 31% 34% 33% 33% 34% 31% 32% 31% 30% 31% 31%
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Correlations
An urgent care daily dashboard has been maintained since April 2014 detailing key metrics
including attendances, admissions and breach information in addition to ambulance
information. SPC work has been undertaken to identify days where results have fallen
outside of 3 standard deviations. In addition correlation work has been done to establish the
strength of relationship which exists between metrics.

The correlation between attendances and meeting the 4 hour target has been calculated
using April 2014 – August 2014. The correlation coefficient is 0.32 which implies that 32% of
breaches can be attributed to the number of attendances. This means that 68% of breaches
can be attributed to other factors. These include capacity, staffing, patterns of arrivals and
further work is being undertaken to investigate the impact of these other factors.
Occupancy Rate

Delayed Transfers of Care (DToC) by Organisation
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DToCs by Reason

36

1.5.1 Auditing of Hospital Admissions
Two audits and a retrospective patient care record (PCR) review of East of England
Ambulance Service Trust (EEAST) records have been performed. The aim was to consider if
patients arriving by ambulance at the emergency department (ED) were appropriate for
assessment and/or treatment using an alternative care pathway, predominantly the Acute inhours Visiting Service (AIHVS).

The initial audit and corresponding PCR review were performed by a paramedic over a 9
hour period at the Lister Hospital ED. The PCR review was performed retrospectively and
included patients transported by ambulance to the Lister and Princess Alexander hospitals.
The results from both exercises concluded that approximately 25% of the patients arriving at
the ED could have been referred to AIHVS as an alternative to the ED.

The second audit performed on the 1.9.14 was performed by both an Emergency Care
Practitioner from EEAST and the lead GP from AIHVS. This time the focus was the Lister
Hospital ED and the audit was for a 10 hour period. The preliminary results suggest that up
to half of the patients arriving by ambulance had the potential to be treated elsewhere. The
audit also captured common presentations and interestingly a number of individuals where
the “system” had initiated their attendance at the ED. 34 patients were captured, with 10
discharged within 4 hours and a further 7 kept further assessment with a potential for
discharge. The audit will be completed follow a review of the information.

There is an intention to increase the use of alternative pathways, in particular AIHVS and
HomeFirst by EEAST. The target is to increase the referrals from EEAST to alternative
pathways by 20% by the end of the 2014 / 2015 financial year.
In response to these difficulties, the Trust has already prepared and is working to an
emergency department (ED) Performance Recovery Action Plan, the full details of which can
be found from page 78- 88. This now is under review as part of the Trust Development
Authority’s (TDA) request to the ENH system, to produce a system wide response to
supporting the recovery of ENHT ED 4 hour 95% Operational standard by 22nd September.

Additionally there are already a number of initiatives in place across the unscheduled care
pathway including:
•

A CCG led daily teleconference with system partners

•

Urgent Care children’s ED pathways are in place at both the Lister & QEII ED sites.
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•

CCG commissioned Acute In-Hours Home Visiting Service (AIHVS) offering GP home
visits.

•

Clinical Navigators in ED – 7/7 8.00am- 22.00pm.

•

Acute Medical Pathway – Consultant telephone triage for GPs, to encourage them to
explore options other than hospital admission, such as ambulatory care.

In light of the variable performance concerns and the fact that the consolidation programme
will reduce the acute bed stock in our CCG area by 120 beds by autumn, the following CCG
investments for 14/15 include:

To ENHT:
•

£2.5m - Funding to support OCH programme

•

£1.2m - Adjustment to emergency rate threshold to fund an additional ward &
Funding for 15 daily delayed transfers of care

•

£1,660,000 Winter Resilience Monies (part of the £5m referred to in ENHCCG
schemes)

To Primary Care
•

£2.9m - Implementation of proactive health checks and personal health plans for
people aged over 75

•

£0.7m

•

£1.4m for winter resilience schemes (part of the £5m referred to in ENHCCG

- Enhanced services to care homes

schemes)

ENHCCG schemes
•

£1.5m - Development of Home first in the North Herts locality

•

Introduction of Discharge to Assess

•

£5m - Operational resilience over winter and early spring. This includes additional
capacity in acute services, intermediate care and primary care

•

£0.6m - Early Supported Discharge for Stroke from the Lister Hospital.

Over the months these issues have been discussed at the East & North Herts UCN (now
System Resilience Group) and there is a SMART plan which focuses on the top 4/5 system38

wide key priorities that will support the collective delivery of the A&E operational standard.
This has been updated to take into account the recently approved system resilience wither
schemes .Please refer to the SMART plan on page 99 onwards.
NHS England – Meeting the Standards for Urgent Care: This minimum standards
checklist, detailing the basic number of requirements that need to be in place in all health
systems in order to consistently achieve the 95% four-hour wait standard, has been
presented to and discussed at the UCN on Friday 9 May. It is now been completed by
partners as part of this plan submission.

1.5.2 Emergency Care Intensive Support Team (ECIST) Development Planning
To support the development of an integrated system, during summer 2013 the CCG utilised
the skills and expertise of ECIST to undertake a whole system diagnostic assessment. The
aim was to ensure we captured all key issues and priorities to inform current and future UCN
work programmes.
The review consisted of two components:

1. Issued a “whole system diagnostic tool” i.e. a questionnaire to multi-agency partners

2. ECIST visited over two days on Tuesday 13 August & Wednesday 14 August 2013 to
interview relevant Executive Team leads. On the afternoon of the 14 August they
undertook a 3 hour feedback session.

Headlines from the feedback session include:
•

The CCG has strong foundations

•

There is a newly established UCN that is well supported and brings partners together.
This needs to be used effectively to establish the urgent care vision and plan; and more
importantly agree the immediate, medium and longer term actions to deliver sustainable
and affordable urgent and emergency care services.

•

There is evidence of silo working and some solutions that are based around
organisations rather than the needs of patients or a service.

•

There is a need for clear and concise system metrics which can be shared across the
UCN that will inform both providers and commissioners that services are making a
39

difference e.g. re-admission and mortality (SHMI) rates, not just the ED 4 hour 95%
operational standard.
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Section 2. Unscheduled Care Key Principles & Priorities
This section outlines the system key principles and emerging priorities for the
unscheduled care pathway informed by national, local knowledge, best practice
including the work informed by ECIST’s support.
At February 2014’s Urgent Care Network (UCN) it was acknowledged that all solutions to the
problems experienced in the field of unscheduled care require an integrated whole systems
approach, with providers and commissioners working towards a shared vision and
outcomes. This needs to start with a clear understanding of the principles of unscheduled
care and an agreed common understanding of what good looks like, supported by clear
performance metrics. The work undertaken by ECIST has been supporting the UCN in this
endeavour and includes endorsement of the following:

2.1 System Principles


Person Centred



Networks of Care



Blurred Boundaries



Easy Access to Services



Timely, effective and proportionate assessments



Plans to avoid and manage personal crisis – self management



Easy flow of information



Continuous evaluation and feedback loops

2.2 UCN Priorities: Key Drivers
During discussions, the network agreed that the following should be the proposed key
drivers to delivering an unscheduled care pathway underpinned by the NHS England
Meeting the Standards for Urgent Care 4 that we can all be proud of:
•

Reduce the number of people needing hospital admissions

•

Improve the quality of patient care (wherever they access unscheduled care )

•

Don’t let people stay in hospital any longer than they need to

•

Keep people at home for as long as possible

This recognises the fact that partnership working and advances in unscheduled and
emergency care should mean that only those patients who are acutely ill require the skills

4

NHS England Meeting the Standards for Urgent Care
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and expertise of in-patient secondary care. Much more can now be achieved in the
community through collaboration across primary and community care.

The following section (Section 3) details the current work streams by which the CCG will
deliver the necessary commissioning changes to ensure health and social care provision
meets patients’ needs across all areas of the unscheduled care pathway.

Supporting all of the above is the founding principle for all services and service providers to
continually improve the quality and safety of patient care, delivering the right care at
the right time, irrespective of place, whether that relates to:
•

Prior to a patient’s arrival at A&E

•

The patient’s care in hospital – the management of their hospital stay, including
discharge arrangements

•

Their discharge home/into out of hospital care

The UCN session on 7 March 2014 focused on how, as a health and social care economy,
we can achieve the following over the next 2 - 5 years:

1) Reduce the number of people needing hospital admissions (decreasing nonelectives in secondary care)
2) Improve the quality of patient care, wherever people experience unscheduled care
(Patient Safety & Quality)
3) Don’t let people stay in hospital any longer than they need to (Discharge to
Assess)
4) Keep people at home for as long as possible (acknowledging the integration agenda
of Health & Social Care)

The UCN focussed on addressing points 1, 3 & 4, acknowledging that point 2 is an
underlying principle across the whole of the unscheduled care pathway; supported by the
undertaking of standardised and consistent assessment wherever a patient accesses
unscheduled care e.g. NHS 111 & the Directory of Services (DoS)

The following headline objectives, together with the roadmap to delivering them, were
identified at the meeting:
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Reduce the number of people needing hospital admissions
•

Build on the current provision of alternative services such as the acute in-hours
home visiting and home first services with rapid access to diagnostics and
secondary care opinions; supported by telemedicine & telehealth via a single point of
contact.

Don’t let people stay in hospital any longer than they need to
•

Facilitate and enhance shared care schemes underpinned by rapid access to advice
and navigator services, step-up & step-down services & beds, trusted and single
assessments.

•

Enhance the current models of integrated working by developing “Discharge to
Assess and *SAFER” Patient Flow Bundle (PFB) – outlines defined inputs that if
delivered will result in enhanced patient flow through a hospital. The enhanced flow
will make a positive contribution to improved quality of care for patients.

*S – Senior review.
A – All patients will have an estimated discharge date (EDD), or Clinically Optimal discharge
date (COD)
F – Flow of patients - evidence of *5 patient transfers out of assessment units
E – Early discharge
Review, a weekly systematic review of medical patients with a length of stay more than 14
days.
’Discharge to Assess’/’Choose to Admit’ model. This recognises the fact that keeping frail
older patients in hospital any longer than they need to be can be detrimental to their health.
It also acknowledges that the traditional method of pre-discharge daily living assessment is
time consuming as it is undertaken in an unfamiliar environment. The alternative ‘discharge
to assess’ model establishes that once a patient is deemed to be medically stable, he/she is
discharged home for community health and social care assessments in their home
environment, when it is safe to do so.
Using this model it has been demonstrated in another health system (Sheffield) that inpatient lengths of stay are reduced and patients are offered the best opportunity to maximise
and regain their former levels of independence. It has to be recognised however, that
introducing this model will not be straightforward, and will require significant changes in
working and development of homecare models.
•

Utilise voluntary sector services e.g. Age UK to provide support on discharge
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•

Develop further multi-skilled workers consisting of both qualified and unqualified staff
through the Local Education Training Boards (LETBE). Additionally for this health
economy, against the backdrop of major reconfiguration and staff consultation we
should explore the opportunity to innovate by offering staff at risk of redundancy
potential new roles to fill a known skills gap in community care provision.

Keep people at home
•

Support ageing well schemes, including over 75 screening

•

Maximise the function of NHS 111 pathways and the Directory of Services to
signpost the public to the right place first time, including education via health
promotion for both patients and carers

•

Proactive periodic reassessment of care needs and care packages

•

Roll out of the HomeFirst model during 2014/2015 & 2015/2016

•

Utilise the opportunities that health and social care integration, the voluntary
sector and the Better Care Fund will bring, to maintain people in their own homes for
as long as possible. In east and north Hertfordshire, we have collectively agreed to
pool out of hospital monies relating to older people’s care, including community
health provision (intermediate care, palliative care, District Nursing, community
beds), Continuing Healthcare Funding, and the Older People’s budgets for homecare
and residential care. We have undertaken to jointly commission and transform any
services that are in the pool, to develop more effective, efficient, and integrated
services for older people.

•

Optimise the benefits of ENHCCG acquiring MIG – Medical Interoperability Gateway.
MIG enables different IT systems to ‘talk’ to each other and approved staff will be
able to view any primary care record within their own clinical system. This work is
being taken forward as part of the primary care strategy.

•

Innovate for quality- the CCG and partners are working with providers to develop
innovative ways of working in relation to telecare and tele health.

•

Maximise use of alternative services such as the acute in-hours home visiting and
home first services, effective homecare and enablement.

There is much to do and a need to streamline and focus on the key drivers outlined on page
33. This is because there is a jigsaw of current service provision that was developed and
commissioned with the best intentions, but which now presents a complex system which is
rife with duplication. Streamlining the pathway will provide clarity, not least for patients. The
next section outlines how the CCG and system partners are addressing this.
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Section 3. Current Work streams
This section details the unscheduled care work streams that have developed and are
underway and explain how East and North Herts system is striving to achieve an
integrated approach, to ensure the best care for our patients. This includes making
preparations for winter planning 2014/2015, informed by looking back at the
experiences of winter 2013/2014.

The CCG published its strategic plan in May 2013 and seeks to increasingly focus its work
around care groups and their needs, rather than around facilities and staff. As such, we are
centring work around:
•

Good quality and safe care;

•

Unscheduled care;

•

Planned care;

•

Strengthening primary care and developing self-care;

•

Completing existing strategic changes.

Each of these five major strands takes forward existing work, yet seeks to deliver further
improvement in patient outcomes, patient experience and cost-effectiveness through a
series of specific projects. Furthermore, there is considerable synergy between the five
strands. For example, the work being done to improve the ability of all care homes to
respond to routine exacerbations of residents’ conditions is helped by the falls project, and
both projects help deliver better targeted use of unscheduled care services. Similarly, the
work being done to further improve primary care quality will also help deliver better planned
care for patients with long term conditions and in turn reduce demand for unscheduled care.

Hertfordshire has considerable experience of developing innovative community-based
services for patients. Again, this forms part of our vision for the future. Our community health
services have started to work in a more integrated and effective way with both acute and
social care colleagues. We expect further integration of assessment and care will be
achieved by 2015.

Our vision for the future is one of increasingly integrated services that meet patients’ needs,
deliver better outcomes and make efficient use of available resources. A greater proportion
of care will be provided outside hospital settings – whether for acute, community, mental
health or other needs. Patients will be active participants in maintaining their own health as
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well as exercising choice in relation to care. Where it is appropriate for care to be based in
hospitals, this will be delivered to higher standards and in line with agreed pathways.

The CCG has 4 Programme Boards chaired by GP Governing Body members who are
taking forward the delivery of the CCGs strategic plans and ambitions. The unscheduled
care (UCPB) and out of hospital programme boards (OOHPB) have work streams that
impact on each other the most offering opportunities to support unscheduled care service
provision.
On the 13th February 2014, the CCG held its council of members meeting. To showcase to
constituent member practices the work underway, each programme board developed a
benefits map. These maps outline ongoing work and the priorities being taken forward by the
programme boards to address the key issues outlined in section 1. The benefits map for
both the UCPB and OOHPB are displayed next:
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Wherever and whenever a patient accesses or experiences unscheduled care services they
should experience consistent and standardised care whether they ’phone before they go’,
self- present to an emergency department, urgent care or minor injuries unit or are
ambulance conveyed. Every step of the pathway has to incorporate the principles of
supporting and guiding the patient to make the right choice, first time, irrespective of place.
This includes advice and guidance if patients can self-manage their condition or rapid
response if they require emergency care. The unscheduled care service spectrum needs to
incorporate:
•

Self-Care, patient empowerment and education supporting ’Choose well, Keep Well
& Age Well’

•

Offer proactive signposting via the Directory of Services (DoS)

•

Keep people at home where clinically appropriate to do so, supported by rapid
response home first schemes

•

Once acute care is complete, facilitate the ‘Discharge to Assess’ model

•

Utilise the skills of the voluntary sector
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Across the CCG, work is underway during 2014 / 2015 and beyond, aimed at
supporting the unscheduled care pathway. Projects in order of their start date
include:

3. 1 Cheshunt MIU – February 2014.
The procurement of this existing service is underway. The CCG held a market bidders
engagement day on 28 February in Welwyn Garden City. The morning event was for the
CCG to present to prospective providers the commissioners’ vision for this service and to
answer any questions potential providers might have. The event was attended by 11
companies and was a precursor to the issue of the Prequalification Questionnaire (PQQ)
which includes the Memorandum of Information (MOI) and an application procedure for
potential providers interested in tendering for the MIU Services. It also assisted potential
providers in making their own evaluation of the potential opportunity.
Headline timelines:
•

Advert issued 3rd March – 3rd April

•

PQQ issued on 4th March - return date of 4th April.

•

Completion of PQQ evaluation and communication of result to providers between 4th
April – 24th April

•

May 2014 CCG Governing Body approval for the “invitation to tender” (ITT) and
service specification

•

Those who passed the PQQ evaluation “invited to tender” (ITT) on 3rd June with a
return date of 9th July.

•

Extension to process to until 4th August.

•

CCG opening of ITT received clarification questions 4th – 18th August

•

CCG Evaluation panel meet to review ITTs & shortlist between 5th August & 2nd
September

•

Shortlisted ITT’s interview/presentation 18th & 19th September

•

CCG Governing Body approval 24th September

•

Issue debrief letters 26th September

•

10 day standstill period ends – 6th October

•

Contract signed – 7th October

•

Service commences 1st December 2014

Following evaluation of the ITTs received, further work is underway and bidders have been
notified the originally anticipated process schedule will need to be amended.
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3.2 QEII & Lister UCCs’ – February 2014
These UCCs are part of the Delivering Quality Healthcare in Hertfordshire (DQHH)
programme and work has been underway on developing them over the last few years. This
has included working with the Trust on plans and processes to support outline and full
business cases. 2014 has seen a ramp up of these work streams as both UCCs open during
2014, with QEII planned for 1st October. Both schemes have Gantt charts and programme
structures to support delivery.
An overview of generic work underway for both schemes includes:
•

Delivery of UCC Service Specifications including patient pathways

•

Mapping activity profile (Minor Illness /Injury)

•

Cost analysis against tariff & HRG

•

NHS 111 capacity / phased approach agreed

•

Mobilisation of UCCs – including:
o

Operational pathways and policies

o

Facilities

o

Information technology and telephony

o

Recruitment and retention

o

Communications

o

Evaluation

o

Collaboration & partnership structures

As the new QEII is a new build facility, for the UCC there will be an interim model from
autumn 2014, utilising the ED in the current hospital before it moves into the new hospital in
spring 2015.

The new hospital will offer increased integration and partnership working with the out of
hours service and the GP led health centre. The interim model (October 14 - spring 15)
necessitates that the three services have shared pathways, but remain geographically
separate. The CCG has expressed an interest to the Area Team for the QEII UCC to be a
project for co-commissioning with the GP-led health centre.
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3.3. Enhanced Primary Care Support to patients in Nursing & Residential
Homes
Local Context and evidence base - May 1st 2015

East & North Hertfordshire Clinical Commissioning Group covers a population of
approximately 577,000. 9% of the registered population is aged over 65 years and 8% over
74 years. Between 2010 and 2035, it is projected that the population aged 65 years and over
in East & North Herts will increase by 65,000 people (75% increase).

The largest percentage increases will be in those aged 85 years and older (see table below).
Age group
All these aged 65 years and
over
65-69 years old
70-74 years old
75-79 years old
80-84 years old
85-89 years old
90 + YEARS old

% increase between 2010 2035
75%

Increase in numbers

61%
73%
50%
58%
119%
236%

14,400
14,600
9,000
7,500
9,000
9,700

65,000

In East & North Hertfordshire there are approximately 3,833 residential care and nursing
beds for older people.
There is a need for closer working between partners to identify and respond to the needs
within the care home population. Appropriate management of individual patients in primary
care through to secondary care could have a huge impact on reducing emergency
admissions. A new CCG contract for 2014/2015 was launched May 2014 with the remit of
improving clinical outcomes for patients residing in nursing and residential homes by
providing supportive, proactive, structured primary care to prevent unnecessary admissions.
In addition, a care home premium is being developed to enhance the clinical skills of staff in
care homes which care for the most complex patients.
•

Facilitate primary care practitioners to take a proactive approach to caring for people
registered with their practice currently living in care homes. This would be by using a
multi-disciplinary approach, in collaboration with the care home staff and community
staff, to offer consistency, efficiency and a higher quality of service to this element of
our population.

•

To have a named GP responsible for the co-ordination of care for each resident.
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•

Encourage the effective use of agreed local care pathways and local health economy
resources to reduce inappropriate admissions to secondary care. This would include
links to the Interface Geriatricians, HomeFirst, other Community Services and the
Diagnostic & Assessment Units being developed at Chase Farm, QEII etc.

•

Support GP practices in implementing a programme of assessment and regular
review of the mental and physical health of their care home population, in line with
national and local guidance.

•

To ensure regular review of residents to prevent harm from poly-pharmacy

•

To reduce the risk and adverse consequences of falls as part of a revised Falls
Strategy

•

To deliver appropriate chronic disease management to this population

•

To improve coverage of influenza and pneumococcal vaccination and ensure
awareness of exacerbations of COPD

•

To improve professional relationships between care home staff and GP practices

The reimbursement to practices for providing the service to care homes will be based on the
following:
•

80% of the payment will be paid in monthly instalments as the service is delivered.

•

20% of the payment will be paid on a final locality audit to give assurance of the
systematic care provided by the contract.

The localities will be responsible for performance and outcomes of the locally agreed
service.

3.4 Stroke Pathway Implementation – Early Supported Discharge (ESD)
A multi-agency work stream involving Primary Care, Acute/Community Health and Social
Care Providers, CCG(s), HCC, Service Users and Carers, Stroke Association, Other
Voluntary Sector Providers and Third Sector Providers are working on the above. The work
is being undertaken in phases with the current work stream focussing on Early Supported
Discharge (ESD)
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The ESD work commenced May 2014 and is scheduled to be completed by October 2015.
What is Stroke ESD?

NICE Clinical Guideline (CG162) Stroke Rehabilitation 2013

‘Offer early supported discharge to people with stroke who are able to transfer from
bed to chair independently or with assistance, provided a safe and secure
environment can be provided.’

•

Home based specialist stroke multi –disciplinary rehabilitation services, delivered at
the same intensity as inpatient care.

•

Patients who will gain the maximum benefit are those with mild and moderately
severe stroke.

•

Duration of intervention up to 6 weeks.

•

A service nested in a broader framework to provide specialist & community stroke
care.

ESD Objectives
•

Improve access to stroke specialist care in the community

•

Reduce risk of death and dependency

•

Reduce length of In-patient stay – acute and community

•

Improve functional outcomes and odds of living at home.
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•

Improve patient and carer satisfaction

Implementation Timetable:
Phase

Dates

Mobilisation

Avg

%

patients

Phasing actions

per month
1

Oct 2014 – 31 Dec

25-50%

7.3

Recruitment,

2014

development of service

(3 months)

and embedding good
practice.

2

1 Jan 2015 – 31 Mar

50-70%

11.6

Workforce

2015

development – training

(3 months)

all key staff to band 3
level in OT, PT and
SLT.

3

1 Apr 2015 - 30 Sep

70-100%

16.4

Development of

2015

enhanced, innovative

(6 months)

practices – group
therapy, enabling
homecare, etc.
Embedding enhanced
services, pathways and
flows.

4

1 Oct 2015 onwards

100%

19.3

Full mobilisation

A monthly Project on a Page Summary is circulated to update stakeholders
Other Aligned Stroke Work Streams:

a) Princess Alexandra Hospital: Options for Hyper Acute Service Provision
b) Bedfordshire, Luton and Hertfordshire Accountable Officers Stroke Pathway Review
c) Strategic Clinical Network Advisory Group for Stroke: Chair Carole Hill Luton CCG
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3.5 NHS 111 Integration Pilot with ENHT – QEII UCC
Pilot Opportunity:
From October 2014 there will be an Urgent Care Centre at the QEII Hospital. The CCG is
working with ENHT on developing the urgent and emergency care pathways to support the
integrated usage of the UCC, OOH’s GP and primary care, to provide an overall more joined
delivery of care and essentially a safe, more efficient and higher quality of care for our
patients. We believe that this will lead to greater patient satisfaction as well as better
outcomes. From October 2014 to spring 2015, the UCC will be located in the current QEII
hospital and from spring 2015, the UCC will move into a purpose built UCC, integrated with
OOHs and a GP led Health Centre in the new QEII hospital.

Our main pilot objective is to develop a “front of house” NHS 111 based triage of patients
coming to the UCC at QEII Hospital. This reception point will be a front end of the UCC
department, with everything being put through the system.

This is to direct patients to the right point of care delivery at the first contact, and as our NHS
111 service provided by Herts Urgent Care has proven to be safe and effective, we would
like to explore the opportunity of utilising 111 as our main initial triage and direction tool at
the front end of the new UCC (which will also include an OOH’s Primary Care Centre and a
GP led Health Centre as well).

Using the Adastra based system would also provide a seamless link between the telephone
111 triage and is interoperable and ready for summary care record linkage. Patients who first
dial 111 but are triaged to the UCC will not need to enter personal information again at the
desk. This is a key area which will shorten wait times and avoid duplication giving more
streamlined patient care.

Alongside this we would like to further develop the smart call (call before you go); to
encourage patients to call 111, and use this as a tool to better streamline UCC utilisation.
As we are progressing quickly towards the opening of this new service, funding will be
required to develop the following:

1. Front facing 111 (based on NHS Pathways) triage at the entry of new UCC.
2. Promote smart call and creating the IT links to share this information with the UCC
where appropriate.
3. Use 111 as a re-direction tool to primary care with Post Event Messaging (PEM)
delivery and appointment booking to own GP where applicable.
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4. Supporting our clinical navigators with thorough clinical assessment using NHS
Pathways

We believe that we are strongly placed to deliver this pilot to provide learning to the wider
urgent and emergency care system based on the opportunity of incorporating the above into
the service delivery specification of this into the newly built QEII UCC. Additionally the
intention in partnership with ENHT, subject to further discussions, is to take the learning from
the QEII pilot project and integrate NHS111 pathways into the forthcoming integrated UCC
at the Lister Hospital site, where we already have an established clinical navigator within the
local ED, and the role of this clinician can also be enhanced with NHS Pathways
assessment.
As we have been able to demonstrate, we have developed successful NHS 111 service with
strong clinical leadership that is well supported by local GP’s, other stakeholders and the
wider public, therefore believe that we are well placed to further integrate 111 into the urgent
care system.
Mobilisation:
We aim to design, validate, test and subsequently commence pilot delivery by the end of
2014 with the date to go-live still under discussion with partners.
Scalability:
As previously outlined any positive benefits and learning from this pilot, the intention is to roll
this out to the Lister Hospital UCC in the future. Additionally Cheshunt MIU procurement is
underway and subject to the above, the plan is also to incorporate NHS 111 there in due
course.
Success criteria:
•

Reducing unnecessary ED attendances and subsequent hospital admissions.

•

Directing patients to the most appropriate service provider first.

•

Working in collaboration with other stakeholders like social care and community
services to tie into the front (patient) facing triage, to enable patients to be directed to
these services without delay.

KPI’s and other matrices will be developed to monitor effectiveness including mechanisms to
capture patient and health professional feedback.
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This pilot is also 1 of 2 in the country and the direction of travel for most ED’s/UCC’s. The
aim to get primary care data onto ED systems is also a national drive so an opportunity for a
collaborative delivery between the health organisations in the area.

3.6 North Hertfordshire Home First roll out - July 2015
Home First – this offers an integrated model of health and social care to reduce non-elective
admissions in secondary care and is currently available in the Lower Lea Valley locality
(LLV) This model of care offers both a rapid response model and chronic disease
management. To understand the decision to rollout this model of care, a background
overview of the current model is given.
Background to LLV Model
Prior to the LLV pilot commencing in November 2012, the concept of developing an
integrated health and social care model was debated and discussed at length by clinicians
from all eight practices in LLV. Ensuring GP engagement and belief in the model at the
outset was imperative and maintaining clinical enthusiasm and momentum during
the implementation of the pilot has required continuous clinical commissioning leadership.

The Home First steering group and implementation group was pivotal in supporting member
practices from LLV to test joint community health, primary health and social care working. It
is acknowledged that cost efficiencies during the pilot period were made, primarily due to
better utilisation of skill mix and further integration of existing services to avoid avoidable
duplication of effort.

The steering group, however, highlight that a key success measure of the Home First model
is the reliability and trust that clinicians have in being guaranteed a response time that meets
the needs of their vulnerable patients, hence staffing levels need to have sufficient capacity
to flex up and down to meet the needs when required.

Evaluation included:
• Activity
• Cost effectiveness
• Patient experience
• GP feedback
• Clinical quality measures
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The findings shared in the evaluation report (available on request) can demonstrate the
positive effects of integrated community working between primary care, community health
and social care, and the early signs of proactive case management of patients identified as
‘high risk’ using the risk stratification tool is encouraging in improving the quality of patient
care delivered to frail and elderly people. The evidence of patient’s and carers’ satisfaction
plus the GPs’ perception of a responsive community service across health and social
care has helped LLV to achieve their aim of delivering better patient care in the community.

There has been significant learning from this pilot which we trust will help to inform the
recently published 2014/15 CCG’s commissioning intention “to move towards a model of
adult community nursing which integrates Practice, Community, Nursing and Social Care to
meet the needs of individual patients. To deliver care closer to home and reduce the use of
the acute sector.”

Reviewing the evaluation paper presented, the CCG Governing Body, at its meeting on the
30 January, supported the Out of Hospital Programme Boards recommendation that the
Home First Pilot should be rolled out to North Herts locality. A steering group has been
working on this and the scheduled roll out date is 22 July.

3.7 2014/2015 -SAFER CQUIN with ENHT (as described on page 43)
Work to take this forward with ENHT includes the following specific milestones and targets
over the 4 quarters of 2014/2015:
2014/2015 Quarter 1
S – Job plan reviews. To agree plan for how target to be achieved by each speciality
A - AAU excluded. Welcome cards being used
F - Job plan reviews. To agree plan for how target to be achieved by each speciality
E - Job plan reviews. To agree plan for how target to be achieved by each speciality
R - Data reports established
2014/2015 Quarter 2
S – Timetabling changes actioned and job plan notice periods take place
A – 95% target met
F - 5 transfers met 50% of time = 50% pay
E - 50% of 35% target by 11am, 30% of 60% target by 14:00, 50% of 95% target by 20:00
R – Target met
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2014/2015 Quarter 3
S – Implementation stage, supported by OCH consolidation
A – 95% target met
F -5 transfers met 80% of time = 75% pay
E – 80% of all targets met
R - Target met
2014/2015 Quarter 4
S – 90% target met
A – 95% target met
F - 5 transfers met 95% of time = 100% pay
E – 90% of all targets met
R -Target met

3.8. Discharge to Assess - July 2014
National policy on transfers of care between acute trusts and local authorities has been
governed under a fines system, implemented through the Community Care (Delayed
Discharge) Act (2003). Under this system councils are fined £100 per day for those patients
who are medically fit to be discharged from hospital but whose discharge is delayed because
the appropriate social care assessment has not been undertaken, or because suitable social
care provision is not available at that time.

Delayed Transfers of Care have reduced significantly in recent years, as the table below
indicates.

Year

Annual fines

Approximate days of delay

2010 - 2011

819,058.00

7445

2011 - 2012

567,168.00

5156

2012 - 2013

447,268.00

4066

2013 - 2014

500,480.00

4550

However, demographic pressures mean that current acute provision will quickly become
insufficient to meet demand. For example, the population aged 65 and over will increase in
Hertfordshire by 20% by 2020 (see JSNA data). As well as preventing admissions to hospital
in the first place, transforming discharge practices is essential if the health and social care
system will be able to deal with these increased numbers.
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In light of these urgent pressures, and steps already taken to integrate provision and pool
resources - through the Better Care Fund and before - by the Local Authority, CCG’s and the
Acute Trusts in relation provision for older people, a fines system no longer appears to be an
optimal process to be used to improve patient outcomes.

As an alternative to the reimbursement system, health and social care systems are
increasingly beginning to implement Discharge to Assess models of care. Discharge to
Assess works on the premise that once a patient has achieved their optimum benefit from
being in hospital, they are discharged to an appropriate placement where an assessment
can be completed outside of the hospital environment.

Studies from other areas have shown that any stay beyond the point of a patient benefitting
from their admission (and in certain cases where their recovery would be more beneficially
achieved in a non-acute placement) introduces risks of hospital acquired infection, increase
in confusional state, potential loss of mobility and physical function, and psychological
deterioration, termed ‘decompensation’. In turn, this can lead to an increased reliance on ongoing social care packages. 5

Project Objectives

The Discharge to Assess project has the following objectives:
•

Design and implement ‘fast track’ discharge process to be enacted when a
person has reached a point of ceasing to benefit from acute inpatient care

•

Redeployment of existing resources to carry out community assessments with 28
days of the discharge date

•

Introduce ‘Trusted Assessment’ – i.e. appropriately qualified staff from the Acute
Trust, the Community Trust and social care referring directly to one another’s
service without the need for an additional assessment. This will require
appropriate training, and information governance and sharing protocols.

•

Commission flexible and rapidly accessible service to support people while
assessment is pending. For example, homecare, integrated community team
support and nursing beds.

5

See ‘Navigating the System - Finding early opportunities to access Community Services’, South Warwickshire Foundation
Trust, and ‘Discharge to Assess at Sheffield Frailty Unit’.
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•

Create a system for the pooling of fines money to support the commissioning of
additional services.

Timelines
•

Embedding new processes by 22 July 2014 to align with the start date of the
North Herts HomeFirst service.

•

Initially only 10 virtual ward beds will be commissioned for discharge to assess
pathways

The next section details a number of other schemes that are already underway that also
contribute to the unscheduled care pathway; this with the aim of providing proactive
supported care and reducing unnecessary hospital admissions where appropriate.

3.9 Prior to arrival at A&E (Keeping people at home & reducing hospital
admissions)
Primary Care:
•

Acute In-Hours Home Visiting Service – CCG wide pilot offering GPs home visiting
service that enables primary care to plan and manage their time differently e.g.
proactive case management.

•

Improving Access to Primary Care – Productive General Practice pilots have been
undertaken in Stort Valley and Villages and Lower Lea Valley localities, utilising two
different approaches. The Productive General Practice programme is designed to
help general practice continue to deliver high quality care whilst meeting increasing
levels of demand and diverse expectations. It helps practices to put the patient,
clinician and practice team at the centre of improvement to create a timely,
appropriate and dependable response to patient needs. The Patient Access
programme has been undertaken in Stort Valley and Villages and Lower Lea Valley
localities. This programme offered as a first point of contact a GP triage service to
improve access. Comparing 2012 and 2013 data, there has been a slight
improvement in access and a reduction in A&E attendances. Further evaluation is
underway.
Improved Outcomes Long Term Conditions – For example - Chronic Obstructive
Pulmonary Disease (COPD), work is underway to change the primary culture and
management of the disease including empowering the patient. The NHS England
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CCG Outcomes Tool shows that 75.8% of E&N Herts patients with LTCs “feel
supported”. This is better than the average for England and better than the regional
mean. The best in England scores 80%.
•

Carers Support- To support and minimise risk of carer breakdown.

•

Falls – A pan Herts task and finish group comprising two CCGs, Social Care & Public
Health has been established to review the current falls related services and to
develop a new strategy and specification. A countywide workshop was held on the 8th
May 2014 to understand what works well in falls and fracture prevention and
management, with the aim of creating an effective integrated care pathway which is
universally adopted across the CCG. This will also link to the Ageing Well Strategy
-

enabling people to live well and independently

-

when support is required, it is joined up and provided at the right time

The next steps include utilising feedback from pre workshop questionnaires and
workshop breakout sessions to help inform a draft falls strategy, a Public
Consultation/Engagement Process and a final Falls Strategy produced in time to
influence CCG Commissioning Intentions for 2015/16.
•

Advanced Care Planning – with particular reference to the care home sector.

•

Risk Stratification on Care Trak is widely available across primary care and
identifies patients at risk of needing access to unscheduled care.

•

During winter 2013/2014 primary care schemes offering additional capacity in primary
care both in and out of hours and additional wards rounds in care homes have been
introduced. The impact of all winter schemes is currently underway to inform plans for
winter 2014/2015.

•

Utilising winter monies 2013 / 2014, the ambulance service built capability and
capacity in their operations call centre in Bedfordshire. Ambulance staff were trained
with extra navigation skills to support patients and ensure best use of resources for
both patients and services. This is to maximise the use of prevention of A&E
pathways.

Community Health & Social Care
•

Integrated Point of Access for health professionals During 2014/2015,
discussions will commence with Hertfordshire Partnership Foundation Trust to explore
the possibility of combining and streamlining the number of different service providers’
single points of contact.

•

Additional capacity in the form of enablement and escalation beds.

•

Social care staffing on Saturdays and Sundays to effect hospital discharges, with
further investment in 2014/2015 to supplement this resource.
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•

Additional social care staffing for acute integrated discharge from community beds.

•

Additional capacity within the Flexi- Hospital Team for out of county acute discharge
of Herts residents.

•

Increase in Hertfordshire Equipment Store (HES) capacity and investment in HES
equipment budget.

•

Additional spend on social care packages for people leaving hospital early who need
intensive support initially, with up to four weeks of free care. This has included
significant investment in innovative forms of homecare designed to increase patients
flow:
•

“Home-from-hospital” care, which is aridly accessible 7 days a week with an
“in-reach” function to support rapid discharge from care.

•

Rural homecare – extra capacity in areas currently poorly served by home
care providers.

•

Dementia homecare with specialist home carers trained to care for people with
dementia.

•

As mentioned previously, for winter 2013/2014 the CCG commissioned a number of
winter schemes across community health and social care from both statutory and
voluntary partners. Examples include, supported discharge from hospital with Age UK,
non-weight bearing beds provided in local care homes to enable patients who are
medically fit to be cared for in a more appropriate environment than an hospital acute
bed and additional clinical navigator hours based in ED to prevent hospital admissions
where possible.

•

Bed Review the joint Intermediate Care Board has commissioned a joint review of all
community beds. The CCG and county council funding that pays for intermediate
care, short stay and enablement beds will be pooled into the Better Care Fund from
April 2015/16.This offers an opportunity to accelerate previous joint work to improve
community bed provision, and achieve a fully integrated model with no distinction
between ‘health’ and ‘social-care’ beds.

3.10 Flow within Hospital (Discharge to Assess)
•

Discharge to Assess/Choose to Admit model, please refer to 2.2 page 35.

•

NHS 111 – as outlined on page 46 during 2014/2015, the Hertfordshire NHS 111
service will see the development of a pilot to incorporate a “front of house” NHS 111
based triage of patients coming to the UCC at the Lister Hospital. The objective is to
also enhance and strengthen the role of NHS 111 as an integral part of the local
urgent and emergency care system.
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•

A dedicated consultant- led telephone triage is now available Monday to Friday in
ENHT for the acute medical pathway that was established as part of a CQUIN with
the Trust. The aim is to offer GP colleagues dedicated access to advice on the
options available to support medically unwell patients. There are plans to roll this out
to Saturdays, subject to the recruitment of an additional consultant during early
2014/2015.

•

The CCG’s Planned Programme Board has supported an ENHT business case to
pilot a Geriatric Interface Model that will offer more Consultant Geriatrician
leadership and input into community and social care environments. This will enhance
the guidance, skills and experience of multi-disciplinary colleagues in these settings
as well as providing the opportunity to see and review patients before a crisis
precipitates to an acute environment. The plan is for a phased roll-out commencing
September 2014 with rapid telephone access for GPs to a Consultant Geriatrician.

•

The Lister UCC opens October 2014 and will offer a primary care integrated unit
working alongside the emergency department and will focus on patients with minor
injuries presenting at the Lister site. This will allow secondary care colleagues to focus
on patients in greater medical need, where their skills and expertise are best served.

•

Clinical Navigators are incorporated within both the Lister and Princess Alexandra
Hospital Emergency Departments. These posts work seven days and week and
offer rapid assessment and treatment alongside their secondary care colleagues to
prevent admissions where clinically appropriate.

•

Ambulatory Emergency Care – on the 6 March 2014, the CCG and ENHT system
partners joined the Ambulatory Emergency Care Network, a 12 month collaborative
programme designed to support health communities to rapidly expand ambulatory
emergency care.

•

Building on the ECIST support to the health and social care economy, the CCG has
agreed with ENHT during the 2014/2015 contracting round a SAFER Bundle CQUIN
as found in appendix D.

•

During 2013/2014 the CCG in collaboration with primary, secondary, community
care, the private sector and the county council undertook an innovative project to
implement a set of evidence based children’s urgent care pathways facilitating
closer integration of the system wide workforce The Children’s Urgent Care Pathway
Tools are nationally agreed tools which aim to provide integrated and consistent high
quality children’s care in primary, acute and community settings, so that parents do
not receive conflicting advice. Taking into account number of presentations at A&E,
this economy chose to focus on:

1.

Febrile child (0-5 years)
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2.

Suspected bronchiolitis under 2 years

3.

Acute asthma (2-16 years)

The objectives of the project were to produce:
•

Closer integration of key parts of the system wide workforce through the
implementation of NICE pathways.

•

To reduce ED attendances and re-attendances in children’s ED with a distinct
group of children with respiratory and febrile conditions.

•

To improve patient experience outcomes for children and young people and in
doing increasing the ‘value’ in the systems which treat them.

During the project a significant amount of teaching and promotional work regarding the
pathways has been done with members of the public, primary and secondary care clinical
staff with very positive feedback. Many teams now have the pathway use embedded into
everyday practice.
•

(Rapid RAID Assessment Interface and Discharge) Liaison Service for
Hertfordshire was introduced by Hertfordshire Partnership Foundation Trust (HPFT).
It has improved the current mental health liaison service with the addition of a
consultant psychiatrist, psychologist and trainee doctor as well as an increase in
nursing. The aims are to reducing delays and length of stay due to mental health
issues. This is achieved by undertaking joint physical and mental health assessments.
As the RAID service is based within A&E, staff can assess patients instantly, without
having to call out and wait for a psychiatrist or Community Psychiatric Nurse (CPN).
This team also educate and train staff to identify and deal with mental health
problems, rule out suspected mental health presentations as physical problems,
signpost to more appropriate services, and sort out care packages and support on
site, thereby avoiding admissions.

3.11 Discharge and out of hospital care (Discharge to Assess)
•

Discharge to Assess/Choose to Admit model, please refer to section 2.2 page 35.

•

There is an Integrated Discharge Team based at the Lister Hospital which following
ECIST analysis is being reviewed and improved to maximise its ability to maintain
hospital flow.

•

ENHT have their Transforming In-Patient Management Programme (TIMP)
informed by ECIST March 2012.
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•

Hertfordshire Community Trust (HCT) and Hertfordshire Community Services (HCS)
(formerly Herts Adult Social Care) jointly run and manage a Community Bed
Bureau. This is a web based system that supports the facilitation of timely patient
flows from acute hospitals and the community to the most suitable community bed
destination that meets patient’s needs.

To understand how these schemes are performing and the impacts they are having, a key
work stream for the UCPB during 2014/2015 is to deliver a system dashboard to incorporate
high level metrics including such as:
•

95% ED Operational Standard

•

Numbers of admissions acute & community care

•

Delayed Transfers of Care ( DToCs)

•

Ambulance Turnaround Targets

•

NHS111 /OOHs.

Acknowledging the impact non-elective pressures can have on the elective pathway, the
CCG is also looking to create an elective dashboard, which will include referral to treatment
(RTT) times and cancer waits. These will be jointly reviewed and analysed to give a full
picture of operational resilience across the system.

ECIST have noted that transparency on system metrics and the lack of a shared system
dashboard is a weakness which is a priority to be addressed. During 2014/2015 the CCG’s
Performance team is supporting the development of a weekly and in due course a daily
dashboard. Preparatory work has already begun on the production of this and was
presented to the unscheduled care programme board on Thursday 13th March. Further work
is now underway with system partners to populate a dashboard ready for presenting to the
UCN / System Resilience Group (SRG), July meeting (standing agenda item). For details of
a dashboard that the CCG is adapting to meet our local needs is found in Appendix C.

September 2014 Dashboard Update

Work is already well underway in developing an urgent care daily dashboard to provide a
system overview in relation to attendances at A&E, admissions, ambulance numbers and
time of arrival, and achievement of A&E operational standard. Information is being collected
from ENHT and EEAST and relies on both organisations to provide accurate data in a timely
fashion. This information has been collated since April 2014 and has already been useful in
establishing trends and patterns using Statistical Process Control (SPC) Analysis.
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Presentations have been given at the Urgent Care network and also at the Governing Body
meetings. With 5 months’ worth of information, there are already some interesting patterns
emerging.
Key findings to date include confirmation that attendances are higher on Mondays but
conversion rates (to admission) are relatively low. In terms of ambulance arrivals the
information collected to the end of August shows that there are consistently lower numbers
of ambulances around lunchtime between 13:00 and 14:00 and peaks 2 hours either side of
this time (11:00 – 12:00 and 15:00 – 16:00).

Correlation work has been undertaken on a number of key metrics to understand what
impact each has on the ability of ENHT to meet the A&E 4 hour operational standard. The
correlation coefficient between the numbers of attendances and the ability to achieve the 4
hour standard is 0.302 which suggests that 30% of the number of 4 hour breaches is as a
consequence of the numbers of attendances. This implies that 70% is as a consequence of
other factors which include complement of staffing, seniority of staff, bed availability, and
numbers of delayed transfers of care (DTOCs). With this in mind, further information is being
sought in relation to staffing and bed state and also to what is driving demand by focusing on
numbers of 999 calls, numbers of see and treat and calls to 111. In addition, it is important to
know what alternative services are being used to prevent an A&E attendance and so further
information is being sought in relation to referrals to HomeFirst and the Acute In-Hours
Visiting Service, particularly by EEAST.

All this information will provide an overview of what causes pressures in the system and
therefore what actions can be undertaken to provide some system resilience. While some of
the information is readily available, some will rely on organisations changing how they report.

For example, NHS 111 currently reports on a Hertfordshire basis whereas an East and North
and West split would be more useful and this is being addressed. Similarly, much of the
ambulance information relies heavily on manual collection and there have been anomalies
with some of the admissions information provided by ENHT. So this exercise has not been a
straightforward one but none the less, its importance is being more widely recognised and
organisations are becoming increasingly keen to provide information as they can see the
benefits of seeing a system view, rather than an isolated view.

One of the key aims during September and October to sit alongside this work, is to provide a
daily bed state both within the acute trust and also within the community. This information is
already available on the daily system wide teleconference calls, but the CCG is working
towards developing a spread sheet which captures information about bed occupancy,
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availability and DTOCs clearly and concisely as a means of pre-empting pressures within the
system. This information would then be summarised and displayed in a prominent place
together with the status that ENHT and other trusts are reporting and also details of the daily
on call manager and director on call. In addition, the information from the dashboard could
be used to provide information around admissions, attendances and breaches over the last 5
days. The earlier that pressures are flagged, the earlier they can be dealt with. If it is clear
that there has been a period of high numbers of admissions but low discharges due to high
DTOCs, this will be highlighted in the daily bed state. If this information is provided at 10am
every morning then it means that interventions can begin sooner rather than later, with the
teleconference call being used as a key way to facilitate this process. West Essex CCG
already has a similar process in place and whilst ENHCCG is progressing well with the
dashboard, there are plans to visit West Essex CCG to see if any learning can be shared.

System resilience is key to preventing systems falling over and the CCG is working hard to
provide accurate and timely information on daily basis, facilitating processes and
interventions to ensure appropriate actions are undertaken to limit the impact when
organisations are under pressure. As already discussed, this work is progressing well and it
is envisaged that a daily bed state could be up and running by the end of October 2014 even
if it is initially in a crude form which can be further refined.

Alongside this key piece of work, there is a great deal of focus on other A&E departments
with visits and audits being undertaken to see if good practice can be shared, and also a
review of processes within A&E such as the arrival to handover process, as for Q1, ENHT
has already incurred fines of around £0.25m. A joint group has already been established
with representation from ENHCCG, ENHT and EEAST to focus on this area. This joint
working represents a huge shift in thinking and an acknowledgement that organisations can
achieve more if they work across the system which will be key to its success.

3.12 Seven Day Working
The NHS Commissioning Board Document December 2012 “Everyone counts: Planning for
patients 2013/2014” details the need for NHS services to move towards routine services
being available seven days a week. This is essential to offer a much more patient focussed
service, offers the opportunity to improve clinical outcomes and the patient experience.
Across the east and north Hertfordshire health and social care economy, to support this
move, our partners are undertaking the following:
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ENHT
As part of the ENHT Service Delivery and Improvement Plan (SDIP) for 2014/2015 the Trust
is to deliver an action plan with trajectories for the 10 recommendations for 7 day working.
Milestones include a self-assessment and action plan for presentation to the July 2014 UCN.

To date the trust provides:
•

All emergency admissions receive consultant review at weekends either immediately
on admission or on the post- take ward rounds.

•

Lister ED has consultant shop floor presence from 7.30am to 10.00pm MondayFriday and 2.00pm - 8.00pm Saturday & Sunday.

•

There is pathology and radiology cover for all emergency patients, any post- takes
requests and any related to discharge decisions.

•

Routine MRI at weekends.

•

A weekend pharmacy service, staffed by on-call pharmacists, is available for
discharge prescriptions i.e. “To Take Away” (TTA) so no patient waits until Monday
morning just for prescriptions.

HCT
At present HCT provides:
•

A seven day service within its community hospitals.

•

There is a seven day service until 22.00pm provided by the community Integrated
teams.

•

A seven day Navigator role at E&NHT A&E to facilitate the care of patients within the
community where appropriate rather than in the hospital.

•

Are integral members of the HomeFirst model.

Additionally for 2014/2015, as part of the Service Development and Improvement Plan, HCT
have to assess their services against the 7 day working toolkit on the NHS IQ website.
Based on this, HCT, in conjunction with ENHCCG, shall develop an action plan with
trajectories for delivering the 10 recommendations set out by the NHS Services 7 day
Working Group, broken down by specialties. The milestones for this are:
1. Self-assessment and findings to be submitted to ENHCCG by 30th June 2014.
2. Action plan agreed with ENHCCG by 31st July 2014.
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Following this evidence of milestones being achieved and progress being made will be
provided through update reports submitted to ENHCCG by 30th September 2014, 31st
December 2014 and 31st March 2015.
As part of winter resilience funding, HCT have been approved funding to support
strengthening of seven day working of which details can be found in the separate operational
resilience capacity templates for non-elective care.
HCS
Hertfordshire Health and Community Services are providing seven day a week social work
services from both the Lister and QEII sites. At present this services assesses an average of
four new patients at weekends and expedites discharges for people already in the system
through access to the countywide enablement homecare contract, which is also seven days
per week.

HPFT
Please refer to the RAID service described on page 56. The RAID service operates seven
days per week 8.00am -7.00pm. Considering the move to seven day working in a broader
context across a number of mental health services, HPFT have written to the Integrated
Health and Care Commissioning Team about steps they have taken around seven-day
working as this work stream develops nationally. In particular, HPFT has looked at key gaps
in provision that give rise to weekday – weekend variation which requires both additional
medical and nursing support. As a result, HPFT have identified a funding gap in order to
meet this extra staffing requirement, which is being discussed with the CCG.

The evaluation and monitoring of the impact of current 7/7 schemes will be through the
Urgent Care Network (UCN) This will inform a more detailed understanding of what priority
services the east and north Herts health and social care economy requires to support seven
day service delivery. Any learning will be shared with other programme boards as 7/7
services impact both the CCG’s in and out of hospital service provision.

3.13 System demand & capacity including resilience during winter
Although this pathway is unscheduled, there are plenty of examples of how predictive
modeling can support the whole system to respond to surges in demand; this is especially so
during the winter months when additional pressures are placed on the system. However,
within the CCG we view system demand and capacity as business as usual throughout the
whole year and are working hard with partners for year-long system resilience. This work is
also being supported by the development of the aforementioned system wide dashboard.
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The CCG are committed to ensuring that the quality of services and clinical outcomes for
patients are continuously improved; and as outlined, the winter months place additional
pressures on the system. Therefore, it is incumbent on the CCG that some additional
capacity is purchased to mitigate the risk winter brings. Winter planning arrangements sit
within the remit of the CCG’s UCPB and includes dedicated support from a Director Lead,
GP Governing Body Lead, Associate Director and Intermediate Care Clinical Managers.
These roles form part of the CCG’s daily winter pressures team including the CCG’s Duty
Manager on call role.

Therefore the UCN and UCPB have key roles to support year-long system management and
to operationalise what additional services are required during the winter months

3.14 Assessment of Winter Bids - Winter Schemes Prioritisation Framework
During 2013/2014 all bids were assessed against the following principles and criteria and
these have been utilised again for 2014/2015:

Principles:
As a pre-requisite, each bid was assessed in line with the following principles:
•

The winter bid offers escalation capacity that is above core contract provision and
supports resilience at times of system surge.

•

The winter bid ensures that patient safety and quality are maintained or improved.

Additionally, each bid was assessed against the following key criteria:
Criteria:
•

Primary care options deflecting ED attendance and admission (where clinically
appropriate)

•

Providing a cohort of escalation beds to support extremis pressures e.g. times of
demand surge or noro-virus outbreaks etc.

•

Supports 7/7 working.

•

Supports delivery of targets, Handover times, ED & DToCs.

The governance arrangements supporting winter planning work includes the following:
•

UCN

•

UCPB
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•

CCG Executive team

•

CCG Governing Body

Please refer to Appendix E for the – Winter Schemes Prioritisation Framework & bid
template.

As previously mentioned, winter planning 2014/2015 is already underway and includes the
feedback from the Hertfordshire & South Midlands Area Team “Local system escalation
reflection and planning expectations” workshops held on 4th April and 7th July 2014 . This
provided the opportunity for partners to look back at 2013/2014, reflect on lessons learned to
inform and support 2014/2015 system winter plans and actions.

3.15 Escalation Plans
Alongside this work sits escalation planning which forms an integral part of operational
resilience and capacity planning and seasonal variation planning within the Local Health
Community (LHE), throughout all community and hospital care settings.

The Escalation Plan 2013 /2014 was split into four stages which reflected the status of all
organisations in terms of bed availability, level of emergency demand and CAMS status.
Actions at each level were to be completed before moving onto the next level.

The earliest stages of escalation processes involved using existing local capacity flexibly to
achieve system balance. The escalation levels were designed to encourage early action at
the first triggers of escalation to prevent and reverse escalation to/from higher statuses;
therefore escalation to highest alert statuses (red and black) were considered to be required
only in very exceptional situations. Only when all measures had been exhausted, would
organisations move on to later stages of escalation which involved accessing capacity
beyond locality boundaries. The integrated framework provides a consistent and coordinated approach to the management of pressures across the CCGs acute and
emergency care systems.

On a daily basis the CCG winter pressure team receive daily capacity updates from acute
and community providers regarding demand and capacity for their services. Also active
monitoring and review of the Capacity and Activity Management System (CAMS) is
undertaken to monitor ambulance and acute trust flows.

Depending upon the nature of the information received, the team proactively liaise with
provider colleagues to trouble-shoot issues and find resolutions to system delays. Year on
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year, with more proactive urgent care planning, the CCG and partners aim to have services
in place that can flex up and down to meet surges and be less reliant on spot purchasing.
This is because over the years a lesson learned is that spot purchasing is actually more time
consuming and therefore creates delays, rather than a rapid response.

Primary Care colleagues are recognised as key partners in the management of demand and
capacity. A number of different communication methods are utilised to alert them to rising
pressures to ascertain the support they can offer e.g. liaising with Ambulance Service
regarding timely coordinated conveyance to an acute provider. For winter 2013/2014
Appendix B includes details of the primary care schemes commissioned as part of winter
planning.

The daily commissioner- led teleconference has the following purpose:
•

To review and share data.

•

Address any new issues/blocks by exception being experienced with demand and
capacity.

•

Offer commissioner support to provider colleagues if there are on-going system wide
issues that are causing blocks.

•

Provide the Area Team with a mechanism to feed-up to NHS England and escalate
to daily conference calls if necessary.

The daily monitoring of demand and capacity by the winter pressure team also ensures
relevant information reaches both the duty manager and the on-call executive. This is
through a series of updates outlining any key issues, action taken or required. This is
especially pertinent during times of rising pressures, particularly in preparation for the
weekend, should demand exceed capacity and commissioner support is required.

The ENHCCG Integrated Escalation Framework 2014/15 provides the basis for system
responsiveness and resilience, which will facilitate, manage and contain surge variance,
seasonal demand fluctuations and system pressure demands within acceptable, predetermined parameters.

The Escalation Framework supports this plan by clearly determining system and/or
segmented areas of operational performance that may impact on operational delivery due to
flow variance or surge demand. As such, the ability of east and north Hertfordshire’s system
responsiveness to react and contain a surge in demand and its ability to respond cohesively
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will determine the success of delivery across both operational and financial requirements for
2014/15.

As part of this plan, the Integrated Escalation Framework Plan 2014/15 has been reviewed
simultaneously. This ensures a cohesive revision of both strategic documents, providing the
opportunity to ensure new additions and developments that emerge through the operational
resilience and capacity plan are included for implementation in the Escalation Framework for
operational delivery, and vice versa. The updated Integrated Escalation Framework is
submitted has a supporting document with this plan.
The review has included:
•

Established a ’Task and Finish’ group (via the east & north Herts Strategic
Partnership Group - a multi-agency group that meets every fortnight to review the
hospital and community pathways to ensure capacity and flow is meeting demand).
As not all partners are able to participate in this group, the CCG has ensured that
ambulance, out of hours and mental health service providers are key co-optees to
this group to support this work stream.

•

Reviewed the current joint escalation framework and assess whether it is fit for
purpose in terms of the responsibilities of each party at times of surge, the current
triggers/thresholds in place and what escalation happens as a consequence (within
organisations and between partners). CCG will ensure this work includes border
partners in West Essex.

•

Ensured any updated documents are assessed against Meeting the National
Standards for Urgent Care Minimum Standards Checklist and reflect the service
developments and innovations occurring during 2014/2015 including Home First,
Discharge to Assess, SAFER and any winter monies that will also offer additional
system resilience through strengthening capacity.

•

The need to confirm plans to utilise a sub-group meeting of the Local Health &
Resilience Partnership (LHRP) to undertake a ’table–top’ exercise to test the
robustness of this plan pre the onset of winter.

Also the CCG as co-commissioners with the Area team work will also include:
•

Flu plan - On the 15th September the Area Team circulated to the CCG a Flu Action
plan, outlining this year’s requirements and a brief overview of the AT Immunisation
Team’s role. The CCG takes this extremely seriously and therefore further
discussions regarding this work stream will be taking place between CCG executives
and the AT.
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Tackling the pressures in the urgent care system is a complex, system-wide challenge and a
multi-stranded communications strategy is necessary in order to meet the variety of
information needs of health and social care staff, voluntary organisations and the general
public. The next section outlines plans underway for 2014/2015.

3.16 Communication Plans - communicating to ease urgent care pressures
Objective:
To use communications to reduce avoidable pressures on urgent care.
Approach:
Recognising that most people do not go from being well to being critically ill overnight, this
strategy relies on a joined-up approach from partner, stakeholder and voluntary
organisations. It promotes the importance of personal responsibility in maintaining good
health wherever possible and aims to stem the preventable flow of patients into the health
care system at every level.

It is easy to blame patients for inappropriately accessing urgent care systems to meet their
non-urgent health needs. However, the variety and complexity of the healthcare services on
offer, difficulties in accessing those services and the anxiety that ill-health generates means
that patients effectively vote with their feet. Unsure about which services are open and have
the expertise to treat them, the local accident and emergency department is regarded as a
safe option. When people do require urgent health care, our communications strategy will
help them to access the most appropriate treatment for their needs.

Aims:
•

Assist and encourage our residents to live healthy, happy and independent lifestyles,
so that they remain as healthy as possible for as long as possible.

•

Encourage the take-up of immunisation programmes amongst vulnerable groups to
avoid outbreaks of seasonal illnesses.

•

Stress the importance of hand washing and other infection control measures.

•

Communicate the role that everyone can play in managing their own minor ailments
and illnesses with the assistance of over-the-counter remedies and pharmacists
advice.

•

Raise the profile of NHS 111 as the access point for urgent, non-emergency medical
care when GP services are not accessible.

•

Outline the circumstances in which a hospital stay might not be in the best interests
of an older person.
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•

Raise awareness of the effectiveness of HomeFirst as an alternative to hospital
admission for people with health and social care needs, in those areas where the
model is in operation.

•

Explain the benefits of the ‘discharge to assess’ model to patients and their families
who might be challenged by this new approach.

•

Stress that Accident and Emergency departments are for medical emergencies only.

Key messages:
•

Look after yourself and your family. A healthy lifestyle can help prevent many winter
illnesses and stop long term conditions from getting worse.

•

If you work with elderly or vulnerable people, protect them from winter illnesses by
observing good hand and respiratory hygiene and taking up the flu vaccination.

•

Please take up your/your child’s flu vaccination as soon as it is offered to you.

•

Use your pharmacist’s expertise to choose over-the-counter remedies that can help
to relieve your symptoms.

•

Most coughs and colds are caused by viruses which can’t be treated with antibiotics.
Your GP will only prescribe antibiotics when they will be effective.

•

Winter bugs can spread easily. Don’t spread your germs to vulnerable people – stay
at home when you are ill and seek advice from NHS 111.

•

If you need medical help fast, but it’s not a 999 emergency, call NHS 111. They will
direct you to the best local health service for your needs.

•

999 and A&E departments are for serious medical emergencies only, such as heart
attacks, strokes and major traumatic injuries.

•

The best place for many vulnerable people to recover is in the familiar environment of
their own home, with the expert help of social care and health service staff.

Engagement:
These messages will be tested with a patient reference group which is being set up
specifically to act as a sounding board for the urgent care plan. Feedback from this group
will be used to refine these key messages.

Tactics:
To deliver an effective ‘joined-up’ urgent care communications strategy, we will work closely
with colleagues from across the public sector, including Public Health, Health and Social
Care, the voluntary and community sector and our provider organisations. Using specific
media and PR opportunities identified through a shared campaign diary, together with
ongoing ‘nudge’ messaging, we will maximise the impact of our communications plan, which
will be effective from September 2014 until March 2015.
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The urgent care communications plan will complement the following plans which have
already been developed; the NHS 111 communications plan, the New QEII and Lister
Hospital communications plan, the HomeFirst roll-out communications plan and the Early
Supported Discharge communications plan.

Evaluation:
The effectiveness of our campaign can be measured in a number of ways:
•

Attendance at healthy walks.

•

Clicks through to the ‘Where do I go’ website.

•

The uptake of flu vaccinations, when compared with 2013/14 figures

•

Increased calls to NHS 111.

•

Reductions in the number of A&E attendances which do not result in investigations or
treatment.

•

Coverage of key messages in the media and online.

The learning from this evaluation will inform the development of the campaign as it
progresses.
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Section 4. Governance & Reporting

This section details governance arrangements that have been put in place across the
system including leadership, accountability and ownership. It highlights the links
established between the UCPB (CCG), the UCN and the LHRP to ensure spread of
good practice.

The CCG has developed robust clinical and corporate governance arrangements as part of
delivering programmes of work. 6

Within the CCG, the Governing Body has overarching responsibility for setting the strategic
direction of the CCG, exercising financial control, risk management and is the decision
making body.
To support this function the CCG has adopted a Project Management Office (PMO)
approach to the way it works ensuring that delivery is both efficient and effective and
remains focused on the desired outcomes. This PMO approach brings a number of benefits
to the CCG:
•

Provides a rapid response approach to projects and work streams

•

Encourages a culture of empowerment and ownership by providing fit for purpose
support where needed

•

Allows the governing body to have a clear line of sight to all actions areas of the
business

•

Aligns with the organisational development plan in developing and up skilling staff

The PMO is also supported by a Programme Office that leads any service redesign or
development of new services in such a way that it:

6

•

Focuses on improving the patient’s experience and outcomes of care.

•

Reflects best practice/guidelines/statutory requirements.

•

Is clinically led with facilitation and help from all clinical support services.

•

Involves all stakeholders.

•

Promotes effective team working and integration.

•

Follows a structured methodology.

See footnote 3
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•

Delivers good value for money.

The programme office supports each programme board with service redesign and
development, offering:
•

Defining the work

•

Mapping existing pathways.

•

Visioning

•

Piloting

•

Implementation

•

Evaluation

This way of working is also enhanced by a programme board approach to managing and
monitoring all CCG key projects. The CCG has four work programmes that enhance its
ability to monitor and control projects and more importantly respond rapidly to projects when
needed. The programme boards are:
•

Unscheduled Care

•

Planned Care

•

Joint Commissioning and Partnerships.

•

Out of Hospital Care

Each programme board has a GP Governing body lead, an executive Director and Associate
Director Lead. The CCG’s Director of Commissioning has the overarching responsibility for
all 4 programme boards to facilitate partnership and integrated working. This is to also
mitigate any risks that an initiative developed by one programme board might have
unintended consequences on another.

The programme board also leads on the development of future commissioning priorities for
their respective area. The boards therefore map the future commissioning intentions for the
CCG which are developed further within the Commissioning and Performance Development
monthly meetings.

The Unscheduled Care Programme Board has the remit to deliver the following:
•

Assure the Governing Body that the commissioned services have sufficient capacity
and capability in place to deliver unscheduled care that is of high quality and is fit for
purpose.
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•

Achieve system wide policy initiatives around urgent and emergency care that deliver
improved care and services to patients.

•

Directly responsible for the progress of the unscheduled care CCG key projects,
which are monitored through a monthly review of the programmes board tracker –
please refer to embedded document on page 97.

•

Makes recommendations to the Governing Body for decision.

Close links have been formed between the Unscheduled Care Programme Board, Urgent
Care Network and the Local Health Resilience Partnership (LHRP) Board. A Governing
Body GP chairs both the Unscheduled Care Programme Board and the Urgent Care
Network. Directors from the CCG, local providers and social care attend the Urgent Care
Network and the LHRP.

These links have been important in terms of sharing best practice across the system and
ensuring that key pieces of work are developed effectively. Current work on the
development of the east and north Hertfordshire system wide dashboard provides a good
example of the work we are doing across the system in collaboration with our partners.

In terms of governance, the urgent care network is the forum where service ideas are
generated, supported, challenged or rejected, however, is it is not the decision making body.

Any proposal put forward that meets the systems strategic objectives and requires further
development into a business case, is undertaken by dedicated task and finish groups.

The unscheduled care programme board will take decisions regarding, for example, whether
a business case requires further work or is ready for a positive recommendation to the
Governing Body. The Governing Body is the approver in terms of releasing resource, with
progress on delivery reported back via the UCN and Unscheduled Care Programme Board.

There are a number of different reporting routes regarding unscheduled care pathway
operational standards and targets including:
•

Formal contract and performance meetings for primary, acute and community health
and social care.

•

Capacity and Activity Management System (CAMS)
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•

Daily capacity updates from acute and community providers regarding demand and
capacity for their services.

•

Acute Contract Quality Schedule.

A key work stream for the UCPB is finalising and delivering a system wide dashboard that
will provide transparency on agreed system metrics and the ability to plan proactively rather
than react to known system pressures which include the following:
•

February – HO/SHO changeover and half term.

•

May bank holidays.

•

June half term.

•

August – Main junior Doctor change over and staff holiday and bank holiday
weekend.

•

October – SpR. change over and half term.

•

Christmas & New Year – holiday period and half term.

To strengthen and align the work of the UCPB and the System Resilience Group, regular
monthly reporting on key unscheduled care projects is undertaken in both fora, to provide
checks and balances and minimise any potential duplication in projects and mitigate any
risks; this way the whole system is sighted on work underway.
4. 1. Approval Routes

The document control box on page 2 details the different internal and external groups this
plan has been circulated to and developed with.
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Section 5 – Spend & Assurance
This section details funding and breakdown of planned spend for 2014/2015 with
supporting information regarding contractual levers and non-elective CQUIN
thresholds. The spending plan for additional winter pressures 2013/2014 highlights
key priority areas that will benefit from additional funding and the work streams
developed to manage the unscheduled care pathway are also detailed. Quality
monitoring mechanisms, governance and reporting are also described. The risks and
mitigations highlights priority risks, actions being taken along with accountability for
delivery.

The CCG’s allocation is made up of baseline funding which is available every year
(recurrent) and amounts for the current year only (non-recurrent), and is split between
programme (healthcare) costs, running costs, and from 2015/16 the Better Care Fund. In
2013/14 the recurrent allocation is £601.2m, comprising £587.2m for programme costs and
£14m for running costs. The CCG has a responsibility to manage the £601.2 million pounds
of public money to effectively commission services to meet the health needs and improve
the health outcomes of the residents of east & north Hertfordshire.

An analysis of spend in 2013/14 is shown in the table below.

For 2014/15 and 2015/16, the new funding formula being introduced nationally in 2014/15,
our CCG is deemed to receive less funding than its “fair share” and therefore receives higher
than average growth of 3.38% in 2014/15 and 2.52% in 2015/16. The allocations each year
are given in the table below.
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2013/14 recurrent allocation
Growth
Recurrent allocation programme costs
Expected running costs allocation
Expected surplus b/f from 2013/14
Better Care Fund
Expected allocation

2014/15 2015/16
£k
£k
587,211 607,047
19,836
15,320
607,047

622,367

14,004
6,020

12,634.0
6,273.2
9,063.0

627,071

650,337

The figures do not yet include any payments under the Quality Premium.

When planning for future years we have to take account of changes to the national tariff
(prices charged by Provider Trusts), and growth in activity and spend. Changes to national
tariffs are based on guidance issued by NHS England. Growth in activity and spend is
estimated based on a number of factors.

Firstly, population growth, which is based on the ONS estimate of the population increase in
the CCG by age-band according to the age of the population using the services we
commission. Secondly, non-demographic growth which is based on previous years’ trends
in activity and extrapolated assuming the trend continues into future years. For acute
services provided under tariff, the trend of total growth in activity over the last 12 months has
been examined for the CCG and extrapolated assuming the trend continues into 2014/15.

This includes population growth and shows the following increases:
•

Outpatient referrals +3.99%;

•

Elective +4.02%

•

Non-elective + 4.33%

•

A&E + 3.85%

Further adjustments have been made based on the estimated full year effect of changes in
patient flows due to the following. Firstly, the changes at Chase Farm Hospital made as part
of the Barnet, Enfield and Haringey strategy (flows transferring from Barnet and Chase Farm
to North Middlesex and PAH). Secondly, the closure of Clinicenta (flows increasing at East
and North Herts Trust, reducing at Ramsay Healthcare, West Herts Hospitals Trust, and
Moorfields). These assumptions will be reviewed in 2014/15 and further variations to the
contracts will be made if necessary. The contracts for mental health and community
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services include adjustments for demographic and non-demographic growth and recognised
cost pressures in both local Trusts related to the cost of capital.
Thirdly, there are other inflationary increases in costs, e.g. prescribed drugs.

Finally there is new recurrent investment. One of the financial requirements of the national
planning guidance for 2014/15 is that £5 per head should be invested in primary care to
transform the care of patients aged 75 or older and to reduce avoidable admissions,
complementary to initiatives through the Better Care Fund. This fund will be retained
centrally pending the development of proposals for investment. For 2014/15 an investment
fund of c£8m has also been set aside. This will be used to fund a) any schemes previously
funded by the Transformation Fund which the Governing Body decides to fund recurrently in
2014/15 and b) new recurrent investment agreed by the Governing Body.

We compare projected spend, based on the assumptions above, with our allocation. This is
important because if growth in demand were to continue without any changes to the way
care is delivered then there would be an ever increasing gap between the allocation we
receive and the amount we spend. The gap in 2014/15 is £13.2m, before taking account of
reductions in spend which are planned as a result of the changes we are planning to the way
care is delivered. This is illustrated below to show that this saving is not against current
spend but is the amount by which we need to limit growth in spending which will otherwise
happen if no plans are in place to contain it.
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A summary of the savings which have been identified by broad budget heading in 2014/15 is
shown in the table below.
Summary of QIPP savings

Non elective services
Elective and outpatient services
Other demand management
A&E services
Ambulance services
Mental health services
Prescribing
Total

£'000
4,431
3,878
2,204
570
494
428
1,606
13,611

These savings largely reflect the expected reductions in growth in secondary care as a result
of investing in new schemes from the Transformation Fund, such as the roll out of
HomeFirst, the implementation of early supported discharge etc. and are described in more
detail under “Contracts” below. Other than prescribing, the figures above are the amounts
built into the planning assumptions agreed, or currently being negotiated with, Trusts.

There are a number of different funding streams supporting unscheduled care pathway
initiatives including funding from monies recovered from the application of marginal rates, or
that have been jointly developed with providers (both health and social care) and are aimed
at managing activity within the available budget. Areas of investment of the marginal rate
monies (c£6m) for 2014/2015 include:

Acute in hours home visiting service
Nursing homes service
Primary care investment
Homefirst
Early supported stroke discharge
Falls service

1,530
767
776
2,258
600
500

5.1 Contract Management and Contractual Levers

ENHCCG is striving to develop more effective ways to commission high quality services at
optimal cost in order to manage the increasing demand on resources, driven by a growing
and ageing population. Our aim is to work with all providers to ensure that we commission
the best possible healthcare within available resources, to meet the health needs of our
patients through developed and robust contracts. Commissioning Intentions were shared
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with Providers on the 30th September 2013, outlining our service priorities, pathway
changes and contracting principles for activity and finance and quality, safety and
performance standards. Given the increasing financial challenges facing the system,
ENHCCG expect providers to deliver both improved performance and productivity, reflected
in our 2014/15 contract plans and agreements. In broad terms, we are expecting to work in
partnership with providers to control activity and spend in line with 2013/14 levels.

QIPP reductions have been agreed in contracts with acute trusts and with specific reference
to unscheduled care include:
•

Managing anticipated non-demographic growth for Non Elective in line with
13/14 activity levels – as a result of admission avoidance schemes;

•

Reducing A&E activity for minor attendances in line with A&E avoidance and
redirection schemes;

•

Managing ambulatory care sensitive conditions to reach either the best quartile or
decile nationally – in line with ambulatory care developments and emergency
admission avoidance schemes.

Through the unscheduled care work streams we are looking to limit the growth in A&E
attendances to 0.8% in 2014-15 and to 1.1% by 2018-19 as described in the table below.
This work is being led through the Unscheduled Care and Out of Hospital Care Programme
Boards.

E.C.7-8 Activity Trajectories

A&E Attendances - All types

2014/15 Total

185928

2013/14 Forecast Outturn

184380

Forecast growth in 2014/15

0.8%

2015/16 Total

187316

Forecast growth in 2015/16

0.7%

2016/17 Total

187204

Forecast growth in 2016/17

-0.1%

2017/18 Total

189300

Forecast growth in 2017/18

1.1%

2018/19 Total

191419

Forecast growth in 2018/19

1.1%
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Formal monthly Contract Review Meetings are held by the CCG to performance manage our
hosted contracts and are also attended by CCG/CSU for our main associate contracts where
we work in collaboration with host CCGs.

Quality and Information sub groups carry out detailed work relating to the contracts Quality,
CQUIN, Information and Performance agendas (including deep dive work into particular
areas of concern) and monitoring of KPIs such as A&E targets and associated action or
recovery plans. Progress is reported back to the formal Contract Review Meeting.

For 2014/2105 the CCG has agreed a CQUIN with ENHT to incentivise SAFER. The
“SAFER” Patient Flow Bundle (PFB) outlines defined inputs that if delivered will result in
enhanced patent flow through a hospital. The enhanced flow will make a positive
contribution to improve the quality of care for patients.

Penalties/consequences (related to KPIs) have been agreed in the contract and will be
enacted upon breach of condition via the contract management processes; where an
immediate penalty is not in place or the performance issue does not relate to a specific KPI,
the contract query process is followed and tracked by the formal contract meeting or
associated sub group.

Parameters for national rules are also agreed in contracts e.g. thresholds relating to nonelective marginal rates and emergency readmissions. Monies retained from applying these
levers are reinvested in schemes to address strategic objectives and performance priorities
e.g. appropriate attendance at A&E and reduction of Non-Elective admissions.

Individual GPs are aligned to all main contracts providing clinical leadership to contract leads
and the performance management of providers. Monthly ENHCCG Commissioning and
Performance days are held which are attended by all board GPs and cover the latest months
performance for all main providers, providing a platform for discussion and decision to drive
performance management and improvement.
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Section 6. Conclusion

This work is part of an iterative development of unscheduled care services across East &
North Herts over the next 2-5 years. This builds upon the successful strategic changes that
have been underway since 2007 and has been informed by work with partners at the vision
event in January 2014, UCN meetings February/March 2014, ECIST feedback and the
Hertfordshire & South Midlands Area Team workshop -April 2014.

The monitoring and governance arrangements in place include the monthly Unscheduled
Care Programme Board and the system wide Urgent Care Network. It is with these robust
mechanisms in place we are developing a comprehensive framework of checks and
balances to provide assurance. Additionally these fora will be the arenas where schemes are
monitored, evaluated and additional support provided if milestones are not being delivered.

Another key piece of work for the next UCN meeting is the distillation of NHS England
Operational resilience and capacity planning for 2014/15 issued 13th June 2014. This will
necessitate a structure and governance review of the UCN in light of the following:

“The creation of UCWGs presented a unique and valuable opportunity for all parts of local
health and social care systems to co-develop strategies and collaboratively plan safe,
efficient services for patients. Following on from the successful work UCWGs have
undertaken since their creation, their next evolution is to expand their role to cover elective,
as well as non-elective care. This shift is reflected in the change in name of UCWGs to
System Resilience Groups (SRGs).SRGs are the forum where all the partners across the
health and social care system come together to undertake the regular planning of service
delivery. The group should plan for the capacity required to ensure delivery, and oversee the
coordination and integration of services to support the delivery of effective, high quality
accessible services which are good value for taxpayers”.

Therefore going forward, the SRG will be tasked with ensuring that the key priorities,
developed within this plan, are now implemented. Further priorities may need to be
considered as we take forward schemes and take learning from them and to reflect the
dynamic and organic nature of a plan, do, study, act approach (PDSA) this plan will be
adapted accordingly.
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Section 7. ED Performance Recovery Action Plan and System Resilience Group plan

No
.

Issue

Required
Actions

Lead

Intended
Outcome

Progress to Date

Next Actions

Deadline

Dedicated focus on
implementation and
gap analysis of
SAFER CQUIN
bundle in Medicine
Division w/c 19 May
utilising 'Breaking
the cycle week'
principles. SAFER
bundle to be rolled
out to all wards to
ensure that
principles are
embedded on a
sustainable basis.
Completion of gap
analysis in relation
to consultant ward
cover and 7 day
working. On track
for CQUIN
timetable but
assessing potential
for earlier roll-out.
A further 'breaking
the cycle' week is
planned for the 1st
week of July.

Phased
implement
ation, to
be fully
rolled out
by July
2014.

RAG
Rating
(Red/
Amber/
Green)

PATIENT FLOW
Mismatch between
admissions and
discharges,
especially at
weekends, resulting
in flow issues in ED.

1

Implement
SAFER
principles

ID

Bed capacity
made
available
earlier in the
day to allow
wards to 'pull'
patients from
assessment
areas in a
timely manner

Pilots launched in January
on elderly care wards on
Lister site and on
Stanborough in March, with
correlating reduction in
length of stay. Review of
job plans ongoing in
Medicine and Surgery
Division to increase
consultant ward level input.

AMBER
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Flow of medical /
surgical patients
blocked due to no
assessment space
on AAU/SAU

Implement
SAFER
principles

ID

2
Progress Chaser
to be based in
AAU and ED

3

4

ED require
admitting rights to
improve early
visibility of
admissions, giving
bed management
team more time to
allocate beds earlier
in the patient
journey

Consultants in
ED to have
admitting rights
for Medical
Patients

Ambulant majors
patients currently
sharing the same
waiting room as
minors patients.
Patient experience
decreased as
patients called 'out
of order' of arrival

Ensure all
ambulant majors
patients are
cohorted into the
same waiting
room with an
allocated nurse
and room for
treatments or
investigations

LL

FW/JK/
LL

DW/FW

Bed capacity
made
available
earlier in the
day to allow
wards to 'pull'
patients from
assessment
areas in a
timely manner
Help maintain
assessment
space by
ensuring
patients are
transferred to
wards
efficiently
Early
prediction of
admissions for
bed
management,
bed availability
for patient
sooner rather
than later in
patient ED
journey
Increased
safety for
ambulant
majors
patients with
visibility of
their condition
within the
majors
department,

As above

Currently being trialled

Currently being trialled

As above

Phased
implement
ation, to
be fully
rolled out
by July
2015

Implement daily.
Anticipate gaps in
rota with current
staffing but working
towards full
coverage.

Rota in
place from
June
2014.

Review trial with a
view to extending
beyond AAU

Jul-14

RED

AMBER

GREEN

Currently being trialled

Review trial on a
daily basis. If
successful
implement
permanently,
otherwise tweak
accordingly

Jul-14

GREEN
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such as ECG's

5

Minors patients
waiting in a triage
queue and then a
'treatment queue'
rather than an
immediate 'see &
treat' model of care

Change process
at 'front door' to
ensure
appropriate
minors patients
are given a see
and treat model
of care

increased time
to treatment
performance,
improved
patient
experience
DW/FW

Reduction in
triage waiting
times,
improvement
in minors
waiting times
and patient
experience

Currently being trialled

Review trial on a
daily basis. If
successful
implement
permanently,
otherwise tweak
accordingly

Jul-14

Discharge to Assess
steering group meeting
regularly. Audit w/c 12 May
to scope pathways and
patient numbers
Escalation capacity utilised
when flow issues are critical
in line with escalation
procedures.

Review audit
results and confirm
pilot pathways and
timescales

Pilot in
June 14

Consider suitable
areas for further
flex capacity and
scope feasibility.

end May
14

Escalation capacity utilised
at local care home during
Winter pressures.
Commitment to spot
purchase when system
under pressure.

Review of usage
and further
requirements inyear. Discussion
with UCN regarding
the generation of
change in demand
via the Urgent Care
Network.

end May
14

GREEN

WHOLE SYSTEM CAPACITY

6

7

8

Limited options for
rapid discharge of
patients from ED or
assessment areas

Pilot Discharge to
Assess models

Peaks in
attendances above
the expected upper
limits, resulting in
increased demand
for beds

Open flex capacity
in escalation areas
on Lister site as
required, including
Discharge Lounge
and Ambulatory
Care
Spot purchase of
extra care home
capacity / NWB
capacity

Peaks in
admissions or
increases in
discharge delays
resulting in
requirement for
additional capacity

FC /
FL
/ID

Reduction in
admissions
and length of
stay

ID/JB

Increase in
bed capacity
at peak times.

CCG/
ID

Increase in
whole system
capacity at
peak times.

AMBER

GREEN

AMBER
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Limited rapid
assessment and
discharge support

Roll-out of
HomeFirst to North
Herts area

9

10

11

Absence of live
whole systems
dashboard can
delay partner
response at times
of pressure

Implementation of
live whole systems
dashboard

Delay in patient
discharge from the
Trust (DTOCS)due
to out of Hospital
system blockages

Agree with CCG
fees for holding
capacity at the Trust
whilst
CCG/community
address community
capacity issues

CCG
/
HCS
/
HCT

Increase in
whole system
capacity and
reduction in
admissions

Already implemented in Lea
Valley and roll-out planned
for North Herts

CCG

Increased
awareness of
system
pressure and
trends. Rapid
whole system
response at
times of
system
pressure.
Reduction in
unplanned
overspend at
the Trust for
patients who
no longer
require acute
beds, freeing
up acute beds
on 'hot site' for
incoming
demand and
providing long
term adequate
ward staffing
for DTOC
patients

Urgent Care Network
agreement to prioritise
implementation. Draft
dashboard in development

ID/J
W

Ongoing
recruitment with
planned
implementation in
July 14 dependent
on recruitment. Any
vacancies will
impact on rapid
assessment
capacity.
Pilot of draft
dashboard

July 14

RED

Jun-14

AMBER

Agreement has been
granted for a ward on the
QEII site to be funded by
the CCG for DTOC patients
only, freeing up acute beds
on the Lister site

Continue to monitor
requirement

Jun-14

GREEN
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ED STAFFING
Doctors having to
attend minors when
majors department
busy

Increase ENP cover
in minors overnight

LL

12

GP afternoon
closures increasing
unnecessary ED
attendances

Review NHS 111
data

FW

13

14

ED decisionmaking affected by
availability of senior
medical staff

15

Increased delays
noted after 10pm
when senior cover
in ED is reduced.

Review consultant &
Registrar capacity
against demand to
identify options to
increase senior
cover at peak times

JK /
FW

Increased
ENP presence
to allow
doctors to
focus on
majors,
supporting the
ENP where
necessary

Potential resource identified

Should the
data prove the
increased
effect currently
being felt, then
discussions to
take place
regarding the
impact on the
current
process in
place for the
GP afternoon
closures
Provide
increased
consultant /
middle
presence to
shop floor

Data requested from
NHS111

Confirm ENP
availability and
cover. 4 ANP
courses have been
approved.
ENP/ANP via
agency has been
used successfully
for the last 2
weeks. LL to
develop a business
case for
substantive ANP's
for ED
Once data
received, review
and share with
GP's and CCG for
action

Rota in
place from
June 2014

AMBER

End July
14

AMBER

Successful recruitment of
ED consultant so fully
established from Sept. 14

Review of
consultant and
middle grade rotas

Review of
rotas in
May 14
with
changes
as
appropriat
e within
current

AMBER
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resources

Middle grade
vacancies affecting
continuity of
staffing and cover
with unfilled shifts
impacting on
performance

Medicine Division to
review split of
responsibilities for
filling and
administering middle
grade vacant shifts
with NHSP

JB /
ID/JK

Improved fill
rate for middle
grade vacant
shifts

Under discussion with
NHSP

16

17

Full time nurse
educator required
to manage nurse
education in ED,
particularly with the
existing
young/junior
workforce

Agreement for 3
nursing staff to
undertake Advanced
Nurse Practitioner
(ANP) training to
start from
September 14. Will
mitigate impact of
middle grade
vacancies.
Advertise post
internally as
secondment, whilst
developing a
business case for
submission as a
substantive post

LL

Improved fill
rate for middle
grade vacant
shifts using
ANP's

Agreement for 3 nursing
staff to undertake
Advanced Nurse
Practitioner (ANP) training
to start from September 14.
Will mitigate impact of
middle grade vacancies.

DW /
JK

Improved
safety in ED
particularly
during periods
of extreme
pressure.
Improved staff
job
satisfaction
with the
additional
support and
training

Agreement for secondment
made 27/06/14, to be
advertised week
commencing 30/06/14

ED have taken the
decision to revert to
previous booking
system for ED
locums from July,
where all bookings
are made directly
with the ED team.
July fill rate has
increased
significantly already
with this change.
4 places have been
confirmed.

Jun-14

Advertise internally.
Write full business
case for
substantive position
going forward.

Sep-14

GREEN
Courses
to start in
01/09/201
4.
Improved
cover from
Sept 15
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available 5
days per
week,
reducing
turnover
amongst
nursing base.
ED ROLES
Variability in
approach in relation
to consultant /
registrar lead role
on shop floor

Provide clarity on
shop floor
leadership role of
registrar / consultant

JB /
FW

Reduction in
waiting times
for review and
initial
assessment

Discussions with ED
consultant staffing

On call
consultant
able to provide
support to
registrar on
site
Both members
of staff able to
focus on their
role

No SOP currently in place,
though often common
practice by consultants

18

19

Difficulty for ED
nurse in charge to
lead shift and
progress chase

Implement a clear
SOP for on-call
consultants,
including virtual
'board rounds' via
telephone/BIMS
Band 6 progress
chaser to support
the shift leader

JB /
FW

LL

Potential resource identified

Identify lead shop
floor consultant /
registrar on rotas
and communicate
on a daily basis.
Provide training for
junior medical staff
on 'managing the
shop floor'
Write clear
guidance on
expectations and
distribute to
consultants

May-14

Progress chaser
shift now
consistently in
place with band 7
progress chaser
during the day and
band 6 progress
chaser at night

Jun-14

GREEN

May-14
GREEN

GREEN
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Delays to triage

Ensure 2 nurses are
always present at
triage

LL

Reduce
likelihood of
delays to
triage

In place but tend to pull
from this area to cover
unfilled shifts

20

Process has now
changed as of
09/06/14. All
majors patients
once triaged go
directly to majors
waiting area for
investigations/obs.
Minors patients
now receiving the
'see & treat' model.
Reduction in triage
delay already
evident. Once trial
period complete,
accurate trajectory
for improved triage
times will be
provided

End Jun14

Finalise action plan
with CCG and
EEAST

Jul-14

GREEN

AMBULANCE HANDOVER AND OFFLOADING

21

Ambulance
handover delays
experienced at
times of ED
crowding or limited
patient flow

Revised processes
including redirection
protocols and
handover protocols
in place

LL /
JK

Provide extra
trolleys during
periods of excessive
demand in order to
'cohort' or offload
patients and release
crews.

JK

Ability to
offload several
ambulances
quickly and
safely, thus
reducing
offloading
delays

Joint working with CCG and
EEAST to revise processes
and reduce handover
delays. Workshop held on
25.04.14

AMBER

5 extra trolleys are
stored and
available for critical
periods which can
be deployed for
'cohorting'
purposes

Jun-14

GREEN
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22

Ambulance
offloading
performance data
not currently
capturing total
demand due to
high % of private
crews not using the
GPS trackers on
vehicles - thus ED
unaware of around
10% of arrivals

Agree trajectory with
EEAST to improve
and eradicate lack of
GPS tracking on
private vehicles

JK

Improved
accuracy of
performance
data. ED
having sigh of
all incoming
ambulances
arrivals so
current
occupancy in
ED can be
managed to
accommodate
and offload
incoming
crews

Mtg took place with ENHT,
CCG and EEAST on
25/04/14. A further mtg has
been arranged for early
July to review and agree
trajectory

Monitor
performance data
and work closely
with EEAST to
improve

Aug-14

AMBER

SPECIALITY REVIEW
Delays in speciality
review

JK

Divisional chair to
raise with medical
teams in other
divisions

23

24

Circulate specialty
performance via
TIMP

Escalation of
speciality review
delays not
consistent or timely
especially out of
hours.

Agree trigger and
escalation process
to on-call teams

JK

Zero tolerance
for specialty
waits in ED.
Ensuring
patients are
reviewed
within 1hr of
referral

Escalation from Medicine
Division Chair to relevant
Clinical Directors to
address issues. Senior
Manager On-Call (SMOC)
tracking speciality response
times on a daily basis.

Zero tolerance
for specialty
waits in ED.
Ensuring
patients are
reviewed
within 1hr of
referral

Discussed within Medicine
Division.

Fast track protocols
to be agreed as
appropriate.
Medicine Division
to confirm triggers
for escalation.
Speciality wait
report from SMOC
to be forwarded to
the Director of
Operations on a
daily basis.
Agreement and
circulation of
process and
triggers. POW and
ED consultant to
have a
conversation at
8.30 pm as
standard.

Implement
ed with
ongoing
monitoring
AMBER

Jun-14

AMBER
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25

26

Disruption of
service continuity
during evening
medical handover
resulting in delay
for speciality review

Ensure service
continues during
evening medical
handover, ie release
1 doctor asap

BZ

Separate clerking
by ED and Medical
Speciality teams
results in
duplication and
delay

Implement single
clerking to reduce
delays

JB /
FW

Zero tolerance
for specialty
waits in ED.
Ensuring
patients are
reviewed
within 1hr of
referral

Discussed within Medicine
Division.

Reduce
duplication of
paperwork
and review
delays

Implemented

Agreement and
circulation of
process and
triggers. POW and
ED consultant to
have a
conversation at
8.30 pm as
standard.
Monitor to ensure
full compliance by
May 14

Jun-14

AMBER

May-14
GREEN

REDIRECTION OF PATIENTS
27

28

29

30

Need to increase
numbers of patients
redirected to
primary care
Ambulatory Care
not open at
weekends or OOH

Consider use of
redirection
pathways, e.g. 111
triage tool
Review options for
increased cover
OOH and at
weekends

Primary Care do
not have the
capacity to see redirected patients
from ED in a timely
manner.

Current criteria for
re-direction very
limited as to the
type of patients
who can be re-

LL /
FW

LL /
JK

ID/J
W

Discussion to take
place with
GP's/CCG and
ENHT to agree a
change in current

FW/J
B

Patients sent
to most
appropriate
place
Patients sent
to most
appropriate
place

Ongoing discussion with
CCG

Agree trial of 111
protocols with CCG

Jul-14

Newly refurbished unit
opened Dec 13.
Participating in Ambulatory
Care Network

Commence
increased opening
hours. Agree
funding
mechanism.

Jul-14

Paitents who
are re-directed
are able to
access
primary care
in a
reasonable
time frame
Increase
number of
appropriate
patients being
re-directed to

New Action added 11/06/14

AMBER

AMBER

Sep-14

AMBER

New Action added 11/06/14

Engage with
CCG/GP lead to
open discussion
around change in
current criteria

Sep-14
AMBER
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31

directed for
example to GP out
of hrs

criteria

GP heralded
patients reviewed
and admitted via
ED at Lister

Implementation of
GP heralded patient
pathway direct to
AAU

primary care
rather than
being treated
in a type 1 ED
RQ /
JK

Reduction in
volume of
patients in ED

GP Heralded pathway to be
implemented following
opening of New Ward Block

Commence GP
heralded patients
direct to AAU.

Jun-14
AMBER
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System Resilience Group - High Impact Interventions
September 2014 (snapshot of schemes complimenting system resilience plans)
System: East & North Herts
Work
stream
ED
Recovery
Plan

Action

Outcome

Variability in approach
in relation to consultant /
registrar lead role on
shop floor
Provide clarity on shop
floor leadership role of
registrar / consultant

Reduction in waiting
times for review and
initial assessment.

Identify lead shop floor
consultant / registrar on
rotas and communicate
on a daily basis

Clear guidance on
expectations and
distribute to
consultants.

Implement a clear SOP
for on-call consultants,
including virtual 'board
rounds' via
telephone/BIMS

On call consultant
able to provide
support to registrar
on site.

Comments on
progress
Discussions with ED
consultant staffing.

Timescale

May 2014

Lead (s)

Dr Jon Baker &
Dr Faye
Weinberg

KPIs

ED 4 hour 95%
Operational
standard

RAG Rating
(Red, Amber,
Green)

Green

Ambulance
Turnaround
Targets

May 2014

Green

Fast track protocols to
be agreed as
appropriate

Dr Jon Baker &
Dr Faye
Weinberg
Green

May 2014

Jennifer
Kearney
Delays in speciality
review
Circulate specialty
performance via TIMP

Zero tolerance for

Escalation from
Medicine Division

Implemented with on99

Work
stream

Action

Divisional chair to raise
with medical teams in
other divisions

System
Resilience
Winter Bids
supporting
operational
Resilience
& Capacity
Planning

ENH System Resilience
Group launched request
th
for bids on 9 May 2014
with receipt deadline of
nd
2 June.

Outcome
specialty waits in ED.
Ensuring patients are
reviewed within 1hr of
referral.

Evaluation of winter
resilience schemes
concluded and
recommendations
made to CCG’s
Governing Body
Meeting September
2014.

Comments on
progress
Chair to relevant
Clinical Directors to
address issues. Senior
Manager On-Call
(SMOC) tracking
speciality response
times on a daily basis.

CCG Governing Body
approved system
resilience winter bids
to the £5,000,000k

Timescale

Lead (s)

KPIs

RAG Rating
(Red, Amber,
Green)

going monitoring
Amber (in
view of ongoing
monitoring)

Communications to all
parties the outcome by
th
Monday 14
September - achieved

Denise
Boardman

ED 4 hour 95%
Operational
standard

Green

Ambulance
Turnaround
Targets

Full details in
Appendix I

DToC Targets
RTT Target

Delayed Transfers of
Care
CHC

To improve the
timeliness of the Fast
Track process.

CHC delays esp. Fast
Track pathway

Referrals:
To review care
pathways to improve
efficiency & speed of
delivery

Interim model in place
August 2014

Katrina
Anderson &
Rohini
Widyaratna

ED 4 hour 95%
Operational
standard

DToC Targets

Address the current
reported issues
around Herts delays
and reduce the
number of DTOC’s.

Fast Track Care
pathway reviewed and
agreed with partner
agencies.
CHC team to ratify FT

Katrina
Anderson &
Rohini
Widyaratna

Amber – A
priority
legacy piece
of work to be
completed
post CSU
transition

Green
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Work
stream

Action

Outcome

Comments on
progress
referrals within 24
hrs/same day if
received before 4pm.
All other referrals
within 48hrs or sooner.
Confirm the decision
to referrer by e-mail
immediately.

Timescale

Lead (s)

KPIs

RAG Rating
(Red, Amber,
Green)

Amber
Recommend to
identify dedicated
resources within CHC
team.

Dedicated support to be
allocated in the CHC
team to expedite FT
referrals.

st

1 October 2014

Katrina
Anderson

Nurse Vacancy now
recruited &
commencement
st
1 October 2014

Green
Rohini/ CCG
Contracts &
EOL lead.

Interim Fast track
pathway agreed with
providers/ Herts CHC/
Trust

Discharge:
Lack of provider
capacity.
Review current care
provision & address

Source additional
provider capacity for
EOL.

Recommendation for
commissioning beds &
day care from
Hospices night care
support from Marie
Curie agreed in

August 2014

Rohini / EOL
lead &
contracts.

DToC Targets

Green
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Work
stream

Action
delays in setting of POC
& NH placements.

Outcome

Comments on
progress
principle subject to
costing.
Currently finalising
service specification
for hospice beds.

Timescale

Rohini/EOL
lead &
Contracts.

Garden House
Hospice beds go live.
September2014.

st

Rohini/EOL
lead &
Contracts.

Amber

Amber

Rohini/EOL
lead &
Contracts.

st

1 November 2014.
End of September
2014

PAH discharge team
to
Complete care plans
for all CHC referrals to
expedite the discharge
process.

RAG Rating
(Red, Amber,
Green)

Amber

1 October 2014
Home care support
from hospice to
commence.

KPIs

Amber

July 2014

Isabelle hospice Beds
to go live.

Costings paper for
home-based care is
being finalised for
director’s approval.

Lead (s)

st

1 of November

Rohini/EOL
lead &
Contracts.

Katrina
Anderson
Alison &
Gareth

Amber –
Legacy work
to be
completed
post CSU
transition
Amber –
Legacy work
to be
completed
post CSU
transition

st

1 October
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Work
stream

Social Care

Action

7 day working social
care teams in Herts
Hospitals

Outcome

Target 4 discharges
per weekend

Comments on
progress

Timescale

Already in situ

Already in situ ready
for winter 2014/2015

Lead (s)

Chris Badger
AD Health
Integration

KPIs

ED 4 hour 95%
Operational
standard

RAG Rating
(Red, Amber,
Green)

Green

DToC Target

Herts Equipment Store
(HES)

Social Care investment
in 200 hours of
Hospital from Home

Agreed service
principles for both
provider &
commissioner

Commissioners’ mtg
th
8 September to
discuss service
requirements’ support
the acute pathway.

This will lead to
a revised Service
Level Agreement
(SLA)

HES Workshop – 16
September 2014

Offers patients highdependency
homecare capacity,
with home care
provider on-site to
support system “pull”

th

8 September
th
16 September 2014

th

4 new packages per
week 8 re-starts/care
alternations

In place

Helen Gledhill
– Head of
Integrated
Community
Support
Commissioning
(Herts CC)

Chris Badger
AD Health
Integration

Reduction in bed
days

Reduce DToCs
Maintain system
pull

Amber

Green

Out of
Hospital
Care
103

Work
stream

Action

Outcome

Comments on
progress

Timescale

Lead (s)

KPIs

RAG Rating
(Red, Amber,
Green)

schemes
underway

Acute in
Hours
Home
Visiting
Service
(AIHVS)

Already in situ
Releases primary care
capacity to manage
acute medical conditions
in a timely way, ensuring
a responsive service
throughout the day,
avoiding peaks of
demand across the
health/social care
system.
Helps practices to
proactively plan and
provide care and work
collaboratively with
primary care teams.
Reduces ambulance
conveyances to acute
sites

Offers up to 80- 100
home visits daily
across the whole of
EN Herts

Evaluation paper
prepared for
presentation to the
Unscheduled Care
Programme Board
(UCPB) August 2014.

Already in situ
commenced 2012

CCG – AD –
Kay Dhesi

Reduction in
current A&E
attendances
using 2011/12 as
a bench mark.

Green

Reduction of
ambulance use
Reduction of
A&E attendances

Reduction of
unplanned
admissions –
Increase the use
of appropriate
intermediate care
referrals –
Decrease Length
of Stay (LOS) for
patients admitted
Improved patient
and carer
experience.
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Work
stream
Primary
Care - Care
Home
Contract

Action

The aim of this contract
is to improve access to
high quality proactive
primary health care for
patients residing in
nursing & residential
homes in East & North
Herts

Outcome

To have a named GP
responsible for the
co-ordination of care
for each resident.
Facilitate primary
care practitioners to
take a proactive
approach to caring for
people registered
with their practice
currently living in care
homes.
Encourage the
effective use of
agreed local care
pathways and local
health economy
resources to reduce
inappropriate
admissions to
secondary care.
Support GP practices
in implementing a
programme of
assessment and
regular review of the
mental and physical
health of their care
home population
secondary care.
To ensure regular

Comments on
progress
Underway

Timescale

Commenced across
all ENH CCG
st
Localities on 1 May
2014

Lead (s)

Reports to
CCG – Out of
Hospital
Programme
Board

KPIs
Examples
include:
Total number of
permanently
registered
patients residing
in the care home
with record of
pneumococcal
vaccination

RAG Rating
(Red, Amber,
Green)
Green

Total number of
permanently
registered
patients residing
in the care home
without a
diagnosis of
dementia
screened in the
last 12 months
*threshold = 45%
Total number of
patients with a
fall recorded
Total number of
patients with a
fall recorded
Total number of
A&E attendances
from the care
home for the
st
period 1 April
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Work
stream

Action

Comments on
progress

Outcome

Timescale

Lead (s)

KPIs

RAG Rating
(Red, Amber,
Green)

st

review of residents to
prevent harm from
poly-pharmacy.

2013 to 31
March 2014
5% reduction on
A&E attendances
and emergency
short stay
admissions from
care homes

To reduce the risk
and adverse
consequences of falls
as part of a revised
Falls Strategy.
To deliver appropriate
chronic disease
management to this
population.
To improve coverage
of influenza and
pneumococcal
vaccination and
ensure awareness on
exacerbations of
COPD.
To improve
professional
relationships between
care home staff and
GP practices.

Discharge
to Assess

Model which supports
increased flow through
the acute systems and
discharges into
community services
using one integrated

Reduced length of
stay in an Acute bed.
Reduction in
associated costs to
the Acute Trust.

th

18 June draft Project
Initiation Document
(PID) available.

Pilot commenced to
coincide with North
Herts Home first rollnd
out on 22 July.

Social Care –
Keir Mann
CCG – Rohini
Widyaratna &
Denise

Reduced length
of stay in an
Acute bed

Green

Reduction in
associated
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Work
stream

Action
pathway ensuring ‘Right
patient, Right place,
Right time’
Patients are discharged
once they are deemed
clinically fit by their
Consultant
All further assessments
will be arranged, by the
appropriate member of
the flow team, to take
place in a patient’s own
home where suitable

Outcome

Comments on
progress

Timescale

Lead (s)
Boardman.

Increased patient flow
(decreasing length of
stay for over 75s)
Increased capacity
within the Acute Trust
(reducing the need to
mobilise escalation
areas)
Reduction in hospital
based assessments.
Reduction in the
likelihood of getting a
hospital acquired
infection and
decompensation.
Improvements
accuracy of
assessments (as they
are based on more
realistic self-care
potential)

ENHT- Fiona
Liddell, Alison
Wilcox

KPIs

RAG Rating
(Red, Amber,
Green)

costs to the
Acute Trust
Increased
patient flow
(decreasing
length of stay
for over 75s)
Increased
capacity within
the Acute Trust
(reducing the
need to mobilise
escalation
areas)
Reduction in
hospital based
assessments

Reduction in hospital
readmission rate.

Reduction in the
likelihood of
getting a
hospital
acquired
infection and
decompensation

Reduction in the
number and cost of
long term care
packages and / or
residential and
nursing home
placements.

Improvements
accuracy of
assessments
(as they are
based on more
realistic selfcare potential)
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Work
stream

Action

Outcome

Comments on
progress

Timescale

Lead (s)

KPIs

RAG Rating
(Red, Amber,
Green)

Reduction in
hospital
readmission
rate
Reduction in the
number and
cost of long
term care
packages and /
or residential
and nursing
home
placements.

North Herts
-Home First

This service consists of
an integrated health and
social care model of
care; with the aim of
reducing the need for
secondary care. Two
components of the
model are (i) rapid
response team, (ii)
virtual ward.

To increase the
numbers of patients’
needs being
managed in the
community setting by
integrated health &
social care settings.
To increase the
number of patients
identified as ‘high
risk’ using the risk
stratification tool
(Care and Health
Trak).
To improve the
patient’s carers’ and
GPs perception of a
responsive

Milestones to launch
nd
on 22 July included:
th

Project start 10
March, baseline
recruitment complete
th
by 9 June,
Nursing Home target
to disseminate service
spec and processes
th
on 11 July,

nd

Commenced 22 July
2014

Clinical Lead –
Dr Fiona
Sinclair
Project Lead –
Jill Callender
CCG/HCC AD
– Chris Badger

29 evaluation
metrics broken
down into 4
elements for high
value healthcare:
experience,
safety, outcome
and cost
effectiveness

Green

New staff induction
th
fortnight start 7 July,
nd
go-live 22 July.
Phased
implementation
starting with rapid
108

Work
stream

Action

Outcome
community service
across health and
social care.

Comments on
progress
nd
response on 22 July,

Timescale

Lead (s)

KPIs

RAG Rating
(Red, Amber,
Green)

start supportive
th
discharge 29 July
with ramp up of beds
over 3 weeks –
achieved &offering 10
virtual beds
Case Management
function started Sept
14
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Section 8. System Resilience Group Programme of Work - Winter 2014/2015.
Context
The following information supports the details found in the separate operational resilience
planning template for non-elective care 2014/2015. This details the work programmes
underway that as well as introducing best practice to pathways, also support maintaining
system resilience, and ensuring optimum patient flow through the urgent care system. The
work streams identified are cross cutting interfaces of delivery.

Governance

This work streams identified are part of the rota of regular monthly reporting to the System
Resilience Group to ensure the SRG are sighted on work programmes underway, especially
those with cross cutting themes along the unscheduled care pathway. Each work
programme has an lead identified who is accountable for the delivery, and plans are RAG
rated. Many of the work programmes identified in this plan have existing governance
structures, through which they will continue to report.

Targets

The success of projects includes measurement via the urgent care dashboard, which is
being developed.
Caveats

Where appropriate, projects are referenced against NHS England -“Meeting the National
Standards for Urgent Care Minimum Standards Checklist”
For full details, please refer to the separate operational resilience planning template
for non-elective care 2014/2015.
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