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Relationship to the Sustainability and 
Transformation Plan 

The Sustainability and Transformation Plan (STP) for Hertfordshire and West Essex is an ambitious plan, based on transforming the relationship that the health and care 
system has with the local population – aiming to support people to live healthier, stay independent, and have care and treatment provided close to home, with hospital 
services available when only the level of specialist care that hospitals provide is necessary. This ambition is in response to a challenging financial position (particularly in 
acute providers), increased pressure on capacity (impacting the whole health and care system) and challenged performance and quality positions, again particularly in the 
acute sector, largely caused by rising pressure of demand from a population that is continuing to grow, particularly  in the older age range. 
 

The Operational Plan will be the delivery mechanism for the first two full years of delivering the STP, which has three priorities: 

 A strategy for preventing ill health and promoting wellbeing that targets the causes of illnesses that have the biggest impact on the Hertfordshire and West 
Essex population; 

 Integrated community-based services that are focused on working with patients and communities to support people to remain in their homes and receive 
services from the integrated team rather than have to go to hospital; 

 Hospitals that are configured to be effective in delivering elective and unplanned care in the new environment, and in providing safe, high quality and 
effective services. 

 

These three priorities will come together in a focus on the five priority care pathways that will have the greatest impact on the health of the local population, and 
therefore the most benefit to the health and care system, namely: 

 Frailty (including falls, UTI, mental health, respiratory disease) 

 Diabetes (including obesity) 

 COPD (including smoking cessation) 

 Stroke 

 Urgent and emergency care. 
 

Specific prevention schemes focusing on the priority pathways are: 

 Diabetes – to reduce by 10% the number of people at risk of diabetes in the population by 2021 by rolling out the national diabetes prevention campaign 

 Smoking – to reduce the number of smokers in the population by 10% by 2021 by targeting ‘hard to reach’ sections of the population, working with high risk 
groups, with employers, and with community pharmacists 

 Weight management – to enrol 10% of obese patients in evidence-based weight reduction schemes by 2021 

 Alcohol management - reduce by 10% the number of ‘rising risk’ drinkers by 2021 

 Atrial fibrillation – reduce blood pressure from above 140/90 to below in 10% of hypertensive patients by 2021 
 

Prevention schemes are calculated to achieve £3.5m savings in 2017/18 and a further £3.5m in 2018/19 across Hertfordshire and West Essex. 
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Relationship to the Sustainability and 
Transformation Plan 

 By enhancing primary, community and social care services and focusing on the five key care pathways above, with the aim of keeping people as independent 
as possible and preventing admission to hospital, along with managing demand for elective treatment, we will achieve savings  of £10.9m in 2017/18 and a 
further £13.7m in 2018/19 across Hertfordshire and West Essex. 

 Building on work that has been undertaken to date, there will be a focus on the further development of integrated services wrapped around GP practices, 
developing place based care in neighbourhoods/localities.  In doing so we will increase collaboration across services, reduce duplication, and will ensure that 
people only need to go to hospital when it is absolutely necessary 

 Initiatives being taken in acute hospital services include: 

 

• Elimination of unwarranted variation – appropriate standardisation of integrated clinical pathways across the STP in order to eliminate variation and 
optimise clinical effectiveness and efficiency 

• Demand for acute services – application of appropriate responses according to the acuity of patients presenting in acute care and working  with STP 
partners to reduce and better manage demand for acute care by supporting their management of patients within primary and community services  

• Harness benefits from sharing services at scale  - sharing clinical support and back office functions  to reduce service costs  

• Developing new pan-provider service models to enable fragile clinical services to continue to be provided sustainably and locally 

• Driving best value solutions for estates development and backlog maintenance  

 

The savings from these and other productivity and efficiency measures across the STP footprint  will be £52.1m in 2017/18, and an additional £39.5m in 2018/19. 
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Strategic STP Commissioning Collaborative 
• All commissioning organisations, across the STP footprint are committed to designing and delivering high quality services at optimum cost which meet local needs and the 

increasing demand on services. 
• Commissioners will ensure that resource is best directed to meet the NHS constitutional standards and the Hertfordshire and West Essex system is best placed to deliver 

against its targets Accident and Emergency, Referral to Treatment and Cancer targets.  This will include resources to support the five mandated actions to be undertaken 
through the local A+E Delivery Boards. 

• The intentions in this document bring together key areas for collaboration across the Hertfordshire and West Essex footprint.  In addition, commissioners will consider how 
best to support the delivery of the key actions arising from the STP’s Prevention, Primary and Community and Acute work streams.  

• All three CCGS recognise that a collaborative approach across providers and commissioners is the best way to ensure that services are fit for purpose, sustainable and reflect 
local needs.  Commissioners will continue to develop the New Models of Care and will explore the optimum delivery arrangements for local services.  In addition, each CCG 
will determine its position in relation to Primary Care Commissioning. 

• Commissioners will continue to engage and design services working with all system partners – County and District Councils, Voluntary and Community Sector organisations 
and private providers - to deliver improved outcomes for people in Hertfordshire and West Essex.  CCGs will build on the integration activity already underway with Social 
Care through the Better Care Fund arrangements.  
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STP Work stream and Themes Key pathways and services 



Challenges 
Financial issues: After taking account of the underlying position in 2016/17, inflation, demographic demand pressures, other cost pressures and the full year cost of 
investments made in 2016/17, overall costs grow faster than the CCG’s allocation increase, creating a shortfall of circa £23m.  This becomes the QIPP challenge for 2017/18.  
For acute services, we have QIPP identified schemes through Vanguard/HomeFirst, Urgent Care  and our Review of Prior Approval and IFR.  There remains £8.8m of QIPP 
schemes that need to be identified and this work is underway reviewing the Right Care, C4V packs and local policies and procedures and we describe these in the next 
iteration of the plan. 

 

The forecast position in 2016/17 is in line with plan to meet the CCG's control total.  However, this is possible because there are non-recurrent benefits and savings available 
to offset recurrent overspends, plus recurrent use of the contingency reserve.  The main cause of the recurrent overspend is increased activity and particularly increased unit 
prices at East and North Herts Trust, which results from increased coding depth leading to higher cost HRGs.  Other non recurrent sources of funds have been used to fund 
investment in community services in advance of savings being realised.  The recurrent impact of these investments is built into the 2017/18 position.        

 

The allocation adjustment of -£0.5m related to HRG4+ does not reflect the estimated position calculated by the CCG which shows a cost of £2.3m against the expected 
movement in cost applying an average tariff uplift, i.e. a net problem of £2.8m.  This analysis was undertaken on partial year activity in 2016/17 so the CCG has assumed with 
the revised allocation adjustment that this will indeed be cost neutral. This assumption has been highlighted as a risk.   

 

CQC Performance –Whilst both HCT and HPFT have received good ratings from the CQC, ENHT requires improvement and PAH is deemed to be inadequate.  We have a 
number of care homes and practices in our area that have been inspected by the CQC and require that are deemed inadequate and others that require improvement 

 

Quality issues – Cancer – 62 day waits are not being delivered and long waits have increased. Maternity – we require improvement in a number of areas of NHSE/CCG rating, 
which we are working on with both ENHT and PAH. There are still challenges in time to antibiotic administration with regard to Sepsis in our local provider. Mortality rates 
have improved but focus will continued.  Friends and Family is being used as one measure of quality we are requiring improved satisfaction levels in ED at ENHT. Dementia 
diagnosis has improved but the whole pathway is still an area for improvement 

 

Engagement with the public is very important to achieve behavioural change and acceptance of the need for increased self-management and personal resilience.  

 

East and North Herts population is growing @ 1% per year which is circa 6,0000 new patients.  However, the over 75s population is growing at 7.5% (3,500 new 75 year olds 
per year). 

 

NHS funding is not keeping pace with numbers needing service, with more people with one or more long term conditions.  Staffing recruitment is a major challenge even 
with funded services. 

 

The healthcare workforce requires re-profiling incorporating new non-traditional roles .e.g. Physicians Associates. The current small business model of general practice is no 
longer sustainable.  The integration of out-of-hospital-services and primary care at scale will be critical to ensuring future population health needs can be met. 
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ENHT on trajectory for A&E recovery trajectory achieved 88% against 
85.5% target in October 
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East and North Herts CCG - Performance on a Page
Urgent Care

A&E
October 

2016
YTD A&E

Total A&E 

attendances

Total 

Emergency 

Admissions

EEAST
Handover to 

clear <15 

Lister

Handover to 

clear <15 

PAH

Red 1 

response 

<8mins

Red 2 

response 

<8mins

Arriving at 

scene <19 

minutes

Target 95% 95% Target Target 100% 100% 75% 75% 75%

ENHT 88.04% 84.01% ENHT 13,565 3,962 EEAST 65.00% 47.00% 70.40% 63.70% 91.40%

2015/16 83.06% 90.13% 2015/16 12,576 4,654 2015/16 65.60% 37.50% 73.46% 60.21% 90.00%

Performance h i Performance + — Performance i h i h h

PAH 77.30% 74.15% PAH 8,691 2,078 ENHT 11.00% PAH 30.00%

2015/16 79.78% 86.20% 2015/16 8,681 2,671 2015/16 13.19% 2015/16 47.18%

Performance i i Performance + — Performance i Performance i

Trajectory

A&E

ENHT 88.04%

Trajectory 85.00%

PAH 77.30%

Trajectory 91.0%

OOH
Urgent 

2 hours

R o utine

6 ho urs

Urgent

2 hours

R o utine 

6 ho urs NHS111
C all 

abando ned

>30 sec

C all answered

< 60 sec

A m bulance 

D ispatches

Target 95% 95% 95% 95% Target 5% 95% 10%

HUC 87.88% 88.82% 86.73% 98.31% HUC 0.17% 94.32% 8.20%

2015/16 88.30% 89.10% 90.90% 99.30% 2015/16 0.80% 97.17% 6.90%

Performance i i i i Performance h i i

October 2016

Arrival to 

Handover

Home visits
Base f2f consultat ion following 

clinical assessment

% seen within 4 hours

October 2016

% seen within 4 hours

On 

trajectory

Not meeting 

trajectory
60%

70%

80%

90%

100%

A M J J A S O N D J F M

PAH A&E 4 hour Target & Trajectory

Target PAH PAH Trajectory

60%

70%

80%

90%

100%

A M J J A S O N D J F M

ENHT  A&E 4 hour Target & Trajectory

Target ENHT ENHT Trajectory



ENHT achieved 58.9% for 62 
day standard against a 
trajectory of 85.5% in October.  
Revised trajectory being 
submitted by ENHT in mid-
December following IMAS 
review. 

ENHT providing weekly 
update on those patients 
identified as 52 week 
breaches as part of ongoing 
validation process.  
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In Hospital Flow

Cancer
2 week all 

cancers

2 week 

breast

31 day 1st 

treatment

31 

subsequent 

surgery

31 

subsequent 

drug

32 

subsequent 

radio

62 days 

standard

62 days 

screening

62 days 

upgrade

Target 93% 93% 96% 94% 98% 94% 85% 90% 85%

ENHCCG 96.30% 89.77% 93.90% 88.24% 98.41% 98.84% 63.03% 90.00% 100.00%

2015/16 97.25% 93.59% 97.86% 100.00% 100.00% 95.77% 82.41% 93.33% 89.96%

Performance i i i i i h i i h

ENHT 96.98% 91.88% 89.72% 94.21% 95.08% 93.84% 58.90% 92.86% Zero

2015/16 97.62% 92.86% 97.63% 100.00% 98.36% 94.39% 82.49% 100.00% Zero

Performance i i i i i i i i g

PAH 96.63% 87.16% 98.90% 100.00% 100.00% 100.00% 86.81% Zero 93.48%

2015/16 97.30% 96.40% 100.00% 100.00% 100.00% Zero 88.43% Zero 92.86% Performance Trajectory

Performance i i i g g i i g h 58.90% 85.5%

RTT
Patients 

waiting
Incomplete

52wk 

Breaches

Incomplete 

% Trend
RTT

Patients 

waiting
Incomplete

52wk 

Breaches

Incomplete 

% Trend

Target 92% 0 92% 0

ENHCCG 37,741 92.48% 31 PAH 14,971 93.11% 0

2015/16 37,034 91.15% 21 2015/16 20,789 78.31% 83

Performance + h i Performance h

ENHT 26,858 92.08% 40 HCT 3,785 97.60% 0

2015/16 25,935 92.71% 0 2015/16 3,649 99.62% 0

Performance + i i Performance + i g

Diagnostics Stroke
<4 hrs on 

stroke unit

90% on 

stroke unit

Thromb < 3 

hours

TIA high risk 

<24 hours

T IA  lo w risk  

<7 days  o nset

Target 99% 99% 90% 80% 12% 60% 65%

ENHT 99.68% PAH 99.55% ENHT 80.9% 93.0% 6.1% 75.0% 40.7%

2015/16 99.62% 2015/16 99.58% 2015/16 48.9% 89.6% 0.0% 85.0% 47.1% Performance Trajectory

Performance h Performance i Performance h h h i i 92.08% 92.60%

% Trend % Trend % Trend

DTOC NHS Social Care
Attributable 

by Trust
% Trend DTOC NHS Social Care

Attributable 

by Trust
% Trend

ENHT 18 0 3.0% HCT 14 19 18.6%

2015/16 7 1 1.1% 2015/16 (H erts ) 20 17 10.1%

Performance + — i Performance — + i

PAH 3 9 6.8% HPFT 13 2 6.3%

2015/16 7 2 10.7% 2015/16 (H erts ) 33 3 7.4%

Performance — + h Performance — — h

Dementia Key:

Mental 

Health

No. ppl 

entering 

IAPT

IA P T  c lients  

% m o v ing into  

reco very

18 week RTT 6 week RTT
EIP  14 days  

wait

EMDASS <6 

week wait h +

Target 579 50% 95% 75% 50% 90%

HPFT 730 54.29% 100.00% 90.12% 64.71% 95.5% i —

2015/16 780 52.99% 100.00% 97.44% 100.00% 46.10%

Performance i h g i i h g =

Not meeting 

trajectory

Not meeting 

trajectory

October 2016

October 2016

IAPT Waits

> 6 weeks

Im pro vem ent in perfo rm ance

D eterio rat io n in perfo rm ance

No change in performance

Increase in numbers 

Decrease in numbers

No change in numbers

0%

20%

40%

60%

80%

100%

A M J J A S O N D J F M

ENHT Cancer 62 days Target & Trajectory

ENHT

85%

90%

95%

100%

A M J J A S O N D J F M

ENHT RTT Incompletes Target & Trajectory

ENHT ENHT Traj



Performance Headlines 
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A&E 
There is a national requirement that 95% of patients attending A&E are treated, admitted or transferred within 4 hours of arrival. Performance 
at ENHT has been in the low 80s for a number of months but there has been improvement with the trust meeting their Remedial Action Plan 
trajectory and achieving 88% for October 2016. We have moved from escalation meetings with the Regional Team to local monitoring and 
oversight 
 
Stroke 
East and North Hertfordshire CCG and East and North Herts Trust have been awarded an ‘A’ grade for the provision of stroke services in the 
recently published 2016/17 Quarter 1 clinical audit analysis conducted by the Sentinel Stroke National Audit Programme (SSNAP). This is up 
from a ‘D’ grade (A-E scale) in the previous quarter.   
 
RTT 
The incomplete target continues to be met at CCG level which means that more than 92% of ENHCCG patients are waiting less than 18 weeks 
for treatment. Both PAH and ENHT continue to meet the required performance standard.  
 
Cancer 
Nationally, performance against the 62 days to first definitive treatment standard is proving challenging. Although PAH are now meeting the 
required performance standard, performance at ENHT fell significantly in August, September and October, impacting on the overall CCG 
performance. The published performance figures are prior to any adjustment in line with the Inter Trust Transfer Policy, but post adjustment 
performance remains poor. As a consequence, cancer performance has now been escalated to NHSE and NHSI.  



Finances for 2017/19 
Summary Position 
 A first draft of the financial outlook for 2017/18 is given below.  The planning guidance for the period to 2020/21: “Delivering the Forward View: NHS 

planning guidance”, which set out a vision for the future of the NHS, was published in December 2015. More recent guidance was published by NHS England 
and NHS Improvement in September 2016, (“NHS Operational Planning and Contracting Guidance 2017-2019”).  The document explains how the NHS 
operational planning and contracting processes will now change to support Sustainability and Transformation Plans (STPs). It reaffirms national priorities and 
sets out the financial and business rules for both 2017/18 and 2018/19. 

 To support the STP process, the annual NHS planning and contracting round will now be streamlined significantly. The default will be for two-year contracts 
in place of those currently negotiated annually. Commissioners will still have the ability to let new longer-term contracts, based on new care models and 
whole population budgets, revising existing contracts accordingly.  Two-year contracts will reflect two-year activity, workforce and performance assumptions 
that are agreed and affordable within each local STP. A two-year tariff has been issued for consultation, and two-year CQUIN and CCG quality premium 
schemes. The timetable is now being brought forward to provide certainty earlier – with a target deadline of all 2017-19 contracts signed by 23 December 
2016. 

 To ensure that organisational boundaries and perverse financial incentives do not get in the way of transformation, from April 2017 each STP (or agreed 
population/geographical area) will have a financial control total that is also the summation of the individual organisational control totals. All organisations 
will be held accountable for delivering both their individual control total and the overall system control total. It will be possible to flex individual 
organisational control totals within that system control total, by application and with the agreement of NHS England and NHS Improvement. 

 The in-year control totals for ENHCCG are: 

• 2017/18 – a £200k drawdown of the accumulated underspend 

• 2018/19 – breakeven  

 The nine ‘must do’ priorities identified in 2016/17 remain the priorities for 2017/18 and 2018/19. These national priorities and other local priorities will need 
to be delivered within the financial resources available in each year. 

 After taking account of the underlying position in 2016/17, inflation, demographic demand pressures, other cost pressures and the full year cost of 
investments made in 2016/17, overall costs grow faster than the CCG’s allocation increase, creating a shortfall of £23m. This becomes the QIPP challenge for 
2017/18 

Allocations 
Programme Costs Allocation 
NHS England published allocations for the years from 2016/17 to 2020/21 in January 2016. These comprised three years of firm and two years of indicative 
allocations. Recurrent allocations are not being reopened for 2017/18 and 2018/19, the remaining years of fixed allocations. The recurrent increase for the 
CCG in 2017/18 is £18,751k. 
 

There are, however, two specific non-recurrent adjustments which are being made in respect of:  
The modelled impact of the changes to prices in the 2017/18 and 2018/19 National Tariff (notably the move to HRG4+).   
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Impact in 2017/18 of non-recurrent measures in 2016/17 
The forecast position in 2016/17 is in line with plan to meet the CCG's control total.  
However, this is possible because there are non-recurrent benefits and savings 
available to offset recurrent overspends (mainly in acute services and mainly at 
East and North Herts Trust), plus recurrent use of the contingency reserve.  This 
means that the underlying position of the CCG this year is not a balanced position.  
This is the first call against growth next year.  A summary of the non-recurrent 
savings is shown in this table. 

Investments 
There is a requirement to increase funding non-recurrently in primary care by £1.50 
per head in 2017/18 and in 2018/19.  This is for practice transformational support, as 
set out in the General Practice Forward View.  The full year effect of investment in the 
projects funded by the CCG and NHSE as part of the Vanguard funding stream is 
£5,324k.  This includes the full year cost of HomeFirst and the early intervention 
vehicle. 

Summarised financial position 
Taking account of all the factors described above there is a gap between 
resources and projected spend of £23m, as shown in the table below.  This 
equates to a QIPP requirement of 3.2% of the CCG’s allocation. 
 
Most of the underlying increase in unplanned expenditure is in acute services.  
The CCG’s operational plan and the STP are both targeting reductions in acute 
spending and this must be an area of focus in identifying savings.  A target 
reduction of 5.7%  against do nothing (or 2.2% compared to 2016/17 outturn) 
would bring spending back into line with plans. 
 
This position assumes that final tariff prices reflect the allocation adjustment 
in relation to HRG4+. 
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£'000

Acute services prior year benefits 3,392

Non acute services prior year & other non rec 3,614

CHC Retrospective topslice (1,066)

Contingency reserve used recurrently 3,580

Total 9,521

£'000

Source funds

Growth 18,751

Running costs 30

Release 0.5% transformation 3,575

Total 22,356

Application of funds

Underlying position 2016/17 9,521

Primary care £1.50 per head year 1 875

Other non-recurrent investments 2,900

Tariff changes/inflation 5,608

Demographic & non demographic change 22,970

Other recurrent investments 3,912

Total 45,786

Shortfall (23,430)

Control total = £200k overspend 200

Savings required (23,230)



Running Costs Allocation  
The allocations are as announced in December 2015 as set out in the table below.   

2016/17 2017/18 2018/19

Running costs allocation £'k 12,607        12,637        12,668        

% increase -0.2% 0.2% 0.2%

Business Rules 
The key requirements of the business rules for commissioners for 2017/18 and 2018/19 are:  
 
• all CCGs are required to aim for in-year breakeven;  
• as in previous years, CCGs should plan for 1% non-recurrent spend.  0.5% should be uncommitted and held as a risk reserve; 0.5% is immediately 

available for CCGs to spend non-recurrently, to support transformation and change implied by STPs.  This compares with the requirement in 2016/17 to 
set aside the total 1% as uncommitted.  This releases funding of £3,380k. 

Cost pressures and increased demand 
Tariff: the draft tariff proposed adopts the design of HRG4+. In updating to 2017/18 prices, adjustments have been made for cost inflation of 2.1% (on 
average across all Trusts), an efficiency requirement of 2%, and increases for CNST costs.  It is thought unlikely that there will be any significant changes 
between the draft and final published tariff.    
 
Demographic and other non-demographic growth: the assumptions are as shown in the table below. 

2017/18 2018/19

Mental health 2.7% 2.8%

Acute services demography and growth 2.7% 2.9%

Community services demography 2.1% 2.1%

Prescribing inflation and growth 5.4% 4.4%

CHC inflation and growth 5.8% 5.5%

Primary care 1.2% 1.2%

Funding transfers between CCGs and specialised commissioning, following work to implement consistent identification rules (IRs).   The reductions are £5,529k 
and £5,618k in 2017/18 and 2018/19 respectively.  It is assumed that these changes are cost neutral, with equivalent activity being chargeable to NHSE rather 
than the CCG 
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Activity Projections 
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Code Activity Line FOT April May June July August September October November December January February March Total

E.M.7 Total Referrals (General and Acute) 206,068  15,447    18,022    18,880    18,022    18,880    18,022    18,880    18,880    15,447    18,880    17,163    18,014    214,537  

E.M.7a Total GP Referrals (General and Acute) 144,599  10,839 12,646 13,248 12,646 13,248 12,646 13,248 13,248 10,839 13,248 12,043 12,643 150,542  

E.M.7b Total Other Referrals (General and Acute) 61,469    4,608 5,376 5,632 5,376 5,632 5,376 5,632 5,632 4,608 5,632 5,120 5,371 63,995    

E.M.8 Consultant Led First Outpatient Attendances 184,976  13,866 16,177 16,947 16,177 16,947 16,177 16,947 16,947 13,866 16,947 15,406 16,175 192,579  

E.M.9 Consultant Led Follow-Up Outpatient Attendances 343,719  25,729 30,017 31,446 30,017 31,446 30,017 31,446 31,446 25,729 31,446 28,588 30,019 357,346  

E.M.10 Total Elective Admissions 62,907    4,615 5,384 5,641 5,384 5,641 5,384 5,641 5,641 4,615 5,641 5,128 5,383 64,098    

E.M.11 Total Non-Elective Admissions 51,483    4,098 4,234 4,098 4,234 4,234 4,098 4,234 4,098 4,234 4,234 3,825 4,235 49,856    

E.M.12 Total A&E Attendances excluding Planned Follow Ups 211,772  17,170 17,742 17,170 17,742 17,742 17,170 17,742 17,170 17,742 17,742 16,025 17,743 208,900  

E.M.18 Number of Completed Admitted RTT Pathways 33,576    2,463 2,874 3,011 2,874 3,011 2,874 3,011 3,011 2,463 3,011 2,737 2,872 34,212    

E.M.19 Number of Completed Non-Admitted RTT Pathways 144,473  10,830 12,635 13,236 12,635 13,236 12,635 13,236 13,236 10,830 13,236 12,033 12,633 150,411  

E.M.20 Number of New RTT Pathways (Clockstarts) 197,486  14,803 17,271 18,093 17,271 18,093 17,271 18,093 18,093 14,803 18,093 16,448 17,271 205,603  

E.J.3 Number of specific acute bed days relating to hospital provider spells 286,305  22,572 23,664 23,138 23,664 23,806 22,996 23,806 23,138 23,240 23,806 21,520 23,661 279,011  

Code Activity Line Plan April May June July August September October November December January February March Total

E.M.7 Total Referrals (General and Acute) 214,537  17,708    18,593    18,593    19,478    19,478    17,708    20,364    19,478    15,937    19,478    17,708    18,596    223,119  

E.M.7a Total GP Referrals (General and Acute) 150,542  12,426 13,047 13,047 13,668 13,668 12,426 14,290 13,668 11,183 13,668 12,426 13,047 156,564  

E.M.7b Total Other Referrals (General and Acute) 63,995    5,282 5,546 5,546 5,810 5,810 5,282 6,074 5,810 4,754 5,810 5,282 5,549 66,555    

E.M.8 Consultant Led First Outpatient Attendances 192,579  15,284 16,048 16,048 16,812 16,812 15,284 17,577 16,812 13,756 16,812 15,284 23,753 200,282  

E.M.9 Consultant Led Follow-Up Outpatient Attendances 357,346  28,361 29,779 29,779 31,197 31,197 28,361 32,615 31,197 25,525 31,197 28,361 44,071 371,640  

E.M.10 Total Elective Admissions 64,098    5,087 5,342 5,342 5,596 5,596 5,087 5,850 5,596 4,578 5,596 5,087 6,732 65,489    

E.M.11 Total Non-Elective Admissions 49,856    4,098 4,234 4,098 4,234 4,234 4,098 4,234 4,098 4,234 4,234 3,825 5,335 50,956    

E.M.12 Total A&E Attendances excluding Planned Follow Ups 208,900  17,170 17,742 17,170 17,742 17,742 17,170 17,742 17,170 17,742 17,742 16,025 21,191 212,348  

E.M.18 Number of Completed Admitted RTT Pathways 34,212    2,873 2,969 2,873 2,969 2,969 2,873 2,969 2,873 2,969 2,969 2,681 2,967 34,954    

E.M.19 Number of Completed Non-Admitted RTT Pathways 150,411  12,857 13,286 12,857 13,286 13,286 12,857 13,286 12,857 13,286 13,286 12,000 13,283 156,427  

E.M.20 Number of New RTT Pathways (Clockstarts) 205,603  17,575 18,161 17,575 18,161 18,161 17,575 18,161 17,575 18,161 18,161 16,403 18,158 213,827  

E.J.3 Number of specific acute bed days relating to hospital provider spells 279,011  23,335 24,161 23,479 24,304 24,304 23,335 24,448 23,622 23,731 24,304 21,970 24,162 285,155  

2018/19 Activity

2017/18 Activity2016/17

2017/18
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92%

25%

23,678     27,912     27,456     29,626     30,114     24,946     33,557     32,738     32,891     32,777     33,355     34,048     

25,313     29,762     29,166     31,668     32,382     27,005     37,034     36,021     36,315     35,947     36,397     37,233     

93.5% 93.8% 94.1% 93.6% 93.0% 92.4% 90.6% 90.9% 90.6% 91.2% 91.6% 91.4%

34,773     35,066     34,662     34,986     34,649     

37,902     38,036     37,495     37,686     37,358     

91.7% 92.2% 92.4% 92.8% 92.7%

30,859     35,999     37,712     35,999     37,712     35,999     37,712     37,712     30,859     37,712     34,286     36,002     

33,522     39,109     40,971     39,109     40,971     39,109     40,971     40,971     33,522     40,971     37,247     39,112     

92.1% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.1% 92.0% 92.1% 92.0%

36,636     37,856     36,636     37,856     37,856     36,636     37,856     36,636     37,856     37,856     34,195     37,853     

39,798     41,125     39,798     41,125     41,125     39,798     41,125     39,798     41,125     41,125     37,145     41,121     

92.1% 92.1% 92.1% 92.1% 92.1% 92.1% 92.1% 92.1% 92.1% 92.1% 92.1% 92.1%

2018/19

Plan

Pathways < 18 Weeks

Total Pathways

%

Total Pathways

%

2017/18 

Plan

Pathways < 18 Weeks

Total Pathways

%

February March
Monthly Diff. Tolerance

RTT Incomplete Pathway

2015/16

Pathways < 18 Weeks

Total Pathways

%

2016/17

Pathways < 18 Weeks

August September October November December January
Standard

E.B.3 April May June July

RTT Trajectory 

A&E Trajectory – East and North Herts Trust 

Standard 95% 
E.B.5 April May June July August September October November December January February March 

Monthly Diff. Tolerance 25% 

East And North 
Hertfordshire NHS Trust 

2015/16 

Number Waiting > 4 Hrs                534                 900                 658             1,324             1,500             1,727             2,131             2,876             2,386             2,414             2,988             3,449  

Total Attendances         10,899          12,809          13,522          16,629          13,879          12,274          12,576          12,943          12,562          12,345          12,595          14,095  

% 95.1% 93.0% 95.1% 92.0% 89.2% 85.9% 83.1% 77.8% 81.0% 80.4% 76.3% 75.5% 

2016/17 

Number Waiting > 4 Hrs            2,318             2,111             1,996             2,233             2,243                       -                         -                         -                         -                         -                         -                         -    

Total Attendances         12,277          13,834          13,013          14,119          12,847                       -                         -                         -                         -                         -                         -                         -    

% 81.1% 84.7% 84.7% 84.2% 82.5%               

2017/18 
Plan 

Number Waiting > 4 Hrs                653                 670                 687                 697                 714                 684                 673                 691                 708                 711                 701                 721  

Total Attendances         13,600          13,670          13,741          14,225          14,298          13,952          14,022          14,093          14,163          14,233          14,304          14,428  

% 95.2% 95.1% 95.0% 95.1% 95.0% 95.1% 95.2% 95.1% 95.0% 95.0% 95.1% 95.0% 

2018/19 
Plan 

Number Waiting > 4 Hrs                704                 728                 704                 728                 728                 704                 728                 704                 728                 728                 657                 728  

Total Attendances         14,097          14,567          14,097          14,567          14,567          14,097          14,567          14,097          14,567          14,567          13,157          14,567  

% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 



Cancer Trajectories 

14 

93%

25%

960           982           1,143       1,198       1,089       1,178       1,165       1,184       1,321       992           1,259       1,445       

1,007       1,027       1,209       1,246       1,132       1,237       1,198       1,235       1,361       1,031       1,303       1,518       

95.3% 95.6% 94.5% 96.1% 96.2% 95.2% 97.2% 95.9% 97.1% 96.2% 96.6% 95.2%

1,277       1,400       1,386       1,293       1,397       

1,321       1,455       1,432       1,347       1,451       

96.7% 96.2% 96.8% 96.0% 96.3%

1,258       1,467       1,537       1,467       1,537       1,467       1,537       1,537       1,258       1,537       1,398       1,470       

1,310       1,528       1,601       1,528       1,601       1,528       1,601       1,601       1,310       1,601       1,456       1,531       

96.0% 96.0% 96.0% 96.0% 96.0% 96.0% 96.0% 96.0% 96.0% 96.0% 96.0% 96.0%

1,498       1,573       1,573       1,648       1,648       1,498       1,723       1,648       1,348       1,648       1,498       1,569       

1,560       1,638       1,638       1,716       1,716       1,560       1,794       1,716       1,404       1,716       1,560       1,634       

96.0% 96.0% 96.0% 96.0% 96.0% 96.0% 96.0% 96.0% 96.0% 96.0% 96.0% 96.0%

2018/19

Plan

Number Seen < 2 Wks

Total Number Seen

%

Total Number Seen

%

2017/18 

Plan

Number Seen < 2 Wks

Total Number Seen

%

February March
Monthly Diff. Tolerance

Cancer Waiting Times - 

2 Week Wait

2015/16

Number Seen < 2 Wks

Total Number Seen

%

2016/17

Number Seen < 2 Wks

August September October November December January
Standard

E.B.6 April May June July

96%

25%

197           183           217           216           166           231           229           218           207           206           197           187           

203           185           221           220           175           236           234           219           209           216           200           193           

97.0% 98.9% 98.2% 98.2% 94.9% 97.9% 97.9% 99.5% 99.0% 95.4% 98.5% 96.9%

220           196           212           223           238           

226           202           219           225           247           

97.3% 97.0% 96.8% 99.1% 96.4%

194           227           238           227           238           227           238           238           194           238           217           227           

201           235           246           235           246           235           246           246           201           246           224           235           

96.5% 96.6% 96.7% 96.6% 96.7% 96.6% 96.7% 96.7% 96.5% 96.7% 96.9% 96.6%

223           234           234           246           246           223           256           246           201           246           223           234           

231           242           242           254           254           231           265           254           208           254           231           242           

96.5% 96.7% 96.7% 96.9% 96.9% 96.5% 96.6% 96.9% 96.6% 96.9% 96.5% 96.7%

Number Treated < 31 Days

Total Number Seen

%

2018/19

Plan

Number Seen < 2 Wks

Total Number Seen

%

Cancer Waiting Times - 

31 Day First Treatment

2015/16

Number Treated < 31 Days

Total Number Seen

%

2016/17

Number Treated < 31 Days

Total Number Seen

%

2017/18 

Plan

October November December January February MarchApril May June July August September
Standard

E.B.8
Monthly Diff. Tolerance

85%

25%

80             70             74             88             57             84             91             87             82             77             82             68             

96             80             93             107           74             109           110           101           107           110           103           93             

83.3% 87.5% 79.6% 82.2% 77.0% 77.1% 82.7% 86.1% 76.6% 70.0% 79.6% 73.1%

98             76             95             95             92             

118           92             118           119           126           

83.1% 82.6% 80.5% 79.8% 73.0%

88             103           108           103           108           103           108           108           88             108           98             103           

103           120           126           120           126           120           126           126           103           126           115           121           

85.4% 85.8% 85.7% 85.8% 85.7% 85.8% 85.7% 85.7% 85.4% 85.7% 85.2% 85.1%

101           106           106           111           111           101           116           111           91             111           101           107           

118           124           124           130           130           118           136           130           106           130           118           125           

85.6% 85.5% 85.5% 85.4% 85.4% 85.6% 85.3% 85.4% 85.8% 85.4% 85.6% 85.6%

2018/19 

Plan

Number Treated < 62 Days

Total Number Seen

%

Total Number Seen

%

2017/18 

Plan

Number Treated < 62 Days

Total Number Seen

%

February March
Monthly Diff. Tolerance

Cancer Waiting Times - 

62 Day GP Referral

2015/16

Number Treated < 62 Days

Total Number Seen

%

2016/17

Number Treated < 62 Days

August September October November December January
Standard

E.B.12 April May June July



Dementia Diagnosis Trajectory 
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66.7%

25%

4,039       4,045       4,087       4,090       4,095       4,144       

6,426       6,426       6,426       6,426       6,426       6,426       

62.9% 63.0% 63.6% 63.7% 63.7% 64.5%

4,431       4,441       4,451       4,461       4,471       4,481       4,491       4,501       4,511       4,521       4,531       4,541       

6,638       6,638       6,638       6,638       6,638       6,638       6,638       6,638       6,638       6,638       6,638       6,638       

66.8% 66.9% 67.1% 67.2% 67.4% 67.5% 67.7% 67.8% 68.0% 68.1% 68.3% 68.4%

4,551       4,551       4,551       4,551       4,551       4,551       4,551       4,551       4,551       4,551       4,551       4,551       

6,818       6,818       6,818       6,818       6,818       6,818       6,818       6,818       6,818       6,818       6,818       6,818       

66.7% 66.7% 66.7% 66.7% 66.7% 66.7% 66.7% 66.7% 66.7% 66.7% 66.7% 66.7%

Estimated prevalence 

of dementia based on %

2018/19 

Plan

Number of people 

aged 65 or over Estimated prevalence 

of dementia based on %

February March
Monthly Diff. Tolerance

Dementia - Estimated 

Diagnosis Rate for 

people aged 65+

2016/17

Number of people 

aged 65 or over Estimated prevalence 

of dementia based on %

2017/18 

Plan

Number of people 

aged 65 or over 

August September October November December January
Standard

E.A.S.1 April May June July

Over recent years HPFT’s Early Memory Diagnosis and Support Service (EMDASS) has had a significant waiting list with the majority of people 
waiting at least 6 weeks for an initial appointment.  This reached a high point in April 2015 with 319 people waiting for an initial appointment 
in East and North Herts.  Over the past two years commissioners have worked with HPFT to eradicate this through: 
Remodelling the service to improve efficiency. 
 
Releasing capacity in EMDASS through the transfer of prescribing for stable patients with dementia to GPs (completed June 2016).  This has 
been a significant undertaking for GPs and has allowed HPFT to increase the diagnostic capacity of the service.  At the end of August 2016 the 
waiting list had reduced to 46, with only 5 waiting more than 6 weeks.  The number of people being seen within 6 weeks for an initial 
assessment is now above 90%.    
 
However this increased throughput has led to further delays through the diagnosis pathway with around 40% of people not receiving a 
diagnosis within 18 weeks.  The focus now is on reducing this waiting time significantly.   
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ENHT 62 day trajectory and 
performance 

Original trajectory Actual performance

Revised trajectory

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

Treatments 96 89 92 90 90 105 113 129 114 132 132 130 130 120

Pts< 62 days 83 76 69 77 67 81 69 83 75 94 99 107 111 102

Pts> 62 days 13 13 23 13 23 24 44 46 39 38 33 23 20 18

Actual 78.00% 81.00% 85.00% 85.00% 74.44% 68.20% 61.30%  

Revised tra jectory 64.00% 66.00% 71.00% 75.00% 82.00% 85.00% 85.00%

• As at 12th Dec 97 patients > 62 days, of which 23 are >100 days 
• Recovery trajectory takes into account the current backlog and the 

patients currently booked therefore the opportunity to impact 
November and December has mostly past  

• December and January are typically characterised by more patients 
choosing to wait outside the standard then throughout the year, 
therefore the trajectory has been moderated to reflect patient choice 

• Trajectory is based on current referral levels which remain high, Q2 
21.4% compared with 15/16, with some specialities at 30+% (Plastic 
surgery, Gastro, Lung, ENT, Urology), the growth in demand continues 
throughout the current quarter 

• Whilst the Trust undertakes data quality exercises as part of the 
planned migration to a new PAS a number of previously unknown 
issues are materialising including concerns around the data quality of 
the cancer PTL. The recovery trajectory is based on the current PTL and 
potentially could be impacted by DQ issues. 

• The trajectory maybe subject to change if additional DQ issues are 
identified. 

• Treatment volumes have significantly increased. In November 33 more 
treatments than April, with an average conversion of 9.5% for each 
referral, equates to an additional 347 more cancer activities 

• The cancer action plan has been peer reviewed by the cancer network 
• IST have completed the first of  two assessment days reviewing our 

pathways 
• Cancer summit 21st Dec with GP leaders, CCG, Consultants and 

managers to understand demand and the growth in referral volumes 
 

Additional Actions not currently in the cancer recovery action 
plan 

All consultants written to by MD and COO, regarding the correct application of the cancer 
rules in respect to consultant downgrading i.e. patients to be treated in date order 
13th Dec MD and COO met with Clinical Directors and reinforced messages regarding 
booking in turn 
A GM within surgery has been assigned responsibility for key tumour sites and their 
performance. The benefits are such that a second post will be focused on the remaining 
surgical tumour sites 
Outsourcing of diagnostics continues (MRI & U/S) capacity remains a constraint therefore 
reviewing options to limit direct GP access to create additional cancer capacity 
During December additional theatre capacity created for Urology patients using vacated 
slots due to annual leave 
As of 14th Dec - implemented a new formal weekly Access Meeting, chaired by the COO with 
representation from the Divisional Directors and GM’s. This meeting is formally recorded 
and is action orientated 
New cancer interim Divisional Manager commences in post 19th Dec 
All MDT coordinators and service coordinators met with Deputy Dir Ops to ensure clarity of 
the messages regarding cancer recovery 
Clinical and management teams instructed that cancer takes priority over routine elective 
cases 
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Supporting narrative to plan templates 
Growth assumptions 

Non-Elective 
Our agreed and approved key schemes are: 
Vanguard & Home First 
Urgent Care & NHS 111 – part year effect in 2017/18 
  
Our Ambulatory Care work is  underway based on “Right Care” and local clinical 
assessment of the opportunity. We are assuming delivery of approximately 20% of the 
potential saving in 2017/18 and moving towards 80% in 2018/19 
Reduction in variation in A&E referrals from primary care is linked to our plans to 
manage our patients locally within our integrated primary and community teams. We 
have reviewed the STP ImPower and KPMG modelling to develop our CCG 
implementation plan 
 
Minor A&E attendances and re-attendances are priorities for our localities to manage 
locally and are part of the local Consolidated Funding Framework for 2017/18 

Elective Referrals and Outpatients 
Elective referral deductions are based on CCG analysis of current patterns and opportunities 
– see attached pack 
We are focusing on the following areas where we are reviewing pathways in discussion with  
STP partners: 
 

• Cardiology 
• Ophthalmology 
• MSK/Orthopaedics 
• Gastroenterology  
• Urology and ENT 
• Pain Management 
• Skin Health 
These elective demand reductions will link back to our RTT performance management. 
  
We are envisaging achieving 40% of the opportunities in 2017/18 and 40% in 2018/19.  This 
equates to a reduction in referrals of 25 per day across the CCG, this means one per 
alternate working day per Practice. Of the referrals that are reduced 2.5 follow ups are also 
reduced as a consequence.  The resulting conversion to elective is  25% of the first  
attendances. 
 

Standardisation of care pathways and reduction in variation in referral patterns. 
We are working with practices to link pathways and provide templates to ensure 
adherence to recommended clinical pathways and reducing inappropriate referrals.  
This includes pathways within the hospitals to have more effective care plans and 
reduce the number of inappropriate consultant to consultant and follow up 
numbers 

24 

CQUIN – shared acute and MH providers CQUIN “ Improving services for people with 
mental health needs who present to A&E”.   The headline outcomes are: 
For 2017/18: 
Reduce by 20% the number of attendances to A&E for those within a selected cohort of 
frequent attenders who would benefit from mental health and psychosocial interventions, 
and establish improved services to ensure this reduction is sustainable. 
For 2018/19: 
Sustain the reduction in year 1 of attendances to A&E for those within the selected cohort 
of frequent attenders who would benefit from mental health and psychosocial 
interventions. Reduce total number of attendances to A&E by 10% for all people with 
primary mental health needs 

Street Triage 
Ongoing focus on the impact of countywide street triage pilot.  Street triage sees 
mental health clinicians (nurses) accompany police officers to incidents where 
police believe people need immediate mental health support. The aim is to ensure 
that people get the medical attention they need as quickly as possible alongside 
reducing Section 136 detentions and unnecessary A&E admissions.  
  
In terms of avoiding/reducing A&E admissions of people with dementia most of the 
work is being done under the vanguard programme.  



Supporting narrative to plan templates 
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Self Care 
Improved self-care to reduce A&E attendances – we estimate a 5% 
reduction as described as an opportunity in the STP. Working across the 
STP there is a draft self care strategy and this links to our work to redirect 
activity towards community pharmacies. It also links to our primary 
prevention work and our Care Planning and Crisis prevention work. This is 
supported by the evidence gathered from ImPower and audits in A&E 

Prior Approval Review  
This includes all referrers and providers adhering to current policies 
and a review of current thresholds. We spend £20m on Prior 
Approval & IFR.  We are working up these plans but have submitted a 
low estimate of the opportunity this delivers as is based on the 
number of rejected applications. 
 
2017-19 Contracts 
The Contract with East and North Hertfordshire NHS Trust (ENHT) 
has been formally agreed, and includes indicative activity and finance 
plans for both 2017-18 and 2018-19. As part of the agreed Contract 
terms, QIPP values are not currently part of the agreed plans, 
however, there is agreement that the detailed schemes and the 
predicted impact on flows and income at the Trust will be developed 
during January to March 2017 and varied into the Contract once 
agreed.    
 
The Contract with Hertfordshire Community NHS Trust (HCT) is 
scheduled to be signed on Friday 23rd December with the activity 
and finance plan for both 17-18 and 18-19 having already been 
agreed by both Parties.   
 
The Service Development and Improvement Plans for both HCT and 
ENHT will be developed in quarter 4, 2016-17 and varied into the 
Contracts by 31 March 2017.  
  
Hertfordshire County Council signed a three year Contract with 
Hertfordshire Partnership NHS Foundation Trust (HPFT) in April 2016 
where East and North Hertfordshire CCG is a Collaborative 
Commissioner.  A Contract Variation has now been formally agreed 
to update this to the new national requirements and to reflect the 
service changes that will take place for 2017-19.   
 

Risk stratification and identification of patients is happening across our 
localities. In Welwyn & Hatfield they are targeting those at risk of 
admission from UTIs  through proactive case and care management. 

Integrated Personal  Health Commissioning 
High level Personal Health Budget  Expansion plan 
 In the long term the CCG aims to implement Personal Health budget pathways 
across Adults Continuing Healthcare, Children’s Continuing Care, Learning Disabilities, 
Mental Health and Wheelchair services. Our Continuing Healthcare pathway is 
currently in place and other pathways are in early stages development or discussion. 
Between 2016 and 2021 the CCG plans extend the range of opportunities for 
Integrated Personal health budgets  and to increase the numbers of live PHBs 
amongst individuals eligible for NHS Continuing Healthcare to 80% of individual 
receiving care at home. The expansion will include the use of tools such as e-market 
places to increase the number of virtual budgets taken up by individuals. The CCG is 
working on embedding PHBs into the service and has an overall aim of making true 
virtual budgets the default package for those eligible for NHS Continuing Healthcare.   
Other areas of focus 
The CCG is working on a number of ways to achieve this, primarily by: 

Working in an integrated way with providers and commissioners - 
particularly finance and contracts colleagues - within the CCG and other 
organisations. 
Developing the Local Offer. 
Identifying suitable cohorts of patients. 
Working with other relevant programmes e.g. the Transforming Care 
Programme for learning disabilities. 

Our aim is to have 325 live PHBs in place 2017/18 and 490 PHBs in place in 2019/20.   
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Developing skilled and 

confident staff within the 

care home to enable 

them to care for 

increasingly complex 

patients with more 

confidence. This will 

allow residents to 

receive better care in 

their care home, and 

this includes helping 

staff support residents 

to die in their preferred 

place of death. 

Providing effective 

alternatives to 999 

services when a 

resident’s condition 

changes suddenly, so 

that the right 

professional can 

support that patient as 

quickly as possible, and 

attendances and 

admissions to hospital 

are avoided wherever 

possible 

Complex Care Premium – 21 

accredited homes 

Complex Care Foundation – 8 homes 

trained on 6 pathways 

Complex Care Access – 18 homes 

trained on dementia pathway 

Care at Home – 4 homecare lead 

providers trained on 6 pathways 

End of Life  

Leadership development and 

workforce support to ‘failing’ homes 

Working with Care Homes to embed 

training and maximise impact. 

Extend Complex Care principles to 

Learning Disability facilities. 

Mainstream End of Life care home 

work  work into the End of Life 

pathway 

Understanding the impact 

of the care we are providing 

to people in their place of 

residence, and how this 

manages their need for 

additional NHS services is 

critical. Evidence suggests 

that we are not managing 

people’s conditions 

effectively, and there is a 

strong case to continue to 

invest in the care work 

force, as a fundamental part 

of the H&SC system 

Develop the EiV response 

model to its natural 

capacity limit. 

Develop and hone the 

community urgent response 

model at a locality level, 

integrating within core 

services. 

Continue to develop 

relationships and shared 

systems and process 

between care homes and 

acute trusts to ensure 

effective and appropriate 

patient flow. 

Rapid Response – all 6 localities have 

a Rapid Response multi disciplinary 

team 

Early Intervention Vehicle – 2 vehicles 

established and service covering 7 

days p.w. 

Red Bag – pilot to commence in 

January 17. 

Impartial Care Home Assessor – 5 

days p.w. service at the Lister. 

Continue to develop the effectiveness 

of the Rapid Response model to 

maximise impact and prevention 

Review effectiveness of the Early 

Intervention Vehicle and look at 

extending the coverage of the service, 

if economic to do so. 

Learn from the trial and roll out the Red 

Bag across all care homes 

Look to develop a 6 days per week 

service at the Lister, and extend to the 

PAH in collaboration with Essex CC 

WS Vision 16/17 Achievements 17/18 Projects The Future 
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Delivering effective 

planned, proactive and 

preventative care for 

care home residents 

from primary, 

community and acute 

care.  

Technology will 

underpin the care 

model, crucially allowing 

clinicians to access 

records in the patient’s 

care home, and 

allowing homes to 

access expertise 

remotely through 

telemedicine. 

 

Roll out of full HomeFirst model to 

Stevenage and Welwyn Hatfield 

localities, and starting recruitment and 

locality engagement for ULV and SVV.  

Evaluation by University of Herts 

Developing the model for the frailty 

service at ENHT and an effective 

frailty pathway. Recruitment of correct 

staffing establishment including 

geriatric input 

Extension of the enhanced primary 

care / care home contract by a year 

Establish the Care Home Pharmacy 

team and begin conducting homes 

reviews 

Ensuring the model works effectively 

with core services, and the 

development of frailty pathways.  

Linking to the frailty model at PAH 

Maximising the effectiveness of the 

HomeFirst model within localities, 

ensuring primary care led 

Developing the locality model 

depending on need, and aligning to 

integration of core services 

Developing the model to include 

independent prescribing and dietetics 

offer, and considering how to 

maximise community pharmacy input. 

In line with the STP, 

developing locality models of 

place based care, where 

each locality working within 

its existing resource to 

develop more integrated and 

population specific models of 

care – including primary, 

pharmacy  and community 

services and the social and 

care sector.  To develop roles 

conducive to the services 

required.  Supported and 

enabled by the appropriate 

contractual and governance 

mechanisms 

Ensuring that all care homes 

have access to the right 

information and develop local 

remote clinical models form 

having a common systems 

infrastructure,.   

Developing greater analytical 

capacity and interoperable 

solutions across 

organisations to maximise 

the impact of linked data sets 

and shared care plans to 

enable service design, 

effective evaluation and 

accurate risk stratification 

Linked data sets established, primary 

care data being uploaded.  Steering 

and super user group established to 

begin to understand data and drive 

evaluation.  Basic risk stratification 

model in place. 

Development of care home tech 

infrastructure to pilot NHS.net mail in 

some homes 

Looking to develop a multi agency 

analytics hub, and an interoperable 

system to allow access to shared care 

record, as a part of the LDR 

Continuing to roll out NHS.net into 

more homes, and looking to build 

upon the early benefits of secure data 

transfer and access to wider systems 

and information sets 

Care Home Vanguard 2017/18 and Beyond cont’d… 
WS Vision 16/17 Achievements 17/18 Projects The Future 

An MDT Targeted Support package 

being offered to the top 10 homes by 

A&E Admission, to understand 

themes and appropriate interventions 

and support required 

Take the learning from targeted 

support work and develop wider 

support packages to be rolled out to 

all homes 
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CONSOLIDATED FUNDING FRAMEWORK. The CCG continues to support the use of the Consolidated Funding Framework as a mechanism to invest 

in additional capacity and transformation of services in primary care and so reduce avoidable pressure on hospitals.  
   
Current position December 2016. 
Whilst our current rates of emergency and elective admissions have been lower than the national average, we do generally have a more affluent and healthy 
population with clear pockets of deprivation.  The Locality Information Packs (LIPs) that localities receive show wide variations in rates between localities and 
practices, not all of which can be explained by population demographics.  We know there are areas where our rates of admission are higher than we would 
want or expect them to be and our efforts need to be directed here as a start. 

Proposed Way Forward. 
The overarching CCG objective, to be delivered via QIPP schemes is to implement effective clinically led pathway management at locality level to achieve a 
reduction of 5% in each localities total spend by March 2018.  Clear evidence based pathways applied consistently will help ensure clinicians can be confident 
they can refer patients appropriately in the patients and systems best interests. There will be areas where new or additional capacity will be needed to enable 
this to happen and the CFF investment of £5.8m will demonstrate in each locality how it will deliver the four aims below and 3 suggested QIPP schemes stated 
below: 
   
Aim 1) A&E : 
Reduction in A&E attendance rates per 1,000 weighted population to CCG average as at April 2016 for outlying practices and localities by March 2018 (see 
appendix 2) 
  
QIPP scheme 1 across all localities: Frailty and A&E Attendances: Localities and practices should identify patient groups or services relevant for them which 
relieve a crisis by earlier intervention or avoid an attendance by offering alternative community interventions.  
  
Practices can explicitly link the 5 year GP forward view investments (CCF aim 2) with our current low patient access satisfaction scores as a CCG and in some 
practices, to changes in activity flows to secondary care. This is an opportunity to examine reception/telephone experience as well as active signposting, social 
prescribing and in future on-line consultations or other types of consultation to relieve pressure on GP’s. 
Aim 2) Implement 10 high impact changes in primary care of the GP Forward View through locality specific plans March 2017. 
  
This will focus on locality specific investments to deliver modern high quality primary care at scale so patients have a more consistent clinically led set of truly 
integrated services on offer.  This is a real chance of implementing locality service road maps agreed in 2015/6 developing community hubs and cross practice 
working to benefit patients and staff workloads.   
  
Localities should mix and match NHSE investments with the CFF and other CCG investments to achieve more co-ordinated, integrated and consistency across 
practices as well as community services in e-referrals, protocol and pathway management, e-booking and e-prescribing.  Developing explicitly workforce skill 
mix and capacity costs linked to secondary care activity reductions will be key along with data sharing agreements.  
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Aim 3) Long Term Care Management: 
All clinically appropriate patients and their carers will have an actively managed Personalised Care Plan (PCP) with Care Status Index (CSI) recording by 
March 2019.  Implementation to be managed in phases agreed with each locality.  
Cohorts of patients will be identified at practice level as suitable for actively managed personalised care plans to improve quality of care such as reductions in 
pneumonia, UTI, blocked catheters and pressure sores. 
  
Proactive Personal Care Plans (this is both My Plan and the Professional Plan) should explicitly identify responsible care co-ordinators, across primary care and 
out of hospital services, to actively manage care interventions, timed RTT pathways and on-going monitoring of care to avoid re-admissions and complications.  
We are still assuming that 70% of patients will be suitable for self-care at home with maintenance packages supported by new technology monitoring and 
agreed escalation plans.  
  
Changes in individual health status will be measured and monitored in a consistent way through the Care Status index (CSI) model to demonstrate specific 
measurable outcome improvements agreed in the personalised care plan, such as weight reduction or blood sugar reductions.   
  
These changes are best planned and delivered by local teams with the right training and support.  This can be implemented effectively via the new Locality 
Provider Boards, which are being set up in some localities currently to help achieve more integrated and co-ordinated out of hospital services. 

QIPP scheme 2 across all localities : Phase 1 of the above aim, individual practices with their community teams identify up to 30 clinically appropriate patients 
and ensure they have a named care co-coordinator and a full Personalised Care Plan (PCP) by April 2018.  
  
Aim 4) Elective Care : Step change in elective care to meet NHS Mandate and Constitution Standards 
Reduce outlying practice referral rates per 1,000 weighted population to the CCG average for 6 identified HRG’s, (in the top 10 HRG’s for cost and volume 
as at April 2016 by March 2018.)  
  
This will  deliver more consistency in the quality and quantity of referrals across practices and link referral rates with reductions in hospital & specialty specific 
activity. A key area where opportunities exist is Out Patients in key specialities where more community hub based appointments may be possible when done 
at scale on a town or locality basis.  In particular practices should look at screening and awareness raising for cancer where some communities are difficult to 
engage. 
  
There are very wide variations between practices referral rates in some key HRG’s and there is also an opportunity through modern technology to offer more 
patients diagnosis and assessment closer to home via locality hub & spoke working primary care at scale. 
  
QIPP scheme 3 across all localities: Practices review the Locality Information Pack (LIP) and work with the CCG to identify the relevant HRG’s where they are 
an outlier for first outpatient appointments or where there is a service issue such as discharge letters. Agree a practice specific action plan to ensure clinically 
appropriate referrals in line with practice demographics by March 2017 
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Delivery Plan Priorities for 2017-19 

Nine Must Do's for 2017-19 
In 2016/17 we described nine ‘must do’ priorities. These remain the priorities for 2017/18 and 2018/19. These national priorities and other 
local priorities will need to be delivered within the financial resources available in each year 

9 Must do's Baseline position Key actions 2017/18 
Key actions 

2018/19 
Impact 

Relationship to other 
plans  

            

1. STPs agree milestones and 
achieve trajectories 

          

  Plan submitted Oct 2016 

Discussions on going through 
CEO Group - Work streams are 

aligned to CCG Operational plan 
priorities 

Discussions on going 
through CEO Group 

    

2. Finance           

a. Deliver CCG & Provider control totals 
and system balance 

Baseline agreed, aligned to STP and FOT 
positions 

STP coordintion of system 
control totals 

    STP plan 

b. Moderate demand and increase 
provider efficiencies 

See separate chapter See separate chapter     
STP Plan and Primary Care 

strategy 

c. Demand reduction: Urgent Care 
reform, Right Care implementation, new 
models of care (MCPs, PACS), medicines 
optimisation 

See separate chapter See separate chapter       

d. Provider efficiencies   
Agree SDIP & DQUIP 

programmes with Providers. 
Link to STP efficiencies 

    STP Plan 
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9 Must do's Baseline position Key actions 2017/18 
Key actions 

2018/19 
Impact 

Relationship to other 
plans  

            
3. Primary Care           

a. Implementation of GP Forward 
View inc. 10 High Impact changes 

These need to need to be developed 
with NHSE and with our locality teams 
and links to the STP development of the 
locality primary and community 
delivery Boards, initially in LLV & SVV 

      Primary Care Strategy 

Active signposting 

Alternative pathways to other local 
services. Locality discussions on going 
regarding CFF and priorities for next 
year. 
Herts Help run a telephone help line 
and manage an on-line directory Herts 
Directory which contains information 
on a wide range of health and care 
services including those provided by the 
voluntary sector. 

Increase awareness and use/promotion  
of Herts Directory in community services 
and general practice 
Build Confidence in alternative pathways 
Further develop alternative pathways e.g. 
community pharmacy  

Build confidence in 
new pathways 
Promote the new 
pathways 

More people 
accessing the 
appropriate service 
at the right time 
without defaulting 
to the GP. 
Reduce number of 
patients that 
become 
'medicalised' 

Key part of new health 
models such as the new 

Health and Wellbeing Hub 
at the Herts & Essex 
Community Hospital 

New Consultation types 

Large number of practices offering 
telephone consultations. Small number 
of practices using video consultation 
technology 

Encourage and facilitate on-line and video 
consultations. 
LLV single reception across 5 Practices, 
single booking system across the 
Practices.  

Further develop 
alternative pathways 
e.g. community 
pharmacy  

Greater efficiency in 
general practice 
creating more 
capacity. 
Better patient and 
carer experience 

Digital Roadmap 

Reduce DNAs No firm baseline yet known 
Develop baseline first 6 months. 
Investigate and agree interventions that 
will reduce DNAs 

Implement agreed 
Interventions & 
monitor impact 

Reduce DNA rate in 
all practices to 
locality average 
2017/18 and to 
locality best 
performing practice 
2018/19 

Greater access to primary 
care and more choice over 

appointment types may 
help reduce DNAs 

Develop the team 

Completed Primary Care Workforce 
training needs survey - GPs, Practice 
Nurses and Practice Managers. This 
revealed cancer to be an immediate 
training priority. 
Practices in Lower Lea Valley 
participating in NHSE Pharmacist in 
Practice Pilot. 
1 practice in Upper Lea Valley recruiting 
a pharmacist for consultations 

Time for Care Programme – expressions 
of interest from 2 localities (14 Practices 
& 1 individual Practice) 
Productive General Practice -14 practices 
commenced programme 
General Practice Improvement Leaders 
Programme – 1 PM starting Jan 17 
Workflow optimisation – expressions of 
interest being sought 

Implement training. 
Develop new 
integrated workforce 
profiles. 
Implementation of 
new healthcare 
worker roles 
including Physicians 
Assistant  

Higher quality care. 
Reduced ED 
attendances 
Reduced unplanned 
admissions. 
Right care with right 
clinician at right 
time 

ENH Primary Care Strategy 
CCG In-Practice Pharmacist 
Programme and Care Home 

Vanguard 
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9 Must do's Baseline position Key actions 2017/18 
Key actions 

2018/19 
Impact 

Relationship to other 
plans  

            
3. Primary Care continued…           

Productive work flows 

Implementation of system 1 and map of 
medicines/ardens across the CCG. 
 
1 practice has trained admin staff in 
'Workflow Optimisation‘ 
 
2 localities and 1 practice have applied 
for 'Time For Care Programme'. 
3 localities have been accepted onto the 
Productive General Practice (PGP) which 
has now  commenced. 
 
3 Practice Managers have expressed 
interest in 'General Practice 
Improvement Leaders' (GPIL) 

 'Workflow Optimisation' training 
for practice admin and clerical 
staff. 
 
Encourage and support more 
practices / localities to engage in 
the NHSE GP Development 
Programme 

All practices to have 
at least one member 
of staff that has been 
trained in Workflow 
Optimisation 
 
Encourage and 
support more 
practices / localities 
to engage in the 
NHSE GP 
Development 
Programme 

Releasing GP time 
for direct patient 
care and other staff 
time across the 
practice for other 
activities 
Better patient 
experience  

Data integration and record 
sharing 

Personal Productivity 

Majority of practice staff have annual 
appraisal and identify areas for personal 
development.  CCG commissions with 
LMC pastoral care for GPs to aid personal 
resilience. 

Ensure all practice staff have 
annual appraisal and Personal 
Development Plan (PDP). 
QI team(s) to help practices to 
employ methodologies such as 
LEAN to identify inefficiencies & 
waste 
CCG will consider working with 
LMC to extend existing pastoral 
care support service to Practice 
Managers 

Practices to develop 
staff training plan 
and address findings 
from any process 
reviews such as LEAN  

More time available 
to spend with 
patients in 
consultations 
Less burnout in 
staff, higher morale 
and job satisfaction. 

CCG Consolidated Funding 
Framework (CFF) 

Partnership working 

1  formal practice merger. 
 
1 'soft' merger 
 
GP Federation in each locality. 
 
1 locality offers extra winter sessions in 
collaborative model. 
 
1 locality holding regular meetings with 
community pharmacies to work better 
together on flu vaccination. 
 
1 federation running 2 caretaker APMS 
contracts 

2 practice mergers planned. 
 
Further plans for a new 
integrated primary care and 
community service model in Stort 
Valley Villages Locality at Herts 
and Essex Community Hospital. 
Facilitate maturation of the GP 
federations 
 
Strengthen relationships between 
primary care and community 
pharmacy     

Implement existing 
plans. 
Develop plans for 
other localities 

Greater resilience of 
primary care. 
Better quality 
premises. 
Greater flu 
vaccination 
coverage. 
Easier to navigate 
services for patients 

Roll out of Home First 
Rapid Response  and 

recruitment of a GP into 
the Home First team in 

Upper Lea Valley 
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9 Must do's Baseline position Key actions 2017/18 
Key actions 

2018/19 
Impact 

Relationship to 
other plans  

            
3. Primary Care continued…           

Social prescribing 

The CCGs have been working with HCC for years to develop an 
effective social prescribing framework for 
Hertfordshire.  HertsHelp is the single point of access for triage to 
all of the voluntary sector offer and now receives about 30,000 
contacts pa (mainly by phone) and a much larger number of web 
hits .  GPs can refer electronically so that HH can call patients and 
refer to community navigators if face to face support is needed 
(about 1200 referrals in W Herts last financial year) or other key 
voluntary and community services.  Local GPs are strong advocates 
of this approach which helps patients access a wide range of 
preventive services, usually already funded by HCC. Cultural and 
exercise prescriptions are also available. We are working with 
HVCCG &W.EssexCCG on an STP wide approach Hertfordshire is 
represented on the national SP network and we are working to 
develop its local offer in line with best practice and research 
evidence. 

developing Community First 
model and community 
navigation. 
Extend range of services 
that are prescribed 

Extend range of 
services that are 
prescribed 

Reduce demand 
on consulation 
time in primary 

care 

  

Support self care 

 
Patient Participation Groups in place in majority of GP practices.  A 
number of PPGs provide coaching /awareness support and 
encourage patients to attend pharmacy. PPGs in 2 localities have 
run diabetes events, have also run first aid. 
 
Lower Lea Valley PPG runs a Carers' Cafe. 
 
Faith groups are doing good work with dementia. 
 
CCG has implemented first phase of a new initiative for greater 
information sharing and patient access to their health records 'My 
Health'. 
 
CCG supporting all practices to implement GP on-line including 
patient access to their GP record 
 
Linked to HWB strategy, self care strategy in draft, promoting use 
of community pharmacists.  Majority of GP practices have new 
display screens which play a slide show  developed each month by 
CCG with input from Local Public Health and Public Health England.  
Participating in Public Health Pre-Diabetes service. 
Maintain carers' register and sign-post carers to 'Carers in Herts' 
service. 
 

Strengthen role of Patient 
Participation Groups and 
diversify representation. 
 
More PPG led health 
support events 
 
Strategy for how PPGs can 
promote the benefits of 
new care models 
 
Increase the number of 
patient volunteers working 
in localities 
 
Greater working with faith 
and other community 
groups  
 
Roll out next phases of 'My 
Health Plan' 
 
Continue to promote and 
support 'Patient Online' 

Take the 'Dementia 
Friends' concept 
and broaden out 
into a new 
programme to 
increase self-
awareness and 
resilience, both 
individual and 
community 
 
Roll out next 
phases of 'My 
Health Plan'  
 
Continue to 
promote and 
support 'Patient 
Online' 

Patients have 
greater access to 

information 
about their 
health and 

empowered to 
take more 

control and 
responsibility. 

Greater patient 
wellbeing and 
perception of 
feeling 'safe' 

CCG plans to reduce 
prescribing of Over 

The Counter 
medications 

33 



9 Must do's Baseline position Key actions 2017/18 
Key actions 

2018/19 
Impact 

Relationship to 
other plans  

            
3. Primary Care continued…           

Develop QI Expertise 

Several localities already emplying Business Managers and /or 
Analysts often embedded within federations. 

Working with LMC on taking forward learning from the Canterbury 
model. 

CCG has commissioned external consultant to help develop & 
implement locality transformation plans. 

Q1 CCG governing body 
agree what & where teams(s) 

will be resourced to 
accelerate implementation of 

GPWV and the High Impact 
Interventions. Q2 Staff 

procurement. Q3 + Q4 teams 
to use accepted 

methodologies to analyse 
50% practices and develop 

change /improvement plans  

 
Q1 + Q2 Teams to 

meet with remaining 
50% practices and 

develop 
improvement plans. 
Q1, 2, 3 +4 practices 

to implement 
recommendations  

High Impact 
Interventions on 

track to be 
delivered in all 

localities   

Locality / federation 
recruitment of 

additional 
management 

workforce as part of 
Consolidated Funding 

Framework (CFF) plans  
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9 Must do's Baseline position Key actions 2017/18 
Key actions 

2018/19 
Impact 

Relationship to 
other plans  

   
4. Urgent Care           

a. 4 hour A&E  and ambulance 
response standards & 5 
elements of A&E 
improvement plan 

See performance on a page.  There is A&E 
Deliver Board with Action Plan agreed 

milestones in line with rapid implementation 
guidance. Monitored on a weekly basis through 
a steering group and a monthly Board. Embed 

dashboard as example 

On going delivery and then maintenance 
of standards 

  

Meet core 
standards, improve 

flows through 
hospitals and 

deliver ambulance 
performance 

A&E Action Plan 

b. By Nov 2017 meet 4 
priority 7day services 

Steering group established to manage 
implementation. Each provider has a baseline 

assessment. All Providers have an agreed 
contractual plan to deliver requirements. 
Networked standards are already in place 

Focus on delivery of 4 Priority standards 
in acute trusts already in place in HCT & 
HPFT & HCS. Key risk is availability and 
funding/resources needed to deliver 

Consultant cover 

    A&E Action Plan 

c. Implement Urgent & 
Emergency Care review 

A&E Delivery Board has agreed the current 
Operational & Resilience  and Urgent Care Plan 
with agreed action and milestones to deliver 9 

areas of the UEC Review (appendix) 

Deliver 4 priority standards across 
network specialist services: vascular, 
hyper-acute stroke, major trauma, 

STEMI heart attack and childrens critical 
care by Autumn 2017  Access to 
integrated urgent care including 

summary care record, clinical hub  and 
bookability for GP content and MH crisis 
response.  These are being picked up in 

our current Integrated Urgent Care 
procurement with new service starting 
summer 2017.  NHSE and CCG working 
on improving access to primary care in 

and out of hours to reach 20% of 
population.  

    A&E Action Plan 

35 



9 Must do's Baseline position Key actions 2017/18 Key actions 2018/19 Impact 
Relationship to 

other plans  
   
4. Urgent Care continued…         

d. Reduce number of 999 calls 
that are avoidable transfers to 
A&E 

Ambulance response programme is managed 
through our A&E Delivery Board. All 
milestones in Rapid Implementation 

Guidance have been met.  30% of call being 
transferred to a clinical advisor has been 

met. Dental & Pharmacy areas continuing to 
be developed. 

New provider will deliver 
these new standards and 

monitoring process will be in 
place 

Current Hertfordshire IUC 
model already incorporates the 

provision of GP's at weekend 
daytimes, bank holidays and 
Friday evenings revalidating 

Green ambulance calls and ED 
dispositions . This has been 
ongoing for the past 2 years 

and we have collated 
informative data showing the 
effect of dispositions after GP 

intervention 

We have demonstrated 
through our analysis that 
having access to senior 

clinical (GP) advice can enable 
effective decision making and 
ensure that patients receive 
an appropriate response to 
address their clinical need. 

Data also shows that ED and 
ambulance disposition rates 

are lower on those days 
where GPs are revalidating 

these calls. 

Crisis Care concordat 

e. Initiate work on waiting 
standards for urgent care for 
those with MH crisis 

Currently 9am to 9pm service.  A&E Delivery 
Board reviewing current provision and 

requirements. Being managed through crisis 
care concordat links to street triage pilot, 

Section 136 

Continue to deliver agreed 
local actions 

    Crisis Care concordat 
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9 Must do's Baseline position Key actions 2017/18 Key actions 2018/19 Impact 
Relationship to 

other plans  

5. RTT & Elective Care           

a. 92% patients wait no more 
than 18 weeks RTT 

See performance on a page. Currently ENHT meeting  
current requirements. Following validation exercise there 
is an increasing back log position which is being worked 

through 

Continue to meet 92% 
requirement 

      

b. 100% use of e-referrals by 
April 2018. Choice on first OP 

Working with ENHT to develop an action plan for moving 
all services that are not currently directly bookable to the 

e-Referral system; and increasing slot availability 
 

Engaging with GP Practices to ensure referrers are 
sufficiently trained, and aware of national e-Referral 

targets 
 

Working with community providers to ensure all eRS 
services are directly bookable 

Support implementation of 
ENHT action plan 

 
Continue engaging with GP 
Practices to ensure the e-

Referral system is being used 
for all directly bookable 

services 
 
 

Ensure all community services 
on the eRS are directly 

bookable 

Ensure ENHT maintains 
enough capacity for all 
patients to be directly 

booked 
 
 

Ensure all GP referrals to 
first outpatient 

appointments are made 
via the eRS  

Achieve 100% use 
of e-Referrals by 

April 2018 
Digital Roadmap 

c. Reduce unnecessary follow ups 
on elective pathways 

Analysis of patients being discharged after first 
attendance. More discussions with clinicians required. 

Cardiology is first area of review 

Implement revised pathways 
across primary and secondary 

care 
      

d. Implement local priorities 
from "Better Births" national 
maternity services review via 
local maternity systems 
transformation programme 
board (Herts & West Essex) 

Safer care- PAH and ENHT have committed to working 
more closely together to ensure that patients are offered 
high quality and sustainable services now and in the 
future.  
The two trusts, with NHSI & NHSE, DH, have been 
encouraged to develop a closer working relationship to 
help improve the quality of care provided to patients in an 
affordable way.  
The bringing together of all Maternity providers as 
members of the Local Maternity System Programme 
Board, is an opportunity to develop a local vision for 
improved maternity services based on the principles of 
Better Births. 
PAH and ENHT Maternity leads attending EoE regional 
Better Births event in November 
First local Maternity Clinical summit planned for 
December 
Terms of reference for local maternity System Programme 
Board co produced across STP partners 
 

Implement existing plans for 
Saving Babies Lives Care Bundle  
Implement new Speialist 
Community Perinatal Mental 
Health service  Ensure ENHT 
and PAH maintain workforce 
capacity for all women to be 
booked in within 13 weeks     
Implement LMSP Board action 
plan  Develop integrated 
maternity pathways with ENHT 
and PAH in collaboration with 
WECCG      Implement new 
regional Maternity 
Performance dashboard 

Extend range of integrated 
maternity and family 
services which can be 
delivered across localities 
and borders       Develop 
plans for access to 
personal budgets      
Continue engaging with 
GP, community and social 
care to extend womens 
experience of maternity 
services 

High Quality care; 
Better patient and 
carer experience; 
Care closer to 
home; Safer care; 
Increased patient 
choice of access to 
care       greater 
maternal well-being 
and perception of 
feeling safe and 
having choice; 
reduction in still 
births 

STP Plans and 
Smoking, COPD and 

Diabetes 
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9 Must do's Baseline position Key actions 2017/18 
Key actions 

2018/19 
Impact 

Relationship 
to other plans  

6. Cancer           

a.           Implement cancer taskforce report 
working with Cancer Alliance 

A Task and Finish working group has been  established  
to develop  an STP locality cancer group that will   drive 

delivery of the  local cancer agenda, monitoring local 
performance, and lead improvement in cancer 

outcomes for the STP  population.  The STP group  once 
established will  focus on prevention ,  early diagnosis ,  

patient experience , living with  and beyond cancer.  

Continue the work of this task and finish group       

b.           Deliver 62 day cancer standard 

See performance on a page Oct position. ENHT 
currently indicating that they will be back on STF 

trajectory by Jan figures, reporting in March 2017. 
However there will be an IMAS review of diagnostic 

demand and capacity in Dec 2016 and ENHT have been 
requested to submit revised action plan and trajectory 

by mid-December 

Continued improvement and delivery of action plans. This 
will include timed pathways, robust patient tracking, 

robust escalation processes 
      

 c. In 2013 the one year cancer survival rate for 
ENHCCG patients was  70% the same as the 
national average. 

  

ENHCCG aims to achieve 75% one year survival rate by 
2020 for all cancers combined.   The CCG will do this by: 
• developing services that promote patient wellbeing  

• diagnose  cancers earlier   
• ensure patients are able to access the  most effective  

treatment possible   
 This includes development of locality based  plans as part 

of CFF. The plan will  include  metrics and interventions   
for   primary care  that will improve  screening  uptake, 

analysis of patients  that  are diagnosed as  result of 
emergency presentation/ admission and  GP education to 
eliminate  variation in GP  referrals for suspected cancer.  

d.           Roll out stratified follow up pathways 
for breast cancer patients and prepare to roll 
out for other cancer types 

  

 All  breast cancer services will be commissioned in line 
with best practice through a timed pathway and follow up 
in line with the    National Cancer Survivorship Initiative  ( 

NCSI) 

      

e.           Ensure all elements of Recovery 
Package are commissioned 

National  cancer taskforce ( 2015) states that all  
patients with a new cancer  diagnosis  will receive all 

elements of the recovery package by 2020 

Providers to  be asked to consider what the Recovery 
Package would look like, and how this could be 

implemented and delivered for patients at each tumour 
site. Providers will produce a proposal for delivery of the 

Recovery Package in relation to at least one tumour site by 
end of 2016, so that  ENHCCG can formally commission this 
for its patients during 17/18 and beyond .  Providers also to 
consider how will share  Holistic Needs Assessment (HNA), 

care plans  and treatment summaries with  primary care  
within a specified timeframe.  
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9 Must do's Baseline position Key actions 2017/18 
Key actions 

2018/19 
Impact 

Relationship to other 
plans  

7. Mental Health           
a. Implement MH FYFV including           

i.    19% of people with anxiety and 
depression access psychological 
therapies, linked  with physical health 

15%  expected to be delivered in 
2016/17  

Subject to approval, intention to 
deliver 16.8% in 2017/18. 

Opportunity to bid for Wave 2 
IAPT transformation funding to 
support integration with Long 
Term Conditions services and 

pathways 

Achieve 19% access 
rate in 2018/19 

  
Health & Wellbeing 

Strategy, MH Strategy  

ii.    32% of children with diagnosable 
condition are able to access evidence 
based services by 2019. CY IAPT available 
by 2018 

Baseline work is first stage 

Baseline completion, Identify 
number of staff needed to meet 
increased demand through the 
CYP IAPT training, expansion of 
access to CYP services by 7% in 

real terms 

Expansion of access 
to CYP services by 
7% in real terms to 
meet 32% of local 
need in 2018/19 

  
CAMHS Transformation 

Plan 

iii.    53% of those experiencing first 
episode psychosis begin NICE treatment 
within 2 weeks 

2week target being delivered but not all 
receive a full NICE compliant package of 

care 

Working with HPFT to agree 
funding model that moves 

towards full NICE compliance 
over 2017/19, whilst continuing 
to deliver two week target for 

referral 

      

iv.    Increase access to individual 
placement for severe MH illness in 
secondary care services by 25% by 2021 

HPFT have 6 Employment advisors 
currently 

Need to baseline current support 
levels in 2017/18 as the first 

stage to evaluating the best way 
to deliver commitment. QIPP 

requirement in 2017/18 to 
record what Employment 

Advisors do to improve 
efficiencies and effectiveness of 

current capacity 

Phased increase in 
WTE employment 
advisors to meet 
25% access target 

commencing 
2018/19 

    

v.    95% of CYP with an eating disorder 
receive community treatment within 4 
weeks for routine and 1 week for urgent 
cases 

Significant investment in 2016/17 made 
in local provision for Eating Disorder 
services to increase capacity to meet 

national waiting time targets 

This investment should be 
sufficient to deliver this target. 
Team currently not fully NICE 

compliant.  Phased 
implementation of countywide 

community eating disorders 
posts. 

      

vi.    Reduce suicide rates by 10% from 
2016/17 baseline 

Countywide "Spot the Signs" programme 
underway. Whole system Suicide 

Prevention Event 09/11/16 to further 
develop suicide prevention strategy and 

associated work plan 

Continue to develop "Spot the 
Signs" programme led by HPFT.  
Other priorities to be identified 

through Public Health led suicide 
prevention strategy 

  

Achieve 10% 
reduction in suicides 

from 2016/17 
baseline 

Crisis Care concordat 
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9 Must do's Baseline position Key actions 2017/18 Key actions 2018/19 Impact 
Relationship 

to other plans  

7. Mental Health continued…           

b. Deliver MH access and quality standards 
in 24/7 access to community crisis 
resolution teams, home treatment & MH 
liaison services 

Crisis resolution team in place but 
not fully compliant with best practice 

(Fidelity model). Psychiatric liaison 
service in place operating until 9pm. 

Submit bid for national funding in 
autumn 2016 funding round for Core 
24 psychiatric liaison model in acute 

hospitals 

Phased approach to full CORE 24 service 
specification and delivery, for target date 

2020/21. Phased implementation and focus on 
delivery of the CRHTT quality delivery 

standards (CORE fidelity scale) in line with 
2020/21 target 

Phased approach to full CORE 
24 service specification and 

delivery, for target date 
2020/21. Phased 

implementation and focus on 
delivery of the CRHTT quality 

delivery standards (CORE 
fidelity scale) in line with 

2020/21 target 

    

c. Increase MH spend 
In line with overall CCG increase in 

allocation - amount to be confirmed 

Target funding to priority areas where greatest 
impact would be had to deliver mental health 

commitments 
      

d. Maintain dementia diagnosis rate at least 
66% of estimated prevalence implement 
forth coming implementation guidance 

Baseline  currently diagnosis rate is 
64.9% of prevalence in Oct 2016 

Diagnosis rates currently 60% within 18week.  
Need to see significant improvement. 

Exploring GP led diagnosis clinic to speed up 
time to diagnosis and appropriate case finding; 

tender exercise underway led by HCC to 
improve post diagnostic care and support for 

people with dementia from within existing 
funding envelope 

      

e. Eliminate out of area placements for non-
specialist acute care by 2020/21 

  

Evaluate effectiveness of bed reduction 
initiatives funded in 2015/16 and 2016/17 to 
assess most effective was of delivering this 

commitment.  
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9 Must do's Baseline position Key actions 2017/18 
Key actions 

2018/19 
Impact 

Relationship to other 
plans  

8. People with a learning disability          

a. Deliver all age Transforming Care 
Partnership plans 

Transforming Care plans well underway 
through Herts wide Board 

Circles of Support, Shared lives 
and HPFT pilot services to be 

extended into 2017/18 to 
deliver next steps of the plan  
Care and Treatment Reviews 

embedded and will continue to 
be delivered 

    Transforming Care Plan 

b. Reduce inpatient bed capacity 
Trajectory on track, starting from low 

baseline 

On-going development of local 
services as an alternative to 
hospital beds. Individualised 
plans for each person being 

implemented 

    Transforming Care Plan 

c. Improve health care access – by 2021 
75% of people with LD registered with GP 
have an annual health check. 

Performance being confirmed with NHS 
England 

Link LD nurses in place to 
support GPs through the 

Community Learning Disability 
Nursing Service to deliver this 

commitment 

    Transforming Care Plan 

d. Reduce premature mortality 
Local Purple Star strategy in place to 

promote reasonable adjustment 

Ongoing focus on reasonable 
adjustments through the local 

countywide Purple Star strategy.  
Will develop a local Learning 

Disability mortality review 
programme from 2017/18 

    Transforming Care Plan 

9. Improving quality in organisations          

a. Implement quality improvement plans 

See Quality section of plan 

        

b. Improve efficient use of staffing 
resources – safe, sustainable, productive 
services 

        

c. Review avoidable deaths and reduce 
deaths related to problems in health care 
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QIPP 
We have been reviewing the opportunities and schemes that will help us.  Some of these like our Vanguard work are starting to deliver benefits and will continue.  We have reviewed a lot of best practice guidance such as 
Right Care, Commissioning for Value, Choosing Well and other benchmarking to see where we are compared to other CCGs and to agree what we should focus on. We have listed the current prioritised schemes; others may 
be added through the next few months. 
Some of these already have business cases; others need to be worked up.  Each has an Executive Director or AD sponsor and a project manager as the key contact but all projects are likely to need people from across the 
CCG and outside to work together to deliver them.  They will each have a project plan that sets out who is involved, what is expected to be delivered, by whom and by when. 
We do recognise that working with patients, clinicians and our wider stakeholders will be important for a number of our schemes and we expect this planning and work to be an integral part of the individual projects.  
  
The principles we are using to identify and align our priorities are linked to delivery of our CCG Strategic Objectives and are: QIPP Areas 
• Action execs in order of priority which  
• A) Improves outcomes for patients where we are an outlier compared to our press – Right Care 
• B) Deliver better value for money (VFM) where we are outliers to our peers on spend 
• C) Local priorities which we are already working on or know we must change to improve our system such as, achieving our integrated streams via NHS 111/OOH, Home First and Care Home Working 
  
Performance monitoring. 
We need to keep track on these schemes, to know what is being planned and whether they are on track, to understand the issues that are impacting on delivery and to check whether the activity and finance changes that 
were planned are going to be delivered and by when and we have the right capacity to manage the project.   
To help us to do this we have set up the following structure: 
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Period: 2017-2019

20/12/2016

Planned QIPP Schemes by Programme Category

QIPP Programme Category
No of associated 

projects
QIPP Opportunity Value

Circulation 2 £1,000,000

Outpatients 4 £105,000

Surgery 8 £600,000

Medicines Management 11 £2,408,000

Anti-Coagulation 2 To be quantified

Atrial Fibrillation 1 £960,000

IVF 1 £900,000

Frailty & Fragility 11 £680,000

Obesity services 1 To be quantified

CHC 1 To be quantified

CFF Locality Budget Management 3 £1,082,000

Childrens & Maternity Pathways To be quantified To be quantified

CCG Overheads 1 To be quantified

Contract Management 1 To be quantified

Mental Health 1 To be quantified

TOTAL 48 £7,735,000
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2017/18

QIPP Programme 

Category
QIPP item QIPP Description Areas 

Investment 

required (if 

applicable)

Financial  

saving 

Opportunity

Circulation Heart failure

Developing a model of specialist support to rapid 

response team and general practice to support patients 

at home with their heart failure. Potential for a virtual 

ward tariff arrangement

Elective

Circulation Cardiology
Review whole pathway. More direct access investigations 

implementing recommendations from the audit. 
Elective £1,000,000

Outpatients

Follow up consultations 

reduced after surgery (not 

cancer) 

Planned outpatient appointments after uncomplicated 

surgery seem to be neither necessary nor cost effective. A 

policy of "no planned follow up" results in no increase in 

primary care costs, and savings in hospital and patient 

costs. Evidence based on NCBI clinical trials: 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1756834/

Outpatients

Surgery Prior approval

Agree standards across STP including all minor surgery - 

for us this is the opportunity of maximising compliance. 

Scrutiny at practice level includes comparison of practices 

not adhering to the policy and including within the 

locality information packs.

Elective £200,000

Surgery Plastics/Dermatology

No direct referral unless specified exceptions i.e. burns 

etc. All referrals would go through primary care skin 

health pathway. Need new pathway and protocols to be 

developed. Enforcing the pathway and introducing a new 

pathway

Elective
To be 

quantified

Surgery MSK

Have looked Bedfordshire Circle model across the STP, 

working with current provider – no referrals directly to 

orthopaedics. Review of MSK pathways underway and 

recommendation to be proposed - 

Elective
To be 

quantified

Surgery ENT Reduction in Elective activity Elective
To be 

quantified

Outpatients Ophthalmology
Avoiding acute referrals by using an Optometrist based 

ocular hypertension refinement scheme
Outpatients £105,000
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2017/18

QIPP Programme 

Category
QIPP item QIPP Description Areas 

Investment 

required (if 

applicable)

Financial  

saving 

Opportunity

Medicines 

Management

Care home medicines 

optimisation direct drug 

costs savings

Established Vanguard work stream already delivering 

savings (See dashboard)Programme of work agreed with 

NHSE with KPIs . Care homes with higher levels of 

opportunity for optimising care have been selected in the 

first year. Where savings relate to Drug Tariff category M 

medicines savings on these medicines will be reduced 

whilst Cat M prices changes to reduce their cost remain in 

place.

Prescribing £160,000

Medicines 

Management

Care home avoided 

admissions
as above Prescribing £300,000

Medicines 

Management
In practice pharmacist work

In practice pharmacists (4wte) in post. Training is almost 

complete . Work stream agreed with protocols including 

switches, identification of high cost items and high cost 

specials, compliance with national & local prescribing 

guidance, commissioning advice for GPs (avoiding 

prescribing costs)

Prescribing £400,000

Medicines 

Management

Self care reduce OTC items 

prescribed by 10%. Analgesics 

,laxatives bath 

additives/emollients

Self care policy to be discussed at Gov Body in Dec 2016 

for implementation in early 2017. ePACT Tags to be 

developed for monthly monitoring 

Prescribing £254,000

Medicines 

Management

High Cost Drugs challenges 

(CCG wrongly charged)

Continual work stream already in place . Providers HCD 

requests scrutinised and challenges raised and pursued 

to avoid incorrect charging

Prescribing £350,000

Medicines 

Management
Biosimilars

Gain shares to be agreed imminently to support robust 

use of biosimilars. 
Prescribing £150,000

Medicines 

Management

Waste meds & managed 

repeats
Project not currently fully scoped Prescribing £100,000

Medicines 

Management

Prevented admissions from 

intermediate care medicines 

optimisation (ave 3 per 

month)

Established service of Pharmacists  providing MO 

guidance in intermediate care setting with interventions 

considered to prevent 2-4 admissions per month. 

Admissions prevented due to mistakes in discharge 

summaries and information adverse reaction, drug 

interactions.

Prescribing £94,000

Medicines 

Management
Blood Glucose testing strips Established KPI monitored each month Prescribing £50,00045 



2017/18

QIPP Programme 

Category
QIPP item QIPP Description Areas 

Investment 

required (if 

applicable)

Financial  

saving 

Opportunity

Medicines 

Management
Choice of less costly inhaler Established KPI monitored each month Prescribing £300,000

Medicines 

Management

Stopping prescribing of 

gluten free foods

Gluten Free foods policy to be discussed at Gov Body in 

Dec 2016 for implementation in  2017. ePACT Tags to be 

developed for monthly monitoring 

Prescribing £250,000

Anti-Coagulation Anti-Coagulation Policy to be agreed that warfarin is first choice not NOACS Prescribing N/A

£813,000 - 

savings 

higher if AF 

detection 

increases 

(based on 

the 

projected 

doubling of 

NOAC costs 

year on year)

Anti-Coagulation Anti-Coagulation
Increasing capacity in the community to provide AntiCoag 

services e.g. Nurse clinics or community pharmacy.
Outpatients

Investment 

for training of 

pharmacists; 

licencing for 

IT (DAWN)

Minimal

Atrial Fibrillation Identifying AF

AF case finding and identifying people that are not yet 

anticoagulated to optimise treatment and therefore 

avoid strokes

Non  Elective £960,000

IVF IVF Reducing the cycles of treatment to 1 or none Public Health £900,000 46 



2017/18

QIPP Programme 

Category
QIPP item QIPP Description Areas 

Investment 

required (if 

applicable)

Financial  

saving 

Opportunity

IVF IVF Reducing the cycles of treatment to 1 or none Public Health £900,000

Frailty & Fragility End of Life
Proportion of people dying outside of hospital setting to 

be benchmarked against national best performing CCGs.
Non  Elective

To be 

quantified

Frailty & Fragility Care Planning

Identifying high risk patients through risk stratification 

and other means. Standardising care planning in primary 

care and enabling of records across providers to avoid 

unnecessary duplication of services. 

Primary Care / 

Community

To be 

quantified

Outpatients
Optimising Primary Care 

Pathways

Procurement of Arden's and standardised templates to 

EMIS Practices. By standardising management and 

referral pathway we anticipate a reduction in referrals 

and more cost effective prescribing.

Outpatients
To be 

quantified

Outpatients Outpatient & Diagnostics
Review of Outpatient model and flows including 

diagnostics
Outpatients

To be 

quantified

CFF Locality Budget 

Management

Primary Care Variation in 

outpatient referrals and 

outcomes

To reduce the level of variation in referral rates across 

the CCG. Peer review, DNA rates, discharge after first 

attendance all to be monitored.

Outpatients £1,082,000

Frailty & Fragility Rapid Response & AIHVS

Remodelling of the Rapid response & AIHVS  to include 

the delivery of community IV pathways -links to Frailty 

work

Non  Elective
None to 

minimal

To be 

quantified

Frailty & Fragility Homefirst Model
Review the spend and efficiency of the model. Potential 

savings in current investment
Non  Elective

To be 

quantified

Frailty & Fragility Care Home A&E reduction
Reduction in A&E and Non Elective admissions relating to 

the CCP
Non  Elective

To be 

quantified

Frailty & Fragility Early Intervention Vehicle
Admission avoidance scheme in place - expansion to 

potentially provide additional savings
Non  Elective £330,000 47 



2017/18

QIPP Programme 

Category
QIPP item QIPP Description Areas 

Investment 

required (if 

applicable)

Financial  

saving 

Opportunity

Frailty & Fragility
Falls Exercise classes - 

Postural stability
Cash Saving based on not procuring a falls exercise class. Non  Elective £350,000

Frailty & Fragility Falls & fragility fractures

Identifying and managing people at high risk of falls and 

fragility fractures. CCG area of high spend. Links to Neuro 

and MSK projects 

Non  Elective

Obesity services Weight Management Services

Pilot for a prime provider model for obesity services.  This 

model would include tier 2 (weight watchers), tier 3 and 

tier 4 services on a block contract arrangement.  This 

would incentivise the provider to deliver more 

interventions at tier 2 and prevent patients entering tier 

3 & 4 services and the specification would be tailored 

accordingly

Public Health

Surgery Weight before Surgery
ENCCG protocols agreed across STP, criteria under review, 

additional saving through full compliance
Elective £300,000

Surgery
Stopping smoking before 

Surgery

ENCCG protocols agreed across STP, criteria under review 

additional savings based on full compliance
Elective £100,000

Frailty & Fragility Ambulatory Care Pathway To be worked up and assigned leads led by Operations Elective

Surgery Decision making for surgery 5% of operations where effective Elective
To be 

quantified

Surgery Virtual fracture clinic Evidence to follow Elective
To be 

quantified

CHC CHC Efficiency savings CHC Efficiency savings
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2017/18

QIPP Programme 

Category
QIPP item QIPP Description Areas 

Investment 

required (if 

applicable)

Financial  

saving 

Opportunity

CFF Locality Budget 

Management

Effective management of 

locality overspend
Effective management of locality overspend All

CFF Locality Budget 

Management

A&E Attendance reduce 

variations to CCG average
A&E Attendance reduce variations to CCG average A&E

CCG Overheads Reduction in running costs Reduction in running costs Overheads

Contract 

Management
Agreement of local prices Short staff tariff adjustment in E&NHT contract Non  Elective

To be 

quantified

Frailty & Fragility Lister Primary Care Project
GP see and treat model to be implemented at the Lister 

Hospital
A&E

To be 

quantified

Frailty & Fragility Frequent Attenders Identify and targeting of frequent A&E attenders A&E
To be 

quantified

Mental Health Growth in funding
To not include parity of esteem growth to Mental Health 

funding
Mental Health

TOTAL £7,735,000
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Urgent Care 
The Operational Resilience and Urgent Care Plan 2016/17 has identified key workstreams to improve the quality of urgent care services commissioned and provided for our 
patients.  The A&E Delivery Board provides the system leadership to drive these workstreams and deliver the required improvements in patient flow across the urgent care 
system. Key actions are operationally driven through the System Resilience Group and strategic oversight and performance monitored through the executive function of the 
A&E Delivery Board.  
 
Assurances 
A&E Improvement plan is assured by NHS England and NHSI 
Implementation is monitored through the East & North Herts A&E Delivery Board and system accountability  
Our Surge and Escalation Plan is fully assured as part of our wider “Winter Plan” 
We attend the West Essex A&E Delivery Board to ensure that border flows and our patients safety and operational issues are being addressed 
 

Eight High Impact Interventions  
  
The ENHCCG Operational Resilience and Urgent Care Plan 2015-16 focused on the delivery of eight high impact interventions. Workstreams that support the continued 
delivery of the 2016/17 plan have been incorporated into contractual arrangements for 2016/17 to support to the urgent care system.  
  
Local System Analysis 
  
The CCG has undertaken an analysis of three years of system data and identified that when a number of factors occur on a particular day, the local acute trust are less likely to 
meet the national requirement of patients attending an A&E department being discharged, transferred or admitted within 4 hours at least 95% of the time.  
  
A recovery trajectory to achieve 93.33% during Q4, 2016-17 has been agreed with the trust. Actions to support the delivery of this trajectory are outlined in the A&E 
Improvement Plan against the following 5 mandated areas: 
  
1. Streaming at the front door – to ambulatory and primary care.  
2. NHS 111 – Increasing the number of calls transferred for clinical advice.  
3. Ambulance Response Programme - Dispatch on Disposition and increasing workforce.  
4. Improved flow – ‘must do’s to enhance patient flow.  
5. Discharge – mandating ‘Discharge to Assess’ and ‘trusted assessor’ models.  
  
In addition an ambulance handover trajectory has been agreed, with the aim of achieving a 20% reduction on hours lost in 2015-16 by March 2017. Actions agreed to support 
the required improvements are monitored at individual contract level and overseen by the A&E Delivery Board.  
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Urgent and Emergency Care Review  
 To meet the challenges of Keogh’s Urgent & Emergency Care Review, 23 Urgent and Emergency Care Networks have been established to maintain strategic oversight 
across network areas whilst leaving the A&E Delivery Boards to focus on the operational leadership and coordination of local services. 
  
East and North Hertfordshire A&E Delivery Board is part of the East of England network.  A network plan has been developed to support the delivery of 9 priority areas. 
Local workstreams have been mapped against these.  These include: 
  
Integrated Urgent Care Procurement  
The Integrated Urgent Care service (formerly NHS 111 & Out of Hours) is commissioned by ENHCCG on a Hertfordshire wide basis from Herts Urgent Care (HUC). The 
contract has been extended until 2017 to allow for a full open procurement with market and locality engagement.  Acute In-hours Home Visiting Service (AIHVS) will be 
included as part of the procurement. The model to be procured needs to meet the requirements of the NHSE National Commissioning Standards 2015. Procurement 
timelines anticipate the new model commencing in June 2017. 
  
Seven Day Working  
Revised national guidance now requires acute sites to deliver the 4 priority standards by November 2017. A system wide steering group has been established to manage the 
implementation of 7 day services. Each provider organisation has undertaken a baseline assessment to identify what can be currently delivered against the standards. All 
providers have agreed to Service Delivery and Improvement Plans within their contracts to deliver these requirements in line with national requirements.   
  
Integrated Care Programme Board 
Key workstreams have been agreed to improve the care, independence and health of over 65 year olds with multiple complex needs and patients with long term chronic 
physical and mental health conditions. These are: 1) Improving access, 2) Ensuring seamless transitions of care and 3) Integrating care in the community. The Vanguard 
programme delivering integrated care in care homes is a fourth work stream closely aligned to the programme.   
  
Primary Care  
It is fully recognised that primary care is fundamental to managing resilience across the urgent care system. Pro-active management of elderly and frail patients in primary 
care is achieved through a locality focus on high risk groups and admission avoidance best practice. Risk stratification is used to identify the top 2% of patients at locality 
and practice level. In addition weekly frequent attender lists are sent to practices. Management of vulnerable and frail patients are supported by community case 
management, rapid response services and frailty pathways.  
  
Infection Prevention and Control 
The CCG has systems in place with providers to manage infectious disease outbreaks to avoid (and contain) any Diarrhoea and Vomiting (D&V) /norovirus impact. Providers 
are expected to maintain on-going compliance with all relevant sections of The Health and Social Care Act 2008 and provide evidence of on-going compliance: The 
Operational Resilience and Urgent Care Plan 2016/17 also includes information on national and local plans for the 2016/17 flu season. 

Urgent Care continued 
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Winter Resilience 
  
£5.3m has been allocated to support additional resilience in 2016/17. Schemes have identified key performance indicators and are monitored through the A&E Delivery Board. 
  
Day-to-Day Operational Resilience 
  
A Whole Systems Co-ordination Centre (WSCC) has been established to provide oversight of urgent care operations within east and north Hertfordshire. The WSCC provides 
improved coordination and escalation management and enhances communications across the system. A systemwide dashboard is shared daily. This feeds directly into the 
ENHCCG system wide escalation plan which articulates how responses will be co-ordinated between organisations at times of increased pressure and ensures our system is 
sufficiently robust to coordinate Level 1 and 2 Incidents at a provider and system Level.  
  
Winter Communications and Preparation for 2016/17  
  
For 2016/17, NHS England, the NHS Trust Development Agency, Monitor, Public Health England (PHE), and the Department of Health are joining up their winter campaigns. 
This will bring together PHE’s flu vaccination campaign, the ‘Catch it, kill it, bin it’ message and “Keep Warm, Keep Well”, with NHS England’s ‘Feeling under the weather’ 
campaign and materials to promote NHS 111 in a combined strategy. ENHCCG are using the nationally consistent messaging to guide patients and the public this winter.  
  
In addition E&NHCCG A&E Delivery Board is taking the following actions in preparation for holiday and bank holiday periods with a specific focus on:  
  
 Bank holiday service availability including robust communication to patients.  
 Ensuring sufficient primary care access to meet projected levels of demand.  
 Reducing delayed transfers of care, and lowering acute bed occupancy to 85% from 19th December to 16th January.  
 Ensuring sufficient discharge support throughout the holiday period.  
 Agreeing elective pacing plans to ensure activity is maximised to prepare for increased non-elective care pressures.  
 Ensuring uptake of healthcare workers Flu Vaccination Programme. 
 Aligning local escalation systems with the new National Operational Pressures Escalation Framework. 
 Ensuring NHS delayed community discharges are minimised from 12th December and throughout January.  
 Ensuring daily Sitrep reporting requirements are met. 
  
These plans were submitted to NHSE at the end of October and fully assured. 

Urgent Care continued 



People with a Learning Disability  
Deliver Transforming Care Partnership plans 
In April 2016 HV CCG, ENHerts CCG and Hertfordshire CC were formally designated Hertfordshire Transforming Care Partnership (TCP) by NHSE.  Robust 
governance arrangements are in place.   
Transforming Care work is being carried out across both CCGs in Hertfordshire and numbers relate to the TCP as a whole unless otherwise stated.   
Over the next 2 years (2017/18 & 2018/19) the TCP will continue to increase the number of people with learning disabilities / autism being cared for in the 
community rather than in inpatient facilities. 
We continue to reinvest resources in the development of community based services to support this.  Proof of concept countywide Transforming Care projects 
have been set up across both HVCCG and ENHerts CCG to:  
• Ensure there is a care pathway that will enable people who are ready to:  

• step down from secure services or independent hospitals back into the community;  
• have the support and social resilience to continue to live safely as part of their local community; 

• To prevent crises and avoid inappropriate hospital admissions / re-admissions.  

Projects include:  
• Circles of Support: a supervised volunteer network working with sexual offenders who are ready to return to the community; (2016/17 & 2017/18); 
• Lomakatsi:  creative rehabilitation practitioners who have worked in acute settings as well as in community based services to support independence and 

confidence increasing resilience for community living.  (Project ends during 16/17);  
• Crisis prevention and response service through the development of: 

• Shared Lives Scheme to enable people to live in community settings; (2017/18 & 2018/19).  
• Creative practitioners to support individuals, their families and providers identified via our avoidance admission register this will include direct work and 

training and support.  (2016/17 & 2017/18). 
• The Community Assessment Treatment Service provides rapid response to urgent referrals with the intensive nursing support function providing same day 

responses to referrals where there is a risk of placement breakdown.  The TCP has further invested in the CAT Service to include  
• A two year pilot to fund an Offending Behaviour Support Team (OBIS) a community based service for high-risk adults with learning disabilities who are 

likely to have contact with police run by HPFT.  The service also works with people who have been convicted of an offence, when they are at risk of 
reoffending; (2016/17 & 2017/18); and  

• An Early Intervention and Practice Development Team (EIPD) providing training and support for individuals and their carers to support the successful 
continuation of community based services.  (2016/17 & 2017/18).  

  
The Transforming Care Operational Team (Community Learning Disability Services) and OBIS continue to develop links with the criminal justice system and work 
with the Asperger’s operational team and Mental Health commissioners  to focus on people with Asperger’s under Transforming Care on a case by case basis.  
Care and Treatment Review Managers for Adults and Children’s Services are developing local risk of admission registers with the Local Authority and CCG’s to assist 
in flagging where placement/family breakdown might occur so that a crisis can be prevented, and providing pre-admission support through the care and treatment 
reviews (CTR)/ Blue Light Tool which brings all parties (person /family /social care provider) together to enable experts to seek alternative solutions to hospital 
admission. 
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Reduce inpatient bed capacity 
A table showing the planned patient trajectory for both CCGs is set out in the Finance and Activity Template reported by HVCCG for the system. The message to 
providers is that we intend to reduce our use of inpatient beds and increase our community services both in health and social care.  In response we have seen a 
reduction of inpatient beds for people learning disabilities in the independent sector.  Additionally another provider will reconfigure their learning disability ward for 
mental health services, once the remaining people are discharged.  
The local assessment and treatment unit has 10 beds which will remain but our intention is to decrease length of stay and improve the discharge pathway.    We are 
actively working with one provider to develop a path way model for people to step down to from secure services.  Hertfordshire have also submitted a bid to the 
Department of Health to develop a property to support people with offending behaviour to move to a less restricted community setting.   
  
Specialist Residential Services (SRS) 
Hertfordshire Partnership University NHS Foundation Trust’s (HPFT) SRS provides medium to long term care for adults with a learning disability who have complex 
needs. Of the 29 service users living in the SRS service, 10 are the responsibility of Hertfordshire. 
The Official Solicitor has determined that the best interests of the individuals outweigh any national policy and individuals cannot be moved unless there is a material 
change in circumstances which necessitates this.  Only if it has been clearly evidence that all other options have been considered and an individual’s needs cannot be 
met by the service can legal consideration be given to this.     
As a responsible commissioner Hertfordshire (working with all other commissioners using the service) is developing individualised approaches to improve the quality 
of life of patients in the SRS.   As part of this work a rights based advocacy organisation has been commissioned to undertake Person Centred Planning for all those for 
whom the service is commissioned.  This work has been funded by NHSE.   
  
Challenges & Risks 
Not all actions to reduce inpatient services are under the direct control of the CCG and we are influencing key partners to help us achieve our objectives.   
• Our local providers continue to have challenges with regard to recruitment and securing properties; the aim is to develop a small group of local providers to 

support and lead on some of the practical issues faced by providers to problem solve and work with commissioners and Community Assessment and Treatment 
Services to find creative solutions to areas such as: recruitment, positive behaviour support (bench marking) and joint assessment process for people being 
discharged from hospital (April 2017).   

• We have good quantitative and qualitative information on future accommodation needs for those people in secure and independent hospitals who will be stepping 
down into the community.  This has informed our accommodation strategy and we are working closely with District Housing and Housing Providers.   

• We need to ensure that the right services are developed for children and young people to continue to reduce future demand for adults’ inpatient services.   
 
A key challenge with regards to increasing uptake of Health Checks is that practices have difficulty being able to establish a relationship with patients with a learning 
disability. If G.P’s are unaware of who is/ should be on their QoF register there will be individuals who will not be invited or attend their annual health check.  
The role of the accessible information standard and the application of reasonable adjustments in monitoring access to health services, in particular with G.P practices, 
need to be considered. Without a recognised process to identify individuals’ needs, engagement with health services will be limited. 
The Purple Star Strategy has demonstrated some positive outcomes in the improvement of quality of health provision for people with a LD. Funding is however 
limited which creates concern that the programme is unsustainable. The risk of losing the Purple Star Strategy would lead to there not being any measures to drive 
the quality improvement agenda.  
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Engagement  
Service users and family members have been involved in developing Transforming Care Plans from the beginning.  The TCP has commissioned Inclusion East (a 
community interest company of people with learning disabilities and their families) to lead on Co-production and the establishment of a service user reference 
group who can be involved in developing ideas and services.  Young Commissioners provide a voice for Children and Young People’s Services.   
A TCP website with easy read newsletters is in place.   
Relationships between the Community Learning Disability Nurses and G.P practices as a result of development of a link nurse process are beginning to become more 
embedded. The result of this is that there is consistency of support for practices and patients in turn receive a seamless service. 
The Health Liaison Nurses also offer support to ensure admission and discharge to hospital or access to other secondary health services is effective, that patients 
with a learning disability have a good experience and ensure innovative/ imaginative reasonable adjustments are made.  
 
Workforce  
The Workforce Development Project is developing a learning needs assessment to identify gaps in skills and competencies across the paid and unpaid workforce 
leading to the commissioning of a programme of specialist training and development for the Adults and Children's Learning Disability workforce within Health, Social 
Care and the Provider Sector.  This work will also pick up needs identified through the Autism Strategy.  Examples of training being developed include developing 
skills of staff to enable safe management of risk for staff working with people with forensic needs and positive behaviour support training for families supporting a 
relative with behaviour that challenges.   
Work has been carried out in close liaison with HEE.   
The role of the Community Learning Disability Nurses and Health Liaison nurses is clearer to the G.P practices and wider health services. CLDN’s are able to support 
health services with training and provide clarity around processes in accessing health service. The CLDS nursing workforce is however challenged by resource issue 
which are regularly being reviewed.   
 
Addressing inequalities for people with learning disabilities 
There is only one practice that has not signed up to the DES this year. Following a refresh of acute hospital registers in 2016/17 to improve systems to flag people 
with a learning disability we will continue to ensure actions for reasonable adjustments to meet additional needs when these patients visit local hospitals and 
healthcare facilities are addressed as an integral part of the new models of care. 
 
Key activity to support the reduction of health inequalities amongst people with a learning disability includes: 
• Named Community Learning Disability Nurses linked to each practice 
• Health Check target set by the Commissioning Executive for HVGG and GP Lead for ENHerts CCG.   
• QoF registers are being reviewed with the support of the link nurses  
• Promotion of the Hertfordshire Purple Star Strategy as a quality standard tool  
• Increase the number of health services achieving the Purple Star accreditation   
• Promotion of programme to increase the uptake of flu jabs 
• Working with Seeability and local opticians to pilot the delivery of enhanced eye tests for people with learning disabilities and / or autism who may need longer 

or multiple appointments to enable an eye test to take place.  
• In line with the national call to action, a multi-agency medicines review project group has been established to work with GP practices to address where there is 

inappropriate over prescribing of psychotropic medication. 
• Review of pathways is underway to ensure an integrated approach is taken in order for people with a learning disability to access screening provision, dementia 

diagnosis and epilepsy support.  
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GP Forward View 
East & North Herts Practices have confirmed that they wish to continue to co-commission Primary Care with NHS England 
and not take on delegated responsibility.  Therefore delivery of the GP Forward View remains a joint responsibility with 
NHS England. 
East & North Hertfordshire published its Primary Care Strategy in April 2016. This strategy is fully congruent with the GP Forward View and sets out a 
number of key enablers to help ensure the provision of high quality, sustainable primary care with greater access into the future: 
• Technology 
• Premises 
• Quality assurance / improvement including access 
• Collaborative working 
• Education & training 

 
 

There is a separate submission for the GP Forward View 
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GPFV Risks 
• Delay in obtaining details and access criteria to programmes managed centrally  by  NHS England  
• Limited resource and capacity available to implement agreed action plans at practice and locality levels 
• Healthcare premises in east and north Herts are not all fit for purpose and able to accommodate planned housing growth; securing ‘Section 106’ 

contributions from developers towards infrastructure is challenging.   
• NHS financial position in the acute sector deteriorates further and funding for development, transformation of primary and community care is diverted to 

sustaining existing provision 

 



Maternity & Perinatal Mental Health 

Safer care- The Princess Alexandra Hospital NHS Trust and the East and North Hertfordshire NHS Trust have committed to working more closely together to 
ensure that patients are offered high quality and sustainable services now and in the future.  

• The two trusts, with the support of NHS Improvement, NHS England and the Department of Health, have been encouraged to develop a closer working 
relationship to help improve the quality of care provided to patients in an affordable way.  

• The bringing together of all Maternity providers as members of the Local Maternity System Programme Board, is an opportunity to develop a local vision for 
improved maternity services based on the principles of Better Births. 

• PAH and ENHT Maternity leads attending EoE regional Better Births event in November 

• First local Maternity Clinical summit planned for December 

• Terms of reference for local maternity System Programme Board co produced across STP partners 
 

Women’s experience of local maternity services- CQC headlines 
 

The CCG is implementing the national priority  Better Births, which sets out a vision for safe and efficient models of maternity care: safer care, joined up across 
disciplines, reflecting women’s choices and offering continuity of care along the pathway. The CCG with commissioning and maternity providers across the Herts 
and West Essex STP partnership, are now working together across areas and boundaries, to develop our local maternity systems programme board (LMSPB); the 
terms of reference have been co produced and include membership from the three Local Maternity Services Liaison committees. Key milestones include: 
• Attending regional Better Births workshop in December 2016 
• First Maternity Clinical Summit to review proposed membership and terms of reference for new LMSPB in December 
• Inaugural LMPB meeting planned for January 2017 
• Co design of work programme in January 2017 
There are 4 key areas of work: 
Safer care: Saving Babies’ Lives Care Bundle: Women’s experience  of maternity services: Choice in maternity services 
 

Domain ENHT PAH 

Safe Requires Improvement Requires Improvement 

Effective Good Good 

Caring Good Outstanding 

Responsive Requires Improvement Good 

Well-led Good Good 

Overall 
  

Requires Improvement Good 
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Saving Babies’ Lives Care Bundle Action plan 
Reducing smoking in pregnancy- 
 Recording of smoking status of each pregnant woman at beginning and end of pregnancy 
Dashboard tables states 8% of mothers were smokes at booking and 8 % of mothers were smoking at time of delivery 
Recording of Carbon monoxide reading for each pregnant woman 
Improve increase in number of referrals form health visitors to Stop Smoking service 
Risk stratification algorithm (either care bundle of RCOG) incorporated in unit protocol 
On-going formal audit planned and monthly case note review to identify any themes for improvement 

Raising awareness of reduced foetal movement & risk assessment and surveillance for foetal growth restriction 
• New NHS Leaflet given to all women with their pregnancy notes and discussed by midwife at 16 weeks  
• Protocol in place that follows checklist for care for pregnant women who report Reduced Foetal Movement- RFM proforma to be introduced with check 

list and risk assessment for still birth 
• Risk assessment and surveillance of foetal growth restriction- Risk stratification algorithm (either care bundle of RCOG) incorporated in unit protocol 
• On-going formal audit planned and monthly case note review to identify any themes for improvement 
• Effective foetal monitoring during labour- monitoring of number of  all staff who have successfully completed mandatory training on CTG 

interpretation ( ENHT training was 98% for midwives and 91% for medical staff) and escalation protocol in places and used appropriately 

Perinatal Mental Health Community Services Development Fund 
Successful proposal for the development of specialist perinatal mental health community service, to support women across both ENHCCG and HV 
CCG. 
 
Partnership bid with both HPFT and HVCCG 
 
 2016/17- £272,186 
 2017/18- £807,972 
 2018/19- £807,972 
 
New service model will support and care for an additional 5% of women with serious mental health illness, who will benefit from direct access to 
evidence based health treatment locally- to prevent attachment problems 
Local priority to improve outcomes for both mother and child, to provide a community based service who will make a connection between both 
primary and secondary care, and provide earlier diagnosis and support 
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Maternity Five Year Forward View 
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The five year forward view for Maternity Services focusses on reconfiguring maternity services to improve outcomes including  
 
• Personalised care 
• Continuity of care 
• Safer care 
• Better postnatal and perinatal mental health 
• Multi-professional working 
• Working across boundaries 
And 
• Personal Care Budgets  
 
There is clear national guidance relating to best practice maternity services and it is the role of commissioners to work within Strategic Partnership parameters to be 
responsible for improving outcomes and reducing health inequalities. Maternity service design will be aligned with the Essex Pre Birth to 19  (PB19)  contract which 
commences on 1st April 2017. Health visiting and Family Hub provision will be particularly important  to ensure a seamless service for pregnant women and families. 
 

Improving peri-natal mental health has been identified as a priority across the STP  footprint. Work with NHSE has commenced in relation to funding to design 
specialist teams to support mothers.  Awaiting further guidance from NHSE in relation to the implications of the Care Bundle to acute trust’s contract and payment 
tariff.  

 

Evidence and Guidance papers  

 

 

Initial Planning Stages  

 

2016/17 Delivery 

 

BETTER BIRTHS 

Improving outcomes of 

maternity services in England 

A Five Year Forward 

View for maternity care 

 

Savings Babies Lives 

NHSE Care Bundle June 2016 

  

  

 

 Agreement to a Local Maternity System across STP footprint 

 Agreement to priorities and local  vision with Consultant 

Obstetrician and Head of Midwifery from each NHS provider  

 Draft ToR and objectives for Herts and West System 

Programme Board produced and  circulated for comment and 

agreement 

 NHSE Self Assessment of  progress and development of LMS 

completed 

 Project management support to develop implementation of 

LMS and work programme to March 17 

 CCG Lead Commissioner attending Maternity and Quality 

meetings in Herts and West, updating on 

development/engagement of LMS and MSLC 

 Gap analysis completed for Savings Babies Lives, 

recommendations being progressed.  

 Delivery of Clinical Maternity Summit 

 Develop a local vision for improved maternity 

services based on the principles of Better Births; 

  Put in place the infrastructure needed to 

support services working together e.g joint use 

of premises, shared pathways across 

geographical boundaries.  

 Maintain low still birth rate 

 Reducing smoking at pregnancy rate by 

strengthening smoking cessation pathway with 

Public Health colleagues.  



Quality 
Quality Improvement 
The CCG will continue to gain assurance from providers that their quality focus remains the outcomes of CQC inspections. 
Challenge on the delivery of providers’ CQC action plans will be through the CCG attending provider’s CQC board meetings and quality summits. Quality assurance visit to 
providers will use their CQC plan as the framework for assessing the deliverability and sustainability of their actions to improve areas of service provision. Board 
assurance will be provided through the Quality Committee. 
 

The CCG will continue to support and monitor the implementation of CQC action plans in all of our providers, paying particular attention to those deemed as Requiring 
Improvement or Inadequate/Special measures. The areas of focus will be : 

Provider CQC rating Focus 

East and North Herts 
Trust 

Requires Improvement Urgent and emergency services :  
 triage processes 
 Leadership 
 NHS constitutional targets. 

Lister Children and Young people’s services: 
 Inpatient wards – staffing and leadership 
 Appropriate outpatient facilities for children  
 Risk management processes 

Mount Vernon Cancer Centre: 
 Safe urgent transfers 
 Improved nursing assessments 
 Staff engagement. 

Princess Alexandra 
Hospital, Harlow. 

Inadequate Staffing: 
 Vacancy rates and the impact on quality. 
 Leadership and staff culture 
 Medicines management 
 Safe practice with agency staff induction. 

Monitoring and improving the quality of patient experience will remain a key priority for the CCG and through holding providers to account for improving their FTT 
scores and monitoring performance in  the National CQC Inpatient Survey 2015 and National Cancer Survey 2015 improvements will be evidenced. 
 

Specific Quality Priorities 
1. Cancer, 2. Maternity care,  3. End Of Life Care,  4. Atrial Fibrillation 
5. Hypertension, 6. Sepsis/deteriorating patients., 7. Reducing avoidable deaths. 
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Cancer 
Why should this be a priority for the CCG?  
A report from the Independent Cancer Taskforce “Achieving World-Class Cancer Outcomes: A Strategy for the NHS 2015-2020” set a five year cancer strategy for the 
NHS. 40% of cancers are caused by behavioural, lifestyle and environmental factors which are potentially preventable. Therefore, by engaging clinicians and the public 
to change behaviour and increase public awareness, the CCG could have a huge impact on cancer outcomes and the quality of life of people with a diagnosis of cancer. 
 
What are the current challenges for the CCG in relation to cancer?  
The current challenges for the CCG focus on the four big cancers: lung, prostate, bowel and breast. Our main focus is on making the public aware that visiting your GP 
and catching cancer early significantly improves a person’s chance of survival. We also have to work hard to ensure the Acute Trusts are supported in achieving the 62 
day cancer standard. 

Target Plan 

Achieve the 62 day cancer standard – date to be 

confirmed by ENHT following revised Cancer Plan 

submission including trajectories on 15th December 

Implement the National Cancer strategy 

Achieve the cancer plan trajectory, which will involve more of a focus on the initial 31 days and therefore on patients 

being seen earlier in the initial 2 weeks 

Take actions to address complex pathway issues impacting on timeliness 

Improve one year survival rates  to 75% by 2020 Since 1997 survival rates for all cancers and the ‘Big 3’: breast, lung and colorectal have improved from around 60% to 

68% - >10% increase for colorectal.  For the most part, ENCCG follow the national and regional trends. However one 

year survival for ENCCG is 68% compared to national average of 69%. The plan is to increase one year survival by 

improving pathway efficiency including early detection and timely treatment (see above) two key important aspects 

for improving survival 

Reduction of smoking prevalence in adults at a 

greater pace than England as a whole with a focus 

on reducing the inequalities by reducing smoking 

prevalence in: 

• The general population by 1% per year (from a 

baseline of 17.8% in 2014) 

• Routine and manual workers by 2% per year (from 

a baseline of 33.1% in 2014) 

• People with mental health conditions 

• Prisoners and offenders 

• The homeless and unemployed 

• Black and Minority Ethnic (BME) groups with high 

smoking prevalence 

• Lesbian, Gay, Bisexual and Transgender (LGBT) 

groups 

Strengthen smoking cessation services in partnership with public health to ensure:  

• Increasing numbers of smokers are aware of local stop smoking services and different routes to quitting through 

initiatives such as “Making Every Contact Count’ (MECC) and the national “Preventing ill-health by risky behaviours” 

CQUIN 

• The health inequalities gap between the better and worse off in Hertfordshire is narrowed so that groups and 

communities with the highest smoking prevalence see the steepest decline 

• There are good quality stop smoking services throughout Hertfordshire and providers are trained and skilled to meet 

the needs of different population groups and communities, especially those with higher smoking prevalence and at 

greatest risk of harm. 

• Harm reduction approaches to reducing tobacco use are promoted with smokers not yet ready to quit smoking or 

unable to quit smoking in one step, including the use of nicotine containing products to reduce tobacco use. 

• There is good quality information available on all products that aid smoking cessation or tobacco harm reduction and 

that smokers who use electronic cigarettes as a means of quitting are provided with behavioural support to do so 

• Tobacco control communication and marketing campaigns reach working age adults 

• Workplace Smokefree policies promote smoking cessation and tobacco harm reduction 
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Target Plan 

Increase cancer screening uptake rates: 

Breast cancer -  Herts-75.5% - Improve to England 

average (76.4%) 

Cervical cancer: Herts-74.8% - Maintain and 

improve current levels to 80% (England 74.4%) 

Colon cancer: Herts-59.3% - Maintain current 

levels (England 57.1%) 

 

• Work with NHSE to increase uptake including by use of audit, and improving patient awareness and education 

• Improving access by working with general practice 

• Supporting NHSE through liaison with secondary care providers by improving diagnosis management of cancers 

identified through screening.  

 

Promote earlier diagnosis • Continue with the local CQUIN focus on early CT scans in the  lung cancer pathway   

• Implement the Multi-Disciplinary Diagnosis Centre in Stevenage, and if successful, implement across the CCG. 

• Gain availability of FIT testing: faecal occult blood testing kits for GPs 

• Train GPs in earlier cancer diagnoses & screening measures, as above.  

• Utilise the national Advice & Guidance CQUIN for maximum impact 

• Implement post-diagnosis review to identify learning for future patients.  



Maternity improvement Plans 
Why should this be a priority for the CCG? 
Better Births 2016 sets out a vision for safe and efficient models of maternity care; safer care, joined up across disciplines, reflecting women’s choices and 
offering continuity of care along the pathway. Ultimately, success will be measured by improvement in outcomes for women, babies and their families and 
services will need to be commissioned to deliver improvements against these outcomes. Three of the maternity-related measures have been included in 
the CCG Improvement and Assessment Framework 
 

What are the current challenges for the CCG in relation to maternity? 
To improve safer care with professionals working across together across boundaries to ensure rapid referral, and access to the right care, in the right place; 
leadership focussed on a culture of safety across organisations. Achievement of all priorities is supported by delivery of Hertfordshire’s Early Childhood 
Programme Board action plan, and review of the care pathway for vulnerable and teenage pregnant women. 

Target Plan 

Reduce smoking in pregnancy so that smoking 
prevalence at the time of delivery (SATOD) reduces to 
7% for women from a baseline of 9.2% in 2014-2015 
 

Working with Public Health deliver on the following: 

• Target to reduce smoking in pregnancy so that less than 7% of pregnant to ensure fewer babies are born to parents who 

smoke and smoking at time of delivery 

• Prevalence continues to decline by at least 1% per year across the county 

• All stakeholders, but particularly maternity services, GPs, Community Pharmacies, Health Visitors and Children’s Centres are 

trained to identify and refer pregnant smokers, their partners and families at the earliest point of contact and throughout 

pregnancy and following childbirth 

• The quality of stop smoking services for pregnant smokers is better than the England average and partners and families of 

pregnant smokers are encouraged and supported to quit smoking using the best available services 

• Parents are informed of the dangers of smoking in the home and in the car and commit to protecting their babies and children 

from second-hand smoke 

• There are fewer hospital admissions in pregnant women and babies and children from conditions related to exposure to 

tobacco smoke 

• Smokefree (private vehicles) legislation is implemented uniformly across Hertfordshire to protect babies and children under 

18 from second-hand smoke in the car 

Risk assessment and surveillance of fetal growth 
restriction 

• Ensure providers meet “Safer Care bundle” 

• Risk stratification algorithm incorporated in unit protocol 

• Ongoing formal audit planned and monthly case note review to identify any themes for improvement 

• Support actions to address sonographer  workforce issue 
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Target Plan 

Raising awareness of reduced fetal movement • Implement “Saving Babies Lives” 

• New NHS Leaflet given to all women with their pregnancy notes and discussed by midwife at 16 weeks 

• Protocol in place that follows checklist for care for pregnant women who report Reduced Fetal Movement- RFM proforma to 

be introduced with check list and risk assessment for still birth. 

 

Improving women’s experience of maternity services • Review of CQC Maternity Survey 2015; support & review providers’ plans 

• Co design of monitoring framework with local Maternity Services Liaison Committee 

• MSLC members included in quality review visits and “walk the patch” visits prior to MSLC meetings 

• Extend awareness & access to the MSLC across community settings (primary care and Children’s Centres). 

Choice in Maternity services – developing consistent 
pathways across maternity provision at ENHT and 
PAH. 

• Launch of Herts and West Essex Local Maternity System Programme Board will include representation from all three MSLC 

committees to be members, across the STP area. 

• Development of a local Maternity System Partnership, with a local Maternity Clinical Summit in February 2017 

• Review of ENHT and PAH pathways for patients accessing services along the geographical borders. 

  



End Of Life Care 
 
Why should this be a priority for the CCG? 
At any point in time around 1% of patients on GP lists are likely to be end of life patients - that is they have a life expectancy of ~1 year or less. Many of these 
patients are unable to achieve their preferred place of death, and have avoidable hospital admissions. In addition, nationally the number of deaths in the UK is 
predicted to increase by 20% over the next 20 years, with more people having increasingly complex co-morbidities . 
What are the current challenges for the CCG in relation to End of Life care? 
Main challenge lies in identifying end-of-life patients, particularly non-cancer end-of-life patients; ensuring they have  had Advance Care Plan discussions and 
these are in place when patients engage with discussions; increasing the use of EPaCCs. 

 Target Plan 

Increase or maintain the % patients achieving 

their preferred place of death (currently 79%) 

whilst increasing the % (currently 45%) of 

patients  who express a preferred place of death  

• Increase identification of end-of-life patients e.g. by using SPICT tools 

• Increase number of patients with Advance Care Plans 

• All patients on the EoLC register to have EPaCCs templates completed and under GSF 

care within General Practice. 

• 111 Palliative Care Advice line   

Reduce inappropriate acute trust admissions of 

EoL patients where the reason for admission is 

not in line with the agreed care plan 

• Increase the number of patients with Advance Care Plans 

• Shared Care Records between all providers so every provider can see a patient’s EPaCCs  

• 111 Palliative Care Advice line 

• End of Life & Palliative Care strategy (planned for April 2017) will include a focus on 

increasing patient’s awareness of options 

• Ensure that frail and/or complex patients have care plans, which may include 

anticipatory care plan elements (blue phase).  

• Increase number of patients with Advance Care Plans 

• Shared Care Records between all providers so every provider can see a patient’s EPaCCs  

• 111 Palliative Care Advice line 

65 



Reduction of patients with hypertension 
 
Why should this be a priority for the CCG? 
Hypertension is the leading cause for premature death, stroke and heart disease worldwide, it is known that uncontrolled hypertension has a direct relation to 
mortality and morbidity due to heart diseases and stroke. According to Public Health England, 83% of GP practices in East and North Hertfordshire are estimated 
to miss more than 40% of patients with hypertension. Furthermore, in 15 GP practices in ENHCCG it is estimated that over 50% of hypertension is undetected. 
What are the current challenges for the CCG in relation to hypertension? 
Nearly 50% of population with hypertension is undetected with great variation within primary care, there is a need for an evidence based framework for 
detection and referral of patients (in particular middle aged adults) in community settings.  

Target Plan 

5,000 new blood pressure checks to be done 

in 2018/2019 as part of British Heart 

Foundation bid 

• Bid submitted to British Heart Foundation for Blood Pressure Award Programme to target increasing 
detection of hypertension among middle aged adults incorporating:  

• Increasing blood pressure assessments in non-GP settings e.g. at community centres and train stations 
• Use of community pharmacy and health partners such as Healthy Hub Stevenage, Stroke Association and 

Hertfordshire Independent Living Service 

To ensure that all people with hypertension 

are recorded on general practice registers for 

hypertension and that this data is used to 

monitor and address variation in practice 

• Public Health England analysis of HTN by Practice and communication to Primary care through Long 
Term Condition Group 

To Ensure services are commissioned to 

provide ABPM in primary or community 

settings using third sector. 

• To develop a evidence based pathway for detection, management and referral of HTN patients in 
community settings 

• Considering recommendation from “High Blood Pressure. How can we do better? (British Heart 
Foundation 2016)  

Integrate the commissioning of services for 

people with hypertension within a wider 

programme of cardiovascular disease 

prevention 

• HTN integrated as part of Long term Condition Strategy including CHD and Stroke 
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Atrial Fibrillation 
Why should this be a priority for the CCG? 
The risk of stroke increases five-fold if you have AF and AF is a contributory factor to 20% of strokes in the UK  . Treatment with an oral anticoagulant reduces 
the risk of stroke in some with AF by two thirds (Stroke Association). 48% of patients with known AF who had a stroke between January-March 2016 were no 
on an anticoagulant (SSNAP - stroke audit). 
What are the current challenges for the CCG in relation to Atrial Fibrillation? 
Under detection and identifying ‘at risk’ AF patients and ensuring that AF patients receive the most appropriate and cost effective anti-coagulation treatment 
remains a challenge. 

Target Plan 

Improve the detection of people with AF to 

reach expected prevalence of 2.4% 

• Undertake baseline review of current position and agree target. 

• Strategies to raise public awareness of AF and stroke risk as part of either a local or national campaign 

• Analysis of epidemiological data on  prevalence of recorded AF by GP practice to understand the variation and 

proportion of undetected cases 

• Ensure  health professionals check for pulse rhythm annually in all patients aged over 65 years and in younger 

patients with diagnosed cardiovascular disease, hypertension, diabetes and other related risk factors  

• Identify other opportunities for health and social care staff to perform manual pulse checks on individuals 

65years and over e.g.in community settings and in care homes  

• Ensure that training is available for all HCP in stroke prevention in particular with regard to the detection and 

management of hypertension and AF  

• Review and redesign the AF pathway 

• Decrease geographical barriers to treatment access by providing anticoagulation monitoring nearer to people’s 

homes 

Improve the outcomes for people with AF 

through appropriate life style and medical 

treatment 

• Ensure  there are local protocols and pathways for the timely assessment of TIA patients and that access to brain 

imaging complies with national guidance 

• Plans are in place to train or update all frontline staff across health and social care in the use of the FAST tool in 

recognising the symptoms of stroke or TIA  

• Commissioning of community anticoagulation services to ensure patient safety through adequate monitoring 

and reporting of time within therapeutic range.   

• Economic analysis of implication of warfarin vs. NOVAC in management of AF 
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Sepsis/deteriorating patients 
 
Why should this be a priority for the CCG ? 
We know that sepsis is a cause of significant morbidity. Nationally about 37,00 patients die from sepsis, of which an estimated 11,00 deaths are considered 
preventable, equating to more than 100 people each year in ENHCCG.  
 
From our quality monitoring of providers we can see that a significant minority of patients do not follow agreed escalation processes, receiving treatment late 
because their deterioration has not been effectively identified. This leads to poorer outcomes for these patients, potentially unnecessary additional treatment and 
also higher use of antibiotics, damaging efforts to prevent anti-microbial resistance. 
 
What are the current challenges for the CCG in relation to Sepsis/deteriorating patients? 
To ensure that screening for sepsis covers all patients, seen in acute and out of hospital services, and that this is followed by timely treatment. To increase the 
adherence to agreed deteriorating patient pathways, especially given that this incorporates multiple pathways for a wide range of conditions.  

Target Plan 

Fully achieve national Sepsis CQUIN standards  Robust CQUIN monitoring 

 Ensure providers implement accurate & consistent means to identify all relevant patients for screening and 

treatment. 

 Require reporting of all CCOT/ICU admissions or deaths from sepsis to identify missed/delayed diagnoses 

Implement a system-wide  robust approach to 

deteriorating patients/sepsis  

 Implement awareness raising & protocol agreement. 

 System-wide Sepsis/Deteriorating Patient Working Group 

Address ED flow & triage processes to identify 

patients in need of urgent 

assessment/treatment.  

 ED initiatives – handover times, pre-alerts, GP at front-door etc.  

 Senior review (NB. 7 day service requirement) 

Effective deteriorating patient alert systems  Review of current systems e.g.. NEWS. Where needed implement alternative robust tools & monitor these 

 Develop of out of hospital tools & monitor 

Measurable improvement in antimicrobial 

prescribing and resistance rates 

Work through the Hertfordshire HCAI group to: 

•         Reduce gram negative blood stream infections (BSI) across the whole health economy: at least a 10%    reduction in 

all E coli BSI reported at CCG level based on 2016 performance data. 

•         Reduce inappropriate antibiotic prescribing for urinary tract infections (UTI) in primary care:  at least a 10% 

reduction in the Trimethoprim: Nitrofurantoin prescribing ratio based on CCG’s baseline data (June15-May16) for 

2017/18. 

•        Sustain the reduction of inappropriate prescribing in primary care, measured by the number of prescription items 

per STAR-PU which must be equal to or below the England 2013/14 mean performance value of 1.161 items per STAR-PU 68 



Target Plan 

Review best practice in management of  SI’s, incident 

and harm reviews across the STP 

 STP-wide approach to continued improvement and learning 

100% mortality reviews in acute trusts & BBU’s   Introduction of these into Bed Based Units 

 Agree trajectories &  monitor; gain assurance over reviewer consistency, actions to address concerns identified 

 

Trusts deliver below their upper control limits for all 

mortality indices, with a aspiration to rates below 100.  

 Develop condition specific mortality index reporting & monitoring, focusing on review & auditing of pathways with higher 

rates. 

 Where avoidable deaths occur, review the service commissioning to consider whether a more integrated service model is 

appropriate.  

Gain assurance that coding is correct  Engage (or ensure providers do) with any national coding work 

Promote appropriate Public Health interventions • Prioritization and implementation of Hertfordshire Public Health strategy to reduce mortality from tobacco, obesity, alcohol and 
drug and alcohol.  

•  Hertfordshire County Council Road safety Partnership- The Road Safety function manages a programme of Road Safety 
education; training and publicity working in partnership with key stakeholders to develop and implement road safety measures 
across the county. Partnership working includes the Police and Crime Commissioner’s Road Safety Fund which aims to support 
solutions and interventions which lead to social, environmental and behavioural change; and the Safety Camera Partnership 
aimed at reducing casualties and collisions on Hertfordshire’s roads. 

• HCC School road safety responsible for promoting safe and sustainable ways in which to travel to school, including pedestrian 
training; providing advice and guidance to schools on devising travel plans and delivering associated actions 

• Hertfordshire Adults and children safeguarding initiatives 
• NHS Cancer screening program including breast cancer, cervical cancer, colonic cancer  
• NHS Immunisation programme NHS newborn screening programme Hertfordshire suicide prevention plan 

Reducing avoidable deaths  
Why should this be a priority for the CCG? 
Avoidable deaths are all those defined as preventable, amenable (treatable) or both,  where a cause of death is both preventable and amenable. According to 
ONS people who die prematurely from avoidable causes lose an average of 23 potential years of life. For children and young people, this figure rises to 72 years. 
The biggest contributors to avoidable deaths are chronic illnesses such as cancer and heart disease. In contrast, accidental injuries and complications surrounding 
childbirth are the biggest causes of death amongst of children and young people. 
What are the current challenges for the CCG in relation to reducing avoidable deaths ? 
 Based on ONS publication it can be estimated that in ENCCG ……. 
Nearly a quarter of all deaths are from causes considered potentially avoidable through timely and effective healthcare or public health interventions. Males 
account for approximately 60% of all avoidable deaths. 
Neoplasms are the leading cause of avoidable deaths accounting for 35% of all avoidable deaths in England and Wales in 2014. Almost a third   of all deaths of 
children and young people (aged 0 to 19 years) are from avoidable causes. The highest number of avoidable deaths in children and young people are from 
accidental injuries. 
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The Operational Plan is intrinsically linked to the Hertfordshire & West Essex STP. The STP communications and engagement strategy is building on the well-
established foundations of engagement and participation, working across the footprint area which has already seen the delivery of significant strategic change.  
Where services changes are planned we will work collectively through the STP workstream to effectively engage with the public, staff and stakeholders 

 

STP partner organisations in Hertfordshire and West Essex have been working with the public for some time to address a number of challenges and demographic 
pressures, in order to create a sustainable, high-quality and affordable health and social care system.   

Examples of projects which will feed into the STP and which have included significant clinical and public engagement include:     

Prevention 

• Diabetes - In partnership with Diabetes UK, East and North Hertfordshire CCG has established eight patient-led peer support groups for adults with Type 2 
diabetes across their area.  The groups are self-supporting and meet regularly to encourage each other to manage their condition effectively.  Patient-led 
diabetes education pilot events begin later this month, aimed at engaging people to understand and manage their own conditions and signposting them to 
peer-support groups.    

  

• Weight management -The Hertfordshire Healthy Weight referral scheme, funded by Public Health Hertfordshire, funds free Weight Watchers or Slimming 
World classes for adults with a BMI of 30 or more who are motivated to lose weight and can commit to attending weekly support meetings for 12 weeks. 
GPs, Practice Nurses and Healthcare Assistants are encouraged to raise awareness of the classes and refer patients as appropriate.   

  

Acute Care 

Record sharing - Through the ‘My Care Record’ project, West Essex CCG has engaged extensively with the general public and clinicians in the acute and primary 
care sector in order to facilitate a GP record-sharing project to improve patient outcomes. The project, which is about to go live, will enable acute and community-
based health and social care practitioners to view the records of the patient they are treating, with the express permission of that patient at the point of 
treatment. Agreement has recently been reached to extend this information sharing agreement across the East and North Hertfordshire CCG area.  

   

Stroke services reconfiguration - Working together, East and North Hertfordshire CCG and West Essex CCG are working on a single stroke pathway based on best 
practice, with the Lister Hospital in Stevenage now acting as a specialist stroke unit, treating patients from both areas.  Local communities were engaged 
extensively around plans to redesign stroke services, with residents supportive of the principle of a specialist centre for acute treatment and local services for 
recovery and rehabilitation.  

Engagement 
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Primary and Community  
Transforming care - Hertfordshire is one of six national Transforming Care Fast Track ‘pilot’ sites. Transforming Care looks to change how we deliver 
and commission services, so that more people with learning disabilities and/or autism, with behaviour that challenges – including those with a mental 
health condition – can live in the community. This will reduce the reliance on in-patient beds. Roadshow events have been attended by over 160 
people, finding out about the programme and giving their views. An all age service user reference group led by service users and families has been 
developed to encourage an ongoing culture of co-production for the programme. 
 
HomeFirst – HomeFirst is a rapid response, case management and supported discharge service which supports older adults and people with multiple 
long term or complex conditions such as diabetes, dementia and COPD to remain at home rather than going into hospital or residential care. 
Developed and driven forward in collaboration between GP locality leads, Hertfordshire Community Trust and Hertfordshire County Council, 
HomeFirst brings together physical and mental health and social care services to deliver improved access to rapid support, with care from the right 
professional. HomeFirst improves the communication between people using the service and those delivering care, with the ultimate aim of reduced 
accident and emergency attendances, unplanned hospital admissions or placement into residential care.  Feedback from patients, GPs, carers and 
multi-disciplinary staff has been excellent.  The service has reduced the number of people being admitted to A&E in its areas of operation and is being 
extended across the east and north of Hertfordshire.  
  
Child and Adolescent Mental Health Services (CAMHS) – The Hertfordshire CAMHS Transformation plan has secured £2m national funding to 
improve services over five years, with Hertfordshire’s two NHS clinical commissioning groups taking the lead. Key priorities are to: focus on prevention 
and early intervention, improve access to psychological therapies, bring together education and mental health services, develop community eating 
disorder services and improve mental health services for women during pregnancy and within the first year of having a baby.   There will be an 
emphasis on prevention and early intervention and the delivery of services and interventions that offer swift, evidence-based and flexible support, 
looking holistically at the needs of the child or young person rather than focusing on a diagnosis or treatment threshold. We are increasing the 
capacity of services and up-skilling children, young people, their families and professionals to be resilient and informed about the support available 
and what they can do to help themselves. 
  
Emerging themes 
• The following themes have emerged from the engagement and consultation around these projects: 
• Professionals and care should be joined up 
• Local services need to change 
• People should take more responsibility for their own health 
• Quality and efficiency comes from caring for people as people 
• Unnecessary journeys to hospital can be reduced by providing care closer to home 
• Build on existing community services so more people benefit from the care and support of voluntary organisations 
• Support the creation of social movements to improve health and wellbeing 



Workforce 
Our Ambition for the Workforce:  
  
The STP has set out one of its key principles being to deliver “Right care, by the right person, in the right place, at the right time”. Transformation of the 
workforce, is a key component of this. It requires us to ensure there is both a supply of appropriately trained staff to meet the needs of the population, but 
also there is sufficient leadership capacity to lead the transformation and organisational development of the next few years 
 
Delivery of the STP Plan re Workforce 
We will deliver the ambitious vision of the STP and the transformation of workforce required through a number of key actions. These will be overseen by the 
system wide STP Workforce Workstream. This is chaired by a Deputy CEO and HRD from within the system and has been co-designed by representatives of 
the system and Health Education England (HEE). The STP Workforce Work-stream is also aligned with the Local Workforce Action Board (LWAB) and will 
deliver both HEE’s mandate but also the workforce transformation required of the STP. It will have cross STP representation from multiple stakeholders 
including all providers and CCGs (clinical and workforce) plus Health Education England (HEE). It will also engage closely with other key stakeholders including 
Higher Education Institutions and unions 
  
It will oversee five broad areas: 
 
1. Leadership and Organisational Development 
2. Workforce Planning and Design 
3. Training and Development 
4. HR processes, Temporary Staffing and Partnerships  
5. Communication and engagement – staff and unions 
  
We will therefore be working closely with our local providers, Higher Education Institutes, Health Education England, trade unions and staff as well as other 
key stakeholders such as schools and colleges to continue the work already taking place to transform our workforce. We already have good examples in place 
of improving the provision of workforce and transforming care. We have helped to increase the supply of staff by reducing the level of attrition from courses, 
developed new routes to qualification and increased the number of staff on apprenticeships at the same time as decreasing turnover. In addition, we have 
developed new roles, for example, Super-carers and implemented new ways of working to transform the way care is delivered e.g. through our Care Home 
Vanguard and HomeFirst schemes.  
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Local Context re Workforce  
Like many other areas nationally, the increasing demand for an appropriately trained workforce is challenging. There are hotspots of hard to recruit to posts 
and increasing vacancies of staff. Some examples of hotspots include:  
 
• Primary care – GPs and Practice Staff (due to an ageing workforce and increasing demand)  
• Allied Health Professionals (with high vacancies) and  
• Nurses (with c.10% vacant posts),  
We have therefore been reliant historically upon using temporary, in particular, expensive agency staff as well as needing the increase the level of recruitment 
from over-seas.  

STP Plan and Implications for Workforce 
 The STP plan has set out a number of aims to: 
• Support the population to live well and make the right choices  
• For people who have long-term conditions, support to stay independent  

• Support self-management with information, advice and technology 
• Single, personalised care plans 
• Integrated services delivered at home and the community 

• People only go to acute hospital when they need acute hospital care, and only stay for as long as they require that level of care 
  
Delivery of these aims will see a reduction in acute activity and shift in care to out-of hospital. The care out-of-hospital will also need to change to reflect 
the focus on supporting prevention (self-care) rather than traditional interventional responses. The impact of these aims are reflected in our financial, 
activity and workforce submission. It demonstrates the reduction in acute activity with some of this now being provided in out-of-hospital settings. The STP 
plan also highlights the re-investment of some of the savings from reduced acute care into the out-of-hospital sectors – Community, primary, mental 
health and social care.  
  
With regard to workforce, this will result in a reduction in the acute workforce and an increase in the out-of-hospital workforce. In addition, there will be a 
change to the overall skill mix in both sectors with the main increase being in clinical support staff (predominately bands 1-4). One area which is seeing a 
significant increase in clinical support staff is in primary care and reflects the challenges of recruiting sufficient GPs. The increase in clinical support staff is 
also accompanied by an enhancement of their skills and competencies, to reduce the demand on more senior, qualified, staff. This is reflected in the 
smaller increase in qualified nurses over the life of the model. 
  
Lastly, the STP plans results in a decrease in the back office staff of both CCGs and providers 
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The main implications for the workforce relate to: 
 
• Enhancing and advancing the skills and competencies of the acute workforce to operate at the boundaries of their competencies thus to release capacity for 

more senior staff. 
• Developing the out-of-hospital workforce. In particular regarding: 

• Integrated care e.g. working in integrated (Health & Social Care) teams 
• Multi-disciplinary and self-managed team working 
• More mobile and flexible working 
• Enhancing the skills of existing staff around support and prevention through health coaching, being able to undertake dual / triple (physical, mental and 

social) assessments, acting as a gatekeeper, undertaking holistic assessments  
• Enhancing the culture and behaviours of the workforce around providing patient focussed care which supports self-care i.e. working for the patient, not 

for your organisation (patient vs. payslip). 
• Utilising the Apprenticeship Levy to both enhance and advance of the current workforce as well as prepare the future workforce for tomorrow’s world, 

to enable them to work at the boundaries of their capabilities and thus release the capacity of other staff to focus on their areas of expertise 
• Developing Leadership capability and capacity across the system. Includes: 

• System / STP leadership for strategic change 
• Team Leaders and managers at all levels to lead the transformation and change management for staff 
• Developing the leaders of tomorrow through talent mapping and  

• Organisational Development 
• Developing a system wide set of principles, terms and conditions and values 
• Changes to systems and processes as well as culture and behaviours 

• Enhancing the supply pipeline and reducing turnover 
• Working with the universities and students to reduce attrition of our trainees from courses and improve placements 
• Improving the health and wellbeing of staff and providing resilience training to reducing turnover of our existing staff 
• Making roles in health and care in Hertfordshire & West Essex more attractive including improving induction, career pathways, rotations, flexibility of 

movement 
• Driving down agency usage and spend by implementing the Monitor caps and reducing the availability of agency shifts thus making agency working less 

attractiveness. 
• Collaborative working, for example regarding:  

• Back office functions such as management of temporary staff, provision of mandatory training, UK and overseas recruitment etc. 
• Developing training courses and utilising the apprenticeship levy 
• Standardisation of terms and conditions. 

• Developing new ways of working 
• We will also work collectively to map our workforce by skill mix and competencies within the STP localities to align these against our priority areas and 

to ensure new pathways and new ways of working are supported, to maximise efficiency and reduce variation. This has already been started through 
the Integrated Care Delivery Boards (ICPBs), and the Community Education Partnership Networks (CEPNs). 
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The workforce will be supported in developing the skills to work flexibly – across care settings, in flexible multi-disciplinary teams, flexing with activity and demand 
shifts, and working in the system rather than for an organisation to enable maximum effectiveness and productivity. 
  
We will therefore model the changes in investment and activity – where and how 
services will be delivered – and align the plans for workforce development and 
investment within these. Whilst maintaining a clear link between finance, activity 
and workforce. We will also ensure that we triangulate the workforce across our organisations against patient and quality outcomes to ensure changes enhance, 
safety, effectiveness and experience of service delivery to our patients. We currently meet 6 monthly with providers as part of the CIP review process to consider 
these aspects and will consider the feasibility of moving these to a whole system discussion and overview. 
  
We will articulate a clear case for change, develop implementation plans with providers and seek to establish pilots and test new and hybrid roles  
  
Enablers 
Improving Recruitment and Retention 
  
We will support the work streams established by the Workforce Partnership Executive Group (WPEG) which have now been incorporated into the STP Workforce 
Workstream / LWAB. to develop this across the STP footprint by developing a whole system offer with skills exchange opportunities, across the system including 
primary care. 
 
We will also reduce attrition from our HEIs by holding them to account and ensuring that offers are made to students in year one. 
In addition we will hold an interactive Careers Expo across two CCG areas in the STP, which links to the whole system offer. If successful this could be expanded 
further. This will be aimed at young people 15 and above to consider a career in health and social care, all organisations including social care and primary care 
providers will be represented. The intention is to provide work experience/voluntary opportunities across all providers and present a local face of NHS and social care 
organisations. 
 
Within the care sector we will also be supporting various recruitment drives, celebrating successes (‘good care week) and continuing to support the development of 
the role of the care practitioner. 
 
We will support organisations to develop bank arrangements across the system, to drive down agency use and continue with the whole system agency agreements 
that we have in place, encourage part time staff to increase their hours and provide flexible opportunities to encourage retirees to return. 
 
We will also lobby for increased key worker housing and encourage international recruitment collaboration amongst our providers. 
 
We will continue to promote careers in primary care by recruiting 5 further GP fellows (5 appointed so far) , provide additional student training opportunities so as to 
promote primary care as a career of choice and continue to support the network for practice nurses and GPs that we have established. 
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Workforce transformation across health and social care to support integrated working 
  
We will build on the work already commenced by the Integrated Care Board. We will draw up a comprehensive baseline of the current workforce by locality, 
including identifying issues which require solutions, such as services dependant on high numbers of agency staff, recruitment and retention issues, 
demographic issues and areas of national shortage and map this to our STP plans. This will help us to redesign the workforce for future years based on detailed 
review of the activity and investment profiles in the STP and the requirements for new approaches and flexibilities in the models of care 
 
We will take opportunities to test and embed new roles such as physicians associates and will support the University of Hertfordshire to gain accreditation for 
this course, we will continue to support clinical pharmacist pilots and bid again to pilot nurse associates in wave 2. We will also support the safe and effective 
development of further hybrid roles related to our identified STP needs 
 
We will also encourage the pooling of training resources, where appropriate and train jointly in key delivery areas utilising our CEPN pilot as a means to further 
support integrated training and development and support staff through change. 
  
Leadership and Organisational Development to support future services 
 
We will continue to pool resources on talent management and leadership opportunities and develop a collective talent management strategy. This will build on 
our local leadership programme which has been developed in conjunction with Ashridge Business School - xx leaders supported so far in phase 1 and 2 across 
the system) 
 
We will support and encourage wellbeing initiatives, utilising the national CQUIN to achieve this. 
 
We will also support the training needs of managers within primary care in order to optimise GP time and develop management capacity to deliver wider GP 
networks. 
 
We will also continue to work with the local authority to support staff in the care home sector to access relevant training and develop key competencies 
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Enablers – STP Estates & Infrastructure 
workstream 
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VISION 

To have in place plans for estate that 

supports the remodelled health and 

care services: fully integrated 

community teams, hospitals working 

in new ways and more services in 

the community.  

APPROACH 
 

• Maximise utilisation of assets 
• Act as an enabler in delivering 

patient-focussed care and 
improved outcomes 

• Be flexible to meet future needs 
and provide a sustainable 
platform for integrated care 

• Support and enable 
interoperability, ensuring that 
multiple providers can access and 
utilise facilities  

 
 
 
 

PRIORITY ACTIONS 
 

• Support Acute and Primary and Community 
work streams with estate advice and analysis 

• Ensure that plans for acute, community, 
primary care, social care and mental health 
estate are strategically coherent and make the 
best use of available resources 

• Make the link with the ‘One Public Estate’ 
initiative to achieve maximum value from the 
estate of STP partner organisations 
 

 
 

 

 
MILESTONES 

 

• Review submitted estates STP response and 
start developing implementation plans and 
programme 

• Obtain understanding of service changes and 
requirements to develop estate responses to 
enable changes  and delivery of efficiencies 

• Agree engagement with project teams  around 
objectives and delivery plans and links to STP 
PMO 
 

MEMBERSHIP 
 

• Chair and lead:  
             Debbie Fielding 
• Community Health 

Partnerships 
• WE CCG  
• HV CCG 
• ENH CCG 
• WHHT 
• PAH 
• ENHT 
• HCT 
• HPFT 
• SEPT & NEPT 
• EMAS 
• HCC (links with OPE) 
• (ECC – tbc) 

 

MEETING DATES 
 

Meeting dates arranged at key 

milestone dates. 

Terms of Reference under 

review and monthly meetings 

planned 



STP Technology Work Stream 
VISION 

Developing a technological 

infrastructure that supports integrated 

working across the system and 

professional groups, and provides the 

best assistance to people in living well 

with conditions. 

 

 

APPROACH 
 

Strong focus on four objectives that will 
contribute to the integration of health 
and social care systems, joining up 
services between homes, clinics and 
hospitals: 
• Interoperability for Direct Care 
• Live Urgent Care Dashboards 
• Integrated Intelligence and 

Information Governance 
• Infrastructure and Provision 

PRIORITY ACTIONS 
 

• Promote continued collaboration between 

Hertfordshire and West  Essex to align the Local 

Digital Roadmap (LDR) to the STP 

• Working group on integrated intelligence and 

information governance to continue promoting 

effective information sharing 

• Work towards shared care records  to improve 

integration of services 

 

 

 

MILESTONES 
 

• Report on infrastructure required to support 
integrated care and dashboard baselining findings 
report to be presented to HDIC Board on 20th 
September 

• Develop implementation plan for the LDR, including 
bringing Herts and West Essex together 

• Include patient empowerment in the LDR 
• Develop strategy and implementation plans for 

interoperability, assistive technology and 
information sharing  

MEMBERSHIP 
 
Herts Digital Integrated Care 
Programme Board (Core): 
• David Law 
• Stuart Campbell 
• Trudi Mount 
• Geoff Roberts 
• Peter Wightman  
• Nina Worley  
• Gillian Furlong  
• Jacqueline Wells 
• Further members of Herts 

Digital Integrated Care Board 
to be added. 

MEETING DATES 
Herts Digital Integrated Care 
Programme Board has been 
meeting monthly – now 
programming whole-STP 
meetings following agreement 
with W Essex 
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Risk Management 
East and North Herts CCG’s risk management strategy, processes and roles and responsibilities are  set out in the CCG’s Risk Management framework  and Procedure Guidance 
documents. Roles and responsibilities are based around the Three lines of Defence model. This identifies the three lines of defence along with the inter-connectivity of each element of 
the Framework and provides the CCG with the ability to manage risk through the application of controls and provision of assurance.  

  

• The first line of defence is made up of all the managers and staff across the CCG. All have a role in identifying and managing risks in delivering their objectives.  Performance is 
reported through the monthly Organisational Performance and Delivery Days.  The Governing Body & Executive receive monthly performance reports including the Performance 
Dashboard  

• The second line of defence is made up the functions that specialise in risk management or compliance. In the case of risk management this role is primarily to facilitate risk 
management across the CCG.  

• The third line of defence relates to functions that provide independent assurance and includes Internal Audit. 
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Risk Management 
East and North Herts CCG framework sets out the risk management approach and structure established for the purpose of managing risk across the  CCG. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Risk Identification 

 

The CCG undertakes proactive  holistic identification of risks  utilising a top down and bottom up approach to ensure a robust process is in place. These risks are managed 
using a tiered risk registers which include :- 

• Strategic Risk register : Register of the Key strategic risks faced by the CCG. Risks are owned by Executive team members. 

• Corporate Risk Register (RCAD) : Risk Control and Assurance Dashboard. Risk are owned by Associate/Assistant Directors and Managers across the CCG with an 
assigned Director responsible for oversight. 

• Directorate and Project Risk registers  

 

Strategic risks are identified by the Executive team based on the CCG’s Strategic Objectives and  informed by other sources such as the Monthly Operational 
Performance (OPD) days and monthly reports to Governing Body on planning performance. 
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Risk Management 
Risk assessment and Reporting Process 

The CCG has aligned strategy with its management of risk by creating a risk appetite.  Following risk  identification, risks are assessed to determine scores for the inherent risk 
level (without any risk mitigation in place) utilising the CCG’s risk appetite.  Gaps in controls and gaps in assurances are identified prior to determining the current risk score. 
The need for further mitigation is then identified and a target score is applied.  An overview of the process is shown  in the diagram below 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Risk escalation 

Risks scoring 12 or above on Directorate/Project level risk registers are assessed for potential escalation onto the corporate level risk register in discussion with the 
directorate Director.  Risks can also be placed on the corporate risk register (RCAD) or Strategic risk register via a top down mechanism from the Executive team. 

 

Risk Oversight 

The Strategic risk register and full Corporate risk register are currently reviewed three times a year by the Executive team. The Governance and Audit Committee reviews the 
Strategic risk register, and risks scoring 12+ on the corporate risk register together with the risk management implementation plan three times a  year (reducing to twice a 
year 17/18) . The Strategic risk register and risks scoring 16+ are  also reviewed by the Governing Body three times a year. 
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Risk Management 
Status as of  November 2016 

 

The Strategic risk register currently includes 7  strategic risks. : 

 

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

2. Failure to establish an adequate and appropriate commissioning plan that is informed by member practices 

3. If we fail to fulfil our responsibility to proactively engage with other STP stakeholders and to influence STP appropriately there is a risk that we will not deliver a 
sustainable local health and social care system potentially resulting in judicial review, financial failure and detrimental effects on patients. 

4. Failure of the CCG to manage the financial budget and meet its financial target 

5. Failure to implement key work streams to ensure delivery of the CCG’s strategic plan 

6. Financial Sustainability of Providers in the Health Economy 

7. As a result of a shortage of appropriately skilled staff there is a risk that the CCG will not be able to effectively commission new services or provide existing services 
which could result in diminished services and poor outcomes for patients and failure to deliver core services. 

 

The CCG’s Corporate Risk register (RCAD) currently includes 36 risks categorised as follows:- 

 

 

 

 

 

The risks categorised below are planned to be developed across the STP Footprint. 

 

• Clinical engagement and buy in 

• Cultural changes 

• Pace and scale are undeliverable 

• Political & public support 

 

Red  Amber Yellow Green 

6 18 5 7 
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