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CHAPTER 1 System Vision 
The CCG aims to make a positive contribution to the people of East 
and North Hertfordshire by empowering them to live well and as 
healthily as possible.  We will engage the public and health and social 
care colleagues to design person-centred services that we are proud to 
deliver and pleased to receive.  
 
We will work together to develop, commission and evaluate services; 
making best use of our resources. The major elements of our plan 
build on work that has been underway in Hertfordshire since 2007 and 
has strong foundations. Our plan seeks to focus on care groups and 
needs, rather than around facilities and staff. Successfully delivering 
our plan will mean that: 

• CCG will continue as a high performing organisation – our 
challenge is to make sure that healthcare is consistently good 
throughout our area 
 

• Patients will experience high quality care through integrated care 
pathways: The right care in the right setting 
 

• Our acute services will function effectively. The Lister and New 
QEII hospitals will be working well and neighbouring acute trusts, 
including Princess Alexandra Hospital NHS Trust in Harlow where 
significant number of our patients attend, will be clinically and 
financially sustainable and will deliver high quality care. We will 

work with social care, through the Better Care Fund, to 
collectively deliver this shift of care with high quality integrated 
community health and social care services 
 

• There will be sufficient capacity and capability within primary care 
and both health and social care community services to deliver 
integrated effective care.  All partners in the system are signed up to 
deliver this care to enable individuals to live as independently as 
possible including supporting carers to care. This is one of the four 
priorities in the Better Care Fund 
 

• We will be confident in our pan-organisational working and there will 
be effective strategic and operational clinical leadership. There is a 
commitment to jointly commission services for older people with 
social care, building on existing joint commissioning arrangements 
we have in place for mental health. This is a priority in the Better 
Care Fund 
 

• We will work with partners to ensure there is a competent and 
compassionate health and social care workforce in place in our area. 
This too is one of the four priorities in the Better Care Fund 
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These elements link to the six characteristics that NHS England has 
identified in high quality sustainable health care systems:  
 
1) New approach to ensuring citizens are fully included in all aspects 
of service design and change. Within East and North Hertfordshire we 
have a strong commitment to this, built up over many years.  Our 
patient and public engagement achievements to date and plans for the 
future will be described further in this document. 

 
2) Wider primary care at scale – we have recognised as a system that 
without this, the vision and changes in community and acute services 
will not be sustainable. We are formulating a Primary Care Strategy – 
this mind map was used as a basis for discussion at our Council of 
Members meeting in February 2014.  The ideas generated from the 
event have been collated and became the basis of the strategy 
development 
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Mind map from Council of Members event, February 2014 



We recognise the pivotal role of primary care in developing 
sustainable changes to services and improved outcomes for patients. 
The key objectives of the primary care strategy are to: 

• Improve quality and safety 
• Reduce variation in clinical outcomes, equity of access and funding 
• Improve patient experience 
• Integrate care for patients especially those with long term 

conditions, the frail elderly and those with life-limiting conditions, 
to ensure right care at right time by the right person 

• Ensure services are sustainable through aligning services across 
organisations 

There are a number of current initiatives that support these 
objectives: 

• Acute In-Hours Home Visiting Service 
• Primary care support for care homes  
• Working with NHS England’s Area Team to agree locality priorities 

for investment, including the £5 per head 
• The Ambulance Trust has been commissioned to deliver more ‘See 

and Treat’ and to link more effectively with community services 
• Falls Strategy 
• Joint work with Hertfordshire County Council and the Health and 

Wellbeing Board to support carers to care 
 
 

3) Modern integrated care – our greatest focus. The pilot HomeFirst 
project in Lower Lea Valley has demonstrated its effectiveness and is 
being further refined. A further roll out pilot to test the specification 
has commenced in North Hertfordshire and plans for the scheme to be 
extended CCG-wide are being developed 

• Roll out of HomeFirst 
• Integrated commissioning of community bed-based care 
• Better Care Fund 
• Integrated Stroke Pathway 
• Joint commissioning of Continuing Health Care 

 

4) Access to the highest quality urgent and emergency care – with the 
planned changes between Lister and the QEII sites and the recent 
Chase Farm changes, the system has embedded plans to ensure that 
there are clinically sustainable urgent and emergency care pathways, 
which are linked to more effective and responsive community services. 
Our Unscheduled Care Network is being supported by colleagues from 
ECIST (the NHS Emergency Care Intensive Support Team). A plan is in 
draft and will include proposals to deliver the following: 

• New A&E pathways for Lister from October 2014 
• Working to ensure the effective implementation of 7 day working.  

Discussions being facilitated via the Urgent Care Network 
• New QEII, which opens in spring 2015 with new pathways to older 

people’s assessment service 



5) Step-change in productivity in elective care - Benchmarking 
information suggests potential improvements to elective productivity 
which is summarised as follows: 

• Improving same day surgery rates – Based on activity for October 
2012 to September 2013 the CCG is currently just at the lowest 
performing decile nationally, with 76.3% of elective activity 
performed as a day case. Performance is particularly low in 
General Surgery, Urology, Plastic Surgery, General Medicine and 
Gynaecology. This analysis does not however, include procedures 
undertaken in an outpatient setting. 
 

• A more detailed analysis of performance against the British 
Association of Day Surgeons (BADS) targets, which includes 
procedures undertaken in an outpatient setting, has identified five 
procedures with significant levels of activity under the day surgery 
targets. These procedures are primary repair of inguinal hernia and 
laparoscopic cholecystectomy in General Surgery, excision/biopsy 
of breast tissue in breast surgery, tonsillectomy in ENT, and 
therapeutic endoscopic operation on uterus in Gynaecology.  
 
If the percentage of activity performed in these five procedures 
was improved to the BADS target this would equate to 
approximately 600 more procedures being performed on the same 
day. 
 
 

• Managing variation in surgical thresholds – Overall the CCG is in 
the best performing decile nationally for the six procedures 
identified in the better care, better value surgical threshold 
comparator. For Myringotomy, however, the CCG is not 
performing within the best performing quartile for this procedure. 
If activity was reduced to the best performing quartile it would 
reduce elective activity by approximately 130 procedures and by 
approximately 210 procedures if the best performing decile was 
achieved. 
 

• Excess bed-days – For 2013/14, the CCG is forecasting that there 
will be approximately 3,770 elective excess bed-days at a cost of 
£889k. This equates to approximately 31 excess bed days per 100 
ordinary elective spells. East and North Hertfordshire NHS Trust 
accounts for 46% of the total number of excess bed days with 
significant numbers reported in General Surgery, Urology and 
Orthopaedics. Further work will be undertaken with this Trust to 
identify areas where pathway changes could reduce the number of 
excess bed days. 
 

• Elective pathway – Best practice for orthopaedic post-operative 
rehabilitation would improve length of stays and optimise bed 
utilisation. 
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• Specialised services concentrated in centres of excellence. 
We are working with other units of planning including regional 
specialised commissioning services to look at: 
 

o Vascular 
o Stroke 
o Neurology and mental health services 

 
This CCG, along with others, are prioritising this work and there is CCG 
leadership in specialised clinical networks. Balance will be sought to 
ensure that there will be the appropriate development of supra-
specialist services whilst monitoring adequately served and staffed 
secondary and non-specialist services. 

 
Further details of the stroke plans will be included in the next 
iteration. 
 
 
 
 
 
 
 
 
 
 
 

Better Care Fund 
 
The Better Care Fund offers a substantial opportunity to bring 
resources together to address immediate pressures on services and lay 
foundations for a much more integrated system of health and care 
delivered at scale and pace.  The Better Care Fund is not new money: it 
redeploys funds from existing NHS services into a single pooled budget 
for health and social care to work together.  This pooled budget must 
be used by health and adult social care services that have a health 
benefit, which are signed off by both parties and the local health and 
wellbeing board. 

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 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 including support to carers to enable them to 
care. 

The Hertfordshire Health and Wellbeing Board’s long term vision for 
health and social care services is for a system that delivers the right 
care and support, at the right time and in the right place for 
individuals, their families and their carers. This means working 
together to help individuals and their families and carers support 
themselves wherever possible.  The Health and Wellbeing Board will 
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be the key mechanism allowing partners to hold one another to 
account for the delivery of the vision for integrated care. All services 
should be co-ordinated around people’s needs, helping identify 
problems early or preventing them happening in the first place, 
ensuring people live as independently as possible, for as long as 
possible. Organisational boundaries should not get in the way of the 
best possible care of people.  Professionals in health and social care 
will be enabled and empowered to work across the Hertfordshire 
health and social care system to deliver quality, compassionate care.  

To deliver this vision we need to change how we work.  The changes 
are grouped into four main elements: 

1. Services working together to maximise the independence of 
people in Hertfordshire 
 

We have agreed to develop integrated pathways to reduce the 
reliance on acute care and residential care. This will include: 
 
• implementing the Ageing Well in Hertfordshire strategy to support 

the holistic needs of older people to help them remain 
independent and contribute to the community. This includes 
supporting carers to care 

• investing in and developing services that prevent people from 
being admitted to hospital unnecessarily 

• developing pathways and commissioning services that facilitate 
individuals leaving acute settings in a timely manner so that the 
chances of regaining independence are maximised. This will 

include integrated discharge arrangements, new flexible models of 
home care, and the development of ‘discharge to assess’ models in 
all acute sites 

• working together to support carers’ wellbeing 
 

2. Effective integrated community services built around primary 
care 

 
We have agreed to invest in and develop social, physical and mental 
health services in the community that are based around primary care. 
This will mean implementing integrated health and social care teams 
around GP clusters that: 
 
• provide a single assessment of an individual’s and carer’s needs 

and an accountable professional responsible for co-ordinating 
their care 

• use risk stratification techniques to identify individuals in need of 
proactive community support 

• deliver a rapid response function to prevent unnecessary 
admissions to hospital through the provision of timely health and 
social care services 

• provide a responsive and rapidly accessible service that facilitates 
timely discharge from acute settings, for example Early Supported 
Discharge for stroke patients to maximise their rehabilitation 
potential and support them regain independence as quickly as 
possible 
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• work collaboratively with local voluntary sector services 
 

3. Jointly commission services around an individual and their needs  
We have agreed to ensure it is individual’s needs and those of their 
carers that drive the services and care they receive, not organisational 
and service boundaries. To do this we will: 
 
• jointly commission a greater range of services, removing 

organisational boundaries. For example, community bed-based 
provision, end of life care. Together we have agreed to pool £240m 
of funds into the Better Care Fund. Our commissioning decisions 
will be informed by Hertfordshire’s Joint Strategic Needs 
Assessment (JSNA) 

• ensure individuals have a lead or accountable professional who 
will navigate the health and social care system on their behalf 

• responsibly share data and information on patients so that all the 
individuals and professionals involved in the care of a person 
understand the individual’s holistic needs 
 

4. Develop an integrated workforce who are appropriately skilled 
and able to work across organisational boundaries 

 
We will work together in developing our health and social care 
workforce, so that we have the most appropriate and competent staff 
caring for individuals in the most appropriate setting. We will ensure 
organisational boundaries and professional identities do not get in the 
way of this aspiration. Together, we will: 

• develop new roles that will be needed to make the vision for our 
system a reality and financially sustainable, for example, hybrid 
home care and rehab assistant roles 

• develop 7-day working across the health and social care system 
• agree strategic approaches to retaining and developing the 

Hertfordshire health and social care workforce 
• empower our workforce to work across organisational boundaries, 

for example by implementing the ‘Trusted Assessment’ model 
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CHAPTER 2 Improving quality and 
outcomes 
The NHS Outcomes Framework provides a way to think about what 
health care is really for.  It has five domains:  preventing people from 
dying prematurely; enhancing the quality of life for people with long 
term conditions; helping people to recover from episodes of ill health or 
from injury; ensuring that people have a positive experience of care; 
and treating and caring for people in a safe environment, protecting 
them from avoidable harm. 

These are excellent aspirations and to make them a reality for the 
people of Hertfordshire, there are specific measurable ambitions that 
the CCG has determined to set for the next five years. The CCG’s 
ambitions are very much in line with the 9 priorities of the 
Hertfordshire Health and Wellbeing Board (HWB), and the joint 
metrics agreed by the Board as part of the Better Care Fund.  The 
ambitions have been built on the work we have undertaken to develop 
the JSNA and the plan has been developed with partners on the Health 
and Wellbeing Board. A series of workshops facilitated by NHS IQ, have 
taken place to agree joint priorities in the CCG and Hertfordshire 
County Council and agree strategies to deliver these priorities.   

 

 

The CCG’s ambitions are: 

• Improving life expectancy and increasing the number of years of 
life free from disability or illness  

• Reducing the number of inpatient bed days for people with long 
term conditions by implementing effective care planning so that 
exacerbations are better managed without unnecessary admission 
to hospital 

• Increasing the proportion of people who are able to die in the place 
of their choice by ensuring that there is appropriate integrated care 
in the final days of life so that stressful hospital visits are less 
frequent 

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

• Encouraging independent living, measured by the length of time that 
people are able to live independently in their own homes 

• Reducing the number of incidences of challenging behaviour, self-
harm and suicide in children and young people 

• Addressing the fact that the likelihood of dying of cancer is greater in 
some parts of the county than in others 

• Extending the dementia strategy to integrate physical health and 
mental wellbeing and so to improve the experience of patients and 
their carers. 

The NHS has produced a list of 7 Outcome Ambitions for all CCGs 
throughout England.  The CCG’s ambitions complement these 7 
Outcome Ambitions and make them more specific and measureable for 
the people of Hertfordshire. 
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This diagram allows a comparison between: the NHS Outcomes Framework, the 7 Outcome Ambitions from NHS England, the Hertfordshire Health and 
Wellbeing Board Priorities, the CCG ambitions and the CCG Strategic Objectives. 

 



7 Outcome Ambitions:  
Please refer to our ‘Plan on a Page’ on page 2 of this document. 
 
1. Additional Years of Life  

• Our strategic objectives and ambitions are to improve life 
expectancy and reduce variation across our localities 
 

2. Quality of life improvement for those with long term conditions 
including mental health conditions 
• Our ambitions include reducing the number of years spent with 

illness and disability 
• A number of our projects through the Planned Care 

Programme Board support this ambition – (see benefits map) 
 

3. Reducing the number of avoidable admissions 
• A number of our projects across our programmes link to 

support the target to reduce avoidable admissions by 15% 
 

4. Increase in number of people living independently at home 
following discharge from hospital 
The work of our Out of Hospital and Planned Care programme 
boards work will support this ambition.  This includes the roll out 
of HomeFirst, review of and stroke pathway development and links 
to the joint Hertfordshire County Council/CCG Ageing Well Strategy 
which will be published this spring.  
 

 
That work will be managed through the Better Care Fund and we also 
recognise our role to work with HCC will also support this as will the 
development of the home care market 
 

5. Increase in positive experience of hospital care 
• We see this as core business for the CCG through our quality 

and contracting teams and our strategies for collating and 
understanding patients’ experience 
 

6. Increase in positive experience of care outside hospital in general 
practice and the community 
• We see this as core business for the CCG through our 

contracting and commissioning work and through our joint 
work with HCC 

• We recognise that Primary Care access is an issue and we are 
working with the Area Team and practices to support 
initiatives.  HealthWatch is working with the CCG on this area.  
We are in the process of developing our Primary Care Strategy 
and have begun work with the Area Team to agree areas to co-
commission in the future 
 

7. Progress towards eliminating avoidable deaths cause by 
problems in care in hospital 
• We take this area of work very seriously and have undertaken 

significant in depth work with East and North Hertfordshire 
NHS Trust to manage SHMI concerns, SUIs and care issues. We 
have a strong proactive approach. As part of joint working 



across the two Hertfordshire CCGs and Hertfordshire County 
Council, individual CCG locality packs were produced for the 10 
CCG localities (6 in ENHCCG and 4 in HVCCG) which provided a 
more detailed analysis against the CCG Outcomes Framework 
Indicators.  
 
A section of these reports analysed the rate of Potential Years 
of Life Lost (PYLL) and premature mortality against a number of 
conditions including cancer, cardiovascular disease and 
respiratory disease. These reports did highlight large variation 
between the 10 CCG localities, even where the CCG was 
performing well, and have been used to identify the priorities 
for each of the locality groups. The Commissioning for Value 
packs identified potential for lives saved in the circulation 
disease area. The CCG locality packs also provide top level 
comparisons by CCG locality against the four emergency care 
indicators from the CCG outcomes framework, showing wide 
variation in the directly age standardised rates. The analysis 
also indicated that levels of unplanned activity are reducing for 
adults in Lower Lea Valley where the Home First project was 
piloted and was extended to North Herts in July 2014. 
 
The Locality Profiles as attached as Appendix 2. 
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Our ambitions are outlined in the table below: 

CCG ambition area Metric Proposed attainment in 2018/19 Source of data 

 
1. Improving life 

expectancy at 65 and 
reducing the number of 
years spent with illness 
or disability   

 
Providing long life and maintaining the quality of 
life is the key objective of any health system.  Life 
expectancy and disability free life expectancy are 
measures provided by the Office of National 
Statistics.   
 
“Potential Years of Life Lost from conditions 
amenable to health care” (PYLL) is a measure 
tracked by NHS England.  Local Ambition area 1 is 
also linked to national outcome 2 improving the 
health related quality of life of the 15 million+ 
people with one or more long-term condition, 
including mental health conditions.  

Combining Life Expectancy at 65 and Disability Free 
Life Expectancy at65 with PYLL, will together 
provide a good assessment of how well the health 
economy is achieving the objective of keeping 
people healthier for longer.   

In addition to this, the first two of these measures 
can be considered at a more local level and this 
allows us to see the disparities in health between 
different areas.  This then enables the CCG to 
establish how well services are performing and 
where it might need to modify plans to meet the 
needs of different groups. 

 
The CCG has an ambition to reduce 
premature mortality by 8.6% over the 
next 5 years 

 
The life expectancy at 65 figures for 
2011/12 are taken from the Office for 
National Statistics website 

 

The figures for Disability Life Expectancy at 65 
are taken from the Office for National 
Statistics Website  

 

They are experimental statistics issued by the 
ONS on the basis of 2009 data 

2. Long Term Conditions 
 
Care Plans in place with 

It is estimated that that patients with Long Term 
Conditions account for 70% of all in-patient bed 
days.  Some of these bed days may be avoided if 

The proportion of inpatient bed days 
should be no more than 65% of the 

The CCG is considering commissioning an 
annual snapshot audit to establish the 
proportion of inpatient bed days that are 
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CCG ambition area Metric Proposed attainment in 2018/19 Source of data 

consequent reduction of 
in-patient days for LTCs 

the health and social care system as a whole works 
in a more integrated way to provide better 
preventative care and care closer to home. 

By 2016, 90% of patients with a LTC will be offered 
a personal health care plan initiated by the most 
appropriate health care professional and 50% will 
actually have a personal health plan, contributing 
to a reduction in inpatient bed days for patients 
with LTC by 2932 by 2019.  It will also lead to an 
increase in the proportion of people with LTCs who 
feel supported in the management of their 
condition. 

total number of inpatient bed days. 

 

A reduction in hospital inpatient bed 
days for patients with LTC by 2,932  by 
2019 

By 2018/19 the CCG aims to have at 
least 80% of patients with LTCs feeling 
supported and be in the top decile for 
England. 

taken up by people with a LTC. 

 

The NHS England 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%.   

3. End of Life 
 
Number of hospital 
episodes in final month 
of life and % dying in 
preferred place of death 

In the final 30 days of life, the national data 
indicates that the number of hospital episodes is 
three times the figure for the penultimate month 
of life.  This suggests that terminally ill people and 
their carers are seeking triple the level of hospital 
care in that final month. 

By December 2014, the local health and social care 
providers will have a common approach to end of 
life care resulting in a reduction in the number of 
hospital episodes within final 30 days of life to no 
more than 1,500 and increasing the percentage of 
people dying in the place of choice to 60% by 2019 

Increasing the percentage of people 
dying in the place of choice to 60% by 
2019 

The CCG will provide an annual retrospective 
analysis on the number of hospital episodes in 
the final month of life for people who have 
died in that year. The CCG will track the place 
of death and report on the proportion of 
people dying in their place of choice. 

In 2012, there were 300,000 hospital episodes 
for people within the last month of life across 
England. This is triple the figure for the 
penultimate month of life which in turn is 
double the figure for earlier months.  In East 
and North Hertfordshire, this amounts to 
approximately 3,000 hospital episodes.   
NELoCP 2012 
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CCG ambition area Metric Proposed attainment in 2018/19 Source of data 

4. Frail Elderly 
 
Non elective spells for 
over 75s 

Emergency admissions provide a barometer for a 
well-balanced health economy.  When health 
services are well commissioned then emergency 
services are matched to emergencies.  People over 
the age of 75 currently account for over a third of 
all emergency admissions in E&N Herts.  The CCG is 
keen to commission services that result in a 
reduction in the number of emergency admissions 
for people over 75. 
 
Ensuring tailored care for vulnerable and older 
people requires a combination of a primary care 
strategy, AIHVS, HomeFirst, improved navigation, 
rapid access to expert opinion/support and 
appropriate 7 day working across all health and 
social care providers should see the reduction of 
hospital spells of less than 2 days for the over 75s 
by 15% over 5 years: reduction of 2,100 spells 

Reduction of hospital spells of less 
than 2 days for the over 75s by 15% 
over 5 years: reduction of 2,100 spells 
net reduction 1089 when 
demographics taken into account 

 

 

The CCG tracks emergency admissions as part 
of its routine performance management of 
secondary care providers.  The number and 
rate of emergency admissions for the over 75s 
will be monitored at locality level. 

5. Independent Living 
 
No. of health or social 
care funded residential 
beds for over 75s rate 
per 1000 is maintained 
or reduced 

The CCG wants to see people living healthier and 
independently for longer. The right support for 
people living independently should reduce the 
burden on residential and potentially nursing 
homes. The CCG will monitor with Herts County 
Council the demand for and capacity of residential 
care and nursing homes 

By 2019 the number of over 65s is 
projected to increase by 9% and the 
number of over 75s is expected to 
increase by almost 11%.  By providing 
the right level of support to 
individuals, the CCG would like to see 
the number of funded placements rise 
by no more than 9% for the over 65 

At the end of 2013, in the East and North 
Herts CCG area, there were 994 (889) funded 
placements in residential homes and 393 
(359) funded placements in nursing care 
homes for people over 65 (over 75).  About 
90% of the funded care home placements are 
for people over the age of 75. 
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CCG ambition area Metric Proposed attainment in 2018/19 Source of data 

 

 

 

and by no more than 11% for the over 
75s. 

The Adult Social Care Outcomes Framework 
measures the number of permanent 
admissions of people over the age of 65 to 
funded residential and nursing care and the 
CCG will adopt the same measure in its 
ambition.    

6. Children and Young 
People 
 
Improving the mental 
and emotional well-
being of children and 
younger people to 
reduce the incidence of 
challenging behaviour, 
self-harm and suicide 
and improving the 
resilience of families 

1 in 10 children aged 5-16 have a mental health 
problem.  CCG seeks to work in partnership with 
other agencies to improve the emotional and 
mental wellbeing of children and young people to 
reduce the incidence of challenging behaviour, 
self-harm and suicide and improving the resilience 
of families 

 

Local experience targets and baseline are being 
developed and will be agreed with the Joint 
Partnership Programme Board 

1. Reduction in the level of alcohol 
and tobacco use during 
pregnancy by 2%   
 
Rationale - Research highlights 
that a child’s experience in the 
first two years sets the foundation 
for the whole of life, making a 
compelling case for investment in 
the early years. Use of alcohol and 
tobacco during pregnancy is linked 
to  the increased likelihood of a 
wide range of poor outcomes that 
include long-term neurological 
and cognitive–emotional 
development problems 
 

2. Zero level of DNAs for CAMHS  
 
Rationale - One of the issues 
raised in the 2012 Topic Group on 
Specialist CAMHS and the 
Specialist CAMHS Review was 
around access to mental health 
services. This is also an area 
currently being looked at with 
regard to Tier 2 services. This 
needs to focus on the whole 
family and flexibility 

Research from the Children’s Society 
(Children’s Society, 2013) shown that a 
significant minority of children in UK suffer 
from low well-being and this impacts on their 
childhood and life chances as well as for the 
families and communities around them. 

The 2013 Hertfordshire Health and Wellbeing 
Board Strategy ‘Healthier People, Healthier 
Communities’ priorities include ‘Improving 
mental health and emotional wellbeing’. The 
“Herts Strategy for Healthy Young Minds” is a 
multi-agency Strategy for Improving the 
Emotional Wellbeing and Mental Health of 
Children and Young People in Hertfordshire 
for the years 2014-2017. 

The Hertfordshire Joint Strategic Needs 
Assessment describes the local situation:Half 
of those with lifetime mental health problems 
first experience symptoms by the age of 14, 
and three-quarters before their mid-20s. Self-
harming in young people is not uncommon 
(10–13% of 15–16-year-olds have self-
harmed). In an average classroom: 10 young 
people will have witnessed their parents 
separate, 1 will have experienced the death of 
a parent and 7 will have been bullied. 
(Faulkner, 2011) 
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CCG ambition area Metric Proposed attainment in 2018/19 Source of data 

 
3. Reduction in the number of 

Children and Young people who 
self-harm and then go on to 
commit suicide within 12 months. 
Rationale – following an act of 
self-harm the rate of suicide 
increase to between 50 to 100 
times that of suicide in the general 
population. A quarter of those 
who die by suicide will have 
attended an A&E unit in the 
previous year. 

7. Cancer 
 

CCG to improve survival rates to above England 
median and regional mean 

Improve mortality rates for colorectal and breast 
cancer 

Improve the detection rates of cancers at an early 
stage when they are easier to treat with less 
morbidity and higher likelihood of improved 
outcomes 

Address locality variations in mortality linked to 
cancer. 

• Premature mortality rates 
• Under 75 mortality rates for all 

cancers 
• Breast cancer 1 year/5 year 

survival rates 
• Colorectal cancer 1 year/ 5 year 

survival rates 
• % of cancer diagnoses via and 

emergency route 

GP Practice Profiles for Cancer 
Routes to diagnosis database 
www.ncin.org.uk 
 

8. Dementia 
 
To develop and 
implement a responsive 
approach which 
integrates physical and 
mental wellbeing for 
people with dementia 
and their carers 

Data from HPFT indicates that 88% of people have 
an initial dementia diagnoses as either mild or 
moderate.  The CCG is keen to encourage 
continued good performance in early diagnosis. 

Working to develop and extend existing Herts 
Dementia Strategy in 4 areas 

• Good quality diagnosis 
• Improved quality of care and support for 

• Carer reported outcome measures 
tbc. 

• Outcomes in terms of quality of 
life (HONOS as a metric?) 

Data from the Mental Health Minimum data 
set provided by HPFT indicates that 88% of 
people have an initial dementia diagnoses as 
either mild or moderate.  The CCG will 
continue to monitor the MHMDS to ensure 
that early diagnosis continues to be a feature 
of HPFT. 

The CCG will also track the timeliness of 
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CCG ambition area Metric Proposed attainment in 2018/19 Source of data 

carers 
• Improved outcomes in terms of quality of life 

and Carer reported outcomes 
 

reviews to ensure that people with dementia 
are receiving the level of care as 
recommended by NICE 

The CCG would also like to commission a 
quarterly piece of analysis to establish what 
experience of secondary care people with 
dementia are having.  This has not yet been 
base lined, but the aspiration is that, on three 
key measures [% of people having emergency 
admissions, average length of stay, 
readmissions rate within 28 days], the 
disparity between the experience of the over 
65s and the experience of people with 
dementia is diminishing. 

9. Parity of Esteem  • A workforce operating across health and social 
care confident to support both physical and 
mental well-being for people with dementia 

 

• Outcomes in terms of patient and 
carer experience linked to 
ambition 8 

The CCG would also like to commission a 
quarterly piece of analysis to establish what 
experience of secondary care people with 
dementia are having.  This has not been base-
lined, but the aspiration is that, on three key 
measures [% of people having emergency 
admissions, average length of stay, 
readmissions rate within 28 days], the 
disparity between the experience of the over 
65s and the experience of people with 
dementia is diminishing. 

 

Our ambitions and plans are totally aligned to our partner organisation strategies including the Health and Wellbeing Strategy and the HCC Ageing 
Well Strategy. We have this year and will continue to develop our links with the local borough and council plans including the Community Safety 
Partnerships. 
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‘Call to Action’  
 
The following key themes from the Call to Action engagement 
programme have been used to shape the vision. 
 
Our patient commissioning groups recognise the need to make system 
wide changes and that ‘do nothing’ is not an option. This has been 
confirmed at both our stakeholder event held on 18 December 2013 
and our Unscheduled Care Event on 9 January 2014.  

Patient representatives are the key part of transformation agenda and 
genuinely feel that their voice is heard. Patient Locality Groups have 
embraced their role to explain the strategy and the impact on patients 
to their patient groups and the wider population. They are setting up 
the feedback process to ensure patient views are captured, the key 
messages are understood and they become action focused. Clinical 
colleagues across primary, secondary and mental health are actively 
involved in programme board projects and pathway developments.  
 
The Urgent Care Network has developed into a lively forum for clinical 
debate and challenge on pathway proposals regarding Urgent Care 
Centres, the Cheshunt MIU and the unscheduled care services needed 
at the New QEII and Lister Hospitals.  The Lower Lea Valley Locality is 
actively linked into the proposed clinical pathway developments 
resulting from the acquisition of Barnet and Chase Farm Hospitals by 
the Royal Free Hospital, scheduled to be concluded in July 2014.  

 

Preventing people dying early and enhancing the quality of life for 
those with long term conditions 
 
• Greater control over own health – Promoting self-care is a priority 

for the CCG with work underway with a Diabetes pathway and 
development of local programmes to support the Daphne and 
Desmond schemes 
 

• Harnessing transformational technologies: 
o Online access to results, bookings  
o Email consultations 
o At home monitoring – pilot in a North Herts practice 

 
• Risk stratification – one size doesn’t fit all 

 
 
Helping people recover following episodes of ill health 
 
• Integrated services: e.g. HomeFirst roll out 
• Enablement/Intermediate Care – programme looking at further 

integration and potentially within the Better Care Fund 
• 7-day working 
• Stroke pathway – integrated pathway being developed 

 
 

Patient experience 
 
• Monitoring of national and local survey results, including the 

Friends and Family Test, with the CCG setting challenging targets 
for improvement 



• Ongoing Quality Review Meetings and Quality Assurance Visits, 
listening to the views of patients 

• Close working with Area Team to identify poor patient experience 
in primary care 

• Integrated approach between patient experience agenda and 
patient engagement agenda 

• Ongoing development of PPGs, Patient Network (Quality) and 
Quality Committee 

• Comprehensive range of methods reflecting the diversity of the 
population to capture, understand, measure and improve care 

• Programme Boards to ensure learning is used to drive and 
prioritise service improvement and re-design 

• Working with Health and Wellbeing Board to identify vulnerable 
patient groups and carers, and to ensure health services meet their 
needs 
 

Commitment to Carers 
 
• Carers are represented on our locality patient commissioning 

groups, which are made up of members of our practice patient 
participation groups. 

• Working with colleagues in Hertfordshire County Council, we are 
actively supporting carers to care through a number of work 
streams 

• Working  with our providers to ensure that there is a recognition of 
the role of carers in supporting people with long term conditions 
and all those that cannot manage without this help 

• Working with Primary Care colleagues to ensure that carers and 
recognised and that appropriate support is available to enable 
them to continue to care 

• Recognising the specific needs and impact of caring on young 
people and working with partners agencies and organisations to 
identify and support young carers. 

 
o   
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Chapter 3 Sustainability 
In five years’ time, the local health and social care economy will be a 
system in balance.  This means that  

• patients and carers will experience the benefits of integrated 
pathways of care 

• clinical leadership at all levels will ensure that quality of care is 
consistently high and that the service is responsive to both 
immediate and long term challenges 

• the right levels of activity will be taking place at the right points of 
service delivery 

• the funding arrangements for service providers will match what 
they need to deliver appropriate services 

• the workforce will be appropriately configured and flexible for 
service delivery 

• the supporting infrastructure  will be appropriate to patient and 
workforce need 

• the information infrastructure will allow effective performance 
management and enable effective strategic planning 

• health and social care outcomes will be improving; the patient 
experience (measured in terms of patient satisfaction) will be 
improving; value for money will be improving. 

 

To illustrate the sustainability challenge, the CCG has developed a 
strategic dashboard for service sustainability.  In 2014, the current 
challenges illuminated by this strategic dashboard are: 

1. Integration with social care is an imperative.    
2. There is some activity currently delivered in an acute setting that 

would be better delivered in an alternative setting which is 
clinically more appropriate and actually turns out to be better 
value for money.   

3. The CCG is developing a primary care strategy to guide the 
development of primary care ‘at scale’ and improve pathways of 
care. 

4. The CCG is working with the LETB and service providers to develop 
a sustainable workforce model that builds a competent and 
compassionate workforce.  This is described in more detail below. 

5. As part of our response to the emerging integration agenda and 
our system plans for data sharing, we are strengthening our 
collective understanding of structures, systems and flow of 
information particularly related to mental health, community 
services and primary care. 
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Chapter 4 Improvement interventions 
 
East and North Hertfordshire Health and Social Care Initiatives to bring about effective change 

 

 

This diagram shows the main 
initiatives to address the issues 
identified by examining the 
strategic dashboard.  They will 
be described in more detail 
below. 
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Greater integration with social care is an imperative.  There are a 
number of elements to this.  

a. The HomeFirst initiative 
b. The Better Care Fund 

The benefit to patients should be that they experience “seamless” 
care, without actually needing to know which of the professionals 
caring for them belongs to which organisation.  People with dementia 
should experience more holistic care that addresses physical and 
mental health needs on an equal basis.  There should be no “disjointed 
care” as people from different organisations hesitate over who is 
responsible for which part of the person’s health and social care 
needs. There are also benefits of integration to staff as they are more 
equipped to provide the care they know is needed and empowered to 
work across organisational boundaries to co-ordinate other colleagues 
with the right blend of caring skills.   And integration will reduce costs. 

1. Development of Integrated Pathways is ongoing work.   
a) Stroke pathways 
b) Ambulatory urgent care pathways 
c) ‘Discharge to Assess’ including home care and bed-based care 
d) Dementia strategy 
e) Falls strategy 
f) MSK review and redesign 
g) Diabetes care 
h) COPD care  
i) Intermediate Care and Enablement bed review 

As we develop some of these integrated care pathways there will be a 
shift of some activity currently delivered in an acute setting into an 
alternative setting of care which is more clinically appropriate and 
better meets the needs of patients. 

2. The new QEII site will provide a large number of outpatient 
services in a non-acute setting. This will shift some activity 
currently delivered in an acute setting and it provides a much 
better clinical setting for this activity which should see improved 
outcomes and improved patient experience. 

The CCG is aware that more needs to be done to achieve the right 
level of out of hospital service provision; more needs to be done in 
terms of prevention; and more needs to be done to encourage people 
to make appropriate use of non-emergency services.  The primary care 
strategy and the review of community services will be integral to 
addressing these issues. 

 
3. Primary care strategy and plan for primary care at scale.  Through 

a clinically-led steering group, the CCG is developing a primary care 
strategy and will oversee the development of enhanced primary 
care services to meet the needs of those patients with a moderate 
mental or physical long-term condition (about 20 per cent of the 
population). A service user reference group is being established to 
ensure that their views help shape local services. This will mean 
access to a broader range of services in primary care, more care 
delivered in their own homes and in their communities. Innovation 
and integration will be central to the CCG’s primary care strategy. 



This care will be centred on a pivotal and expanded role for general 
practice who will co-ordinate and deliver comprehensive care in 
collaboration with community services and expert clinicians. 
Integration and innovation will be central to our strategy for 
improving primary care. Therefore the parameters for planning 
new models of primary care stretch wider than general practice 
and the other independent contractor groups, to include 
community, social care, community mental health and third sector 
services. Our localities each have different demographics, 
challenges and healthcare needs. Because of this we are taking a 
localised approach when turning the vision into new models of 
primary care, whilst at the same time identifying new cross-locality 
services and facilities that could benefit larger population groups.  
We recognise that there is variation in access to primary care 
services and that there is projected increases in demand which will 
add additional pressures which will need innovative local solutions. 
 
Our vision is to have integrated primary care teams in east and 
north Hertfordshire which will work in partnership with patients, 
carers and other stakeholders to provide access to services and 
support that improves the physical and mental health of the whole 
community.  We will design services to ensure that older adults will 
enjoy more years of health and independence, free from frailty 
and people with long term conditions will have the best possible 
quality of life with the minimum dependence on health care 
interventions. We are working innovatively to ensure best use of 

our existing resources and will invest in future services to allow us 
to reach our goals and minimise unplanned hospital admissions. 
 
The strategy is evolutionary ensuring valuable innovations that 
have already paid dividends or show the potential to enhance the 
quality of care, are not lost or discarded through the process of 
thinking out a new vision for the future.  The intention is to build 
on existing business models and frameworks either in place, being 
piloted or planned, that are good fitting deliverables to our vision. 
These include, but are not limited to: 
 
• The CCG Enhanced Commissioning Framework 2013/14 and 

2014/15 
• Locality initiatives that address practice variation and 

accessibility  
• Locality initiatives that deliver integrated models of working 
 
IT, premises, communications and workforce will be key enablers 
to support the development of primary care.   
 
The responsibility for a number of facilitation and enablement 
functions, or at least elements of them, sits outside of the CCG. We 
are currently discussing the potential opportunities for  
co-commissioning primary care services with the NHS England 
South Midlands and Hertfordshire Area Team, these include: 
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• Primary care premises 
• Inter-operability of IT services across primary, community and 

social care 
• Education and training 
• Screening services 
• Community pharmacy services 
 

The CCG is working collaboratively with all key partner organisations in 
order to deliver the outcomes set out its primary care strategy. 

 
4. Community Services review and strategy.  Similarly, the CCG 

needs to understand the services required in the community and 
the organisational structures that will enable this to happen.  The 
community services review and strategy is closely linked with the 
primary care strategy and plan.   
 

5. Workforce Development.  Health Education East of England 
through the Local Education and Training Board (LETB) has a 
leadership role in workforce planning, training and development 
and will be pivotal to ensuring the availability of registered 
healthcare professionals and support staff with the right skills and 
in sufficient numbers to deliver the vision set out in the strategy 
our strategies including primary care. The CCG is working with the 
LETB and service providers to develop a sustainable workforce 
model that builds a competent and compassionate workforce. The 
CCG’s strategic plans, which build on DQHH, recognise the 

consolidation of acute services at the Lister site and the 
development of responsive sustainable integrated community and 
primary care resources able to ensure that where appropriate 
patients are looked after in a community setting, ideally their own 
home with primary and community care support. We are working 
to ensure that Practice Nurses are included in workforce planning 
to ensure we make the best use of the skills and competencies of 
all primary care professionals, community health and social care 
staff including pharmacists, therapists and care home staff. 
 
We recognise that there are some specific risks and issues to 
address in our primary care workforce. Nationally over 20% of all 
GPs and nurses are over 55 years of age and 100,000 GPs are 
forecast to retire within the next 5 years. There are GP recruitment 
and retention issues in east and north Hertfordshire and the 
traditional partnership model of primary care is becoming less 
attractive to newly qualified GPs. 
 
East and North Hertfordshire NHS Trust’s consolidation plans have 
been several years in the planning and whilst the majority of 
clinical posts lost will be managed through time-limited contracts 
coming to an end, there will be corporate posts and functions lost, 
resulting in a number of redundancies. 

With the roll-out of integrated models such as HomeFirst, there 
are more demands planned for community capacity.  We are all 
aware of the recruitment issues that the East of England 
Ambulance Service NHS Trust continues to face. 
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Hertfordshire County Council’s Ageing Well Strategy and proposed 
Home Care contract procurement also seeks community staff able 
to deliver care in a compassionate and effective way working with 
the voluntary sector and other providers.  Care home providers are 
being asked to look after more frail elderly often with multiple long 
term conditions including dementia. 

Hertfordshire Partnership University NHS Foundation Trust‘s 
Leading by Design strategy continues to focus on community care 
and has also recognised the capacity and capability issues in 
recruiting to these posts. 

The challenge that the LETB is working through: 

• How does the Hertfordshire system work together to manage 
these challenges to ensure that there are sustainable providers 
able to deliver the care being commissioned? 

• How does the system develop the market to grow the pool of 
available staff to prevent different parts of the system vying for 
the same staff? 

• How can further integration avoid duplication and ensure that 
we make best use of the resources available? 

• How do we map out the known workforce demographic 
challenges and agree plans to mitigate them? 
 

There was a Bedfordshire and Hertfordshire workshop on 27th 
May. The purpose was to build strategic workforce planning 
understanding and skills, highlighting how the LETB can support 

workforce solutions to meet service and commissioning strategies. 
The workshop included the CCG presenting a scenario that was the 
basis of modelling and discussions on how the local challenges 
around workforce capacity, competencies and integration across 
health providers and social care can be taken forward.    
 

6. Data and information review and strategy.  As with other areas of 
England, the CCG has very good information on acute activity, but 
future work is being undertaken relating to mental health and 
community services data and information.  The CCG is 
implementing a number of initiatives to improve the quality of 
service data in line with the emerging integration agenda.  Better 
information means that resources can be focussed on those 
interventions that achieve the greatest benefits for patients.  
Within the Better Care Fund plan, an Integrated Information 
Technology Group involving teams from within CCGs, providers 
and social care has been created to focus on four main areas: 

a. Sharing intelligence at a strategic commissioning level to 
inform joint system-wide commissioning decisions. Social 
care, both Hertfordshire CCGs and the Community Trust. 
We have already invested in, and use, Care and Health Trak 
which includes social care, acute, and community data and 
is used to inform strategic commissioning, and supports 
risk-stratification. 

b. Sharing timely and accurate performance data that is 
important to the running of the health and social care 
system (including the BCF national indicators). 
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c. Access to care records from different organisations. 
d. IT infrastructure that facilitate efficient and effective 

integrated working, e.g. co-location. 
e. Primary care IT infrastructure and interoperability with 

community and social care. 
 
 
Specialised Commissioning and Strategic Clinical Networks 

Strategic Clinical Networks 

East and North Hertfordshire CCG is part of the East of England 
Strategic Network, which is hosted by the East Anglian Area Team. The 
CCG has both clinical and senior managerial representation on the 
Geographical Oversight Group and the key network implementation 
workstreams for Bedfordshire Hertfordshire and Luton. Local staff 
have worked with network staff and providers, to develop the over-
arching East of England Strategic Clinical Networks Improvement Plan 
for 2014-16. There are clear links between this plan and the CCG’s 
overall strategic plan as demonstrated below: 

Cardiovascular Services: The local network groups are chaired by the 
Accountable Officer of Luton CCG. The overarching aim is to reduce 
premature mortality amongst patients diagnosed with, or at risk of, 
acquiring cardiovascular disease via early detection and appropriate 
management. Local priorities are the agreement and implementation 
of a 24/7 PCCI service for Hertfordshire (based at the Lister hospital), 
local compliant 24/7 Percutaneous Coronary Intervention services, the 
establishment of a compliant local vascular service and improvements 

to stroke care and outcomes including the designation of local hyper-
acute stroke services. 

Cancer Services: The local forum is chaired by the Accountable Officer 
of Herts Valleys CCG. The main focus is to improve the quality of life 
and outcomes for patients by driving out unacceptable variation in 
pathways of care, reducing inequality of access to all aspects of care 
and redesigning the way primary secondary and specialised providers 
work together to deliver holistic patient centred care. Specific projects 
include a root cause analysis of lung and colorectal cancer emergency 
presentations (as part of a wider research study), working with NHS 
England to ensure good quality timely local access to chemotherapy 
and radiotherapy and working in primary care to support earlier 
diagnosis. 

Children’s and Maternity Services: The CCG is represented on the East 
of England SCN Board, at a local level the focus of this work is driven 
forward via the children’s Strategic Partnership Board and Maternity 
Care Matters (the local east and north Hertfordshire partnership 
committee). The key local priorities are continuing to promote good 
holistic health in women and children, reviewing the CAMHS pathway, 
reviewing the approach to maternal mental health and implementing 
the children’s zone at the new QEII including reviewing integrated 
service pathways and enhanced models of urgent care delivery. 

Mental Health Services (including LD, Autism, Dementia and 
neurological conditions):  The local network group is chaired by the 
Accountable Officer of East and North Hertfordshire CCG. Its initial 
focus is on improving delivery of key indicators for dementia services 

V10, 23 July 2014 
 



and IAPT, improving awareness and early diagnosis across the 
spectrum of mental health and learning disabilities services, improving 
post diagnostic support to people with neurological conditions and 
systematically reviewing pathways of care. It also acts as the focal 
point for the Parity of Esteem programme locally. 

7. Specialised Commissioning. 

Specialised services are commissioned on behalf of the population of 
the CCG by the East Anglian Area Team, of NHS England. The CCG is 
represented at the East Anglia Team specialised Commissioning and 
East of England Clinical commissioning Group System meeting. During 
the first quarter of 2104/15 the CCG will be working with the AT to 
establish a Beds Herts and Luton specialised commissioning forum 
which is being set up to improve operational and commissioning links 
between NHS England and CCGs at a more local level. A number of key 
work streams have been identified as part of the development of the 
specialised services strategic plan including: 

• Implementation of Primary Percutaneous Coronary 
Intervention reconfiguration in Hertfordshire 

• CAMHS pathway review 
• Access to radiotherapy 
• HIV services (linked to local authority re-procurement) 
• Vascular services configuration 
• Chemotherapy (e-prescribing) 
• Paediatric oncology re-configuration 
• Payment by Results excluded drugs. 

It is however recognised that this work plan will be subject to 
amendment following the 90 day review of specialised services 
currently being undertaken by NHS England. 
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Chapter 5 Governance Overview 
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 Primary Care Strategy Steering Group reports to the Governing Body through the Out of Hospital Programme Board 
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Urgent Care Programme Board:  Benefits Map   
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The East and North Herts Urgent Care Network (UCN) is a multi-
agency group involving primary, secondary, community health and 
social care colleagues that meets monthly. The purpose of the network 
is to achieve system wide policy initiatives around urgent and 
emergency care that deliver improved care and services to patients.  
 
The network’s function is to organise, co-ordinate and manage the 
necessary processes to achieve these agreed initiatives. To this end 
the network is developing a programme of work including monitoring 
and review of current services. The network utilises national policies 
and guides to inform its thinking and incorporate it into the agreed 
work programme.  Since its inception and inaugural meeting on 21st 
June 2013, the UCN has supported and participated in work with the 
Emergency Care Intensive Support Team (ECIST). This has helped to 
support the network in developing both an urgent care strategy and a 
joint system wide work programme. The outputs are being prioritised 
to inform a locally owned plan that will be discussed and agreed at the 
UCN and become the agreed work plan going forward. The plan will be 
agreed at UCN in June 2014. It has been developed through system 
inputs and discussions. The UCN will have the responsibility to ensure 
that the plan is implemented and will be the forum to monitor 
progress and outcomes. 
 
 
 
 
 

Federated Model 
 
There is a federated locality model in the CCG. Localities and the 4 
Programme Boards, which are clinically-led are leading and driving the 
projects needed to deliver the ambitions. The strategic aims were 
developed last year through this process. There are practice and 
locality patient groups which provide a conduit for local discussions.  
The CCG held a stakeholder event on 18th December and we are 
planning a follow up session. There was a Patient Event in March 
where the plans were shared.  The CCG Members meeting on 13th 
February also gave us the opportunity to share the draft plans with 
members. Details of these events are described in the next chapter. 

We incorporate patient views into the CCGs structures through the 
following pathways: 

 



Better Care Fund Governance Arrangements 

The CCG’s Out of Hospital Programme 
Board will be the key forum for the 
Better Care Fund in the CCG. The 
Programme Board has membership 
including five Governing Body GPs, the 
Director of Commissioning, and the 
Assistant Director for Integration and 
representatives from Hertfordshire 
County Council’s Health and 
Community Services. This group has 
developed its joint leadership and 
competency skills around the 
integration agenda through a NHS 
Innovation and Quality Programme. 

Ultimate funding and monitoring of 
schemes will be through the CCG 
Governing Body and the county-wide 
Health and Wellbeing Board.  

These arrangements will be reviewed 
for their effectiveness throughout 
2014/15. 

 

 



 

Chapter 6 Citizen and Patient 
Involvement; Engagement and 
Communications  

1) Citizen engagement 
• Prevention and self-care are key priorities for the system through 

the Health and Wellbeing Strategy/Public Health and the CCG.    
• Stroke and Diabetes pathways are being reviewed and there will 

be increased emphasis to ensure people are encouraged and 
supported to manage their own conditions. 

• Patient locality groups are used to support patient education. For 
example with the Diabetes pathway, a patient with diabetes is 
supporting the planning of a programme to build on Daphne and 
Desmond self- help groups, one in North Herts. 

• We actively support the Healthwise (Age UK) scheme which is 
advertised though GP practices for those with mild to moderate 
depression 

• Where we can we encourage self-help groups with Age UK and 
other voluntary sector partners. 
 

 

 

 

Patient Citizen engagement 
 

I. The diagram below sets out our model for patient and public 
engagement in the CCG which includes a highly regarded PPG 
network. 
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There are two examples of co-partnership between patients and GPs 
which will be continued in 2014/15: 
 
1. Patient development – A programme of development for 

prospective patient leaders enabling them to be better able to 
work with GPs and others to improve the patient experience 
and influence decision making in their roles in PPG, patient 
locality groups, stakeholder forum and CCG boards 
 

2. GP development – A programme to develop the role of GPs in 
patient and carer engagement and in the role of co-partner 
with patient leaders in locality groups. 
 

The role of the locality patient groups is: 
 
• A sounding board and forum for two-way dialogue between 

patients and commissioners 
• To influence commissioning priorities and decisions of the CCG 
• Feedback on quality of services commissioned 
• A conduit for local expertise about community needs 
• Provide a mechanism by which patient and carer perspectives can 

inform clinical pathway design 
• A body of people interpreting and working with local and national 

consultations 
 

 

An event was held on 13 March 2014 at the Priory in Ware for the 
CCG’s existing Patient Participation Groups (PPG) to network and share 
best practice and common challenges in establishing an effective 
forum for patient participation. There were 50 attendees, 
predominately patients but also GPs and practice staff representing 23 
GP surgeries across east and north Herts. Presentations were given by 
the National Association for Patient Participation (NAPP) on what 
makes an effective PPG and the CCG Vice Chair on the role of the CCG 
and the development of locality patient commissioning groups. 
Feedback from attendees was overwhelmingly positive and in 
particular Edith Todd from NAPP commented: “[It was] so good for me 
to have contact with a CCG which is taking public engagement 
seriously and putting it in place at every level.”  
 
We are working with carers and carer groups and working with 
practices to signpost to services, a Health and Wellbeing Board 
initiative. There have been a number of stroke meetings with patients 
to support the Stroke Association campaign on TIA awareness. At the 
Unscheduled Care Workshop on 9 January, positive patient 
representative feedback was received. The terms of reference for the 
patient locality groups are being reviewed and refreshed as the groups 
become more involved. 
 
Patients’ stories are presented at Governing Body meetings, especially 
those in public. Patients undertaking quality visits to providers and 
have been specifically trained and supported in this work. 
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All the locality patient groups’ views and feedback was included in 
planning for Unscheduled Care and Commissioning Intentions. 
Locality Patient Group meetings are often themed and the spotlight 
has been on conditions such as stroke and how they affect patient 
experience, for example of the ambulance service. 

 
On 18 December, stakeholders attended the CCG "Commissioning 
Together" event at the Fielder Centre in Hatfield. Representatives 
from provider trusts, local authorities and patient representatives 
attended. This event focused on integrated working, examples of 
where this is working well and what we can do to work better together 
in the future. 

 
There were several keynote speakers: Hertfordshire County Council’s 
Director of Public Health, the CCG’s Director of Commissioning and 
Hertfordshire County Council’s . Attendees took advantage of the 
opportunity to contribute to the discussions and provided some 
valuable and positive feedback to the topics of the day. The feedback 
from the discussions is attached at Appendix 3. 
 
In February 2014 the CCG held its annual Council of Members meeting.  
Invitations went out to all member practices and over 100 attended. 
The agenda covered presentations and discussions on the Strategic 
Plan, the Primary Care Strategy, HomeFirst, primary care support for 
care homes and the Acute In-Hours Visiting Service. Each locality 
displayed its priorities and the event included round table discussions. 
Evaluation feedback included the following responses: 

 
 

 

0 

6 

33 

1 

15 

 As a result of today's meeting, has your 
understanding of the work of the CCG: 

1 deteriorated 2 stayed the same 3 improved a little

3.5 4 greatly improved

0 1 2 

3 4 

4.5 
5 

 How useful did you find today's Strategic 
Plan presentations on a scale of one to 

five - with 1 being the lowest score and 5 
the highest? 
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As part of our joint CCG / HCC approach we shared our strategic plans 
along with the Better Care Fund proposals at two stakeholder 
engagement events in late February.  
1. Joined up, coordinated care between statutory services, voluntary 

and community groups, and individuals, their families and carers  
2. Communication of and between services helping to support 

individuals in their choice of care  
3. Prevention and self-management to preserve good health and 

wellbeing  
4. A person-centred and holistic approach to care  

 
The key messages from the session have been used to inform the 
general direction of the final version of the Better Care Fund Plan, such 
as the themes of prevention, communication and continuity, and 
joined up care with all partners. Feedback which relates specifically to 
Plan proposals include: 

 
 
 
 
 
 
 
 
 
 
 

Messages – You Said:  Better Care Fund Plan:  
Care Coordination 
within and between 
partners and better 
communication 
between all involved  

Rolling out integrated health and social care 
services based around GP practices using 
best practice from the HomeFirst pilots and 
involving the voluntary sector  
Using accountable professionals to navigate 
the health and social care system on behalf 
of an individual  
Joined up paperwork for single assessment  
A working group to implement better data 
sharing across the health and social care 
system  
 

Better communication 
and promotion of care 
options  

Extension of the care navigator scheme in 
Herts Valleys who will be trained on social 
care services and voluntary sectors available 
in their local areas.  
Extension of the clinical navigator scheme in 
East and North Herts to guide AandE 
attendees to more suitable options of care  
 

Prevention as a key 
priority  

- Wider roll out of HomeFirst, to include an 
emphasis on preventative case management 
and risk stratification of patients, as well as 
on rapid response  
- Rapidly accessible homecare for those 
recently discharged from hospital  
- General investment in preventative 
services across the entire care pathway, 
particularly for older people, to maintain or 
re-introduce independence  
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More long-term ideas and feedback have been recorded for future action. 
These include:  
• The development of a joint vision outlining set goals and agreed by all 

partners  
• More formal structures for engagement, partnership working and 

coordination with the voluntary and community sector  
• A plan for improving information and data sharing  
• Stronger links with housing groups  
• Maintaining and enhancing support for carers  
• Continued engagement on the use and implementation of the fund  

 
In addition we have a Stakeholder Forum which meets quarterly.  
These meetings bring together patient representatives, district and 
county councillors, voluntary organisations, Hertfordshire 
HealthWatch and the university. It is currently chaired by the CCG GP 
board member for partnerships but intention is to have a co-chair 
patient representative in the next few months. 
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Chapter 7 Summary Finance 
and Activity 
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 running costs, programme (healthcare) 
costs, and from 2015/16 the Better Care Fund.   
 
In 2013/14 the recurrent allocation was £601.2m, comprising £587.2m 
for programme costs and £14m for running costs.   We are required by 
NHS England to deliver an underspend of 1% (£6.02m) on the total 
allocation and this was delivered in 2013/14.   
 
For the next five years, we have already been told what our allocations 
in 2014/15 and 2015/16 will be, and we have been given guidelines 
about growth in future years which have been used in our planning 
assumptions. From 2015/16 we receive money as a contribution to the 
Better Care Fund as described in Chapter 1 above.   

The allocations each year, actual and assumed in this Strategic Plan, 
are given in this table. 

 

 

 

RECURRENT ALLOCATIONS (£ million) 

 

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

2014/15 2015/16 2016/17 2017/18 2018/9
Programme costs
% growth 3.4% 2.5% 2.6% 2.6% 2.6%
  Recurrent 607.0 622.4 638.5 655.0 671.7
  Non-recurrent 6.0 6.3 6.5 6.7 6.8

Better Care Fund 9.1 9.3 9.5 9.8

Running costs
% growth 0.0% -10.0% 1.4% 1.6% 1.5%
  Recurrent 14.0 12.6 12.8 13.0 13.2

Total allocation 627.1 650.3 667.2 684.2 701.5
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EXPENDITURE 2013/14 
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.  Thirdly, there are other inflationary 
increases in costs, e.g. prescribed drugs.  Finally there is recurrent 
investment in schemes which may have been previously funded non-
recurrently.  We set aside a proportion of our allocation to be spent 
non-recurrently (2.5% next year and 2% thereafter).  This has 
historically been called “transformation funding” and is intended to be 
used to develop and implement plans for change.   

CCGs are required to hold a contingency reserve of at least 0.5% of 
their allocation to mitigate risks that might arise during the year. This 
is in addition to the 2% ring-fenced non-recurrent funds mentioned 
above. We will hold the minimum 0.5% contingency reserve in 
2014/15 and each year thereafter. 

As mentioned above, CCGs are also required to deliver an under-spend 
of 1% each year.  Surpluses and deficits accumulated at 31 March 2014 
and subsequent years will be carried forward into the following 
financial years. Therefore as we have underspent by 1% in 2013/14 

this will be carried forward into 2014/15 and will deliver the required 
underspend in 2014/15 (topped up by 1% of growth) and future years.   
A summary of the assumptions made about each year is given in the 
table below. 
 

 

We compare projected spend, based on the assumptions above, with 
our allocation and take account of other investments that we want to 
make to improve the quality and effectiveness of the care we 
commission.  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 £13.6m, 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. 

2014/15 2015/16 2016/17 2017/18 2018/19

Tariff acute Payment by Results activity -1.2% -1.1% 0.4% -0.6% -0.7%
Tariff acute other activity -1.5% -1.1% 0.4% -0.6% -0.7%
Tariff non-acute activity -1.8% -1.5% 0.4% -0.6% -0.7%
Cost pressures and non-demographic growth 2.6% 2.2% 2.2% 2.2% 2.2%
Demographic increases (average) 1.1% 1.1% 1.1% 1.1% 1.0%

Tranformation fund 2.5% 2.0% 2.0% 2.0% 2.0%
Contingency 0.5% 0.5% 0.5% 0.5% 0.5%
Underspend 1.0% 1.0% 1.0% 1.0% 1.0%
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The non-recurrent fund mentioned above is the source of funding for 
delivering service change.  Plans for investing the money are being 
developed by each of the Programme Boards.  For the next two years, 
the national tariff will reduce (meaning we will pay less to providers) 
and we can afford to invest in schemes to test out which ones result in 
the changes to pathways and costs we require.    
 
However in 2016/17 it is expected that the tariff will increase and 
there will be less scope for investing in new schemes.  It is therefore 
important that we have developed the schemes which will deliver 
recurrent savings sufficiently by 2016/17. Our overarching aim is to 
find different ways of commissioning high quality services at lower 
cost, and to improve the health of the population to reduce health 
need.   
 
 

This will include diverting money away from acute hospitals and 
moving it into community and primary care by investing in services 
focussing on long term conditions and our ageing population. To 
prevent unnecessary admissions to hospital, and to improve safety 
and patient experience we will work with all our partner organisations 
and patients to ensure we commission the best possible healthcare for 
our localities. 

A summary of the position in 2013/14 and in future years, based on 
the assumptions described above is given in the table and graph 
below. 

 

2013/14 2014/15 2015/16 2016/17 2017/18 2018/19
£m £m £m £m £m £m

Allocation 605.40 627.07 650.34 667.18 684.19 701.53

Projected Spend:
Acute services 354.06 356.48 352.60 356.43 359.78 362.64
MH services 68.61 72.75 73.80 75.55 76.78 77.88
Community services 43.72 49.99 67.84 72.45 78.28 85.13
Continuing Care  services 20.03 23.53 22.63 23.51 24.65 25.82
Prescribing 70.91 73.20 75.40 80.10 82.42 84.83
Other Primary Care 15.11 16.62 23.24 23.53 25.89 28.05
Running Costs 12.00 12.62 12.63 12.82 13.02 13.22
Non recurrent transformation fund 11.92 12.45 12.45 12.78 13.11 13.36
Contingency 3.01 3.18 3.25 3.34 3.42 3.51

Total Spend 599.38 620.80 643.83 660.49 677.35 694.44

Underspend 6.02 6.27 6.50 6.69 6.84 7.08

Assumes savings of: (18.59) (13.61) (15.60) (19.17) (16.46) (16.59)
=% of allocation -3.1% -2.2% -2.4% -2.9% -2.4% -2.4%
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EXPENDITURE 2018/19 
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Chapter 8 Risk and Issues and Mitigation 
RISK Cause Controls and Assurance 
Quality  and safety of 
provision 

Failure of CCG to ensure delivery of safe, high 
quality and effective services from 
appropriately commissioned providers 

• Robust quality monitoring 
• Monthly quality committee meetings 
• Quality monitoring and review meetings with providers 
• Programme of announced and unannounced visits 
• Robust reporting to governing body 
• Patient representatives involved in quality monitoring 
• Links to CQC, HCC and AT reviews and surveillance 
• Continued development of links with neighbouring and partnering 

commissioning organisations 
Financial Balance  
 
Failure to manage 
financial budget and 
failure to meet financial 
targets 

Levels of activity are above plans and are not 
at a sustainable level 
 
Local service and pathway changes result in 
duplication or do not show the planned 
reduction in activity 

• Benchmarking data and performance data prepared at locality level 
and discussed at locality meetings. 

• GP leads actively involved in contract and performance monitoring. 
• Pathway change proposals are required to set out the KPIs and 

benefits that will be monitored along with agreed baselines 
• Project Board established and resourced in CCG to manage the 

QEII/Lister arrangements and pathways 
Workforce availability 
with competencies and 
capacity to deliver 
required changes 

• Lack of available suitably trained staff 
• Lack of training places 
• Market not developed sufficiently 
• Workforce demographic (i.e. the 

proportion of GPs aged over 55 years) 

• Working with LETBE on strategic commissioning proposals 
• As part of Home First looking at integration opportunities across 

health and social care with trusted assessment etc 
• Working with HCC to develop home care market  as part of 

retendering services 
• Working with Herts Care Home Provider Association on skills, 

competencies needed for staff 
Leadership Clinical and professional leadership does not 

have the skills and competencies to drive the 
changes needed 

• Robust OD plan has been developed 
• Health and social care GPs and senior team members have 

participated in NHS IQ Commissioning Leadership Programme 



RISK Cause Controls and Assurance 
Provider sustainability The impact on service changes may impact on 

the financial stability of providers 
• Strong partnership relations exist between the CCG and local 

providers to ensure open and transparent understanding of the 
financial positions 

• Cost Improvement Plans are shared and agreed with the CCG 
• There is a Hertfordshire Chief Execs Network to ensure appropriate 

high level discussions 
• CCG actively working with Trust Development Agency and Monitor 

where there are concerns regarding the viability of local trusts 
Lack of appropriate  
acute provision 

• The planned reconfiguration of services 
results in the lack of capacity within the 
local system 

• Acute system fails to deliver NHS 
constitution commitments on waiting 
times etc 

• CCG is working closely with both acute and community providers to 
ensure that only those needing acute care reach hospitals.  

• Home First is being rolled out across the CCG area 
•  Length of stays and discharge planning issues are closely monitored.   
• CCG developing discharge to assess schemes. Joint Health and social 

care community bed review is underway to ensure that there is 
robust capacity to enable timely discharges from hospital 

Lack of appropriate 
primary/community 
provision 

• Without sufficient capacity, changes to 
pathways and the prevention of 
unnecessary acute activity will not be 
delivered 

• CCG has made commitment to deliver sustainable capacity in the 
community through roll out of HomeFirst 

• Working with HCC to develop the home care market and to 
commission effective capacity to support prevention of admission 
and discharge support 

• Actively working with voluntary and charitable sector to support 
local initiatives and to ensure that these are integrated into Home 
First and other pathways 

• Joint bed base care review will ensure effective integrated use of 
intermediate and enablement beds 

• Working with LETB to support training and recruitment of 
appropriate workforce (numbers and skills/competencies) 

 

V10, 23 July 2014 
 



Appendix 1  
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Appendix 2 
Locality Profiles to be attached or linked 
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Appendix 3 – feedback responses December 2013 Stakeholder event 
What could we do better together? 
 
• Supporting carers – recognising the important role they play in supporting patients 

at home – being more flexible so that patients and carers can gain access to a 
Home First style service 

• Identifying champions to develop new ways of working 
• Develop a strong knowledge base 

• Upskilling people – traditional roles may need to work differently 
• Be clear about where we can make a difference and where integration can have 

the biggest impact. E.g. Shared data and shared learning 
• Staff development to promote a flexible approach to meeting the needs of patients 

and their families to reduce the “hand offs” – enthusiasm, passion 

• Be brave about thoroughly evidencing the outcomes of a new way of working and 
at times being honest if something doesn’t work.  Really important that carers are 
involved in that evaluation 

• Be clear with patients about behaviours and expectations in terms of waiting 
times and care – joined up conversation about outcomes with patients and carers 

• Need to develop skills to ensure we engage users better in service developments 
• Being honest about resources constraints and what they can do to assist and see 

population increase as an increase in assets to be used e.g. using users and 
voluntary sector 

• Coherent Herts message about capacity available 
• Design and mapping of referral pathways 

• Housing team have responsibility for private sector, can force that places are fit to 
be lived in. There is legislation and funding available 

• CAB referral – that checks that housing is fit. Ambulance service can walk into 
houses – be able to record it and refer to LA. North Herts distress fund – di 
professionals know about it? 

• Listening and capturing ideas/feedback from patients and service users 
• Clearly understand the real issues before assuming you have the right solution 
• Sharing the feedback/ ideas enabling the thinking to take place 
• Partner organisations to have trust and confidence – common assessment 

• Holistic planning for dementia 

 

• Data sharing 

• Children’s Development and Healthy Lives as a preventative strategy (and before a 
child is born) 

• Awareness of what services are available – signposting – joining them up 
(voluntary sector) 

• Texting for appointment follow ups and also use it for motivational messages • Helping people to self-manage more – increase confidence; increased support as 
an when 
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• More use of the voluntary sector – e.g. help with discharge, meals ready, lights on.  
Changes have affected links that existed previously 

• CVS has time bank, Buddy system in Welwyn Hatfield 

• Early Intervention and Prevention in child’s life, will have benefits in later life.  
Support package earlier before families are in crisis? Bolted onto Children centres. 
Very easy to enable people/families to look after themselves – HVs service doing 
this. 

• Build relationship between HVs and Centres – practice model almost like Home 
First model. Early identification, early warning. Mixture of crisis management and 
case management 

• Reduce isolation of families 
• Lucky with HV but need to improve their ability to share info. Eg referral systems 

are “clunky” 
• Engage users more in the designing the services to avoid engrained organisation 

behaviours. And involve them more in self-care 
• Cultural changes needed – break down barriers i.e. funding mechanisms that 

inhibit_ crow bar organisations together if necessary 
• Creating the relationships , support and sustainable services 
• Playing to the strengths of each partner 

 

Type 2 Diabetes and everything – before lifestyle – what would be a good lifelong 
example 

After – dementia/problems 

• More preventative support – more dietetic/weight management 
• NHS Health checks picking up more undiagnosed (in one practice) 
• More weight management in children 
• More pathways to self-help in pre-diabetes 

• More proactive “target” need risk stratification Increased preventative work – lifestyle changes. Hanscombe House example – local 
health fitness club 

• Need to consider school age children’s needs – better collaboration between 
health LAs Schools 

Multi agency working for frail elderly – permission for patient -  referrals - housing 
heating 

Patients in last months of life 

• Preferred place of death 
• Encouraging people not to call 999 
• AMBER model 
• Reduction in AandE and in admissions 

 

AMBER – community 

• Interface geriatrician 
• Communication and education for carers 

o Education on early signs to watch for 
o What services can be called upon 
o Alternatives models to AandE 
o Home First Model 
o Primary Care Links 

• Nursing Homes having assigned GP link Practice 
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o Educating staff in homes 
Access to social care packages at weekends – integration of support organisations 
coordination 

Identification of key worker as a coordinating role 

Sensory issues being picked up Roll out of Home First 

IT – shared access / Info sharing  

Educating the Public – increased availability of information to patients and carers 

All organisations to come together to talk and challenge culture, processes 

Change Funding arrangements Empower service users/ carers – increase self-resilience 

Expand the “Care Track” meeting/plan to all practices “Done to patient” involve the family and the patient 

TEAM –aim for continuity increase GP links to Age UK, increase social services, increase 
therapy, increase Patient Participation Group, Mental health staff 

Self-Management 
• Education about own condition 
• What is available 

Links between voluntary sector and health 

• Voluntary sector feels under used 
• Assist transfer within health pathway 

Access to GP 

Under promotion of pharmacy 

Links to Directory of Services  

Health watch 

How do we keep people in the community? 

CONFIDENCE needed that the care alternatives will be there 
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How do we get messages out there? What do we need to do to help people navigate their 
way around the system? 

What successfully changes people’s behaviour? 

Clear simple positive message –  

• “Use It Right” 
• Change is happening 
• Multi-media 
• Everybody’s business - ownership 
Unified 

Persistent, long term, sustainable 

GP role critical – but GPs have to be giving the right 
message 

111 Directory of Services – need to be accurate, GP 
accessible, reliable services 

  

• Single Point of Access 
• IPA 
• SPOC 
• Ambulance 
• Herts Help 

• Local delivery 
• Variety of message tools e.g. 

o Radio 
o Magazines 
o Schools (PSHE) 
o Children’s Centres 
o Text 
o Email 
o Surgeries 
o Libraries 
o Grapevine 
o Word of mouth 

 

• Strengthen Patient Forums – better attendance 
• Increase engagement with local media – radio and 

press 
• ? regular slot to counter negative publicity 
• Inter-organisational communications are important 

 

• True Single point of access 
• Enhancement of 111 or 999 to be contact for all 
• Development of net based navigation system 

• Make it easy for patients to do what we want 
• Make it hard for patients to do what we don’t want 
• Revise AandE wait targets 
• Make sure people see value in NHS/Social Services 

considered “FREE” 
• Education of public 

• Messages – alternatives to AandE – 111not 999 
• Individuals given to individuals/public/homes 
• Being homes 
• Clinically led – credibility 
• Joined up messages with social care alignment 
• Clear Messages  

• Implement Advanced Care Planning approach 
o Roll out to Frail Elderly, Chronic conditions 

as well as End of Life 
o Escalation planned  

• Confidence in alternatives 
• Clear understanding of escalation processes through 

ACP approach 

• Range 
o Screens in waiting rooms – i.e GPs 
o Info sheets – GP systems 
o Access to Library e-mail  
o Address to send “target” message 
o Youth service database 
o Websites – GPs, District and County Councils 
o Have self-help page 

• Clarity of message • “Target” message/method of comms to “special 
interest health groups” i.e. text/email/local 
papers/meetings/info screens 

• Nudge message – e.g., phone calls to patients if 
service accessed wasn’t correct or phone calls 
following no shows/DNAs  
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How do we get messages out there? What do we need to do to help people navigate their 
way around the system? 

What successfully changes people’s behaviour? 

o Community groups – especially hard to reach 
local voluntary orgs 

• KNOW YOUR LOCAL POPULATION – Tailor message 

(special interest health groups have an interest and 
provide a social occasion/support for members, e.g., 
diabetes type 2 group for older men. “My wife insisted I 
come to this group – is very popular and self-sustaining) 

• What works? In communication 
o HIV – not just drugs – lifestyle choices – good 

positive 
o National public health messaging? 
o Practical local messaging 

• How to describe what the new service pathways are – 
coordinating the message 

o 2 key messages: 
 Reduce contact 
 Well being 

• Young people – hypochondria 
• Complex embedded cultural issues 
• Fix it culture 

• Fewer places to access 
• Clinicians access to records – define for each 

individual 
• Personalise information flow 
• Target information on the location 

• Must be evidence based 
• Coordinated approach 
• Hope – change can 
• Communication – county based? 
• 3-4 key messages for 2014 
• Jim’s List: 

o “Get off your bum” 
o “Put the pies away” 
o “No more fags” 

• Distinctive 
• Urgent Care Centres 

• Single message 
o Mobilise “society” 
o Use Local Authority opportunities – East Herts 

leaflets, faith groups, neighbours 
o Herts Help 

• Pathway for volunteering 
• Walk the Walk  
• Use of patient stories 
• Workforce cross organisation training  
• Create a system together 
• Use of Kings Fund “Sams Story” or similar 

• “Interdisciplinarity” 
• Common Way In 
• Coordination 
• IT information sharing 
• Raised expectations by other professionals – 

inconsistency of messages/expectations 
• Similar messages across system 
• Need access to local knowledge 
• Evaluate Herts Help 
• Single Point of Access to information – Herts Help? 

 

• Get rid of the fences 
• Early training for staff 
• Honest discussions 

o Speak to patients, families 
o Manage expectations 

• Workforce 
o Rotate staff 
o Co-located staff 
o Trust between staff and organisations 
o Liberation of staff to get on and do 
o Cultural change 

• All staff are clear about expectations – using examples 
of what has worked well 

• Use press in a positive way 
• Make it simple – one phone call 

• Staff need to understand the system in order to 
explain it to patients 

• We don’t think that people should navigate around 
the system, we need to clarify yjr entry points to 

• Staff 
o Be brave and prepared to take action 

against staff who haven’t got the patients 
best interest 
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How do we get messages out there? What do we need to do to help people navigate their 
way around the system? 

What successfully changes people’s behaviour? 

• Joint messages 
• Joint communication 
• Focussing on staff – we need to get staff to a point 

where they are able to articulate the joint nature of 
working if patients are truly at the centre of care then 
professional 

services 
• WE NEED TO BE BRAVE AND START – TEST IT AND 

GET FEEDBACK 

o Long term approaches – workforce, training 
• High level commitment within organisations – using 

examples of good practice to illustrate how effective 
joint working is. 

• Commitment from Chief Execs across health 
economy 
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	‘Call to Action’   The following key themes from the Call to Action engagement programme have been used to shape the vision.
	What could we do better together?

