Herts Valleys Clinical
Commissioning Group
Board Meeting held in public
Thursday 26th September 2019 at 9am
Hertsmere Council Committee Room
Elstree Way, Borehamwood, WD6 1WA
Note concerning HVCCG management of conflicts of interest.
A conflict of interest occurs where an individual’s ability to exercise judgement, or act
in a role is, could be, or is seen to be impaired or otherwise influenced by his or her
involvement in another role or relationship. In some circumstances, it could be
reasonably considered that a conflict exists even when there is no actual conflict. In
these cases it is important to still manage these perceived conflicts in order to
maintain public trust.
Members and attendees of the Committee are reminded of their responsibilities.
To ensure transparency and openness, individuals should notify the Chair of any
potential conflicts of interest in relation to agenda items, even if the interest is
already formally recorded.

January 2019

The Nolan Principles
In May 1995, the Committee on Standards in Public Life, under the Chairmanship of
Lord Nolan, established the Seven Principles of Public Life, also known as the
“Nolan principles”. These principles are the basis of the ethical standards expected
of all public office holders.
The Herts Valleys CCG Constitution recognises that in all its work it must seek to meet
the highest expectations for public accountability, standards of conduct and
transparency. It will therefore ensure that the Nolan principles, set out below, are
taken fully into account in its decision making and its policies in relation to standards
of behaviour.
1. Selflessness. Holders of public office should act solely in terms of the public
interest.
2. Integrity. Holders of public office must avoid placing themselves under any
obligation to people or organisations that might try inappropriately to influence them
in their work. They should not act or take decisions in order to gain financial or other
material benefits for themselves, their family, or their friends. They must declare and
resolve any interests and relationships.
3. Objectivity. Holders of public office must act and take decisions impartially, fairly
and on merit, using the best evidence and without discrimination or bias.
4. Accountability. Holders of public office are accountable to the public for their
decisions and actions and must submit themselves to the scrutiny necessary to
ensure this.
5. Openness. Holders of public office should act and take decisions in an open and
transparent manner. Information should not be withheld from the public unless
there are clear and lawful reasons for so doing.
6. Honesty. Holders of public office should be truthful.
7. Leadership. Holders of public office should exhibit these principles in their own
behaviour. They should actively promote and robustly support the principles and be
willing to challenge poor behaviour wherever it occurs.

January 2019

Agenda

Board Meeting held in public
Thursday, 26 September 2019 at 9.00 am
Hertsmere Council Committee Room, Elstree Way, Borehamwood, WD6 1WA
Meeting Quorum:
Eight board members, GPs from three localities, one lay member and one executive member
Note to representatives of the press and members of the public
Members of the public are reminded that CCG Board meetings are meetings held in public, not public meetings.
However, the Board provides members of the public at the start of each meeting the opportunity to ask questions
that relate to the agenda items. The Chair will not normally allow more than one question per person due to time
constraints. The time given over to questions will need to be limited in order for the board to cover their agenda
fully within the given time
Members of the public are urged, if possible, to give notice of their questions at least 48 hours before the
beginning of the meeting in order that a full answer can be provided; if notice is not given, an answer will be
provided whenever possible but the relevant information may not be available at the meeting. If such information
is not available, the CCG will provide a written answer to the question as soon as is practicable after the meeting.
The Secretary can be contacted by email (hertsvalleysccg.corporate.office@nhs.net), by telephone (01442 284074),
or by post to: Board Secretary, Herts Valleys Clinical Commissioning Group, First Floor, The Forum, Marlowes,
Hemel Hempstead HP1 1DN
Audio Visual Recording
The CCG will be recording the board meeting to provide access to proceedings for people unable to attend the
meeting in person. We would like to inform you that the CCG assumes you have given consent to being recorded by
registering your attendance on arrival at this meeting.
The CCG does not permit any other audio or video recording of the board meeting unless expressly agreed by the
Chair in advance of the meeting and with prior agreement of all members of the public present at the meeting.
Anyone found using such a device without prior agreement will be asked to cease recording and may be asked to
leave the meeting.
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DRAFT

Item 03

Meeting

:

NHS Herts Valleys CCG Board Meeting in Public

Date

:

27 June 2019

Time

:

9.01am – 12.24pm

Venue

:

Conference rooms 1 and 2, First Floor, The Forum, Marlowes, Hemel Hempstead HP1 1DN

Members present:
Nicolas Small (NS)
Daniel Carlton-Conway (DCC)
Corina Ciobanu (CC)
Diane Curbishley (DC)
Rami Eliad (RE)
Asif Faizy (AF)
Trevor Fernandes (TF)
Alison Gardner (AG)
Caroline Hall (CH)
Kathryn Magson (KM)
Catherine (Kate) Page (KP)
Paul Smith (PS)
Thelma Stober (TS)
In attendance:
Laura Abel (LA)
Elizabeth Babatunde (EB)
Jill Ainsworth-Beardmore (JAB)
Paul Curry (PC)
Lynn Dalton (LD)
David Evans (DE)
Brian Gunson (BG)
Juliet Rodgers (JR)
Hein Scheffer (HS)
Charles Wheatcroft (CW)
Rod While (RW)

GP member (Hertsmere) – CCG Chair
GP member and Locality Chair (St Albans and Harpenden)
GP member and Locality Chair (Dacorum) (from B/80.1/19)
Director of Nursing and Quality and Deputy CEO
GP member (Watford and Three Rivers)
GP member and Locality Chair (Watford and Three Rivers)
GP member (Dacorum)
Lay member
Chief Finance Officer
Chief Executive Officer
GP member and Locality Chair (Hertsmere)
Lay member
Lay member
Corporate Governance Support Manager (minutes)
Executive Clinical Lead for Primary Care
Patient Representative
Equality and Diversity Lead (for items B/86-87/10)
Director of Primary Care
Director of Commissioning
Healthwatch Hertfordshire representative
Associate Director Communications and Engagement
Director of Workforce (until end of B/82/19)
Locality Development Programme Consultant
Head of Corporate Governance

There were three members of staff and one member of the public observing the meeting.
B/75/19
75.1

75.2

Welcome and apologies
The Chair welcomed the board to the public session and made the following comments relating
to public attendance at the meeting:
 The meeting was being recorded to provide access to the proceedings for people unable to
attend the meeting in person.
 Apologies for the meeting had been received from Stuart Bloom (SB) and Richard Pile (RP).
 There was no attendance from Hertfordshire County Council (HCC) or Public Health –
apologies had been received. KM noted that she would discuss this with the CEO of HCC.
 The meeting was quorate.
ACTION: K Magson to discuss lack of Hertfordshire County Council/Public Health attendance at
1

CCG board meetings.
B/76/19
76.1

76.2

Declarations of interest
 All GP members could be conflicted on any of the items as practicing GPs in the area and as
possible providers of services. This was acknowledged and noted.
 There were no specific declarations in respect of the agenda items requiring a decision.
The board agreed that there were no declarations of interest in respect of the agenda items
requiring a decision.

B/77/19
77.1

Review of previous minutes
The board approved the minutes of the board meeting held in public on 30 May 2019.

B/78/19
78.1

Action log and matters arising
The board noted the updates on the action log.

B/79/19
79.1

Questions received prior to meeting from members of the public
There had been no questions received from members of the public prior to the meeting.

B/80/19
80.1

CEO report
KM presented the report, which reflected the extensive work being undertaken. The key points
highlighted were as follows:
 The Quality Accounts reviewed at the previous board meeting had been approved by the
CCG and shared with the respective providers to be included in the final publication on the
NHS Choices website by 30 June 2019.
 A deep dive on the subject of Personal Health Budgets (PHB) had been presented to the
performance committee in June. The CCG’s PHBs were considered to be an exemplar.
 In response to the government’s green paper on transforming children and young people’s
mental health provision (CAMHS), Hertfordshire had been invited to bid for a second wave
of funding and trainees for Mental Health Support Teams (MHSTs) working with schools to
strengthen support for children and young people with mental health issues. This would be
an STP-wide partnership bid (both commissioners and providers), and, if successful, would
provide a further four teams across Hertfordshire and West Essex.
 Public Health continued to work with the CCG to agree areas of collaboration to deliver both
national and local plans to improve outcomes and reduce health inequalities across
Hertfordshire.
 The majority of contraception provided to women living in Hertfordshire was via general
practice. Public Health had reviewed the model for the delivery of sexual health services in
Hertfordshire. There would be a three-centre specialist service, providing a broad skill mix of
staff and make best used of specialist consultant and nurse led time for complex sexual
health needs.
The Hertfordshire Health and Well-being Board had expressed concerns, which were shared
by both Hertfordshire CCGs. These concerns were around understanding the capacity in the
system, i.e. the expectation that Primary Care Networks (PCNs) would pick up long-acting
reversible contraception (LARCs), e.g. intrauterine devices or contraceptive implants.
 LD advised that 100% PCN coverage for both patients and practices had been achieved and
would be confirmed by the 30 June deadline.
 Practice visit programme (PVP): this was a three-year rolling programme. The Primary Care
Commissioning Working Group (PCCWG) had agreed a plan of work for the future.
 DE presented the update on the West Hertfordshire Hospitals development programme and
strategic outline case (SOC). Meetings with the public continued to be held, with the latest
held at Dacorum Borough Council on 26 June 2019.
The Trust and CCG boards would meet independently on 11 July to consider the SOC
document and make a decision on the preferred way forward.
C Ciobanu joined the meeting.
 The CCG continued to work closely with Central London Community Health Trust (CLCH) for
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the mobilisation of the new adult community health services contract commencing in
October 2019.
NHSE had now mandated the transfer of the estate from Hertfordshire Community NHS Trust
(HCT) to CLCH. NS noted the effort of KM, DE and the commissioning team to achieve this.
The mobilisations of a large number of new models of care in the community were noted.
Some common themes had been identified, such as demand being higher than the capacity
commissioned, and the need for information for both GPs and patients to be clearer and
better communicated.
The development of an integrated care partnership (ICP) plan to deliver the NHS Long Term
Plan continues. The local delivery partnership plans will be a key component in the delivery
of the transformation needed to address physical and mental health needs, unplanned care
and social care requirements.
Members of the executive team were leading on a number of areas with the STP:
o DE – clinical pathway re-design;
o CH – finances;
o HS – workforce and organisational development; and
o RW – governance. PS asked to be involved in this work.
The Strategic Partnership Group (SPG) managed programmes of work for adult health and
social care, children’s services and public health. There would be more focus on CAMHS at
these meetings going forward.
The CCG had hosted a second, successful, international summer school of integrated care
event on 26 June 2019. This had been an opportunity to share issues and best practice from
different integrated care systems from a wide range of countries. The focus of discussion had
been:
o NHS Long Term Plan;
o Integrated care systems; and
o Transformation of community and hospital services.
DE would share the outcomes from the day.
The work of DE and the integrated care team was noted.
The key points from the HR and organisational development and learning (ODL) update were:
o The achievement of the HR and ODL team being in the lasts four for the category of
the HR Team of the Year in the Healthcare People Management Association awards
for ‘Excellence in HR management’.
o Two more Herts Valleys’ candidates accepted onto the Accelerated Director
Development Scheme (ADDS) from an initial cohort of 24 candidates and a final list
of 13 candidates.
o A successful staff conference.
The board discussed the CEO report.
The board noted their concerns with the changes to the provision of sexual health services by
Public Health. The main points were:
o Would the new model meet the needs of the population?
o Capacity issues for GPs to back fill, alongside lack of appropriate skills to provide
some services, e.g. IUCD/implants.
o Lack of training opportunities for new GPs.
o Concerns about young people: travel difficulties and do not necessarily want to see
their family GP.
o No engagement with the CCG or public before decision made: this was not consistent
with STP collaborative working.
o Lack of clarity about patient and public involvement in PH decision making.
It was agreed that the actions of PH working independently of the CCG around changes to
services needed to be addressed so that there was a more strategic approach to
transformation and that risks were managed appropriately.
KM confirmed that these points had already been raised with Hertfordshire County Council
(HCC) and Public Health, and would be addressed in the joint working paper to the CCG
board in September 2019.
BG declared a previous interest at this point: he had worked for the British Association of
3

80.3
80.4
80.5

B/81/19
81.1

81.2

81.3

81.4

B/82/19
82.1

Sexual Health and HIV. It was agreed that there was no conflict of interest to manage in
respect of this declaration as there was no decision to be made. He continued that London
had changed to this model for delivering sexual health services and suggested learning from
their experience.
 Outpatient re-design: RE explained that he was working with providers of paediatric services
to understand the top three areas that could have been mobilised differently, in order to
learn from the process.
NS added that providers had offered to deliver ‘education sessions’ for GPs so that they
could better understand the new pathways. GP members agreed that this was a good idea
and should be rolled out.
The board noted the overview of key CCG activities since the last board meeting.
ACTION: D Evans to share the outcomes from the International Summer School of Integrated
Care event.
ACTION: L Dalton to review the risks around the changes to the provision of sexual health
services by Public Health with Katy Patrick.
Board Assurance Framework: Quarter 1, 2019/20
 RW explained that this was a shorter report than usual as the executive team had not had an
opportunity to review the full report.
 The paper presented a summary of the proposal for the Board Assurance Framework (BAF)
for 2019/20 as at quarter 1. The colour coding for BAF risk 3.3 should be amber not red.
 There were three key changes to note since Q4 2018/19: all reduced either the inherent (BAF
1.2) or the current (BAF 3.2b and 3.4) level of risk.
 A more detailed report, including narrative assurance summaries, would be presented to the
board in public on 11 July 2019.
 The board discussed the BAF proposal for 2019/20 and the key changes since Q4 2018/19.
 They challenged the reduction to 12 for the current risk score of BAF risk 3.2b: ‘Risk that
there will be insufficient capacity for GP practices, primary care networks and federations to
deliver the transformation of care in west Hertfordshire’.
KM explained that the BAF reflected the whole of the corporate risk register and this needed
to be taken into consideration in order to provide a comparative approach/balanced view of
strategic risks to the organisation. A current risk score of 12 was still comparatively high, but
needed to be weighed against all risks and not viewed in isolation.
LD added that the score had been reduced to reflect the amount of support being provided
by the CCG to general practice whilst they developed the primary care networks, whilst not
losing sight of the increasing demands on primary care.
 PS noted a general comment about assurances in board and committee papers. Risks were
being identified on front sheets, but the papers did not then address these risks or provide
evidence to support assurance level stated.
The board:
 Noted the changes made to risk descriptions and scores since Q4 of 2018/19.
 Approved the BAF 2019/20 Q1 proposal.
ACTION: Executive team members to ensure that board and committee papers clearly
addressed risk, mitigation and assurance in line with the board assurance framework.
Corporate governance team to provide support.
STP Workforce Strategy – Deep Dive
 Workforce supply was acknowledged as the biggest challenge facing the NHS.
 HS presented the update to the board members on the work that had been done in the Local
Workforce Action Board (LWAB). This included the development of a system-wide Workforce
Strategy, with links to the Interim People Plan, as issued by NHS E/I.
 The LWAB had also taken other national and local drivers into consideration, e.g. the NHS
Long Term Plan, the letter send to all provider organisations from the Chief Nurse, Ruth May,
on the challenges of nursing recruitment across the NHS, and the HWE STP integrated health
and care strategy.
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The risk that workforce issues would prevent the STP from transforming the delivery of care
across the local health and social care system was on the CCG’s BAF (3.3).
The strategy was ambitious.
It had been developed through discussion with a range of stakeholders across Hertfordshire
and West Essex (HWE) in order to understand current and future needs.
The workforce requirements identified were:
o Sufficient capacity, with ability to meet changing demands across the system.
o Right skills and capabilities, including the ability to work in news ways across
professional and organisational boundaries to deliver transformation.
o Right culture and leadership to empower staff.
Partnership working was key.
The strategy was built on five key themes:
o Attraction, recruitment, and retention: making HWE a place where people want to
work, and exploring different ways to recruit. Encouraging people to return to the
NHS.
o Education and training: development of our own talent academy and system-wide
apprenticeship scheme. Greater ownership of nursing, midwifery, and medical
education within HWE. Delivering 21st century care.
o Innovation and technology so that that our workforce can work flexibly and
productively across the system, delivering collaborative, integrated health and social
care. Digitally competent and confident staff. Embedding technology and a culture of
quality improvement.
o Leadership and organisation development: a HWE leadership academy, developing
collective leadership at all levels of the system. System wide OD.
o Enabling a one workforce approach: a single temporary staffing agency / bank and a
single and consistent approach to employment. Staff can work anywhere, in any way,
across the system, to deliver integrated care and improved outcomes for our
population.
HS explained that there had already been examples of partnership working:
o WHHT had ‘gifted’ their ‘unused’ apprenticeship levy (money paid into the system by
all employers with an annual pay bill of more than £3 million at a rate of 0.5% of
their total pay bill) to ENHCCG to enable them to recruit apprentices in primary care.
There had been 20 applicants for the graduate management programme; each
graduate would spend time working across the system partners.
o £10m had been saved already by collaborative working.
The board discussed the update as follows:
Board GPs expressed their concerns that the unused apprenticeship levy had gone outside of
west Hertfordshire when it could have been used by west Hertfordshire practices. HS agreed
to provide more information to the board.
(Post meeting note: HS has confirmed that WHHT had not gifted their unused apprenticeship
levy to ENHCCG)
It was agreed that opportunities should be promoted more effectively. LD agreed to take this
forward with the STP workstream.
Whilst the board acknowledged the optimistic plan, they were less confident that the
balance between recruitment of GPs and the availability of courses was realistic. EB
responded that Herts Valleys had recruited a primary care education workforce lead and that
international recruitment events were being held.
EB added that the local delivery plans had taken lack of workforce into consideration and had
incorporated general practice resilience and wellbeing into them.
DCC noted that this was just one workstream within the STP workforce strategy.
In light of the discussion, PS asked if the target was correct for the BAF risk 3.2b discussed at
81.2 above. HS explained that the CEOs had signed up to the strategy, which would provide
greater system resilience and deliver the transformation needed.
NS noted that there was not a CEO for primary care providing input into the workstream. HS
agreed that the primary care voice needed to be considered and would raise this with the
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LWAB. In the interim, it was agreed that this would be monitored through the Primary Care
Commissioning Committee on behalf of the board.
82.3
The board noted the detailed Local Workforce Action Board Workforce Strategy and the links
to the Interim People Plan.
82.4
ACTION: H Scheffer to provide an update to the board regarding the gifting of the unused
apprenticeship levy from WHHT to ENHCCG.
82.5
ACTION: L Dalton to work with the STP workstream to ensure that funding and training
opportunities were promoted more effectively to practices.
82.6
ACTION: H Scheffer to discuss primary care representation with the Local Workforce Action
Board.
H Scheffer left the meeting.
B/83/19
East of England System-wide Financial Support
83.1
 CH presented the paper.
 All organisations (CCGs and providers) in the NHSE East of England (EoE) region had met their
control totals for 2018/19, with the exception of the Cambridge and Peterborough STP (C&P
STP).
 The significant gap within that STP meant that the EoE region was unable to submit a
balanced financial plan to NHSE. Therefore, the new Regional Director had convened a series
of meetings with all STPs in the region in order to find a solution.
 A number of measures and solutions to resolve the short-term position had been identified;
however, there still remained a gap. In order to close this gap each of the STP areas within
EoE were required to make a £5m contribution (totalling £20m).
 CH noted that only CCGs and not providers were required to make a contribution.
 Due to financial performance, in particular, one-off underspends, Herts Valleys CCG did have
non-recurrent flexibility in 2019/20. As a result, the CCG Chief Executive Officer took a
proposal to the HWE STP CEO group that HVCCG would provide the full £5m in 2019/20.
However, this offer was made with a number of caveats:
o The funds must be repaid in full in 2020/21.
o The support and repayment must be transacted as an adjustment to the allocation
rather than an increase to the surplus control total.
 To date of the meeting the CCG had not received the assurances from EoE that it would
comply with these requirements and are continued to be chased.
 As mitigation, the CCG had agreed with West Essex CCG and East and North Herts CCG that if
EoE did not repay the £5m then the CCGs would contribute their share based on capitation
share. The CCG had received letters from the CEOs of both CCGs to confirm this agreement.
83.2
The board discussed the proposal as follows:
 Did the CCG have the legal power to do this, in line with its delegated authority?
 The CCG’s auditors should be consulted to ensure that they did not qualify the CCG’s
accounts at year end.
 A suggestion that interest should be charged, however this would exacerbate the problem
for the C&P STP.
 This gesture would help to improve relationships within the STP.
 This was an effective and efficient use of public funds.
 Recommendation that there needed to be an end date for repayment. CH explained that
C&P STP would not achieve financial balance within a year as the reasons for the deficit were
complex. It was therefore important to set a repayment date of one year and to be discussed
again in one years time as a result.
 If the money was not repaid to the CCG before changes to the STP organisational structure,
the money would be repaid to the new STP organisation.
 The HWE STP would also provide support to the C&P STP via sharing of best practice
identified as part of the CCG’s financial turnaround plan and other initiatives.
 It was important that STP recognised the efforts of Herts Valleys to return to financial
balance, which had led the CCG to be in the position to be able to offer financial support.
83.3
The board
 Approved that HVCCG should provide the full Herts and West Essex STP £5m support
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B/84/19
84.1

84.2

B/85/19
85.1

85.2

requirement in 2019/20.
Agreed that this was contingent on the following caveats:
o This needed to be within the CCG’s legal powers to do so;
o Assurance from external audit that they approved the allocation adjustment;
o This would not be a recurrent request for financial support; and
o The commitment in writing of West Essex and East and North Herts CCGs to
underwrite the support to the level of their capitation shares.

Section 75 finance schedules
 DE presented the paper which provided the finance schedules associated with the Section 75
agreement between Herts Valleys CCG, East and North Hertfordshire CCG, Cambridge and
Peterborough CCG and Hertfordshire County Council (HCC).
 The finance schedules detailed the contributions that the CCGs and the County Council made
to support integrated health and social care activity.
 DE highlighted that the planning guidance for the Better Care Fund 2019/20 had yet to be
received from NHS England. KM added that the contributions would continue as for the
2018/19 allocation with a 1.79% uplift until the planning guidance was received. This was
included in the CCG’s planning assumptions for 2019/20.
 DE confirmed that there is scrutiny of the finance schedules, which are monitored through
the HCC-HVCCG Strategic Partnership Board. Also, in line with a recent audit
recommendation, a quarterly Chief Finance Officers meeting involving both Hertfordshire
CCGs and the Assistant Director for Resources and Planning in the County Council’s Adult
Care Services’ directorate was being set up, with the first meeting scheduled for July 2019.
The board approved the 2019/20 finance schedules associated with the Section 75 agreement
between Herts Valleys CCG, East and North Hertfordshire CCG, Cambridge and Peterborough
CCG and Hertfordshire County Council.
Locality Delivery Programme for 2019-20 and 2020-21
 DE and CW introduced the paper which provided an overview of the system-wide
programmes and projects that had been developed to deliver the STP’s strategic aims, i.e.
building up preventative care in the community whilst reducing the needs for secondary
care, especially reducing A&E and non-elective admissions.
 All partners in the Hertfordshire and West Essex STP were committed to the development
and delivery of integrated care via integrated care alliances, overseen by an integrated care
system.
 This aims to target collective resources where they will have the greatest impact, improving
the quality of care through improved, affordable, ‘placed based’ services, centred on the new
Primary Care Networks (PCNs).
 The key priorities were:
o Joined-up health and social care provided in local neighbourhoods.
o Reducing the variations in care which currently exist.
o Equal emphasis on people’s mental and physical health and wellbeing.
o Driving cultural and behavioural change amongst all care professionals.
o Developing improvements in workforce, technology, contracting and payment
mechanisms to support the strategic aims.
 The key partners in the Herts Valleys Locality Delivery Board were WHHT, Hertfordshire
Partnership NHS Foundation Trust (HPFT), HCT/CLCH, HCC, primary care and HVCCG.
 Implementation of the STP work programmes would be delivered by the localities, with
governance overseen by the Herts Valleys Locality Partnership Board.
 Frailty, as a long term condition, was used as one example of transformation.
 The board discussed the programme objectives and strategic direction raising the following
challenges:
o This was an ambitious programme, how realistic was delivery within the timescales?
o How would improvements for patients be monitored?
o Was there sufficient capacity in primary care to deliver?
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DE explained that frailty was one worked example of system transformation, making the
strategic aims of Your Care, Your Future and ‘A Healthier Future’ a reality.
 Implementation and delivery needed to be at pace, with the PCNs collaborating and working
differently.
 Some key performance indicators (outcome measures) were still being developed.
 There had been a lot of work undertaken at STP level around the priority workstreams.
 LD added that the development of PCNs would underpin this transformation of the delivery
of care. Some elements of GP provision were already covered in either the core GMS
contract, or in the CCG’s enhanced commissioning framework (GP ECF).
 NS explained that west Hertfordshire was starting to see new systems and structures to
enable delivery, e.g. west Hertfordshire Delivery Board rather than Herts Valleys delivery
board, taking the next steps to a wider system approach to deliver integrated care.
 KM explained that RW was working on the governance arrangements to ensure that
transformation was systematic.
 TS and AG expressed their concerns about the lack of lay member and patient involvement to
date. DE confirmed that patient involvement would be part of the mobilisation of new care
pathways. At the moment, some of the detail around service delivery was commercially
sensitive and could not be shared in the public arena.
 JR added that an overview of the local delivery programme would be presented at the
patient and public involvement committee on 17 July and agreed that more work around
communicating with the public was needed.
 TF acknowledged the work to date, but requested more assurance around mitigation of risks,
particularly in relation to workforce and funding. DE explained that the funding would be
discussed at the meeting in private as this was currently commercially sensitive information.
 CC noted that although the stakeholders and partners had signed up to the delivery of the
local delivery programme at STP and locality level, there was a lack of awareness /
understanding amongst the GP membership.
85.3
The board endorsed the strategic direction of the Locality proposals including their aims.
P Curry joined the meeting.
B/86/19
The NHS Equality Delivery System (EDS2) – Herts Valleys CCG assessment and Equality and
Diversity Strategy and Action Plan April 2019 – March 2022
86.1
 The two papers were taken as one item.
 PC explained that EDS2 was an equality improvement tool designed for NHS commissioners
and providers to measure organisational performance against four equality, diversity and
human rights goals (grading in brackets).
o Better health outcomes for all (developing).
o Improved patient access and experience (developing).
o Empowered, engaged and included staff (developing).
o Inclusive leadership at all levels (achieving).
 The Senior Leadership team (SLT) leads on this work, via an EDS2 steering group chaired by
the Deputy Director of Nursing and Quality, and reported to the CCG Quality Committee.
 Each of the 18 outcome measures were assessed against one question: how well do people
from protected groups fare compared to people overall?
 The full report identified where the CCG was performing well and made recommendations to
improve performance, where needed. These recommendations had been incorporated into
the CCG’s new equality action plan.
 A key message that came from the assessment was that members of the group wanted the
CCG to use its influence to ensure that providers be held to account for meeting EDS2, as it
applied to that provider, and improve equality outcomes in the services they provided. This
was part of the standard NHS contract, and providing evidence of compliance would be part
of the contract monitoring.
86.2
 The board discussed the two papers.
 JAB and AG noted the difficulties in ensuring wide participation and representation from the
public although this was improving through implementation of the participation strategy.
 The board acknowledged the work done and the improvements achieved over the last two
8

years.
86.3
The board:
1. Agreed to the publication of the Herts Valleys CCG EDS2 final grading report and grading.
2. Agreed to the actions proposed in the Equality and Diversity Strategy and Action Plan April
2019 – March 2022.
3. Agreed to the publication of the Action Plan.
P Curry left the meeting.
B/87/19
Sustainable Development Report
87.1
CH outlined the CCG’s annual progress in relation to sustainable development, i.e. complying
with the Climate Change Act to reduce carbon emissions by at least 80% from 1990 levels by
2050. The key points to note were:
 Significant progress in reducing carbon emissions had been made in many areas; overall
however, the reported organisational carbon emissions continued to rise.
 This was mainly due to growth in staff numbers, as well as increases in spending on the
services that we commissioned. Fortunately, the carbon footprint per employee had reduced
significantly during the last four years.
 Sustainability was a key consideration for the CCG when re-locating from Hemel One and The
Forum was a more ‘environmentally friendly’ building and its town centre location better for
public transport links for staff and visitors.
87.2
 The board discussed the report.
 In response to a comment from PS that the STP should lead on reducing carbon emissions
across the system, KM assured the board that this was a key objective for the new regional
(East of England) NHSE team.
 KM was also promoting better use of digital technology for meetings, to reduce unnecessary
travel.
 It was agreed that the CCG should produce a policy statement, to be published on the
website, advising that unsolicited marketing by post was not accepted by the CCG.
87.3
The board noted the CCG’s annual progress in relation to sustainable development.
87.4
ACTION: J Rodgers to draft a policy statement about unsolicited marketing material.
B/88/19
88.1

88.2

B/89/19
89.1

89.2

Audit committee annual report to board
 PS thanked K Patrick, Deputy Head of Corporate Governance, for a very comprehensive and
well written report The report provided the Board and Accountable Officer with the audit
committee’s opinion on the assurances around control, risk management and governance in
support of the governance statement, and annual report and accounts for 2018-19.
 PS continued that following the good audit report around system processes and controls in
the CCG, the audit committee would now focus on risk management through more ‘deep
dives’
The board noted the report of the audit committee’s activities during 2018-19 in support of the
annual report and accounts.
Communications and Engagement Report
JR presented the communications and engagement report. She highlighted the following:
 Community health and wellbeing ambassadors
The CCG had 28 named ‘ambassadors’ who had committed to sharing information through
their many networks.
190 members of the patient practice group (PPG) network also formed part of the
ambassador programme.
On-going work with West Herts College to encourage their health and social care students to
become ambassadors.
 Engagement on the refresh of the strategic outline case for WHHT hospitals development.
Considerable public engagement undertaken jointly with WHHT.
Regular updates via a variety of channels.
 Digital and social media – nearly 5,000 followers on twitter.
 AG noted the activities to broaden participation and engagement with the public, such as the
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B/90/19
90.1

90.2

90.3
90.4
B/91/19
91.1

91.2

evening patient engagement network event held on 11 June. This had been well attended
and it had been agreed that more evening meetings would be organised.
 NS noted that during his discussions with Paul Burstow and TS, the importance of ensuring
patient engagement with any successor organisation had been raised.
 NS thanked the two patient representatives from the PPI committee (JAB and JW) for their
work to improve public engagement and involvement.
The board noted the key communications and engagement activities since the last board
meeting in public.
Performance Report – February 2019 data
 DC presented the report, noting that the performance committee had discussed it at length
at the meeting on 6 June. She highlighted performance against the constitutional standards,
i.e.:
o A&E 4 hour standard – a deep dive into the non-compliance at WHHT had identified
a rise in attendances.
o Delayed Transfers of Care (DToC) – the CCG was exploring alternative commissioning
arrangements to recruit more clinical staff in the team.
o Referral to Treatment Time (RTT) – there continued to be data issues at Royal Free
Hospitals Trust.
The four patients at WHHT whose waiting time exceeded 52 weeks in February, was
due to patient choice.
o Cancer – this had been discussed with WHHT and assurance had been provided by
them that action plans were in place. This would be the subject for a deep dive at the
performance committee.
ENH CCG were addressing issues at East and North Hertfordshire Hospital Trust to
improve performance against national waiting times for cancer treatment.
 The on-going issues with the Connect MSK service were noted; in part these were due to GP
and patient expectations.
 DC assured the board that there were no clinical quality or patient safety concerns. The
complaints tended to be around administration of the service.
 Uptake by GPs of near patient testing had been slow. It was agreed that AF would discuss this
with RE and the CCG’s cancer lead.
 Responding to comments made by RE about the impact of Herts Urgent Care (HUC) taking on
West Essex service delivery, KM explained that this would be discussed at the performance
committee in July.
The board noted the performance of providers in respect of the constitutional targets.
ACTION: R Eliad and A Faizy to discuss uptake of near patient testing with P Sawyer.
Finance Report – month 2
 CH presented the financial performance of the CCG at month 2, May 2019, and the Forecast
Outturn.
 She noted that there was very little data available this early in the financial year.
 At the end of May, the CCG was reporting a small surplus of £0.11m, although most service
lines were reporting to plan.
 The CCG was planning to achieve a ‘breakeven’ position at the end of 2019/20, with
allocation being matched by expenditure.
 There were no unmitigated risks against that position that had been identified to date.
Identified risks were fully mitigated by the release of prior year benefits and reserves.
 The key point to note was that the CCG was no longer in financial turnaround.
 CH confirmed that the non-recurrent transfer of £4m of its allocation in March to other local
CCGs as part of a regional risk-share arrangement was included in the allocation.
 In response to a question from JAB about the adverse variance figure for non-emergency
patient transport, CH explained that this was for private transport providers until East of
England Ambulance Service Trust could deal with demand. Patients were receiving the
transport they required.
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KP noted concerns about lack of availability of some drugs due to EU Exit. CH assured the
board that this was being kept under constant review at both local and national level.
Locality budgets would be amended if necessary.
 LD would also ensure that general practice was advised accordingly.
The board noted the financial performance at month 2 and resultant outturn.

B/92/19
92.1

Review of management of conflicts of interest
The board agreed that there had been no declarations of interest in respect of the agenda
items requiring a decision.

B/93/19
93.1

Reflection on equality and diversity in relation to decisions
It was agreed that no decisions requiring equality and diversity consideration had been made
in the meeting. However, the discussions at item B/86/19 were noted to have been helpful to
understand how the CCG addressed equality and diversity against the four equality, diversity
and human rights goals.

B/94/19
94.1

Risks identified in the meeting
Risks around the new model of delivery of sexual health services in Hertfordshire:
 Would the model meet the needs of the population?
 Capacity issues for GPs to back fill, and lack of skills to provide some services, e.g.
IUCD/implants.
 LD to discuss level of risk and mitigations with K Patrick.
There were no new other new risks to add to the corporate risk register or board assurance
framework.

94.2

B/95/19
95.1
B/96/19

Next meeting
The next meeting in public would take place on 11 July 2019.
2pm, Cedar/Sycamore, Stanborough Centre, 609 St Albans Rd, Watford, WD25 9JL
The meeting closed at 12.24pm
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Item 03

Meeting

:

NHS Herts Valleys CCG Board Meeting in Public

Date

:

11 July 2019

Time

:

2.00 – 3.14pm

Venue

:

Cedar/Sycamore, Stanborough Centre, 609 St Albans Rd, Watford, WD25 9JL

Members present:
Stuart Bloom (SBl)
Lay member – Chair of the meeting
Daniel Carlton-Conway (DCC)
GP member and Locality Chair (St Albans and Harpenden)
Richard Pile (RP)
GP member (St Albans and Harpenden)
Susie Barker (SBa)
Interim Deputy Director of Nursing and Quality
Rami Eliad (RE)
GP member (Watford and Three Rivers)
Asif Faizy (AF)
GP member and Locality Chair (Watford and Three Rivers)
Trevor Fernandes (TF)
GP member (Dacorum)
Alison Gardner (AG)
Lay member
Caroline Hall (CH)
Chief Finance Officer
Kathryn Magson (KM)
Chief Executive Officer
Catherine (Kate) Page (KP)
GP member and Locality Chair (Hertsmere)
Paul Smith (PS)
Lay member
In attendance:
Laura Abel (LA)
Corporate Governance Support Manager (minutes)
Jill Ainsworth-Beardmore (JAB)
Patient Representative
David Evans (DE)
Director of Commissioning
Brian Gunson (BG)
Healthwatch Hertfordshire representative
Juliet Rodgers (JR)
Associate Director Communications and Engagement
Hein Scheffer (HS)
Director of Workforce (until end of B/82/19)
Rod While (RW)
Head of Corporate Governance
In attendance from West Hertfordshire Hospitals Trust (for item B/102/19 only):
Helen Brown (HB)
Deputy Chief Executive
Mike van der Watt (MvdW)
Medical Director
There were 17 members of staff and the public observing the meeting.
B/97/19
97.1

Welcome and apologies
The Chair welcomed the board to the public session and made the following comments relating
to public attendance at the meeting:
 The meeting was being recorded to provide access to the proceedings for people unable to
attend the meeting in person.
 Apologies for the meeting had been received from Nicolas Small (NS), Diane Curbishley (DC),
Corina Ciobanu (CC) and Thelma Stober (TS).
 The meeting was quorate.

B/98/19
98.1

Declarations of interest
 All GP members could be conflicted on any of the items as practicing GPs in the area and as
possible providers of services. This was acknowledged and noted.
1



98.2

B/99/19
99.1
99.2

B/100/19
100.1

Agenda item 7 – GP enhanced commissioning framework (GPECF)
The budget for the GPECF was circa £7m; approval of plans over a budget of over £1m
requires board approval. However, as all practices stand to gain financially from
implementation of the GPECF, GP board members would have a financial conflict of interest
and could not take part in decision-making. The board quorum requires a minimum of three
board GPs, therefore, the board would be unable to approve the proposal.
The paper discussed at B/103/19 below proposed a process to manage this conflict of
interest; it was not a paper for the board to approve the GPECF. It was agreed that it was
appropriate for the board GPs to take part in the discussion and decision.
 There were no other specific declarations in respect of the agenda items requiring a decision.
The board agreed that there were no declarations of interest in respect of the agenda items
requiring a decision.
Review of previous minutes
 There was an error relating to the organisation for Laura Abel and David Evans (in
attendance). This is Herts Valleys CCG and not West Hertfordshire Hospitals Trust.
Subject to this amendment, the board approved the minutes of the board meeting with the
board of West Hertfordshire Hospitals Trust held in public on 6 June 2019.
Action log and matters arising
The board noted the updates on the action log.

B/101/19
101.1

Board Assurance Framework: Quarter 1, 2019/20
 RW presented the Board Assurance Framework (BAF) for 2019/20 at the end of quarter 1
(Q1).
 The full report tracked changes to the BAF since Q2 2018/19 and proposed changes to risks
on the BAF and Corporate Risk Register (CRR) since the Q4 2018/19 report was discussed in
April 2019.
 PS, governance and risk lead for the board, noted the improved processes at committee
meetings, but suggested clear guidance for Chairs about what the committee should focus
on.
 KM responded that this was an interactive approach and that risk profiles and mitigations
were discussed at the start of each committee meeting and reviewed at the end of each
meeting.
 Further, the work requested by PS at the board meeting held in public on 27 June was being
implemented, i.e. teams were being reminded that all papers should demonstrate how they
supported mitigation of risks to the strategic objectives.
101.2
The board:
 Approved the BAF 2019/20 updated Q1 position as agreed by the Executive team; and
 Noted the assurance summaries at appendices 1 and 2.
Helen Brown and Mike van der Watt joined the meeting
B/102/19
Strategic outline case for the redevelopment of west Hertfordshire hospitals
102.1
Introduction and overview
 HB and MvdW introduced themselves to the board.
 DE noted that the proposal was the outcome from a number of meetings and discussions
including:
o Board meetings held in public;
o Board meetings with West Hertfordshire Hospitals Trust (WHHT) held in public; and
o Public engagement events.
The main points to note were:
 A previous strategic outline case (SOC) had been submitted to regulators in 2017. This had
proposed the redevelopment of existing sites, in line with previous decisions following public
consultation, as being the most effective way of using investment.
 Although the case for change was accepted by regulators, the trust was asked to reconsider
the SOC to take account of financial constraints,
2



102.2

102.3

A programme of work was launched to undertake this ‘refresh’ of the SOC, during which
guidance from regulators about affordability became clearer; capital investment could not be
greater than the trust’s turnover, therefore options for consideration would need to be
deliverable for costs not exceeding £350m.
 The funding constraints had influenced the development of options: fully new-build
approaches were not taken beyond longlist stage and the four options on the current
shortlist all involve current estate with an element of new-build.
 The WHHT board had met earlier on 11 July to discuss the preferred way forward. If option
one had the support of WHHT, the CCG’s board must determine if it, as commissioner of
services, wished to support the decision made by WHHT board.
 HB confirmed that the WHHT board had approved the SOC and option one as the preferred
way forward. The next step would be the development of an outline business case.
 DE reminded the board that option one was a three site model, with a strong focus on A&E,
women and children’s services at Watford General Hospital (WGH) and investment on
infrastructure including digital technology.
 There would be an increased focus on planned care at St Albans City Hospital (SACH) and
significant investment at Hemel Hempstead Hospital (HHH) for long-term condition care and
urgent (non-emergency) care.
Public and stakeholder engagement and feedback
 JR outlined the stakeholder engagement activities that had been undertaken jointly with the
trust. These had included:
o Public meetings with representations from the public;
o Attendance at borough and district council meetings; and
o On-going correspondence with groups and individuals.
 A stakeholder evaluation panel had been formed with a wide range of stakeholders including
commissioners, providers and members of the public. This group was not a decision-making
group. It had provided input into the process, with a focus on qualitative analysis of the
shortlist. .
 The key themes from the feedback from public received were:
o Strong support for a new hospital on a fresh, centrally located site, particularly but
by no means exclusively from those living in the Dacorum area. This was
acknowledged and understood by both the trust and the CCG.
o Why had this not been costed in the options appraisal process?
This had been explained: this could not be delivered within the finances available
and would have costed money to pursue this option.
o Why was there not more capital investment available? Why was the trust not
pushing for more funding?
There was now greater understanding of the financial constraints imposed by central
government through the regulators.
o Concerns about accessibility and parking.
o Did the four options consider demographic growth and changes in clinical knowledge
and technology?
o How would patient safety and patient experience be assured during the redevelopments, particularly at WGH?
JR explained that these concerns had been addressed in the engagement report and the
frequently asked questions pages on both websites.
 SBl thanked DE and JR for their comprehensive update about the process to date.
Representations from members of the public
 Peter Ingram, Chairman of Herts Valleys Hospital, (a local group not connected with Herts
Valleys CCG), provided the group’s statement of purpose to the board. This is attached in full
at appendix 2 to these minutes. The key points made included:
o The group’s purpose was to support the development of a new, centrally located
NHS hospital for everyone in west Herts.
o The group represented all four Herts Valleys’ localities.
o They understood and accepted the position of the trust and the CCG, but wished to
be assured that if there were material changes to the political or financial position;
3
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102.4

the outline business case (OBC) would take these into consideration.
The group accepted the top three constraints: inadequate funding; securing a
suitable site; and achieving consensus among all stakeholders.
The group acknowledged the size of the funding gap. Their solution was to provide a
viable proposal for a centrally located hospital supported by local facilities.
This would be achieved by harnessing the latent enterprise, skills, passions and
philanthropy of the west Herts community, i.e. they would embark on a major
fundraising campaign.
The group had identified two sites that met the trust’s criteria and secured
agreement from the owners to include a hospital as a central part of their
development plans.
An indicative master plan was being prepared for one of the sites as a tangible
demonstration of the group’s intent.

Gillian Mullins posed the following questions to the board (the first was provided to the
board as part of the papers for the meeting):
o The Dacorum area has an extremely lot of new home building occurring, wants to
hear justification for the fact that only £10m is being spent on hospital facilities.
o Concern that we should tell the new people coming to live here that they'd better be
in good health, as living here bears a health warning?
o She was also concerned about access to WGH as the maternity site, particularly in
light of the proximity to the Watford Football ground.

DE responded to the representations as follows:
 Office of national statistics (ONS) figures had been used for demographic and housing growth
over the next 20 years. These were also used for the Sustainability and Transformation
Partnership (STP) medium term financial plan that also informed the SOC.
 New models of care would mean that fewer people would be going to the acute hospital for
non-emergency care: this would be provided in alternative settings in the community.
 Changes in expectations within different demographic groups would support this ‘shift’ to
more care in the community and less in a hospital environment.
 HB added that demographic and housing growth would be reviewed throughout the process
and as part of each submission, i.e. OBC and final business case (FBC).
 KM noted that there had been a lot of focus on the pressure on NHS services at the public
meetings. The NHS Long Term Plan expected commissioners and providers to ensure that
patient needs were addressed in the most appropriate location depending on their acuity.
Part of this transformation was to look at clinical care in a holistic way to deliver best value
for money, for example: integrated care providers (primary care and trusts working
together), urgent care strategy, and new pathways. Therefore, the decision about the
preferred way forward for the hospital redevelopment should not be taken in isolation.
 Detailed work across the health and care system would support and underpin this
transformation.
The board discussed the strategic outline case.
 Shortages of clinical and other staff across the health and care system were highlighted. This
was another major consideration in streamlining and transforming pathways and provision of
care.
 MvdW noted that the current estate and infrastructure were not suitable for new digital
technologies. He explained that a number of senior executives and board members at the
trust had visited Chase Farm hospital, which was a global digital exemplar of what could be
achieved.
 HB agreed, stressing that most of the IT and estate challenges were at WGH. These issues
posed daily challenges to delivery of care to patients. Potential financial benefits of each
option had been assessed.
 In response to the question posed by Gillian Mullins around maternity services and patient
choice, HB explained that most women chose to have their baby in a hospital environment as
this provides full clinical support if required. An increasing number of women need obstetric
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services, although women at low risk of complications can give birth at home. Midwifery-led,
standalone units are less popular as they do not provide full emergency backup (if needed)
and are challenging to staff. Finally, pregnant women tend to leave plenty of time to travel to
hospital once labour starts.
 In response to a question about transport options and issues posed by AG, DE responded
that the CCG does commission non-emergency patient transport and works with the
voluntary sector to provide additional capacity.
 Work is also on-going with county, borough and district councils to improve transport
facilities and links. This is led by the Strategic Partnership Group.
 HB added that the trust and Watford Borough Council have not dismissed the possibility of
the Metropolitan line extension and the council were also looking at other options, such as
an ‘uber bus’ provision. Changes to provision of services were also important as fewer
outpatient and diagnostic appointments would be in the acute hospital setting.
 In response to questions about the disruption to patients during the re-development at
WGH, HB explained that about 50% of the facilities at WGH would be new build, and that this
would be the first phase. Although challenging to work on a functioning site, there would be
a phased approach and learning from the Chase Farm re-development.
 At OBC and FBC stages detailed work to identify and mitigate risks would be undertaken.
 JAB noted that it was important to convey this to the public to provide reassurance that
disruption to services and particularly inpatients would be minimised.
 PS asked how digital technologies and interfaces would be managed, alongside General Data
Protection Requirements (GDPR).
 HB responded that interoperability was already being introduced into the local system via
local care records, e.g. My Care Record, but there was more to do to deliver an up-to-date IT
infrastructure. The trust was transitioning to a new IT provider and investing in its IT
network.
 PS also noted the Aqua Book: treasury guidance on producing quality analysis for
government. This provides the assurance that the analysis is fit-for-purpose and a framework
for informed decision-making in the public sector. HB confirmed that all government
guidance would be used to provide assurance around the process.
 KM confirmed that the trust and CCG were liaising regularly with regulators and that this
would continue at each ‘check point’ during the process. There would be extensive due
diligence.
 Transformation was already being implemented through Your Care, Your Future and STP
workstreams.
 In response to a question from DCC about flexibility if the demand management assumptions
proved to be inaccurate, HB assured the board that this was based on modelled scenarios,
and would be reviewed again at OBC and FBC stages. The plans were being developed for a
30-40 year lifecycle, and would provide flexibility to adapt.
 In response to a question from AF about retaining rather than disposing of ‘surplus’ land. HB
explained that disposal of some land was included in the costings, and an expectation that
NHS and other public services did not ‘hoard’ land urgently required for housing needs.
 AG noted that changes to service provision would also have an impact on the facilities, and
therefore space, required within the acute footprint.
 KM agreed that future generations would access care differently. The focus within the STP
was on the needs of those using the highest proportion of services now, i.e. the frailty
workstream to identify those at greatest risk of harm from falls etc., prevent hospital
admissions where possible and return patients to their normal place of living as soon as
possible.
 It was important for the public to understand the ever growing pressures on the NHS and
other public services and for everyone to minimise these pressures where possible by selfcare and preventative actions.
The board
1. Unanimously supported option one as the preferred way forward for the redevelopment of
west Hertfordshire’s hospitals.
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2. Confirmed to the public that this decision would be reviewed at each stage of the process
through to final business case submission.
Helen Brown and Mike van der Watt left the meeting, as did most members of the public.
B/103/19
Delegation of approval for GP Enhanced Commissioning Framework 2019/20
103.1
 As discussed at B/98/19 above, the board GPs were financially conflicted in the approval of
the 2019/20 GP Enhanced Commissioning Framework which would mean that the board was
not quorate to make a decision.
 The paper asked the board to delegate authority to the Primary Care Commissioning
Committee (PCCC) to review and approve the 2019/20 GP Enhanced Commissioning
Framework at its meeting on 18 July 2019.
 Two independent GPs would be present at the meeting and would provide objective clinical
input to the decision-making process.
 PS queried why the board was being asked to delegate to the PCCC and not to approve
membership of a co-opted board. KM explained that the PCCC was held in public; therefore it
was an appropriate venue for this discussion and decision to take place.
103.2
The board agreed to delegate authority to the Primary Care Commissioning Committee to
review and approve the GP Enhanced Commissioning Framework for 2019/20 at its meeting on
18 July 2019.
B/104/19
104.1

Any Other Business

104.2

The board noted the achievement.

B/105/19
105.1

Review of management of conflicts of interest
 It was agreed that the delegation of authority to the Primary Care Commissioning
Committee was the correct approach to manage the financial conflict around the approval
of the GP Enhanced Commissioning Framework.
 The board agreed that there had been no other declarations of interest in respect of the
agenda items requiring a decision.

B/106/19
106.1

Reflection on equality and diversity in relation to decisions
It was agreed that the process followed for the equality and diversity impact assessment of the
trust’s strategic outline case had been robust and noted the work that had been done in
support of this.

B/107/19
107.1
107.2

Risks identified in the meeting
 Risks around interoperability and GDPR were noted.
There were no new other new risks to add to the corporate risk register or board assurance
framework.

B/108/19
108.1

Next meeting
The next meeting in public would take place on 26 September 2019 at Hertsmere Council
Committee Room, Elstree Way, Borehamwood, WD6 1WA
The meeting closed at 3.14pm

B/109/19



SBl congratulated the CCG for the 2018/19 headline ‘good’ rating achieved in regards
to the NHS England Annual Assessment rating.
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Statement to the Boards of HVCCG & WHHT
By HertsValleysHospital.co.uk
11th July 2019
I’m Peter Ingram, the Chairman of Herts Valleys Hospital, a volunteer West Herts
community project. Our purpose is to support the development of a new, centrally
located NHS hospital for everyone in West Herts. Consequently, we represent all four
NHS localities; Watford & Three Rivers, St Albans & Harpenden, Dacorum and
Hertsmere. I personally, have been a resident of Watford & Three Rivers for the last 46
years.

Members of the Board,
We truly sympathise with you in the imperfect decision you are being invited to make
today; to approve a far from perfect plan for West Herts hospitals.
However, on the information you have been presented with today, we recognise that
you have little alternative but to approve the plan.
We accept this inevitability. We do so, on the basis that you retain the opportunity, in 6
to 9 months’ time, to upgrade to a much better solution. That opportunity will become
available before work starts on the Outline Business Case. You will, of course, need to
be satisfied that there have been material changes to overcome the existing constraints.
The top three constraints preventing the best hospital option have been identified as;
inadequate funding; securing a suitable site; and achieving consensus among all
stakeholders. Tackling these are our top priorities. We are aware of the size of the
funding gap to be bridged and acknowledge that this is a huge challenge.

www.hertsvalleyshospital.co.uk/

That challenge is accepted. Herts Valleys Hospital announces today that, within the
next 6 to 9 months, we will provide you with a viable better choice; a centrally located
hospital supported by local facilities.
We will do this by harnessing the latent enterprise, skills, passions and philanthropy of
the West Herts community.
In very practical terms, that means we will now embark on a major fundraising
campaign. We start with two identified sites that meet the Trust’s criteria, plus owners
who are willing to include a hospital as a central part of their development plans. An
Indicative Master Plan is currently being prepared for just one of the sites as a tangible
demonstration of our intent.
The next step is to commission a professional feasibility study on how best to raise the
funds. Herts Valleys Hospital will lead this initiative with the support of other
stakeholders.
We need to emphasise one key feature of our approach. Herts Valleys Hospital firmly
intends to work positively and constructively with HVCCG and WHHT. In return we will
be seeking support from HVCCG and WHHT in the shared objective --- the best possible
hospital service for everyone in West Herts.
We look forward to updating you on our progress in due course.

Peter Ingram

Chairman
Herts Valleys Hospital
E. peter@hertsvalleyshospital.co.uk

www.hertsvalleyshospital.co.uk/

Item 03.3
Question from member of the public received for 11 July board meeting in public
Sent: 10 July 2019 14:52
To: OfficeCorporate (NHS HERTS VALLEYS CCG)
Subject: Re: Question for the board 11th July
Question for the board: With respect to the entry below on the risk register:
SO2/42 Risk that children and young people eligible for CYPCC will not receive a package of care to meet
their assessed need in a timely and continuous way due to capacity within the HCT CYPCC team. *New
ASSURANCE SUMMARY (2 July 2019)
Notice has been given on the current contract and HVCCG has formally written to HCT regarding packages of
care not currently fully provided. An end to end review of Children and Young Peoples Continuing Care is to
be completed mid-July, for review and agreement of preferred model of delivery by August 2019
New model of delivery to be implemented by December 2019 but there are potential challenges to the
achievement of this deadline due to the extent of change required and potential difficulties with recruitment
to support delivery of the new model.
For many years there has been a recognised failure within CYPCC that they were not able to deliver complete
packages of care to meet the assessed need. What has prompted the CCG to recognise this at this point and
add it to the risk register. What engagement has been held with service users regarding the ‘new model of
delivery’ and if none, why? This is clearly critical and a likely potential worry for carers when the CCG refer to
'extent of change required'
Member of the public
Response from HVCCG sent 23 July 2019
Dear
Thank you for your question for the Board submitted 10th July 2019.
From January 2019, HVCCG has been working with HCT on a programme of transformation for children’s
community services. One area of service transformation has focused on children’s specialist nursing which
has included the HCT children and young people’s continuing care service (CYPCC). Notice has been issued
on the commissioning responsibility of the CYPCC element of the CCG contract with HCT. This is in line with
NHSE requirements to split commissioning and provider functions.
Following the completion of an external review of CYPCC, a detailed action plan will be developed which will
include service user engagement regarding the preferred model of delivery. The CCG is fully committed to
ensure there is engagement with service users and staff.
The risk register is reviewed at all committees and is a standing item on the Board agenda. Assurance
summaries are discussed and noted at each meeting and risks are regularly revised and updated.
Regards
David Evans
Director of Commissioning
Herts Valleys Clinical Commissioning Group
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Priorities for joint working J McManus to update the paper to include the original needs analysis from the
with HCC public health locality profiles and reference the other areas of work.
B/126.5/18

08.11.18

J McManus

CEO report

B/80.5/19

L Dalton

Board Assurance
Framework
B/81.4/19

27.06.19

17.01.19
27.06.19
26.09.19

30.09.19

L Dalton to review the risks around the changes to the provision of sexual
health services by Public Health with Katy Patrick.

27.06.19

Due Date

Executive team members to ensure that board and committee papers clearly
addressed risk, mitigation and assurance in line with the board assurance
framework.
Corporate governance team to provide support.

Overdue or no update provided
Open (rearranged completion date)
Completed by due date
Plans in place to meet due or revised due date

30.09.19
K Magson/
R While

Comments

Richard Pile, Piers Simey and Miranda Sutters are working on a paper to explore and
describe ways PH and NHS can work together to deliver prevention/ NHS long term
plan. We aim to get a rough draft to you before your joint CCG commissioning
intentions meeting in mid-March, and following that present to the respective CCG
boards in May/June.
Now deferred to September meeting.
Should be on September agenda - note agenda item
July update - work in progress to review the risk around changes to the service by PH.
To note contraceptive services was optional for GMS contractors from 2004 to 2019.
From April 2019 it became an essential service and core GMS. The contractual
requirement is for practices to give initial advice about sexual health promotion and
sexually transmitted infections and referral as necessary for specialist sexual health
services, including tests for sexually transmitted infections.

All teams have been asked to invite Katy Patrick to their team meetings to explain best
practice when completing front sheets for board and committee papers. These sessions
have started and will take place during July and August, continuing into September if
necessary.
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26.09.19

Open

26.09.19

Open

NHS Herts Valleys
Clinical Commissioning Group
Board Meeting
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Responsible director and job title

Director signature

The director is signing to indicate their approval of the paper and to confirm that any EQIA, QIA or DPIA has been approved.

Executive Team
Chief Executive Officer

Chief Executive Officer

Short summary of paper

Report provides an overview of key activities since the last board meeting.

Recommendation(s)

The Board is being asked to discuss the report

Engagement with
patients/public/staff and
other stakeholders
Links to Strategic Objectives (click on all boxes that apply)
Effective Engagement. We will continually improve engagements with member practices, patients, the public,
carers and our staff to contribute to and influence the work of Herts Valleys CCG.
Quality. We will commission safe, good quality services that meet the needs of the population, reducing
health inequalities and supporting local people to avoid ill health and stay well.
Transforming Delivery. We will work with health and social care partners to transform the delivery of care
through the implementation of “Your Care, Your Future”, the Strategic Review in west Hertfordshire and its fit
with the wider STP strategy, “A Healthier Future”.
Affordable & Sustainable Care. We will ensure that we fulfill our statutory duty to deliver a financially
sustainable and affordable healthcare system in west Hertfordshire.
Board Assurance Framework

☒
☒
☒

☒
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☒

Data Protection
Impact
Assessment
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Report history

N/A

Appendices

Assurance letter from NHSE dated 21 December 2018
Auditors year-end opinion letter

None

1. Leadership
1.1 Integrated Care Partnership
Our local STP has committed to becoming an Integrated Care System (ICS) by April 2021. Within
the ICS there will be three geographical Integrated Care Partnerships (ICP), with a fourth ICP
around Mental Health still being considered. The three geographical ICPs are:




West Essex
East and North Hertfordshire
West of Hertfordshire

The respective roles of the ICS and ICP are shown below.

An ICS acts as a strategic planner
and commissioner for the health
and care needs of a whole
population and aligns the system in
terms of strategy, commissioning
and delivery. It commissions care
from ICPs that focus care needs for
specific population cohorts

ICPs coordinate care delivery at
place levels between multiple
providers, reducing barriers
between organisations and
enabling a shift in focus from
traditional disease or pathway
based approach to a holistic and
individual value based approach

West Hertfordshire ICP
Our local ICP design has been discussed with a number of key partners and stakeholders over
many months. Our draft joint case for change is being presented later in the board agenda.
Changes around CCG infrastructure in line with the long-term plan requirements and the
development of the ICS and ICPs are also being prepared in order. Initial discussions with the GP
membership have taken place with a more formal consultation to follow.
1.2 End of year assessments.

With the changes in regulatory environments over the year-end and into the new financial year,
the standard quarterly assurance meetings were cancelled by NHSE. However, a final assurance
letter is appended to this report and confirms the CCG rating as GOOD.
NHSE have also recently assured the CCG as GOOD in relation to patient involvement as part of a
new regulatory framework. Of particular note were the sections around day to day practice and
governance where the CCG were rated as OUTSTANDING.
The conclusion of external auditors at year end was as follows:





Unqualified audit opinion
Unmodified regulatory opinion
No material misstatements in remuneration and staff report
No exceptions to report in relation to arrangements in place to secure economy, efficiency
and effectiveness in the use of resources

The annual audit letter is appended to this report.
1.3 Cambridge and Peterborough Financial Support
Since the last board the STP has been seeking assurance from the regulators regarding
arrangements for the £5m allocation transfer to Cambridge and Peterborough system following
the East of England regulatory request to all STP systems. In line with the CCG Board agreement
condition of this support, assurance that the money will be returned to HVCCG in 2020/2021 has
not been received although governance oversight arrangements have been confirmed. HVCCG
have confirmation from all other CCG partners in our STP that the contribution will be split
proportionally between all three CCGs should the contribution not be repaid. The contribution
for HVCCG in this position is £2.036m.

2. Operational Areas

2.1 Premises
ETTF and improvement grant schemes are progressing well. These include Carpendars Park,
Markyate, Berkhamsted Group, Lattimore and Village Surgery, and Parkwood Surgery.
The CCG with WECCG and ENHCCG completed a STP piece of work that updated forecasted
housing trajectories and identified potential areas for increased health infrastructure should the

land be allocated for housing and developed out. We will continue to work with our local
stakeholders as these plans are considered and a wider CCG estates strategy is being prepared.
2.2 Public Health
Audits of the new community provider’s pathways have been undertaken with the exception of
Ophthalmology (plans in place). They have highlighted that there are patients being seen within
the service which could have been managed in primary care or triaged directly to secondary care
saving a clinic appointment. The providers have action plans to address these issues and will be
re-audited in December/January.
The contract with the current five providers will expire in November 2019 this has been extended
while the three STP CCGs procure a service. The specialist fertility treatment policy is now
aligned across the STP, a gamete preservation policy is currently out for clinical consultation.
A joint CCG/PH meeting was held at the end of August to discuss potential collaborative
commissioning opportunities to support the delivery of the Long-Term Plan.
We have two PH registrars who will be supporting HVCCG over the next few months, one
undertaking a dermatology review and the other undertaking the primary care HNA.
The STP PHM board have been invited to join wave 2 of NHSE PHM programme, public health is
in the process of scoping the viability of this opportunity. Funding has been secured for analysis
of the population using linked data sets at both a CCG and PCN level which will support the
identification of high risk/cost cohorts for interventions. This will help support the planning and
commission of services at both a CCG and PCN level.
2.3 CYPCC
Children & Young Person’s Continuing Care (CYPCC) is the provision of bespoke packages of care
for a number of children and young people whose complex & continuing care needs cannot be
wholly met by core NHS healthcare services. Currently these packages of care have been
resourced and managed by Hertfordshire Community Trust (HCT), however the difficulties
associated with recruiting and retaining carers has led to a significant amount of this care having
to be outsourced to agencies. This issue is not unusual or limited to Hertfordshire but has led to
a review of how the service can be provided in a more sustainable way. The key and immediate
change that the CCG is instigating is a change to the commissioning function for CYPCC. From 1
October 2019, HVCCG will be delivering this element of the service in house. This is in order to
discharge our duty as NHS commissioner to secure healthcare services for local people and also
to ensure that key clinical staff within HCT are released from these functions to allow them to
focus entirely on the care of the children. This model will mirror the way in which Adult
Continuing Care Services are commissioned.
HCT will continue to provide CYPCC for a number of the children in west Hertfordshire; however
where capacity issues have led to outsourcing care to external agencies, HVCCG will take over the
responsibility for the sourcing of this care from October. In collaboration with HCT, a number of
experienced providers currently delivering CYPCC packages of care have been identified and a
handover and mobilisation process has now begun under the leadership of a joint Steering
Group.
Whilst it is not anticipated that families will experience a change as a result of these
commissioning responsibility changes, and the changes will not result in any change in level of

care received. However as we work on the options around enhancing future provision,
engagement with the families and carers of the children and young people will be arranged.
2.4 Safeguarding
An updated accountability and assurance framework has been issued by the NHS which updates
the current framework issued in July 2015.
The purpose of the framework is to set out clearly the safeguarding roles and responsibilities of
all individuals working in providers of NHS funded care settings and NHS commissioning
organisations.
The framework has not changed fundamentally since the previous iteration apart from
appropriate legislative or practice guidance updates. However, the following points are new
requirements for CCGs which are important for the board to note.
1. It is a requirement of the Care Act 2014 that SABs should establish and agree a framework and
process for any organisation to respond to allegations against anyone who works (in either a
paid or an unpaid capacity) with adults with care and support needs. These individuals are
known as People in a Position of Trust (PiPoT). That framework and process applies to all the
SABs partner agencies including health, so that the SAB responds appropriately to allegations.
Where there is an allegation that a member of staff in a CCG or primary care services has
abused or neglected an adult in their personal life, the designated professional for
safeguarding adults in the CCG should be informed.
2. Safeguarding forms part of the NHS Standard Contract (Service Condition 32) and
commissioners will need to agree with their providers, through local negotiation, what 14
contract monitoring processes are used to demonstrate compliance with safeguarding duties.
These will be measured using the Safeguarding Commissioning Assurance Toolkit
(Safeguarding CAT) which is due to be prototyped in specific regions by August 2019.
3. The role of a named GP in adult safeguarding is evolving but the principal function is to
promote within General Practices the provision of effective primary care services to safeguard
adults at risk and to improve their outcomes; to facilitate GPs and practice staff to understand
their roles and fulfil their responsibilities towards the protection and safeguarding of adults.
Other functions of a named GP for safeguarding adults include:
 To support and advise the CCG Governing Body board about safeguarding adults.
 To develop a role in quality monitoring and audit in terms of primary care performance in
relation to safeguarding adults.
 To undertake the Independent Management Review (IMR) for General Practice when there
is a SAR, as requested by the designated nurse for safeguarding adults and SAB.
 To work with designated professionals when learning lessons reviews related to General
Practice and Primary Care are undertaken by the local SAB.
CCGs must secure the services of a named GP for adult safeguarding to ensure that primary care
services can meet their obligations to both adults and children and support contextualised
safeguarding.
2.5 SOC
Following the board's decision on 11 July to approve West Herts hospital trusts strategic outline
case (SOC) for the redevelopment of hospital facilities, the SOC was submitted to regulators at
the end of July. The preferred option outlined in the document focuses investment on the
Watford site, as the main acute and specialist centre, with considerable investment also in both
St Albans and Hemel Hempstead hospitals No formal feedback is expected immediately, and we

remain optimistic that capital investment will be made available for this crucial programme of
work.
In the meantime, a member of one of the local campaign groups has submitted a claim for
judicial review. We are working with lawyers on our response.
2.6 Primary Care
Extended Access to GP appointments evenings and weekends
The CCG awarded the contract for the Watford Extended Access Services, to the locality GP
Federation Direct Local Health Ltd, following a Procurement, Quality Assurance process and
review meeting in March 2019. The contract term is a 2+1year to align with national
requirements for extended access to be delivered at PCN level by 2021.
Dacorum is continuing to offer embargoed paediatric extended access appointments during peak
A&E attendance times and work is continuing on finalising the model across the remaining 3
localities. From October 2019 the CCG is planning to roll out the embargoed paediatric
appointments in the other 3 localities. The approach being taking is to provide parents with
access to additional pre-bookable appointments for their children evenings and weekends. This
approach is also to support avoidable A&E attendances.
Direct Booking
The CCG continues to liaise with NHS Digital and NHS England and Improvement to progress the
GP Connect pilot for direct booking by the OOH/111 service into general practice and extended
access service.
Primary Care Networks (PCN)
The CCG approved 16 Primary Care Networks across its 4 localities on 28 June 2019. One practice
is not in a PCN and work is taking to support the practice to join a PCN. The CCG does not
currently have 100% practice coverage but 100% population coverage as a result of a PCN’s
willingness to offer population coverage to the practice not currently in a PCN.
The PCN Directed Enhanced Service (DES) is a 5 year contract to support practices working at
scale with populations of circa 30.000 – 50,000 that are geographically contiguous to support the
longer term sustainability of general practice and its workforce.
The PCN DES attracts 1.8 billion funding over the 5 year contract period with the largest
investment in workforce and extended access service.
PCNs are in receipt of the following funding from July 2019 in the form of the Clinical Directors
contribution from July to March 2020 equating to £0.057 per registered patient. Extended
opening hours funding, the CCGs contribution of £1.50 per patient known as the core PCN
payment and individual practices will receive the network participation payment of £0.147 per
weighted patient
PCNs will also receive additional (new)roles reimbursement funding commencing in 2019/20 this
includes 100% reimbursement for a PCN social prescriber, 70% reimbursement for a PCN Clinical
Pharmacist.

In years 2-5 PCNs will receive 70% funding for additional Clinical Pharmacist, Physiotherapist,
Physicians Associate and Paramedic The CCG has been working with its PCN to support the
recruitment of the additional new roles this includes working with the Local Pharmaceutical
Committee and voluntary organisations to support the recruitment of clinical pharmacists and
social prescribers. 15 of the 16 PCNs have accepted the CCGs offer of working with the voluntary
sector to recruit and train social prescribers. The additional funding the DES provides is to
support general practice working as members of a PCN and benefitting from the new workforce
to support the delivery of good quality patient services.
The introduction of the PCN DES includes a requirement of the PCN to appoint a Clinical Director
which as outlined attracts funding for the role to enable the Clinical Director to have dedicated
time to support the PNC. The 16 CDs have been appointed and in line with national expectation
some clinical directors have previous experience of being a board member locality Chair or vice
Chair.
In July the CCG has held a meet and greet evening to welcome its new Clinical Directors. It is
recognised that some of our Clinical Directors have held Board or Locality positions have
experience in working at this level. However in line with national expectation the introduction of
PCNs has identified a range of Clinical Directors new to this type of role and who will require
support and development. The CCG commenced developing its Clinical Director Organisational
Development (OD) programme prior to NHSE providing a PCN maturity matrix for PCNs to assess
their maturity and learning needs. The CCG met with its CDs to discuss their learning needs,
carried out a survey of CDs. The aim is to provide a generic OD and tailored OD programme. The
next Clinical Directors development meeting is on 17 October and will include conflicts of
interest, board training, and population health management to support the PCNs progress.
The CCG also held a meet and greet evening for Clinical Pharmacists (CP) resulting in 11 Clinical
pharmacists attending. The CPs are also keen to have a programme of support which the CCG is
currently considering the options for CPs. The one clear message from the clinical pharmacists is
their enthusiasm for working in their PCN GP practices the support and development the practice
teams are providing to this new workforce model.
GP Enhanced Commissioning Framework Development
The first year of the three year General Practice Enhanced Commissioning Framework (GPECF)
was launched by Herts Valleys CCG on 15 November 2018. It was agreed at the time that the
GPECF would evolve and develop each year with development for the following year beginning as
early as possible as to ensure that there was enough time to engage with member practices on
the proposed changes to the framework.
The Primary Care team with input from Board GP for Primary Care, Executive Clinical Lead for
Primary Care, clinical leads, and Planned Care team have met to discuss proposed changes for the
GPECF. Amendments have been considered for all four components of the GPECF: Compliance;
Clinical Services; Transformation; and Primary Prevention Project and an options paper was
discussed by the Primary Care Commissioning Committee on 19 September and approved for
implementation of year 2 commencing 15 November 2019. A range of the GPECF clinical
services funded as a unified payment will continue to be provided by individual GP practices,
however the CCG has signalled to its PCNs that we will commission the GPECF variable services
via PCNs from April 2020 this includes services such as anti-coagulation service level 4,
phlebotomy, cancer care reviews etc. This approach is being taken to support PCNs

transformation to work with system partners e.g. acute, community care in preparation for
transformation to an Integrated Care Partnership from April 2021 in line with the NHS England
Long Term Plan.
Prior to April 2020 the CCG is commissioning additional winter pressure capacity from Primary
care in the previous 4 years this has been commissioned directly for GP practice but from
October 2019 to March 2020 the additional capacity is being commissioned from PCNs. It is for
the PCN to determine if individual practices will provide the service, provided at PCH/Hub level or
via the GP federation.
2.7 CAMHS
Emotional Wellbeing Self-Assessment Survey
At the beginning of 2018 it was announced that the next round of Joint Targeted Area Inspections
(JTAI) carried out by Ofsted, CQC, HMI Constabulary, Fire and Rescue Services and HMI Probation
would include an inspection on the theme of Children living with Mental Health
issues. Furthermore, there is a national requirement to refresh the Hertfordshire CAMHS Local
Transformation Plan (LTP) to reflect current progress and achievements against planned
ambitions.
Both the CAMHS LTP refresh and the potential JTAI present an opportunity to complete a selfassessment of the wider system to enable us to benchmark actual progress against our
ambition. As part of this we would like to understand what the system view is of how local
services are able to respond to support children and young people with emotional wellbeing
and/or poor mental health.
We are asking professionals across Hertfordshire to complete the self-assessment survey to
enable us to incorporate the views and considerations of all agencies across the children’s
system.
2.8 Urgent Care
The work to develop the Urgent Treatment Centre as the front door of Watford General
hospital (WGH) has progressed in line with the plan. The team have worked closely with
WHHT on design and the procurement process to the point of now having tendered for the
service following an approved outline business case at both HVCCG and WHHT boards. The
procurement process is now completed and we are at the point of having a preferred bidder
with contract award being subject to approval of the full business case being submitted to
both boards in October 19.
We have also supported the appointment of a WHHT programme director to facilitate the
mobilisation of the contract from November onwards, with the full service in place by the end
of March 2020.
We are also continuing to work closely with Herts Urgent Care (HUC) and the GP federations
in Dacorum and St Albans & Harpenden in the development of UTC’s in both areas creating a
more integrated approach across the two site utilising Out of Hours (OOH) service provided by
HUC and extended access GP provision. The current model has been agreed at the joint
programme board, now in place to manage UTC and AEC developments, and a proposal for

investment and agreeing the procurement process is going to the Sept’19 HVCCG board for a
approval.
Aligned to the work in train for developing a UTC at WGH, the team have worked closely with
WHHT to consider a re-design of the Ambulatory Care Unit. This has culminated in WHHT
agreeing to focus on extending the current unit with an additional 6 bays and increasing the
acuity criteria for admission to this same day emergency care (SDEC) unit so that patients with
AEC conditions admitted with short term lengths of stay can now be treated as SDEC patients.
This will improve flow, allow for more appropriate use of beds or bed reductions. This service
should be in place by December ’19.
The establishment of the UTC in WGH will also allow for more effective throughput to SDEC
units which should further support reductions in A&E pressures.
The effective resource management scheme (ERM) has now completed its 2nd year
successfully. There has been a growing level of GP practices focussing on the benefits of ERM
and sharing ideas. The scheme was also extended from July 19 to October to allow for the
alignment with the start of the next phase of ERM which will include system partners.
A variety of opportunities to develop effective pathways were identified at an event held on
31st July, since which time we have been working on the plan for extended ERM to take effect
from October’19. System partners and HVCCG colleagues have been working together in task
and finish groups to start work on bringing community pathways together, with next steps
presented to Commissioning Executive and the Herts Valleys Development Board. Over the
next month we will develop an outline plan for system partner involvement which will be
reviewed in February 2020.
The first phase of extended ERM will run through to March 2020, when a further 12-month
plan will be agreed. This will allow plans and integrated working to develop and allow us to
bring the funding plans in line with the financial year.
2.9 Adult Community Health Services
In January 2019 the CCG’s co-opted Board approved the procurement outcome recommendation
to move to contract award with Central London Community Health Trust (CLCH) for Adult
Community Health Services across Herts Valleys.
The contract includes the following services;

Bladder and Bowel

Cardiac Rehab

Community Neuro Rehab

Discharge to Assess

Integrated Locality Teams

Leg Ulcer

Lymphoedema

Phlebotomy

Podiatry

Rapid Response

Speech and Language Therapy






Specialist Palliative Care
Stroke ESD
Tissue Viability
81 community beds and 16 community/ stroke neuro beds.

The CCG has been working very closely with Central London Community Health Trust (CLCH)
and all stakeholders since end of January 2019 for the mobilisation phase before the services
go live on 1 October 2019 across west Hertfordshire.
The mobilisation phase is now in its final stages with the services ready to go live on the 1st
October 2019. For the first 3 months of the new contract it will be business as usual for the
commissioned services with a “lift and shift” of the current services to CLCH. From January
2020 further services will be launched with the Community Frailty Clinics opening in all four
localities which will have access to a Consultant Geriatrician and a multi-disciplinary clinical
team. In April 2020 the full Rapid Response model will be rolled out to ensure that patients
are cared for in the community setting rather than being admitted to hospital. Further
transformation through the lifetime of the contract is planned with services like community IV
Diuretics clinics for patients with Heart Failure opening in year 1.
Over 600 staff are to TUPE to CLCH on the 1st October 2019 from HCT. Plans for the roll out of
new IT equipment, uniforms and names badges are underway and this is commencing two
weeks pre go live. HCT have agreed all of their IT equipment will not be returned to them
until 2 weeks post go live to enable access to clinical systems to ensure continuity of safety
and patient care.
HCT have written to over 10,000 patients who will be transferring their care to CLCH. This
letter was jointly agreed between the CCG, HCT and CLCH.
CLCH are providing the majority of the services in the same clinic locations as HCT so there will be
no change of appointment time or location for the patients. CLCH have set up their corporate
hub at Hemel One, Hemel Hempstead, which will also house their single point of access and some
of the Integrated Community and Nursing Therapy Teams.
The Leg Ulcer service will be provided through a sub-contracting arrangement with the GP
Federation Herts One and will have two clinics in each locality. Further work will be undertaken
to understand capacity requirements and the commissioning of additional clinics if required.
The DoHSC have not yet made the decision to transfer the mandated Estates to CLCH from HCT
as further clarity is required on the involvement of Hertfordshire County Council in this decision.
Work continues with the regulators and DoHSC in order to complete this transaction but interim
measures are in place.
The CCG is looking forward to working with CLCH over the next five years to complete the
further transformation work to deliver high quality integrated adult community services for
the population of Herts Valleys.

2.10 Outpatient Redesign – New models of care in the community
A number of services have been mobilised during 2018/19 which were all highlighted as key
priorities from the CCG strategy Your Care Your Future. In particular these include:

Integrated Musculoskeletal, Pain, Rheumatology and Postural Stability service

Enhanced Gynaecology Services

Enhanced Community ENT Service

Community Ophthalmology Service

GP Direct Access Ultrasound Scan Service

Community Dermatology Service pilot for Watford and Three Rivers and Dacorum locality
only

Rapid Personalised Care (fast track Continuing Health Care) for End of Life care patients with
the hospices pilot

Respiratory Referral Management Service pilot

Hertfordshire Integrated Diabetes Service

Community Nutrition and Dietetics and Tier 3 Obesity services
Since the last update to the Board, good progress made on the development of the Cardiology
model with West Hertfordshire Trust which will be presented to the Clinical Executive Committee
in December to move to implementation in the last quarter of 2019/20.
A deep dive on ENT service was presented at the Finance Committee indicating an over
performance in the community contract but at the same time showing a reduction in the acute
activity with a high proportion of patients being managed in the community through the
consultant led service.

3. HR and organisational development and learning update
3.1 Speak Up Champions
14 staff have volunteered to become Speak Up Champions within the CCG to further help us in
our pledge to stamp out bullying in the CCG. The Champions will support individual staff and
work together with the Freedom to Speak Up Guardian to help identify themes, patterns and
barriers to speaking up and solutions to these, helping ensure the CCG is a safe, supportive
environment for everyone. The role was originally suggested by staff following engagement
regarding last year’s staff survey results. Training for the Champions has commenced and will
conclude in October, following which the new Champions scheme will be launched.
3.2 Appraisals
The appraisal window has now closed and proactive reminders have resulted in a final
compliance rate to date of 99%. The HR and ODL Shared service is currently testing the
eAppraisal system on ESR, with a view to launching the new system in November for the mid-year
appraisal review window, subject to the results of rigorous testing.
3.3 Leadership Development
98 of our staff (36%) have signed up to the MindTools online training resource, which is aligned
to the Healthcare Leadership Model dimensions and the CCG’s goals in relation to leadership
development. In August, the CCGs in Herts and West Essex agreed to renew our collaborative
subscription to this service for a further year.

In July, a full PCN Clinical Directors development programme was developed. Following further
engagement from the Clinical Directors, the programme has now been fully developed. The
programme is currently being costed to enable a full Board paper to be received to approve the
programme, with subsequent roll out. The CCG is also using the MindTools resource to support
the development of the new PCN Clinical Directors.
As a result of the innovative use of the Healthcare Leadership Model 360 degree appraisal tool,
the CCG was awarded £7,500 by the NHS Leadership Academy for leadership development within
the CCG. A programme of training was devised as a result of the senior leadership team
composite 360 degree appraisal information. The training programme has now launched and
comprises of the following sessions: Impact Image and Influence; Playing to Your Strengths and
Building Confidence; Brilliant Teams; Brilliant Leaders; The Art of Being Brilliant; Leadership and
Motivation; and Presenting Change Confidently.
3.4 Staff survey
The NHS National Staff Survey 2019 will launch in October 2019. Our communication strategy
has already commenced, starting with a reminder of the 2018 key points for celebration and the
actions taken jointly by the CCG and the Staff Involvement Group, as a result of the valuable
feedback we received. We will continue our communication campaign to build on the 84%
response rate we achieved last year. This year, the staff survey will ask an additional question to
ascertain further information about the nature of any continued bullying experienced within the
CCG. This will enable us to further develop our stamping out bullying campaign in a targeted
way, in order to continuously improve the experience of our people.
3.5 Time to Change
Earlier this year, the CCG applied to take the Time to Change Employer Pledge and submitted an
action plan to Time to Change, which is a charity led by Mind and Rethink Mental Illness. Time to
Change works to promote a positive culture in relation to mental health. The Time to Change
Employer Pledge is a commitment to changing the way we all think and act about mental health
in the workplace. The CCG’s action plan was approved by Time to Change and we are now
implementing this one-year plan as part of the Employer Pledge.
3.6 Summer Work Experience
A paid Summer work experience programme was set up across the CCG in July 2019. Three
people successfully applied and were recruited into the Communications team, Continuing
Healthcare and the HR and ODL team.
3.7 NHS Workforce Race Equality Scheme
This year, the full formal Workforce Race Equality Standard (WRES) requirements applied to CCGs
for the first time. The CCG’s data report was submitted in August 2019, in line with the national
deadline. Following approval by Board, a WRES action plan will also be published and
implemented by the deadline of 27th September 2019.

Terms/acronyms used in report
HVCCG
CAMHS
HCT
HPFT
IAPT
ENHCCG
NHSE
PCN
APMS
DES
CLCH
HRM
HPMA
ODL
BLMK
TUPE
CSU
ESR

Herts Valleys Clinical Commissioning Group
Child and Adolescent Mental Health Services
Hertfordshire Community NHS Trust
Hertfordshire Partnership University NHS Trust
Improving Access to Psychological Therapies
East and North Herts Clinical Commissioning Group
NHS England
Primary Care Network
Alternative Provider of Medical Services
Direct Enhanced Service
Central London Community Health Trust
Human Resources Management
Healthcare People Management Association
Organisational Development and Learning
Bedfordshire, Luton and Milton Keynes
Transfer of Undertakings (Protection of Employment)
Commissioning Support Unit
Electronic Staff Record

NHS HERTS VALLEYS CCG
Annual Audit Letter
Year ended 31 March 2019

EXECUTIVE SUMMARY

Purpose of the Annual Audit Letter

Audit conclusions

This Annual Audit Letter summarises the key issues arising from
the work that we have carried out in respect of the year ended
31 March 2019.

Audit area

Conclusion

Financial statements

Unmodified opinion

Regularity

Unmodified opinion

Remuneration and staff
report

Unmodified opinion

Use of resources

Unmodified conclusion

Other reporting
requirements

No other issues reported

It is addressed to the CCG but is also intended to communicate
the key findings we have identified to key external
stakeholders and members of the public.
Responsibilities of auditors and the CCG
It is the responsibility of the CCG to ensure that proper
arrangements are in place for the conduct of its business and
that public money is safeguarded and properly accounted for.
Our responsibility is to plan and carry out an audit that meets
the requirements of the National Audit Office’s (NAO’s) Code of
Audit Practice (the Code). Under the Code, we are required to
review and report on:
•

•

The financial statements, regularity of income and
expenditure and auditable parts of the remuneration and
staff report;
Whether the CCG has made proper arrangements for
securing economy, efficiency and effectiveness in its use of
resources.

We recognise the value of your co-operation and support and would
like to take this opportunity to express our appreciation for the
assistance provided during the audit.

BDO LLP
5 July 2019
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FINANCIAL STATEMENTS

Audit conclusion

Final materiality

We issued an unqualified audit opinion on the financial statements.
This means that we consider that the financial statements give a
true and fair view of the financial position and its net expenditure
for the year.

Materiality was calculated at £15.1 million based on a benchmark of
1.75% of gross expenditure.

We issued an unmodified regularity opinion.
We did not identify any material misstatements in the information in
the Remuneration and Staff Report and so we issued an unmodified
opinion on the audited part of this report.

Material misstatements
We did not identify any material misstatements.

Unadjusted audit differences
We identified audit adjustments that, if posted, would increase the
surplus in year by £1.501 million.

We had no exceptions to report in the relation to the arrangements
in place to secure economy, efficiency and effectiveness in the use
of resources.
CLEARLY TRIVIAL
£300,000

2019
MATERIALITY

£15.1 million
Unadjusted differences vs.
materiality
10%
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AUDIT RISKS OVERVIEW

As identified in our Audit Planning Report presented to the Audit Committee in January 2019 (updated in April 2019) we assessed the
following matters as being the risks of material misstatement in the financial statements. Those rated as Significant had the greatest
effect on: the overall audit strategy; the allocation of resources in the audit and the direction of the efforts of the engagement team.

Audit Risk

Risk Rating

Significant Management
Judgement Involved

Management override of
controls

Significant

Yes

Yes, unadjusted

No

Expenditure Recognition
(non-NHS)

Significant

No

Yes, unadjusted

No

Delegated cocommissioning

Normal

No

No

No

NHS Herts Valleys CCG - Annual Audit Letter

Error
Identified

Control Findings to be
reported
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FINANCIAL STATEMENTS

We set out below the risks that had the greatest effect on our audit strategy, the allocation of resources in the audit, and the direction of
the efforts of the audit team.
Risk description

How the risk was addressed by our audit

Results

Management override
of controls: ISA (UK)
240 presumes that
management is in a
unique position to
perpetrate fraud

We carried out the following planned audit procedures:

Our audit work on journals did not identify any issues,
and we did not identify any transactions outside the
normal course of business.

We reviewed and verified large and unusual journal
entries made in the year, agreeing the journals to
supporting documentation. We determined key risk
characteristics to filter the population of journals. We
used our IT team to assist with the journal extraction.
We reviewed estimates and judgements applied by
management in the financial statements to assess their
appropriateness and the existence of any systematic bias.
We obtained an understanding of the business rationale
for significant transactions that are outside the normal
course of business for the entity or that otherwise appear
to be unusual.

NHS Herts Valleys CCG - Annual Audit Letter

Our audit work on estimates identified one error. The
prescribing cost accrual of £14.157 million at 31 March
2019 was based on the forecast outturn expenditure.
Due to the delay in making cash payments to
prescribing contractors, accruals are expected for two
months of costs based on the most up to date available
information. During the audit we have access to more
up to date information and calculated that the CCG had
over accrued for prescribing costs and recorded an
uncorrected understatement of £2.558 million.
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FINANCIAL STATEMENTS

Risk description

How the risk was addressed by our audit

Results

Non-NHS expenditure
recognition: there is
a risk that material
misstatements may
occur through the
manipulation of
expenditure
recognition

We carried out the following planned audit procedures:

No issues identified within our testing of non-NHS
expenditure and cut-off cash payments.

We gained an understanding of the CCG’s internal control
environment for the significant expenditure streams,
including how this operates to ensure that expenditure is
recognised in the correct accounting period.
We tested an increased sample of non-NHS expenditure to
ensure it has been recorded in the correct period and it
has been accounted for in accordance with the Group
Accounting Manual.

NHS Herts Valleys CCG - Annual Audit Letter

Our testing on non-NHS accruals identified one
classification error relating to an accrual made where
there is uncertainty over the timing and amount of
expenditure and so it should have been classified as a
provision rather than an accrual. This classification
error of £3.0 million was recorded as an unadjusted
error.
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USE OF RESOURCES

Audit conclusion
We issued an unqualified use of resources conclusion, as we had no exceptions to report in relation to the arrangements in place to secure
economy, efficiency and effectiveness in the use of resources.
We set out below the risks that had the greatest effect on our audit strategy.

Risk description

How the risk was addressed by our audit

Sustainable resource
deployment

We carried out the following planned audit procedures: The CCG reported a surplus of £3.443 million for 2018/19
and has set a breakeven budget for 2019/20.
We reviewed the financial performance of the CCG
through analysis of the 2018/19 outturn position.
The CCG delivered £25.435 million of savings in 2018/19
(96% of the target), leaving a shortfall of just £1.033
We reviewed the 2018/19 QIPP outturn and how the
million.
CCG had worked with providers to achieve savings and
tested a sample of schemes.
The savings target for 2019/20 is £15.396 million with
schemes fully identified. This is a 42% reduction compared
We considered the plans and proposals the CCG had for
to the 2018/19 target and is 1.7% of the CCG’s
identifying the 2019/20 QIPP schemes to achieve the
expenditure. Nonetheless, it remains a significant
planned savings contained within the QIPP plans for
challenge, but the CCG has demonstrated its ability to
future years and tested a sample of schemes.
deliver significant levels of savings through the measures
We reviewed the CCG’s Medium Term Financial
and processes put in place in 2018/19. The CCG has also
Strategy to ensure assumptions are robust and
identified a number of potential schemes to be
reasonable.
implemented in 2019/20 which have yet to be quantified
and included in the plan.
We held meetings with key individuals to discuss the
medium term financial position and assumptions made. Taken together with the CCG’s past performance, the
savings monitoring and budget setting process in place we
have concluded that the CCG has appropriate
arrangements for ensuring the sustainable deployment of
resources.

NHS Herts Valleys CCG - Annual Audit Letter

Results
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REPORTS ISSUED AND FEES

Fees summary
2018/19

2017/18

£

£

45,300

45,300

-

-

45,300

45,300

Audit fee:
CCG financial statements and use of resources
Non-audit services:
Fees for audit related services
Total fees

NHS England has mandated an assurance
review of the increase in spending in
mental health from 2017/18 to 2018/19 for
all CCGs. The scope and fees for this work
have not yet been finalised by NHS England.
No amounts have been included in the fees
summary for this proposed work.

Communication
Reports
Audit Planning Report
Audit completion report

Date

To whom

March 2019

Audit Committee

Draft to Committee 20 May 2019

Audit Committee

Final version 23 May 2019

NHS Herts Valleys CCG - Annual Audit Letter
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FOR MORE INFORMATION:
Lisa Clampin
Engagement Partner
e: lisa.clampin@bdo.co.uk
Lucy Trevett
Engagement Manager
e: lucy.trevett@bdo.co.uk

The matters raised in our report prepared in connection with the audit are those we
believe should be brought to your attention. They do not purport to be a complete record
of all matters arising. This report is prepared solely for the use of the organisation and
may not be quoted nor copied without our prior written consent. No responsibility to any
third party is accepted.
BDO is an award winning UK member firm of BDO International, the world’s fifth largest
accountancy network, with more than 1,000 offices in more than 100 countries.
BDO LLP is a corporate establishment under the Limited Liability Partnership Act 2000 and
a UK Member Firm of BDO International. BDO Northern Ireland, a separate partnership,
operates under a licence agreement. BDO LLP and BDO Northern Ireland are both
separately authorised and regulated by the Financial Conduct Authority to conduct
investment business.
© 2019 BDO LLP. All rights reserved.
www.bdo.co.uk

NHS England and NHS Improvement
- East of England

Our Ref:
Sent via email

Charter House
Parkway
Welwyn Garden City
Hertfordshire

Kathryn Magson
Accountable Officer
Herts Valleys CCG

0113 824 8885
Elliot.howard-jones@nhs.net
9th July 2019
Dear Kathryn,
2018/19 CCG annual assessments

The CCG annual assessment for 2018/19 provides each CCG with a headline
assessment against the indicators in the CCG Improvement and Assessment
Framework (CCG IAF). The headline assessments have been confirmed by NHS
England’s Statutory Committee.

This letter provides your annual assessment, as well as a summary of any areas of
strength and where improvement is needed as discussed at our year-end review
(Annex A).

Detail of the methodology used to reach the overall assessment for 2018/19 can be
found at Annex B. The categorisation of the headline rating is either Outstanding,
Good, Requires Improvement or Inadequate.

The 2018/19 headline rating for Herts Valleys CCG is Good.

The 2018/19 annual assessments will be published on the Commissioning Regulation
pages of the NHS England website in July. At the same time they will be published
on the MyNHS section of the NHS Choices website. The Q4 IAF dashboard will be
issued with year-end ratings in July.

NHS England and NHS Improvement

2019/20 will be a transitional year for commissioner and provider oversight
arrangements, although the CCG annual assessment process remains a familiar one.
I look forward to working with you and continuing to support your CCG in improving
healthcare for your local population and system.

I would ask that you please treat your headline rating in confidence until NHS
England has published the annual assessment report on its website. This rating
remains draft until formal release. Please let me know if there is anything in this letter
that you would like to follow up on.
Yours sincerely,

Elliot Howard-Jones
Director of Performance & Improvement

Annex A – 2018/19 summary – Herts Valleys CCG
Key Areas of Strength / Areas of Good Practice
Financial performance in 2018/19 remained strong with the CCG demonstrating robust
financial leadership and risk management. The CCG met its statutory financial duties
in 2018/19. Clear Governance frameworks are operational across the CCG, including
those for delegated functions. Quality, performance and financial risks are well
understood and underpinned by clear governance arrangements.
There has been a strong commitment towards joint working in relation to leadership
and governance across the STP resulting in the agreement in principle to recruit a
single AO across the 3 CCGs.
There has been consistently good performance in delivery of the mental health
standards during 2018/19, particularly in the Dementia Diagnosis Rate and Early
Intervention in Psychosis standard.
The CCG’s contribution towards the management of patient flow, system leadership
and out of hospital provision and supporting the significant reduction of 52ww have all
been areas of good practice in 18/19.
The CCG 360o Stakeholder Survey shows positive overall engagement and
improvement from 17/18. However, the number of stakeholders participating were
quite low at 26%. The response to commissioning/decommissioning of services could
also be improved. The CCG should look to encourage more participation in the next
survey.
Key Areas of Challenge
As a system, the QIPP ambition is at the lower end of expectation. System efficiencies,
focusing on system cost are being developed to establish an efficiency / transformation
ambition for the system for 19/20. The system narrative should be clear, addressing
the key challenges of 19/20 including Cancer, UEC and elective.
Whilst there has been a collective approach to the challenges in urgent and
emergency care, this remains the most significant area for focus and delivery
improvement. This includes demand management, in hospital processes and out of
hospital services, maintaining resilience and managing variation.
The Clinical Strategy and priorities should be approached jointly with the other CCGs
in the STP footprint during 2019/20, including UEC, dermatology, frailty and mental
health. Greater coherence is required as to how population health management links
to the key priorities with a focus on the outcomes for patients and populations against
these priority areas.
Key Areas for Improvement
Improvements have been seen in year against the Improvement and Assessment
Framework. Priorities for action and focus in 2019/20 are:
•

A & E - continued to underperform throughout 2018/19 and did not meet the
planned trajectory of 95% in March 2019. The CCG must continue to focus on

demand and admission avoidance, ambulance conveyance, and streaming of
patients to the Ambulatory Emergency Care and Urgent Treatment Centre.
Working with the provider to ensure consistency and internal processes and
patient flow it should be able to reach and maintain its 2019/20 A & E monthly
trajectory towards 95%.
•

Emergency Flow - While there has been a positive and collective approach to
emergency flow there needs to be a greater understanding of the wider system
to understand both variation in attendances and to review load levelling and its
impact within the region.

•

Cancer 2-week breast - Plans must be in place to address pathway issues that
have prevented achieving the required standard in 18/19.

•

Cancer 62 Day - Performance against the standard throughout 2018/19
indicates inconsistency in performance. Plans must be in place to address
pathway issues, including staffing and theatre management, that have
prevented achieving the required standard in 18/19.

•

RTT Waiting list – The 18/19 waiting list ambition was delivered. You have
committed to deliver against the March 2018 list in 19/20. Plans to deliver the
2019/20 trajectory must ensure that any overperformance against this plan is
fully understood and is addressed.

•

Wheelchair services - The provision of wheelchair services for children waiting
less than 18 weeks has not met the standard throughout 2018/19. Whilst
performance for Q4 has not yet been published, the performance for 2018/19
to date is 64.4%. This will require focus and robust monitoring in 2019/20 to
ensure the service improves for this group of children and the standard is
delivered.

Development Needs and Agreed Actions
While there has been positive financial performance in 2018/19 the CCG must take
appropriate steps to mitigate any deterioration against plan, including finance, activity
and efficiency. Understanding growth in activity year on year must be maintained with
any variation to national positions explained. The potential for outsourcing additional
capacity should be explored and implemented as required. It is essential that
opportunities presented through close co-operation across the system are exploited.
The CCG should make use of the transformation programme and utilisation and
capabilities of the interoperability and impact of new services, including 111 online. To
test and review their functionality and utilisation across the urgent care STP footprint.
In progressing towards a joint Accountable Officer, the benefits and the clinical case
for change of forming a single structure should be developed to ensure that a positive
ambition can be outlined to stakeholders, including the membership and clinical
leaders

The CCG should continue to support the development of the system Clinical Strategy,
linking to finance and to the priorities in the upcoming Long-Term Plan. As
implementation of the strategy develops, there needs to be a focus on outcomes rather
than process. You will need to be explicit about the change required to deliver the
strategy and commissioning intentions, including what integrated pathways will look
like, efficiencies across planned and urgent care, how you use intelligence to drive the
system and that the strategy addresses the internal position and challenges of the
system. Consideration of the delivery challenges and how you will work with providers
to ensure deliverability is essential.
The Clinical Strategy and priorities should be approached jointly with the other CCGs
in the STP footprint during 2019/20, including UEC, dermatology, frailty and mental
health. Greater coherence is required as to how population health management links
to the key priorities with a focus on the outcomes for patients and populations against
these priority areas.
Summary
Overall, we would like to congratulate you on the progress you have made over
2018/19 particularly in relation to financial delivery. Performance against the national
standards has generally been good with the exception of cancer, UEC and elective
care. The engagement with the system during the winter period was positive and
should continue to enable strong performance.
I look forward to seeing the development of the STP towards becoming an ICS, the
recruitment of the joint AO and your continued contribution to its success.

Annex B – Overall assessment methodology
NHS England’s annual performance assessment of CCGs 2018/19
1. The CCG IAF comprises 58 indicators selected to track and assess variation
across policy areas covering performance, delivery, outcomes, finance and
leadership. Assessments have been derived using an algorithmic approach
informed by statistical best practice; NHS England’s executives have applied
operational judgement to determine the thresholds that place CCGs into one of
four overall performance categories.
Step 1: indicator selection
2. A number of the indicators were included in the 2018/19 IAF on the basis that
they were of high policy importance, but with a recognition that further
development of data flows and indicator methodologies may be required during
the year. By the end of the year, there were three indicators that were excluded
as there was no data available for the measures: Percentage of deaths with
three or more emergency admissions in last three months of life,
Cardiometabolic assessment in mental health environments and Children and
young people’s mental health services transformation.
Step 2: indicator banding
3. For each CCG, the remaining indicator values are calculated. For each
indicator, the distance from a set point is calculated. This set point is either a
national standard, where one exists for the indicator (for example in the NHS
Constitution); or, where there is no standard, typically the CCG’s value is
compared to the national average value.
4. Indicator values are converted to standardised scores (‘z-scores’), which allows
us to assess each CCG’s deviation from expected values on a common basis.
CCGs with outlying values (good and bad) can then be identified in a consistent
way. This method is widely accepted as best practice in the derivation of
assessment ratings, and is adopted elsewhere in NHS England and by the CQC,
among others. 1
5. Each indicator value for each CCG is assigned to a band, typically three bands
of 0 (worst), 2 (best) or 1 (in between). 2
Step 3: weighting
6. Application of weightings allows the relatively greater importance of certain
components (i.e. indicators) of the IAF to be recognised and for them to be given
greater prominence in the rating calculation.

1

Spiegelhalter et al. (2012) Statistical Methods for healthcare regulation: rating, screening and
surveillance
2 For a small number of indicators, more than 3 score levels are available, for example, the leadership
indicator has four bands of assessment.

7. Weightings have been determined by NHS England, in consultation with
operational and finance leads from across the organisation, and signal the
significance we place on good leadership and financial management to the
commissioner system:
•
•
•

Performance and outcomes measures: 50%;
Quality of leadership: 25%; and,
Finance management: 25%

8. These weightings are applied to the individual indicator bandings for each CCG
to derive an overall weighted average score (out of 2).
Figure 1: Worked example
Anytown CCG has:
-

Quality of leadership rating of “Green” (equivalent to a banded score of 1.33)
Finance management rating of “Green” (equivalent to banded score of 2)
For the remaining 53 indicators, the total score is 49.5.
These scores are divided through by their denominator and weighted to
produce an overall domain weighted score:
�

1.33
� × 25%
1

+

2
� � × 25%
1

+

49.5
�
� × 50%
53

=

𝟏𝟏. 𝟑𝟑

Step 4: setting of rating thresholds
9. Each CCG’s weighted score out of 2 is plotted in ascending order to show the
relative distribution across CCGs. Scoring thresholds can then be set in order to
assign CCGs to one of the four overall assessment categories.
10. If a CCG is performing relatively well overall, their weighted score would be
expected to be greater than 1. If every indicator value for every CCG were within
a mid-range of values, not significantly different from its set reference point, each
indicator for that CCG would be scored as 1, resulting in an average (mean)
weighted score of 1. This therefore represents an intuitive point around which to
draw the line between ‘good’ and ‘requires improvement’.
11. In examining the 2018/19 scoring distribution, there was a natural break at 1.45,
and a perceptible change in the slope of the scores above this point. This
therefore had face validity as a threshold and was selected as the break point
between ‘good’ and ‘outstanding’.
12. NHS England’s executives have then applied operational judgement to
determine the thresholds that place CCGs into the ‘inadequate’. A CCG is rated
as ‘inadequate’ if it has been rated red in both quality of leadership and financial
management.
13. This model is also shown visually below:

Board Meeting in public
26 September 2019

Title Board Assurance Framework: Quarter 2, 2019/20
Agenda item 08
NHS Official Sensitive: Commercial
☐ Check the box if paper contains commercial information which may be damaging
to the CCG, another NHS body or a commercial partner if improperly accessed.
☐ Check the box if paper contains personal information relating to an identifiable
individual where inappropriate access could have damaging consequences.

NHS Official Sensitive Personal
Purpose* (click
Decision ☐
appropriate box)
Author and job title

Approval ☒

Discussion ☐

Assurance ☐

Responsible director and job title

Information only ☐
Director signature

The director is signing to indicate their approval of the paper and to confirm that any EQIA, QIA or DPIA has been approved.

Katy Patrick
Deputy Head of Corporate Governance

Rod While
Head of Corporate Governance

Short summary of paper

The paper presents in summary a proposal for the Board Assurance Framework
(BAF) for 2019/20 at the end of quarter 2 (Q2), tracking changes since Q3 2018/19
and proposing changes to risks on the BAF since the Q1 2019/20 report was
discussed in July 2019.

Recommendation(s)

The Board is being asked to:
 Review and approve the BAF 2019/20 Q2 position as agreed by the
Executive team;
 Note the BAF assurance summary at appendix 1.
BAF and CRR risks have been reviewed and updated by individual SLT and Executive
members and their teams as appropriate.

Engagement with
patients/public/staff and
other stakeholders
Links to Strategic Objectives (click on all boxes that apply)
Effective Engagement. We will continually improve engagements with member practices, patients, the public,
carers and our staff to contribute to and influence the work of Herts Valleys CCG.
Quality. We will commission safe, good quality services that meet the needs of the population, reducing
health inequalities and supporting local people to avoid ill health and stay well.
Transforming Delivery. We will work with health and social care partners to transform the delivery of care
through the implementation of “Your Care, Your Future”, the Strategic Review in west Hertfordshire and its fit
with the wider STP strategy, “A Healthier Future”.
Affordable & Sustainable Care. We will ensure that we fulfill our statutory duty to deliver a financially
sustainable and affordable healthcare system in west Hertfordshire.
Board Assurance Framework
All of the risks on the Board Assurance Framework (BAF) and Corporate Risk Register (CRR) are relevant to this
report.
Resource
None
CFO Signature
implications
Potential conflicts
of interest

Conflicts of interest are published in the CCG registers and any specific interests relating to
agenda items are notified to the Chair in advance of the meeting.
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☒
☒
☒

☒

Equality and
quality impact
analyses (EQIA
and QIA)

N/A

Equality delivery
system (EDS2)
Data Protection
Impact
Assessment
(DPIA)
Report history

N/A

Appendices

N/A

BAF/CRR updates are submitted monthly to the Executive team for approval and discussed
quarterly at committees and the board (next reports due with Committees in October and
November).
The current proposals were reviewed in detail by the Senior Leadership Team and Executive
during August and September and a number of amendments and additions have been agreed.
1. BAF summary Q2 2019/20
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Introduction
1.1 The Board Assurance Framework (BAF), as part of the fundamental core of HVCCG’s internal
control systems, identifies all risks which potentially threaten achievement of HVCCG’s strategic
objectives. Authors of all papers presented to the board and committees are asked to relate the
subject matter explicitly to HVCCG’s strategic risks and explain how it impacts on them.
Following a discussion at the board meeting in June, the Deputy Head of Corporate Governance
has attended a number of team meetings in order to deliver refresher sessions on the way that
this requirement should be met. Participants have been advised that the board needs to
understand the specific assurance that it can take in relation to the strategic risks identified in
the context of each paper and to know where evidence of that assurance may be found.
1.2 The nature and relative sizes of the current threats are summarised in section 4.1 below. This
chart also notes the in-year forecast and ultimate target scores. The BAF summary document at
Appendix 1 includes graphs showing the relationship between inherent, current, forecast and
target risk scores. The target score is the level of risk to the achievement of that strategic
objective that the Executive Team considers to be tolerable and justifiable. Timescales for
achievement vary and differences between forecasts and targets are explained in Appendix 1.
1.3 Meetings with colleagues to discuss risk updates in Q2 have been broadened to include a multidisciplinary approach to each of our strategic risks that also includes conversations about STP
work streams and risks and the relationship of CCG and STP risks to developments of an
Integrated Care System. The corporate governance team are working collaboratively with
colleagues in the STP PMO to help them develop a coherent risk framework and improve on the
quality of risk information being shared across the partnership. An assurance paper will be taken
to the Audit Committee in October addressing the gaps identified by internal audit in relation to
STP work streams: this will include the new risk framework as well as plans to improve
monitoring, compliance and communication.
2. BAF proposal Q2 2019/20
2.1 All of the narrative assurance summaries have been reviewed and updated at multi-disciplinary
meetings since the last report in July and reviewed by the Executive.
2.2 There is only one proposed change to current risk score in the BAF for Q2.
BAF 3.4: ‘Risk that we are unable to manage satisfactorily all transformation, quality,
communication and finance requirements during the mobilisation of the new community
services contract’. Current risk score reduced to 9 as all work streams are on track and the
Oversight Board approved the Post Go Live PMO approach on 13 September 2019.
3. CRR Q2 2019/20.
3.1 Whilst the BAF framework identifies the strategic risks which may threaten achievement of
HVCCG’s strategic objectives, any related risks requiring specific mitigating actions are crossreferenced and documented fully within HVCCG’s Corporate Risk Register (CRR). There have
been no changes proposed to CRR risk scores in Q2 and no new risks have been added.
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4. Strategic risks 2019/20, at end of Q2.
4.1 Relative size and position of strategic risks, including current, forecast and ultimate target
scores.
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4.2 Summary of change over time for current risk scores (Q3 2018/19 to Q2 2019/20).
Key: Risk Deteriorating ↓ No Movement → Risk improving ↑ New risk ¤
Ref

Owner(s)

Risk description

1.1

JR

1.2

LD/DE

1.3

JR/HS

2.1

DC

National targets

2.2a

DC

2.4

CH

Quality and
safety
System IM&T

2.5

DE/LD/CH

2.6

CH

Capacity to
commission
GDPR

3.1

DE

Capital resource

3.2a

DE/JR

3.2b

LD

3.3

DE/HS

3.4

DE

ACS mobilisation

3.5

DE

4.1

CH

4.2

DE/DC

4.3

CH

4.4

CH
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5. Recommendations.
5.1 The Board is asked to:
 Review and approve the BAF 2019/20 end of Q2 position as agreed by the Executive team;
 Note the assurance summary at appendix 1.
6. Appendices
Appendix 1 BAF summary, end of Q2 2019/20
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BAF Summary Proposal Q2 2019/20 at 17 September 2019
Effective Engagement:
We will continually improve engagements with member practices, patients, the public, carers and our staff to contribute to and influence the work of Herts Valleys CCG.
BAF RISK 1.1: Risk that we do not engage effectively with a range of our patients, population and stakeholders.
RISK OWNER: Associate Director of Communications & Engagement
CAUSES: (A) Lack of commitment; (B) Unclear approach and absence of strategy; (C) Availability of funding; (D) Limited workforce capacity and capability.
Inherent risk score
Current risk score
Target risk score
Forecast for end of 2019/20
20

12→

8

8

ASSURANCE SUMMARY (4 Sept 2019)
Opportunities for public participation as part of June and July board meetings were promoted online and via patient networks. This
reflects wider use of PPGs as a route to engagement on the Strategic Outline Case (SOC). A stakeholder engagement report was produced
to accompany the SOC to document engagement undertaken in support of the refresh and this is available on the CCG website. The
board meeting held in public on 11 July 2019 invited written public representations in advance of the meeting. Following the board
decision, a judicial review has been received in relation to engagement on the SOC and HVCCG is responding to provide the information
requested. HVCCG is also participating fully in associated health scrutiny processes.
The target risk score of 8 is expected to be achieved in year, supported by the following initiatives:
•A refreshed stakeholder participation strategy that supports greater public engagement, particularly among disadvantaged groups.
• A programme of communications around our new community pathways.
• Further development of our work with Patient Participation Groups.
• Planned increase in the number and work of community health ambassadors.
• Improved reporting of engagement activities.
• On-going improvements to the CCG website to strengthen our engagement by ensuring up-to-date and useful information and
improving accessibility.
• Filming board meetings in public and posting them online to support engagement in the decision-making process. Board meetings are
also promoted via the 'news' section of the website.
We are working with CLCH and HCT to jointly plan and deliver communications about the adult community health services contract. A
communications work stream is in place to coordinate communications with transferring staff, patients and other stakeholders and this
work stream reports into the mobilisation steering group. Recent activities have included: presentations for HCT staff who are transferring
(both evening and daytime sessions); presentations at locality meetings; updates via the GP bulletin and a transition bulletin for HCT staff.
Implementation of local delivery plans is being taken forward on a Herts Valleys geography basis by a partnership of all our main provider
organisations including primary care (GP Practices and the new Primary Care Networks, adult community services (CLCH), mental health
service (HPFT, acute services (WHHT with other secondary care providers invited), and social services (HCC). Other local partners are also
involved. Smaller providers in planned care are being actively engaged in the process of developing an Integrated Care Partnership (ICP) in
West Hertfordshire. The CCG are ensuring that other acute providers outside of our system are aware of the plans for West Herts and
Herts and West Essex STP but not overburdened by them.
In July 2019 the scores were announced for the CCG Improvement and Assessment Framework (IAF) Patient and Community Engagement
Indicator 2018/19 and HVCCG was announced as 'Green' and got full marks for Governance and Day-to-day practice. This is an
improvement on our previous assessment and reflects on-going improvements to our participation over the year.

1

BAF RISK 1.2: Risk that member practices, local providers, local authorities and other partners do not respond constructively to engagement.
RISK OWNERS: Director of Primary Care and Director of Commissioning
CAUSES: (A) Failure to communicate effectively with member practices, local providers, local authorities and other partners; (B) Pressures in general practice, providers, local authorities & others;
(C) Unclear approach and absence of strategy.
Inherent risk score
Current risk score
Target risk score
Forecast for end of 2019/20
16

12→

8

8

ASSURANCE SUMMARY (4 September 2019)
The Primary Care Commissioning Committee has evaluated schemes using the £1.50 per patient for transformation in 2018/19 for
Dacorum, St Albans & Harpenden, and Watford & Three Rivers localities and will evaluate Hertsmere schemes, which commenced later
than the others, at the November Committee.
Local Delivery Plans were approved by the HVCCG board in June 2019 with an additional investment of approximately £400k to support
delivery.
There was 100% sign up to the final GP Enhanced Commissioning Framework (ECF) and funding model 2018/19, implemented from
November 2018. Development of the ECF for Year 2 is being discussed and agreed at the PCCC on 19 September 2019 with an extended
18 month 'Year 2' proposed.
Supporting practices with winter pressures (SPWP) schemes for 2019/20 were discussed at PCCC in July and approved by the Finance
Committee in August.
There has been good engagement with the plans for Primary Care Networks. One practice is currently outside a PCN: mediation and legal
support has been put in place by HVCCG to resolve this matter. A programme of organisational development has been introduced for the
PCNs and their Clinical Directors. A transformation event held in July for PCNs and other providers attracted more than 80 attendees.
PCNs are conducting a self-assessment of their position on the maturity matrix in September which will enable the CCG to identify gaps
and target support for different organisations as appropriate. Additional funding for primary care is budgeted for in 2019/20 to support
PCNs as a priority under the NHS long-term plan.
Engagement with Practice Managers has been extended with a CCG-wide PM Forum established to support the changes happening in
primary care and the move towards an integrated care system (ICS).
HVCCG participates fully in Health and Wellbeing Board and Health Scrutiny at both county and district level.
Herts Valleys CCG has, along with providers, set up a structure that ensures partners are engaged from localities to CCG footprint into the
STP. Providers sit on all Delivery Groups which design, support and deliver services across each locality reporting into the Herts Valleys
Delivery Board. This ensures engagements from all partners in primary and secondary care alongside voluntary and community services.
Transformation plans are designed, delivered and monitored, reporting into the Local Delivery Partnership which consists of CEOs across
all providers, Healthwatch Hertfordshire and Hertfordshire County Council. It is proposed that Effective Resource Management (ERM)
schemes initiated with GPs in localities should be extended from October 2019 to include the wider partners.
An away day for all partners was well attended on 6 September. It was agreed that a group of directors would begin drawing up a set of
‘draft’ development plans relating to the ICP for presenting back to CEOs at the end of September. Partners were content for WHHT to
take a leadership role for the ICP and a board to board meeting took place between HVCCG and WHHT on 12 September following up on
away day discussions. A draft Memorandum of Understanding will be discussed and agreed in principle at the West Hertfordshire Delivery
Board on 19 September before being taken through the governance processes of individual partner organisations.
The current risk score was reduced to 12 in Q4 of 2018/19 in line with the in-year forecast to reflect the considerable progress made since
April 2018. The target of 8 is expected to be achieved in year. This reflects the further work necessary to develop and operationalise all of
the Primary Care Networks established so that they can be effective as a focus for the implementation of local delivery plans.
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BAF RISK 1.3: Risk that we have an unengaged staff body and wider clinical workforce.
RISK OWNERS: Associate Director of Communications & Engagement; Director of Primary Care; Director of Workforce
CAUSES: (A) Failure to implement internal communications strategy; (B) Failure to adhere to specific timetables for circulation; (C) Clinical leads not sufficiently engaged with the HVCCG board, committees and subgroups and key work streams.
Inherent risk score
Current risk score
Target risk score
Forecast for end of 2019/20
16

8→

8

8

ASSURANCE SUMMARY (2 September 2019):
Following a successful move into The Forum from the first week in April we have continued to engage with staff to promote new more
agile ways of working and to deal with practical queries relating to the new office. Further feedback is being invited throughout
September to resolve any outstanding issues. The focus going forward is on the health and wellbeing of staff with a calendar of events
planned.
The staff involvement group (SIG) have implemented an action plan to address issues raised as part of a Herts Valleys follow-up
questionnaire to the 2018 NHS staff survey and communicated this to the rest of the CCG staff. Speak up champions have been launched
to further address bullying and harassment with bespoke questions to be asked in this year's staff survey to establish root causes.
The Neyber staff assistance service is promoted to all staff and line managers are encouraged to speak to their teams about it where
additional support or advice may be helpful.
The CCG held its third staff conference on 12 June. This conference was again organised by a staff working group linked to the staff
involvement group and the ideas generated at it will be taken forward by SIG.
The HR team is involved in wider forms of staff engagement undertaken to support staff retention.
Clinical leads are fully engaged with the HVCCG board and committees as well as key work streams and sub-groups both in the CCG and
the STP. Clinical leads present to the wider clinical workforce at GP Forums. The CCG's AGM was held on 12 September in the early
evening and on the same date and same location as the GP Forum in order to facilitate greater GP attendance.

3

Quality
We will commission safe, good quality services that meet the needs of the population, reducing health inequalities and supporting local people to avoid ill health and stay well.
BAF RISK 2.1 Risk that we do not deliver on all NHS Constitutional pledges, key national targets and priorities.
RISK OWNER: Director of Nursing & Quality.
CAUSES: (A) Availability of funding, (B) Limited workforce capacity and capability, (C) Competing priorities in the west Herts health and social care economy;
(D) Increased attendance at A&E; (E) Delays in progressing through ED; (F) Demography.
Inherent risk score
Current risk score
Target risk score achievement March 2021
Forecast for end of 2019/20
20
16→
8
12
ASSURANCE SUMMARY (3 September 2019):
There are on-going performance concerns with significant risk to the reputation of the CCG and the provider organisations. The majority of west
25
Hertfordshire patients would view West Hertfordshire Hospitals Trust (WHHT) and Hertfordshire Community Trust (HCT) as their local hospitals,
and the CCG population is not receiving commissioned services within the expectations of the NHS Constitution both with regard to access and
20
treatment times and, arguably, in terms of quality. Improvement trajectories and recovery plans are in place where required and managed
through the meeting governance structures relevant to that work area.
Detailed reporting on individual targets is included in the corporate risk register and discussed monthly at the Performance Committee. In
15
summary:
A&E 4 hour standard 95%. Initiatives to reduce A&E attendance include the Watford General Hospital (WGH) Urgent Treatment Centre (UTC)
10
programme, which is on track for mobilisation to start in October 2019 and implementation by April 2020.
Initial AEC improvement work (expansion of clinical space) is also due in December 2019. The current focus is on activity reconciliation, redirection and improvement, potentially improving Emergency Department (ED) performance further.
5
Delayed Transfers of Care (DTOC). WHHT performance for June 2019 deteriorated to 6.3%. This was due in part to high DToCs in HCT, opening
of escalation beds at the Trust and lack of social care resource. HCT performance for May was 10.5%, improving slightly to 8.3% in June (target is
3.5% of bed base). HVCCG performance committee requested actions to address deteriorating performance and some improvement has been
0
noted. Work is on-going with HCT .
Q3 18/19
Q4 18/19
Q1 19/20
Q2 19/20
Referral to Treatment (RTT). The focus in 2019/20 is on the 18 week patient pathways as per NHS England (NHSE) and NHS Improvement (NHSI)
joint planning guidance. The CCG has taken action to meet the needs of the joint planning guidance and recruited an RTT Programme Manager
for a period of 6 months from August 2019 to January 2020. The post will deliver an RTT plan and work with Trust-based RTT Managers to focus
specifically on RTT performance as well as implementation of the 26-week patient choice initiative. An RTT Delivery Group has been set up in
HVCCG where performance, contracts, finance, BI and quality are represented, thus the RTT/26-week plan is being developed/signed off across
the whole of the CCG. The RTT group is also establishing the various RTT-related initiatives/plans that each Trust has developed in response to
current performance issues as well as to pre-empt winter pressures in 2019/2020.
Trusts with whom HVCCG has a contract are being approached where specialities indicate that RTT issues are apparent; this is based on the
CCG's contracts/BI teams analysis of acute providers' data regarding waiting lists for incomplete pathways, etc. A number of trusts will be
approached to judge what type of short, medium and long term initiatives can be implemented via joint working.
Ambulance capacity challenge has been anticipated with a work plan with executive ownership and accountability agreed with CCGs and
underpinned by an integrated action plan. The focus is on maximising local management actions to increase the number of hours put out and
mapping the next 12 months in terms of capacity. This is to ensure that planned hours will support safe service delivery. There will be a close
focus in upcoming contractual and performance meetings around the ongoing concerns relating to vacancies. Currently, the Herts Valleys area
has the highest number of vacancies in the Trust (total of one third). This directly impacts on the Trust’s ability to meet required targets. Arrival
to Handover (A2H) delays at Watford General Hospital continue to impact the Trust’s ability to release vehicles back on the road. HVCCG is not
the lead commissioner for this contract but does now have a dedicated resource monitoring the contractual performance much more closely
and escalating any local issues to the host commissioner via the sector meeting.

Inherent
Current
Target
Forecast

4

BAF RISK 2.2a: Risk that we are unable to ensure good quality, safe and sustainable services for the population and patients of west Hertfordshire.
RISK OWNER: Director of Nursing & Quality and Deputy CEO
CAUSES: (A) Poor systems for monitoring and escalating provider quality issues; (B) Lack of responsiveness of HVCCG due to vacancies; (C) Ambiguity over quality assurances required from partners; (D) Poor quality
of assurances from providers commissioned directly and indirectly, (E) Availability of funding, (F) Limited workforce capacity and capability (G) Lack of communication between partners and providers.
Inherent risk score
Current risk score
Target risk score
Forecast for end of 2019/20
16

12→

8

ASSURANCE SUMMARY (6 September 2019):
Outcomes from a multi-disciplinary team meeting between the contracting, quality and commissioning teams to review all provider
contracts and identify any gaps in monitoring remains on-going and collaborative team working has improved. HVCCG, together with East
and North Herts CCG where appropriate, are meeting on a quarterly basis to ensure that lessons learnt and actions identified following
serious incidents (SIs) at joint providers are now established to promote shared learning across the county.
There is an SI action plan to improve the governance process around SIs with individual providers where needed which supports face-toface, informal meetings to ensure progress is made with scrutiny at the formal CQRMs.
HVCCG quality team work closely with providers and the CQC to ensure that relevant issues and concerns are highlighted before CQC
visits and any areas of concern are monitored robustly by action plans and progress reported is evidenced at quality assurance visits
(QAV). A focused piece of work is happening with WHHT to understand the mitigations being put in place in response to the recent CQC
report.
We ensure that this information is triangulated via the quarterly quality reports to the Quality Committee and any area that requires
specific attention is addressed by specific task and finish work streams.
The in-year forecast for 2019/20 has been adjusted to 8. This allows for implementation of the new quality matrix with community
contracts that will be the key tool to identifying any new quality issues and proactively addressing them.
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BAF RISK 2.4 Risk of lack of adequate system capability and interoperability in the management and security of information, data and technology.
RISK OWNER: Chief Finance Officer
CAUSES: (A) Historic under-investment in IT; (B) Lack of vision of using IT to support clinical services; (C) Lack of joined up approach for providers .
Inherent risk score
Current risk score
Target risk score achievement March 2021
20
16→
8
ASSURANCE SUMMARY (2 September 2019):
The Local Digital Roadmap (LDR) is now due for refresh in 2019/20. All providers are meeting regularly to co-ordinate plans and increase
the amount of STP and regional collaboration. The “medical information gateway” is being used to view GP records across all three acute
trusts. The CCG is aware of challenges with the capacity of GP network infrastructure and all existing N3 lines are being upgraded to HSCN
lines to deliver better speed and reliability. We are also looking for ways to facilitate PCNs and the interoperability they will need, both
for clinical record sharing but also for facilitating sharing of other digital assets across practices such as policies, documents and training
plans. The STP Digital work stream has recently re-structured to support delivery of the NHS Long Term Plan, with the introduction of a
Primary Care sub-group and a citizen-focused work stream. These will concentrate on how Primary Care Networks will use technology but
also how we empower patients with telehealth, assistive technology and look to make the use of ‘Apps’ mainstream.
Challenges remain, particularly in the acute trusts that may delay full achievement across the system. The three-year plan for WHHT to
have electronic patient records in place was flagged by the board as an issue at the June 2018 meeting. WHHT have now given notice to
their current IT provider and the new contract is expected to be in place by September 2019. The Trust plans to re-invigorate its IT
refreshment programme and the CCG will be working to ensure that what is delivered in their recovery plan for the digital roadmap aligns
with system priorities so that valid information is coming back from WHHT. The CQC report of their re-inspection off WHHT, published on
28 February 2019, noted particular challenges with slow information technology systems and access to computers being an issue for some
staff in the hospital and community setting. Although the STP work stream does monitor progress it is not able to mandate individual
organisational change. Head of IM&T has discussed assurances with WHHT and will liaise with colleagues to monitor progress against
IM&T actions. In-year forecast for 2019/20 is 12 with the expectation that current risk score will reduce to 12 by March 2020. The target
achievement will take longer and is currently estimated as March 2021.

Forecast for end of 2019/20
16

5

BAF RISK 2.5: Risk that we are unable to commission good quality and sustainable healthcare for the population of west Hertfordshire.
RISK OWNERS: Director of Primary Care, Director of Commissioning and Chief Finance Officer
CAUSES: (A) Range of outstanding contractual, performance and procurement issues to be addressed in the transition plan of primary medical services commissioned by NHSE passed to HVCCG;
(B) Shortages of clinical and non-clinical staff to provide the appropriate services in general practice and primary care; (C) General practice as a provider is struggling with a number of individual practices facing
specific difficulties and challenges; (D) Patient numbers and demand continue to increase and yet general practice will struggle to respond to our strategic plan of moving patients from secondary to primary care;
(E) Lack of capacity and capability within HVCCG to manage multiple procurements, transformation and business as usual.
Inherent risk score
Current risk score
Target risk score achievement June 2020
Forecast for end of 2019/20
16

12→

8

12

ASSURANCE SUMMARY (4 September 2019):
The CCG has supported the development of PCNS and is introducing an organisational development programme in 19/20 to support the
16 HVCCG PCNs and their Clinical Directors.
Plans are progressing for ICS/ICP development with dedicated CCG support alongside all partners.
Director of Commissioning has quantified future risks related to mobilisation of new contracts, and the associated CCG resource
requirements. Mobilisation of the new Adult Community Health Services contract and other new services in the community, plus the
embedding of new services throughout 2019/20 has been planned for and resourced.

Inherent risk score
20

BAF 2.6 Risk that we do not comply with the General Data Protection Regulation (GDPR).
RISK OWNER: Chief Finance Officer (SIRO)
CAUSES: (A) Inadequate preparation; (B) Failure to monitor compliance
Current risk score
Target risk score
8→

4

Forecast for end of 2019/20
4

ASSURANCE SUMMARY (2 September 2019):
Mandatory training for all CCG staff on the practical aspects of GDPR compliance has been introduced as an on-going theme.
HVCCG is compliant with GDPR and the internal audit in January 2019 confirmed this.
Annual report to SIRO following toolkit submission for 2018/19 was completed April 2019.
The Data Security and Protection Toolkit for 2019/20 has been released.
The next SIRO report will be presented to Audit Committee in October 2019 and note progress against the IG Toolkit action plan for
2019/20.

6

Transforming Delivery.
We will work with health and social care partners to transform the delivery of care through the implementation of “Your Care, Your Future”, the Strategic Review in west
Hertfordshire and its fit with the wider Sustainability and Transformation Partnership (STP) strategy, “A Healthier Future”.
BAF RISK 3.1: Risk that the joint submission to obtain additional capital resource to successfully transform the delivery of care in west Hertfordshire is unsuccessful.
RISK OWNER & LEAD: Director of Commissioning
CAUSES: (A) Failure to make a compelling case for transformation; (B) Failure to communicate effectively with national bodies, key stakeholders and patients; (C) Limited workforce capacity and capability;
(D) Requirement for Estates Strategy.
Inherent risk score
Current risk score
Target risk score achievement March 2021
Forecast for end 2019/20
20

16→

8

12

ASSURANCE SUMMARY (4 September 2019):
Funding for capital projects remains a challenge nationally for NHS business cases. Pre-submission to the regulators the CCG held
meetings in public including one jointly with WHHT Board members to discuss the options in an open and transparent way, alongside
public meetings and updates for district and county councillors. Feedback from all stakeholders supported the CCG Board in making its
final decision and the CCG and WHHT submitted the Strategic Outline Case to regulators at the end of July.

BAF RISK 3.2a: Risk that there will be insufficient support from local bodies, the public, politicians and other key stakeholders to transform the delivery of care in west Hertfordshire.
RISK OWNER: Director of Commissioning and Director of Primary Care
CAUSES: (A) Failure to make a compelling case for transformation; (B) Failure to communicate and engage effectively with national bodies, key stakeholders, patients and carers;
(C) Limited system workforce capacity and capability.
Inherent risk score
Current risk score
Target risk score achievement December 2019
Forecast for end of 2019/20
20

12→

8

8

4 September 2019
HVCCG’s Chair, CEO and members of the executive team continue to meet with local members of Parliament to discuss plans and
promote understanding and support. We are also working closely with the chair and officer lead of the county council health scrutiny
committee.
Opportunities for public participation as part of June and July board meetings were promoted online and via patient networks. This
reflects wider use of PPGs as a route to engagement on the Strategic Outline Case (SOC). A stakeholder engagement report was produced
to accompany the SOC to document engagement undertaken in support of the refresh and this is available on the CCG website. The
board meeting held in public on 11 July 2019 invited written public representations in advance of the meeting. Following the board
decision, a judicial review has been received in relation to engagement on the SOC and HVCCG is responding to provide the information
requested. HVCCG is also participating fully in associated health scrutiny processes.
The forecast risk score for 2019/20 is 8, with the target risk score achievement date delayed to December 2019 to reflect the latest
information about timescales.

7

BAF RISK 3.2b Risk that there will be insufficient capacity for GP practices, primary care networks and federations to deliver the transformation of care in west Hertfordshire.
RISK OWNER: Director of Primary Care RISK LEAD: Deputy to Assistant Director Localities and Primary Care Development.
CAUSES: (A) Pressures in general practice; (B) Insufficient pace in the organisational development of primary care networks; (C) Insufficient collaboration between local delivery partners.
Inherent risk score
Current risk score
Target risk score
Forecast for end of 2019/20
20

12→

8

8

ASSURANCE SUMMARY: (2 September 2019)
Both Commissioning Executive and Primary Care Commissioning Committees agreed that the risk description needed to be amended in
2019/20 to reflect the increasing demands on general practice whilst they develop and mature their primary care networks (PCNs).
The current risk score was reduced to a cautious 12 in June 2019, maintaining the in-year forecast and target of 8.
The primary care team continues to work monitor and develop the GP Forward View transformational programme.
The GP Enhanced Commissioning Framework (GP ECF) has started to take practices on the journey towards an Integrated Care System
(ICS) and Integrated Care Partnership (ICP). ECF Year 2 has been developed and will be reviewed at the Primary Care Commissioning
Committee on 19 September.
The CCG is one of the national pilots to test the GP Connect interoperability solution for direct booking between 111 and general
practices/extended access services.
Plans are in place to introduce ‘e-consultation’ pilots to support the transformation of how patients access care and how practices
manage patient care.
HVCCG is identifying a new training programme to support the GP Forward View ten high-impact changes.
Locality Provider Group transformation plans were approved by the HVCCG board in June 2019. A launch event was well attended by
PCNs and other providers in July. Further organisational development is scheduled to support the individual development needs of PCNs
and their Clinical Directors. The CCG is supporting facilitative sessions to progress the inclusion of the one practice not currently assigned
to a PCN. PCNs are conducting a self-assessment of their position on the maturity matrix in September which will enable the CCG to
identify gaps and target support for different organisations as appropriate. Additional funding for primary care is budgeted for in 2019/20
to support PCNs as a priority under the NHS long-term plan.
Engagement with Practice Managers has been extended with a CCG-wide PM Forum established to support the changes happening in
primary care and the move towards an integrated care system (ICS).

8

BAF RISK 3.3 Risk that workforce issues prevent us from transforming the delivery of care across the local health and social care system.
RISK OWNER: Director of Commissioning /Director of Workforce
CAUSES: (A) Unclear approach and absence of strategy; (B) Limited workforce capacity and capability; (C) Workforce culture not congruent with required changes;
(D) Poor communication with health and social care partners; (E) Uncertainty associated with EU Exit
Inherent risk score
Current risk score
Target risk score achievement June 2021
Forecast for end of 2019/20
20

16→

8

16

ASSURANCE SUMMARY (10 September 2019):
The local workforce action group (LWAB) as developed a ‘one workforce strategy’, which incorporates the seven work-steams of (1) HR
integration; (2) attracting, recruitment and retention; (3) bank and temporary staffing; (4) alternative ways of working; (5) workforce
planning; (6) learning and development; and (7) primary care workforce. Progress is being made on all fronts of this strategy and
individual organisation across the CTP is aligning their work plans and HR and ODL activity to bring the ‘one workforce’ workforce strategy
alive. NHS E/I also confirmed that the H&WE STP Workforce strategy is well aligned with the Interim People Plan published by NHS
England/Improvement at the end of the first quarter of 2019. HVCCG is currently working to align its HR and ODL strategy to support the
system workforce strategy, in support of the interim people plan and the long term plan.
Each of the seven work streams provide monthly updates to the LWAB, with quarterly deep dives into what has been achieved. Early
indicators is the development of a talent academy, which will focus more on school children, offer support to students, and guarantee
placements across STP organisations to attract and retain more people in our own workforce. The focus of the bank and temporary
staffing has now moved towards medical staffing, to ensure that the same efficiencies are being achieved with West Herts Hospitals NHS
Trust leading on this work with an offer to support the wider East of England in this regard. A workforce planning model has also been
developed with the assistance of Attain consulting service and that is being tested across the STP. Has been demonstrated to the CEOs
Alternative ways of working continues to being explored, with progress being made with Higher Education Intuitions (HEI’s) in the
development of new ways of working for and the development of physician associates roles; nurse specialists; allied health professionals;
and a focus on hard to recruit to areas. Of concern remains the significant reduction in both Mental Health and Learning Disability nurse
places with the local universities, as these areas remains hard to recruit to, in at a time when the profile of these professions are at an alltime high. Additional resources have been appointed to support the system workforce planning and Attain has been procured to assist
with the development of a system wide workforce plan including primary care. In addition a virtual Leadership Academy is being
developed to support ‘growing our own’ for Hertfordshire and West Essex, whilst the integration of HR services is making good progress
with the development of one payroll provider and one occupational health service provider across the system. East North Hertfordshire
NHS Trust will be the system lead role on this important service in support of our system workforce moving forward, plus agreeing to step
up as system shared service lead
Primary Care, changes to the General Medical Services (GMS) contract in 2019/20 include the introduction of Primary Care Networks
(PCNs) from July 2019 (see BAF risk 2.5). PCNs are being developed nationally to ensure the longer term sustainability or primary medical
care service contractors, to enabled integration with the wider healthcare system. PCNs will receive additional funding for workforce
over the next 5 years starting in 2019 with each PCN receiving funding for a Clinical Pharmacists and Social Prescriber. The workforce will
increase year on year over 5 years to include clinical and social prescribers, paramedics, physicians’ associates, mental health
practitioners. HVCCG has supported the development of its PCNs and will continue to do so in 2019/20 onwards through the introduction
of a PCN organisational development programme that will commence in HVCCG with the aim of rolling out across the STP. Progress of
PCNs is being monitored and reported to NHS England and will be monitored by the STP primary care oversight and workforce groups
which includes reporting to LWAB and the Primary Care Commissioning Committee.
The forecast for 2019/20 is to maintain the current risk score of 16, with the target expected to be achieved in 2 years’ time.

9

BAF RISK 3.4: Risk that we are unable to manage satisfactorily all transformation, quality, communication and finance requirements during the mobilisation of the new community services contract.
RISK OWNER: Director of Commissioning
CAUSES: (A) Lack of engagement from incumbent provider; (B) Lack of progress by new provider in mobilising the service; (C) Unable to successfully resolve issues with data in a timely manner; (D) Unable to
transfer properties in a timely manner; (E) Potential disruption to services before new pathways are embedded; (F) Delays caused by legal challenge; (G) Unable to retain staff in the interim period.
Inherent risk score
Current risk score
Target risk score
Forecast for end of 2019/20
16
9↑
3
3
ASSURANCE SUMMARY (17 September 2019)
The appropriate groups and processes to monitor the mobilisation and demobilisation have been established and report through the
CCG’s governance structure.
Work is well underway to ensure the services are in place by 1 October 2019. From March 2019 there has been significant strategic focus
on communications with all system partners to ensure understanding of the services which will transition on October 01 and the planned
transformation roadmap as agreed with CLCH & HCT.
All work streams are on track, the Department of Health decision to enable the transfer of estates aligned to the go live expectations has
been delayed.
The Oversight Board approved the Post Go Live PMO approach on 13 September 2019. SRO group will formally close. All work stream
groups will close with open actions and associated risk transfer arrangements. A new Transformation Group will commence post Go Live
in October with weekly meetings. A new Contracts and BI group will commence post Go Live to focus on Performance.
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BAF RISK 3.5 Risk that our plans do not focus on prevention of ill health and reduction of health inequalities.
RISK OWNER: Director of Commissioning
CAUSES: (A) Lack of focus on prevention, early intervention and diagnosis when implementing strategic plans; (B) Limited workforce capacity and capability for implementation.
Inherent risk score
Current risk score
Target risk score
Forecast for end of 2019/20
16
8→
4
4
ASSURANCE SUMMARY (17 September 2019):
The urgent care programme for 2019/20 sets out plans to have an urgent care offer in every locality, with the default route into urgent
care over time to be booked through the NHS 111 service so that the number of walk-ins will be reduced. These will support access and
improve quality of services with the default for patients who need continuity of care being access urgent care through their practices. The
Hemel Urgent Treatment Centre (UTC) is live and plans are developed to upgrade the Minor Injuries Unit (MIU) in St Albans by December
2019. A long-term vision for Watford is being discussed with WHHT and an interim solution is being planned for Hertsmere until a
bookable community alternative to A&E is available via a designated urgent care base.
Demand management in localities and revisions to processes for Individual Funding Requests (IFRs) focus attention on protected
characteristics and health inequalities. All programmes and service transformations undergo an equality impact assessment and quality
impact assessment which helps to ensure health inequalities are considered and measures put in place to reduce where possible.
Programmes & service transformations developed in the commissioning team take into account prevention of ill health and reduction of
health inequalities, for example:
• Diabetes includes the roll out and monitoring of the national Diabetes Prevention Programme. This includes identification of people at
high risk of developing diabetes and supporting them to reduce their risk. This will be delivered by all practices STP wide from August,
with progress monitored monthly through the STP steering group. • The CCG is developing a cardiology referral management model with
WHHT which will include the implementation of an end-to-end pathway, in particular for atrial fibrillation and heart failure.
• Frailty pathways have now been approved across the STP. The CCG has commissioned a pilot with the community provider for
identification and management of frail patients in the community. The GP Enhanced Commissioning Framework (ECF) includes the use of
an electronic framework and Rockwood score to identify moderate frail patients to review and put the appropriate support in place.
WHHT has already implemented the use of Rockwood for any patient over 65 who is attending via A&E which will enable the earlier
identification of these patients.
• The Enhanced Commissioning Framework for west Herts GPs is a positive development, including the implementation of a prevention
dashboard to record GP referrals for services such as weight management and smoking cessation, as well as a ‘five ways to wellbeing’
initiative.
• A pilot across two practices for the early identification of non-alcoholic fatty liver disease is underway whereby patients are being
identified earlier and managed through the gastro-hepatology unit in the acute trust.
• STP wide consideration of identification and management of patients at risk of liver disease and uncontrolled management of
hypertension to prevent other cardiovascular disease.
• The CCG commissioned specification for a new model of care for community adult health services is currently being mobilised with the
services going live on 1 October 2019. One of the key requirements of this model is to address health inequalities within localities as well
as at primary care network level, to ensure the right level of workforce to address local needs. As part of delivery of place-based care each
locality is currently developing their locality transformation plan which will also highlight how they are tacking health inequalities at
locality and PCN level. Draft proposals are for discussion at the Local Delivery Partnership at end of March 2019.
• A refreshed stakeholder participation strategy and implementation plan will support greater public engagement, particularly among
disadvantaged groups.
Current risk score was reduced to 8 in July with the target and forecast in year reduced to 4.
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Affordable & Sustainable Care:
We will ensure that we fulfill our statutory duty to deliver a financially sustainable and affordable healthcare system in west Hertfordshire.
BAF RISK 4.1 Risk that we do not deliver a financially sustainable integrated healthcare system in collaboration with our partners in the STP.
RISK OWNER: Chief Finance Officer
CAUSES: (A) Reliant upon the engagement of partners in a common financial strategy for both STP (5 years) and Your Care Your Future (10 years);
(B) Continued challenges in the wider system, particularly in acute
Inherent risk score
Current risk score
Target risk score achievement March 2025
Forecast for end of 2019/20
25
20→
5
15
ASSURANCE SUMMARY (4 September 2019):
A refreshed draft medium term financial sustainability plan has been drawn up. This incorporates the work of the STP programme groups.
The CFOs have agreed a joint, system-wide, approach to 19/20 planning based on shared assumptions on activity planning.
Work is underway with WHHT on a Minimum Income Guarantee contract in line with the plans for an Integrated Care Partnership (ICP).
The CCG position is important in order to enable them to support providers.
Forecast and target risk scores have been adjusted to acknowledge the continued challenges in the wider system, particularly in acute.
The target risk score has been set at 5, but the achievement date is end of March 2025.

BAF RISK 4.2 Risk that we do not drive the required value and level of transformation through our identified QIPP schemes.
RISK OWNERS: Chief Finance Officer, Director of Commissioning; Director of Nursing & Quality and Deputy CEO. RISK LEAD: Assistant Director Transformation.
CAUSES: (A) Failure to identify schemes early enough; (B) Failure to identify alternative schemes for lost savings; (C) Failure to validate and embed schemes in partnership with providers; (D) Lack of ownership of
individual schemes; (E) Lack of consistent programme management approach; (F) Failure to derive the benefits available from engagement with the programme boards and wider STP partners.
Inherent risk score
Current risk score
Target risk score
Forecast for end of 2019/20
20

16 →

8

8

ASSURANCE SUMMARY: (16 September 2019)
The QIPP value for 2019/20 is £15.4m and the full QIPP value has been identified.
For each of the identified schemes detailed planning has been undertaken. There is a signed off PID for each scheme, which includes
underlying finance and activity assumptions, milestones, risks, issues, scope, benefits, an assessment of complexity and deliverability and
an overview of aims and objectives. For 2019/20 each scheme will be monitored monthly on planned versus actual in terms of activity and
finance. In addition, pipeline schemes are being scoped to be reported on in year. At the point where these schemes are operational they
will be incorporated into the monthly monitoring process and a highlight report will be completed for each scheme.
The required process improvements have been put in place following an internal audit review. Continued focus is still required to ensure
that required information is provided in a timely manner and content is sufficiently detailed to allow oversight.
The Rightcare team has identified opportunities for the CCG in the areas of CVD and Respiratory. The PMO is working with commissioning
leads, BI and medicines management team to identify opportunities for improvement in these areas. Rightcare delivery plans will be
written up for these areas.
Further work is required to embed more transformation in the acute providers, for example, in outpatients and frailty pathways. For this
reason the current risk score for 2019/20 has been reset at 16 and will be reviewed against delivery as the year progresses. QIPP
performance at Month 4 is 95.1% and this position is expected to be reflected in year-end performance. Under-delivery has been allowed
for in forecast figures.
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BAF RISK 4.3 Risk that we do not achieve financial balance in 2019/20.
RISK OWNER: Chief Finance Officer
CAUSES: (A) Acute activity levels and/or (B) Financial values of activity above those detailed in the 2019/20 financial plan (C) Risks around QIPP delivery.
Inherent risk score
Current risk score
Target risk score
Forecast for end of 19/20
20

12 →

4

4

ASSURANCE SUMMARY (17 September 2019):
The CCG has set a realistic activity and financial plan for 2019/20 supported by agreed contracts with providers.
Budget for non-acute services and expenditure areas have similarly been based on outturn plus growth, cost pressures and planned
investments. Resultant savings schemes of £15.4m have been fully identified to balance the plan. The risk to delivery is being mitigated by
continuous review of all budget areas to refine spend and reassign surplus budget to priority spending areas.
More robust budgetary controls are now in place at HVCCG and the risk of spending more than we have budgeted for in 2019/20 is
therefore assessed to be lower than in recent years. Some delegation of budgets may be resumed, subject to CEO and CFO approval and
the satisfactory completion of training by the budget holder.
The budgets for activity with our main providers have been set, based on agreed contracts or contract offers.
At month 4 (M4) the CCG is reporting a surplus of £0.950m. It is forecast that the CCG will deliver to plan at the end of the financial year.
The main risks identified at M4 relate to activity pressures, including the high level of emergency activity, and non-delivery of QIPP on the
acute contracts. The risks are assessed as being fully mitigated by non-recurrent and prior year benefits
QIPP performance is currently at 95.1% and this position is expected to be reflected in year-end performance. Under-delivery has been
allowed for in forecast figures.
The current risk score was reset to 12 at the start of 2019/20, but the in-year forecast is that the target score of 4 will be achieved.
BAF RISK 4.4 Risk that we do not have sufficient financial resource to manage the increase in legal challenges to our commissioning decisions.
RISK OWNER: Chief Finance Officer RISK LEADS: Director of Commissioning; Associate Director Communications and Engagement.
CAUSES: (A) An increase in legal challenges, claims and legal costs; (B) The need to take commissioning decisions that are sometimes unpopular in order to achieve transformation and long term sustainability.
Inherent risk score
Current risk score
Target risk score
Forecast for end of 2019/20
16

8→

8

8

ASSURANCE SUMMARY (17 September 2019):
The challenges involved in driving significant transformation demand good quality communication, consultation and engagement with
stakeholders in order to reduce the likelihood of challenge.
A substantial programme of engagement has been taking place to support transformation of healthcare services since 2018/19 and
HVCCG participates in Health and Wellbeing Board and Health Scrutiny at both county and district level.
Appropriate procurement processes are being followed by the CCG; due diligence is undertaken; legal advice is sought as required; and
learning from previous procurements is supported.
Contingency arrangements are included in the financial planning process in order to be able to offset any unexpected costs incurred.
Continuous improvement approach to governance and internal control arrangements mitigates any likelihood of challenge. Positive
internal audit of compliance with GDPR was received in January 2019.
All risk scores have been reset for 2019/20 in line with the management and assurance information provided.
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NHS Herts Valleys
Clinical Commissioning Group
Governing Body Meeting
26 September 2019:
Please refer to further guidance here N:\Nursing & Quality\8 Risk Management System\2. Board Assurance
Framework\BAF 201920\Current versions for front sheet reference when completing this front sheet.
Title Proposal for the development of an Integrated Care Partnership in West
Agenda item 9
Hertfordshire
NHS Official Sensitive: Commercial
☐ Check the box if paper contains commercial information which may be damaging
to the CCG, another NHS body or a commercial partner if improperly accessed.
☐ Check the box if paper contains personal information relating to an identifiable
individual where inappropriate access could have damaging consequences.

NHS Official Sensitive Personal
Purpose* (click
Decision ☐
appropriate box)
Author and job title

Approval ☒

Discussion ☐

Assurance ☐

Responsible director and job title

Information only ☐
Director signature

The director is signing to indicate their approval of the paper and to confirm that any EQIA, QIA or DPIA has been approved.

Clare Parker, Consultant Urgent Care
Kathryn Magson, Accountable Officer
Programme
Short summary of paper
West Herts has a clear clinical strategy as set out in Your Care Your Future in

2015. Our vision is that people are healthier – we want to prevent people
from becoming ill in the first place. We want people to get the care they
need in the right place – often close to where they live – at the right time.
More joined up community health and social care services will help people
stay well and get the support they need. It will also help us live within our
means. In addition, the vision of our Hertfordshire wide health and
wellbeing strategy is “with all partners working together we aim to reduce
health inequalities and improve the health and wellbeing of the people in
Hertfordshire”. We need to deliver this vision within the context of national
policy and strategic developments across the STP area, in particular the
development of an integrated care system (ICS) across the Herts and West
Essex STP in response to national expectations. The three CCGs have agreed
to appoint a joint accountable officer by December 2019 supported by a
single joint management team, and are discussing the potential to merge the
three CCGs to facilitate working at scale. This will be supported by place
based working equivalent to the current geographies of the three CCGs and
each place will have an integrated care partnership (ICP).
The reason for developing an ICP for West Herts is that it will not be possible
to achieve our vision without changing the way that providers work with
providers, providers work with commissioners and commissioners work with
commissioners to design and implement services that are integrated around
our patients and service users. Put simply, there are three reasons why we
need to change the way our system functions:
1. Service users feel disempowered in a reactive care system that
focuses more on dealing with problems after they arise than
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prevention. This creates too many avoidable admissions, which are
unpleasant for service users and expensive for the system. Our
system is not geared up to help people to not need acute services in
the first place.
2. Service user experience is confusing. Those with long term or
complex conditions interact with health and social care service
frequently, but they receive fragmented and varied care. Providers
do not appear to communicate with each other and it is not clear to
service users who is in charge.
3. Providers find it hard to work together. Health and care
professionals are also frustrated with the barriers to collaborative
working. There is little information flow between providers and the
current funding and budget systems make it hard to reallocate
resources to where they are needed most. The payment system
often rewards activity rather than outcomes. We need to work
together to ensure we spend available resources in the best possible
way to support our population to live healthy lives.
The development of integrated working across West Herts needs to ensure
that these issues are addressed, creating a synergy that enables the whole to
be greater than the sum of the parts. An effective way of doing this is to
have clear organising principles for the ICP that underpin everything that the
ICP does and every change that it makes and which can be easily
communicated to staff and patients so that they know how things will be
different in the future.
We have already started to work together differently. Our local delivery plan
focuses on the frail elderly population and describes how each partner in the
system will deliver their part of the system pathway to improve care for
these people. However we need to both increase the pace of change and
extend the integrated care approach to more population groups, and we
need to be able to explain to our staff what we expect them to do differently
and provide the development and support to enable them to achieve it.
We have agreed that a population health management approach based on
population segmentation is the right approach to redesigning care and
integrating service delivery around the individual. However there is a degree
of complexity in our commissioning and provision arrangements that we
need to consider as we set up the ICP. Some commissioning is already
arranged at the county, ICS or regional level and similarly some services are
provided at county, ICS or regional level due to their specialist nature or
because of the scale of service required to achieve clinical and / or economic
viability. An important principle of future design work is that we do not
change what already works or create unnecessary fragmentation of either
commissioning or provision where the function is better delivered at scale.
We have developed a transition and risk management plan (a plan on a
page) that sets out the key streams of work that need to be undertaken to
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support the move to an ICP. These include governance, organisational
development and finance, as learning from other areas has highlighted that
investing in and changing relationships, and changing our finance and
contractual models are critical success factors.
We have also developed some draft strategic milestones across a range of
areas to help us monitor progress in our journey.
Conversations to date have shown the importance of ensuring that all
partners have the same understanding of the language we are using and
what we are trying to achieve. We have therefore identified a number of
priority questions for us to test our thinking and ensure alignment across the
partners within the ICP so that we can clearly communicate with our staff,
residents and patients.
We recognise that we can take considerable learning from the experience of
other parts of the country, and will take an ‘adopt or adapt’ approach to
ensure that the solutions that work elsewhere will work in West Herts. This
will allow us to move forward quickly while getting the necessary staff and
patient buy in.
Recommendation(s)

The Board is asked to:











Note and comment on the draft paper, which is being considered by
the boards of all partners ahead of a final paper later this year
Confirm the commitment of the organisation to the development of
an integrated care partnership for West Herts
Note the strategic milestones set out on page 6 and commit the
organisation to supporting their delivery
Note and agree the proposed governance arrangements, subject to
more detailed work to finalise TOR and work programmes.
Confirm the ‘key questions to answer’ that will ensure clarity
regarding our ICP vision and aims and the principles that will
underpin how we work together in future
Note the proposal to establish an ICP development working group
that will report to the West Herts Integrated Partnership Board and
will review potential options for how best to organise ourselves to
deliver on the aims and ambitions agreed for the ICP
Agree to identify resources to support the ICP development and for
new posts to be appointed as system posts
Note and agree the proposed OD programme and the need to
commence this immediately
Note that WHHT and HVCCG have agreed in principle to a minimum
income contract and to move away from PbR.

The paper has been discussed at an away day of senior leaders from across the partnership
Engagement with
and at a board to board meeting between HVCCG and WHHT
patients/public/staff and
other stakeholders
Links to Strategic Objectives (click on all boxes that apply)
Effective Engagement. We will continually improve engagements with member practices, patients, the public, ☒
carers and our staff to contribute to and influence the work of Herts Valleys CCG.
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Quality. We will commission safe, good quality services that meet the needs of the population, reducing
health inequalities and supporting local people to avoid ill health and stay well.
Transforming Delivery. We will work with health and social care partners to transform the delivery of care
through the implementation of “Your Care, Your Future”, the Strategic Review in west Hertfordshire and its fit
with the wider STP strategy, “A Healthier Future”.
Affordable & Sustainable Care. We will ensure that we fulfill our statutory duty to deliver a financially
sustainable and affordable healthcare system in west Hertfordshire.
Board Assurance Framework

☒
☒

☒

Refer to latest BAF report here for current and target risk scores: N:\Nursing & Quality\8 Risk Management System\2. Board
Assurance Framework\BAF 201920\Current versions for front sheet reference

Ref.

Risk
Owner

Risk description

1.1

DC&E

1.3

DC&E

2.2a

DQ&N

2.5

DC

3.2b

DPC

3.3

DW

3.5

DC

4.1

CFO

Risk that we do not engage effectively with a range
of our patients, population and stakeholders
Risk that we have an unengaged staff body and
wider clinical workforce
Risk that we are unable to ensure good quality, safe
and sustainable services for the population and
patients of west Hertfordshire
Risk that we are unable to commission good quality
and sustainable healthcare for the population of
west Hertfordshire
Risk that there will be insufficient capacity for GP
practices, primary care networks and federations to
deliver the transformation of care in west
Hertfordshire
Risk that workforce issues prevent us from
transforming the delivery of care across the local
health and social care system
Risk that our plans do not focus on prevention of ill
health and reduction of health inequalities
Risk that we do not deliver a financially sustainable
integrated healthcare system in collaboration with
our partners in the STP

Current risk
score and
movement

Target risk
score

*Assurance
Level

12→

8

Medium

8→

8

Medium

12→

8

Medium

12→

8

Medium

12→

8

Medium

16→

8

Medium

8→

4

Medium

20→

5

Medium

New strategic risks identified by this report
Other significant risks related to this report (from the Corporate Risk Register)
Resource
implications

There are no explicit resource implications in the paper, though there will
be costs incurred over time on the development of the ICP

Potential conflicts
of interest
Equality and
quality impact
analyses (EQIA
and QIA)

There are no known conflicts of interest raised in this paper

Equality delivery

Does your paper provide supporting evidence for HVCCG’s EDS2 portfolio?
Please refer to EDS2 guidance here: https://www.england.nhs.uk/wp-content/uploads/2013/11/eds-

CFO Signature

This is a draft paper that does not propose any immediate service changes so an EQIA is not required at
this point. EQIAs would need to be produced for any future planned changes to service delivery
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system (EDS2)

Data Protection
Impact
Assessment
(DPIA)
Report history

nov131.pdf and indicate which goal your proposal/paper supports by clicking the appropriate box(es)

Better Health Outcomes
Improved Patient Access and Experience

☒
☒

A Representative and Supported Workforce
Inclusive Leadership

☒
☒

No impact identified

Discussed at joint board meeting with HVCCG / WHHT on 12 Sept

Appendices

*Assurance levels – use this guide to identify the level of assurance indicated in the risk table above.
Level
Details
**N.B. The executive summary for this paper should explicitly point to the evidence to support the assurance level indicated. For
example:
Very high – Where in the report is the evidence is to support the current strong position & how it will be sustained?
High – Where in the report is evidence of what is being done to strengthen controls and mitigate the likelihood of this risk
materialising?
Medium – Where in the report is the evidence of what is being done to address gaps in assurance and how successful is this
action proving?
Low – Where in the report is a statement of the urgent actions planned to address the lack of assurance?

Very high

High

Medium

Low

Taking account of the issues identified in this report, the Board can take reasonable assurance that
the controls upon which the organisation relies to manage this risk are suitably designed, consistently
applied and effective.
Taking account of the issues identified in this report, the Board can take reasonable assurance that
the controls upon which the organisation relies to manage this risk are suitably designed, consistently
applied and effective. However, we have identified issues that, if not addressed, increase the
likelihood of the risk materialising.
Taking account of the issues identified in this report, whilst the Board can take some assurance that
the controls upon which the organisation relies to manage this risk are suitably designed, consistently
applied and effective, action needs to be taken to ensure this risk is managed.
Taking account of the issues identified, the Board cannot take assurance that the controls upon which
the organisation relies to manage this risk are suitably designed, consistently applied or effective.
Action needs to be taken to ensure this risk is managed.
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Executive summary
West Herts has a clear clinical strategy as set out in Your Care Your Future in 2015. Our
vision is that people are healthier – we want to prevent people from becoming ill in the first
place. We want people to get the care they need in the right place – often close to where
they live – at the right time. More joined up community health and social care services will
help people stay well and get the support they need. It will also help us live within our
means. In addition, the vision of our Hertfordshire wide health and wellbeing strategy is
“with all partners working together we aim to reduce health inequalities and improve the
health and wellbeing of the people in Hertfordshire”. We need to deliver this vision within
the context of national policy and strategic developments across the STP area, in particular
the development of an integrated care system (ICS) across the Herts and West Essex STP in
response to national expectations. The three CCGs have agreed to appoint a joint
accountable officer by December 2019 supported by a single joint management team, and
are discussing the potential to merge the three CCGs to facilitate working at scale. This will
be supported by place based working equivalent to the current geographies of the three
CCGs and each place will have an integrated care partnership (ICP).
The reason for developing an ICP for West Herts is that it will not be possible to achieve our
vision without changing the way that providers work with providers, providers work with
commissioners and commissioners work with commissioners to design and implement
services that are integrated around our patients and service users. Put simply, there are
three reasons why we need to change the way our system functions:
1. Service users feel disempowered in a reactive care system that focuses more on
dealing with problems after they arise than prevention. This creates too many
avoidable admissions, which are unpleasant for service users and expensive for the
system. Our system is not geared up to help people to not need acute services in the
first place.
2. Service user experience is confusing. Those with long term or complex conditions
interact with health and social care service frequently, but they receive fragmented
and varied care. Providers do not appear to communicate with each other and it is
not clear to service users who is in charge.
3. Providers find it hard to work together. Health and care professionals are also
frustrated with the barriers to collaborative working. There is little information flow
between providers and the current funding and budget systems make it hard to
reallocate resources to where they are needed most. The payment system often
rewards activity rather than outcomes. We need to work together to ensure we
spend available resources in the best possible way to support our population to live
healthy lives.
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The development of integrated working across West Herts needs to ensure that these issues
are addressed, creating a synergy that enables the whole to be greater than the sum of the
parts. An effective way of doing this is to have clear organising principles for the ICP that
underpin everything that the ICP does and every change that it makes and which can be
easily communicated to staff and patients so that they know how things will be different in
the future. Some suggested principles are set out in exhibit 4 for discussion and debate.
Service users
feel
disempowered

Service user
experience is
confusing

Challenges
Principles
 We have a reactive care system  People will be empowered to
that focuses on cure rather than
direct their care and support,
prevention
and to receive the care they
need in their homes or local
community
 We will support people to make
healthy decisions and prioritise
the early detection of emerging
health issues to enable people
to stay healthy


Providers find it 
hard to work
together


Care is fragmented and varied,

particularly for individual with
long term or complex conditions
who face a bewildering array of
providers who often do not
communicate effectively

Patients with long term or
complex conditions will have a
named individual responsible
for organising and co-ordinating
their care



Our systems will enable and not
hinder the provision of
integrated care and improving
population health outcomes

Little information is shared
between providers
The current funding and budget
systems make it hard to
reallocate resources to where
they are needed most

We have already started to work together differently. Our local delivery plan focuses on the
frail elderly population and describes how each partner in the system will deliver their part
of the system pathway to improve care for these people. However we need to both
increase the pace of change and extend the integrated care approach to more population
groups, and we need to be able to explain to our staff what we expect them to do
differently and provide the development and support to enable them to achieve it.
We have agreed that a population health management approach based on population
segmentation is the right approach to redesigning care and integrating service delivery
around the individual. However there is a degree of complexity in our commissioning and
provision arrangements that we need to consider as we set up the ICP. Some
commissioning is already arranged at the county, ICS or regional level and similarly some
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services are provided at county, ICS or regional level due to their specialist nature or
because of the scale of service required to achieve clinical and / or economic viability. An
important principle of future design work is that we do not change what already works or
create unnecessary fragmentation of either commissioning or provision where the function
is better delivered at scale.
We have developed a transition and risk management plan (a plan on a page) that sets out
the key streams of work that need to be undertaken to support the move to an ICP. These
include governance, organisational development and finance, as learning from other areas
has highlighted that investing in and changing relationships, and changing our finance and
contractual models are critical success factors.
We have also developed some draft strategic milestones across a range of areas to help us
monitor progress in our journey.
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Milestones

By 31 Oct 2019

Defined population

Agree priority
population groups for
service transformation
All organisations sign off
LDP

Clinical design

By 31 Dec 2019

Sign off detailed locality
implementation plans and
release funding

Outcomes

OD

Leadership &
Governance

All partners agree initial
leadership of the ICP

Financial management

Minimum income
contract agreed
between HVCCG and
WHHT for 2019/20
Agree PCNs for all areas
across HVCCG
Agree OD support for
PCN clinical directors

PCN development

Integration of
commissioning functions

Agree and initiate OD
programme at ICP and
locality level
Transition LDP to ICP
board
Agree initial MOU to
underpin locality
implementation plans
Agree final proposition for
ICP first phase to deliver
from April 2020
Approach to longer term
HVCCG/WHHT MIC agreed
to run until replaced by
new ICP contract
Roll out of frailty delivery
model at PCN level
Wider PCN OD support
agreed

By 1 April 2020

By 1 April 2021

Population segments for full
population confirmed

Next priority population
agreed and clinical design
complete

Implementation of plans
commenced in all 4
localities
Agree approach to outcome
measurement, commence
shadow monitoring for
priority population groups
Commence OD programme
for priority cohorts
Pathway Alliance / lead
provider contracts in key
priority areas
Agree MOU setting out
partnership delivery
arrangements
Establish joint business unit
to support agreed cohorts
Agree approach to whole
population budgets across
the ICP

Measure benefits
realised and refine as
required
Go live for managing
contracts based on agreed
outcomes for priority
population groups
Commence OD programme
for next wave priority
cohorts
Formal Alliance / lead
provider Agreement(s) in
place
Establish full scope joint
business unit

Whole population budgets
operating in shadow form

PCN development plans
agreed for 20/21 priorities

PCN development plans
agreed for 21/22 priorities

Delegate first wave
commissioning functions

Delegate full commissioning
functions to ICP board
(subject to legislation)
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By 1 April 2022

Single contract in
place for whole of
ICP
Future organisational
form confirmed

Live capitated
budgets operating

Conversations to date have shown the importance of ensuring that all partners have the
same understanding of the language we are using and what we are trying to achieve. We
have therefore identified a number of priority questions for us to test our thinking and
ensure alignment across the partners within the ICP so that we can clearly communicate
with our staff, residents and patients.
We recognise that we can take considerable learning from the experience of other parts of
the country, and will take an ‘adopt or adapt’ approach to ensure that the solutions that
work elsewhere will work in West Herts. This will allow us to move forward quickly while
getting the necessary staff and patient buy in.
The board is asked to:










Note and comment on the draft paper, which is being considered by the boards of all
partners ahead of a final paper later this year
Confirm the commitment of the organisation to the development of an integrated
care partnership for West Herts
Note the strategic milestones set out on page 6 and commit the organisation to
supporting their delivery
Note and agree the proposed governance arrangements, subject to more detailed
work to finalise TOR and work programmes.
Confirm the ‘key questions to answer’ that will ensure clarity regarding our ICP vision
and aims and the principles that will underpin how we work together in future
Note the proposal to establish an ICP development working group that will report to
the West Herts Integrated Partnership Board and will review potential options for
how best to organise ourselves to deliver on the aims and ambitions agreed for the
ICP
Agree to identify resources to support the ICP development and for new posts to be
appointed as system posts
Note and agree the proposed OD programme and the need to commence this
immediately
Note that WHHT and HVCCG have agreed in principle to a minimum income contract
and to move away from PbR.

7

1. Introduction
The purpose of this paper is to:






set out the case for change for the development and implementation of an
integrated care partnership (ICP) for West Herts within the context of the local
clinical strategy Your Care Your Future and the emerging Herts and West Essex
Integrated Care System (ICS)
describe the ways in which commissioning and provision need to integrate as we
move to an ICP
set out the priority areas for delivery over the next 18 months
set out the pathway for implementing the ICP and pose some questions for ICP
partners to consider.

2. Vision and objectives
2.1. Vision
West Herts has a clear clinical strategy as set out in Your Care Your Future in 2015. Our
vision is that people are healthier – we want to prevent people from becoming ill in the first
place. We want people to get the care they need in the right place – often close to where
they live – at the right time. More joined up community health and social care services will
help people stay well and get the support they need. It will also help us live within our
means. Our aims are:






local people are supported to stay well, promoting health living
patients and carers of all ages are empowered to take an active part in their own
care
patients will receive their care and treatment in the right place – at home or as close
to home as possible
patient will experience services that are joined up
we want to ensure our system is financially sustainable for future generations.

The vision and aims are consistent with the NHS Five Year Forward View and the NHS Long
Term Plan.
As Your Care Your Future is a clinical strategy, the primary focus is how we improve the care
that people receive once they are already ill. Our countywide health and wellbeing strategy,
developed jointly between health and local authority partners across Hertfordshire, sets the
wider goal to optimise the health and wellbeing of people in Hertfordshire throughout the
course of their lives and has the vision “With all partners working together we aim to
reduce health inequalities and improve the health and wellbeing of the people in
Hertfordshire”. This is based on the four life stages of Starting Well, Developing Well,
Living and Working Well and Ageing Well. It recognises that the social determinants of
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health – housing and living environment, work environment, transport, access to health and
social care services, unemployment and welfare, and education – are mostly responsible for
the avoidable differences in health status between different geographical areas and
different sections of the population. Less well-off areas typically have poorer health and
wellbeing than better off areas across a range of health and wellbeing measures. These
variations in health are something which we want to reduce in Hertfordshire, while pursing
our overarching goal of improving outcomes for the population of our county as a whole.
2.2. Objectives
Your Care Your Future set out clear objectives to support the delivery of the vision. These
are:











We will deliver a model of care that focuses on prevention and supports our
population to self -manage their conditions
We will focus on person centred care, enabling people and their carers to live
independently and healthy in their own home, specially our more complex and
vulnerable cases. People will be able to access quality care and support services
locally, as close to their home as possible.
We will deliver care that is joined-up not only between health and social care, but
also physical and mental health, childhood and adulthood and business as usual to
old age. This will be supported by multi-disciplinary teams, sites and IT systems.
We will have a best-in-class estates footprint which is used efficiently to strategically
support the future model of care. The estate will be good quality, fit for purpose and
will meet the needs of our patients and our workforce.
We will set our sights high by building on international and local evidence of what
has worked well both locally and in other locations (nationally and internationally)
but will also strive to develop local innovative solutions.
We will deliver this by resetting and modernising the dialogue with the main
stakeholders in the system, including our patients, the public and our workforce.

The health and wellbeing strategy also sets a number of objectives under each of its four
sections.

3. Hertfordshire and West Essex Integrated Care System
The NHS Long Term Plan sets out evidence demonstrating the effectiveness of integrated
care working and states:
ICSs are central to the delivery of the Long Term Plan and are expected to cover all of the
country by April 2021. An ICS brings together local organisations to redesign care and
improve population health, creating shared leadership and action. They are a pragmatic and
practical way of delivering the ‘triple integration’ of primary and specialist care, physical and
mental health services, and health with social care.
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Further detail relating to the content and expectations of the NHS Five Year Forward View
and the NHS Long Term Plan are set out in appendix 1.
In line with the requirements of the NHS Long Term Plan, the Hertfordshire and West Essex
STP has committed to establishing an ICS at the STP level, and the three CCGs have agreed
to appoint a single Accountable Officer and shared management team, and are currently
having discussions about whether to merge the three CCGs into a single CCG for the ICS. A
design brief for the ICS has been produced to support partners in their detailed design work
to bring the ICS to life.
The ICS partners have agreed the following ambitions for improving the health and
wellbeing of the population:
1. Adopting a population health approach to address the wider determinants of health,
reduce health inequalities, reduce the occurrence of illness, targeting our collective
resources where they will have the greatest impact, improving the quality of care
through integrated, affordable services.
2. Meeting people’s health and social care needs in a joined-up way in their local
neighbourhoods, whenever that is in their best interests – saving time and cutting
out unnecessary tests and appointments. Health and social care services will enable
people to live independently for as long as possible.
3. Adopting a shared approach to treating people when they are ill, prioritising those
with the highest levels of need and reducing unwarranted variations in health and
social care.
4. Improving performance by meeting the ‘quadruple aim’ (improving health of
population, improving quality of care, reducing cost, improving experience of
providing care).
5. Placing equal value and emphasis on people’s mental and physical health and
wellbeing in all we do.
6. Driving the cultural and behavioural change necessary to achieve our shared
ambitions. Care professionals, service users, families and carers will understand the
role they have to play in creating a healthier future.
7. Improved staff and service user experience of care that is always compassionate
with dignity and delivered in the right place at the right time.
8. Ensuring that we have the workforce, technology, contracting and payment
mechanisms in place to support our strategy, delivering health and care support
efficiently, effectively and across organisational boundaries.
Below the ICS level, system partners have defined 3 place based integrated care
partnerships:



West Hertfordshire
North and East Hertfordshire
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West Essex.

There is also the potential for a system wide ICP relating to specialist mental health services
The respective roles of the ICS and ICP are shown in exhibit 1.
An ICS acts as a strategic planner
and commissioner for the health
and care needs of a whole
population and aligns the system in
terms of strategy, commissioning
and delivery. It commissions care
from ICPs that focus care needs for
specific population cohorts

ICPs coordinate care delivery at
place levels between multiple
providers, reducing barriers
between organisations and
enabling a shift in focus from
traditional disease or pathway
based approach to a holistic and
individual value based approach

April 2020 Shadow ICS/ICP

April 2021 Full ICS/ICP

Exhibit 1: roles of the ICS and ICP

4. Case for change – West Herts ICP
The case for change for Your Care Your Future showed that West Herts has the same
challenges in relation to the three gaps described in the Five Year Forward View – health &
wellbeing, care & quality, and funding & efficiency – as the rest of the country.

Exhibit 2: Case for change Your Care Your Future
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Over the next five years, people with multiple conditions are projected to increase total
hospital activity by 14%. People with long-term conditions account for 52% of all GP
appointments, 65% of all outpatient appointments and 72% of all inpatient bed days.
Research shows that 82% of people with cancer, 92% with cardiovascular disease, 92% with
chronic obstructive pulmonary disease and 70% with a mental health condition have at least
one additional condition.
One in two people will develop cancer at some point in their lives, according to the most
accurate forecast to date from Cancer Research UK, and published in the British Journal of
Cancer.
Many people with long-term physical health conditions also have mental health problems,
and are two to three times more likely to develop depression than the rest of the
population.
Data shows that across the Hertfordshire and West Essex STP, care required by 12% of the
population count represents 43% of the budgeted expenditure. This is illustrated exhibit 3:

Exhibit 3: HWE population by condition and spend (Source Carnall Farrar report)

43% of the budget is spent on the frail elderly, adults (overs 18s) with complex needs, adults
with a range of mental health disorders and patients diagnosed with two or more long term
conditions.
One of the major contributory reasons for the large imbalance between spend and
population is the current model of care prevalent across the NHS. The current model has a
high emphasis on caring for and treating patients when they become acutely unwell, rather
than keeping them well in the first place. This is characterised by calls to A&E and late
presentation to secondary care, and very often leads to a hospital based episodic care.
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Commissioners across the country have invested in services to reduce the impact of urgent
care presentations to hospital by commissioning services urgent care services such as
community rapid response, paramedics in car, community in reach into A&E, and
ambulatory care services. The combination of these services has contributed to reducing
“avoidable” admissions. However these services are interventions designed to reduce the
impacts of a crisis presentation for both the patient and the secondary care system, but are
not of themselves preventative.
The West Herts health economy is currently in deficit which increases the challenge of
meeting the needs of our population and providing high quality healthcare. Recent financial
planning shows that the health economy deficit is £xxm
[insert table from STP financial modelling work Aug 2019].
Table 1: West Herts health economy financial position, August 2019

The issues described above can be summarised into three reasons why we need to change
the way our system functions if we want to deliver the aims set out in Your Care Your Future
and our health and wellbeing strategy:
1. Service users feel disempowered in a reactive care system that focuses more on
dealing with problems after they arise than prevention. This creates too many avoidable
admissions, which are unpleasant for service users and expensive for the system. Our
system is not geared up to help people to not need acute services in the first place.
2. Service user experience is confusing. Those with long term or complex conditions
interact with health and social care service frequently, but they receive fragmented and
varied care. Providers do not appear to communicate with each other and it is not clear
to service users who is in charge.
3. Providers find it hard to work together. Health and care professionals are also
frustrated with the barriers to collaborative working. There is little information flow
between providers and the current funding and budget systems make it hard to
reallocate resources to where they are needed most. The payment system often
rewards activity rather than outcomes.
The development of integrated working across West Herts needs to ensure that these issues
are addressed. An effective way of doing this is to have clear organising principles for the
ICP that underpin everything that the ICP does and every change that it makes and which
can be easily communicated to staff and patients so that they know how things will be
different in the future. Some suggested principles are set out in exhibit 4 for discussion and
debate.
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Service users
feel
disempowered

Service user
experience is
confusing

Challenges
Principles
 We have a reactive care system  People will be empowered to
that focuses on cure rather than
direct their care and support,
prevention
and to receive the care they
need in their homes or local
community
 We will support people to make
healthy decisions and prioritise
the early detection of emerging
health issues to enable people
to stay healthy


Providers find it 
hard to work
together


Care is fragmented and varied,

particularly for individual with
long term or complex conditions
who face a bewildering array of
providers who often do not
communicate effectively

Patients with long term or
complex conditions will have a
named individual responsible
for organising and co-ordinating
their care



Our systems will enable and not
hinder the provision of
integrated care and improving
population health outcomes

Little information is shared
between providers
The current funding and budget
systems make it hard to
reallocate resources to where
they are needed most

Exhibit 4: Challenges of current system and organising principles of the ICP (source: adapted from NWL whole
systems integrated care toolkit)

It is recommended that ICP partners invest some time into agreeing a simple narrative
relating to the case for change challenges and organising principles, to enable staff and
patient buy in to new ways of working.

5. Population health and population health management
A ‘population health’ approach is a short-hand term to describe the aspiration of improving
the overall health and wellbeing of a defined population – whether that’s the whole
population of a geographical area, such as Hertfordshire and West Essex, or a particular
group of that population, such as children or frail elderly people.
The Institute of Healthcare Improvement describes this approach as having three aims:




improving mental and physical health
improving people’s experiences of services
lowering costs.

NHS England has added a further two aims:
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reducing health inequalities (improving the health of those with the worst health, so
that their health and wellbeing is more comparable with our healthiest residents)
improving the health and wellbeing of staff.

‘Population health management’ is the approach our STP has adopted to achieving all of
these aims, using health and care information, modelling techniques and planning to divide
or ‘segment’ the population into at-risk groups. Equipped with this information, health and
care professionals, in conjunction with the wider public and voluntary sector, can take
specific, proactive measures to prevent ill-health and improve the health and wellbeing of
those already at risk of, or living with, poor health.

Exhibit 5: Definition of population health and population health management approach (Source: CF 2018, NHSE
2018)

The Carnall Farrar report highlights a number of core propositions about population health
management based on a review of best practice covering both national and international
experience:
1. It is possible to have dramatic impact—even in England.
2. An essential starting point is a shared vision and commitment from a leadership
coalition.
3. Long-term tangible changes in how care is delivered at scale across the whole area
are required.
4. Population focus and segmentation are critical, but it is not enough to focus on the
top 1-2 per cent of the population.
5. Care delivery changes have common themes of more preventative, proactive and
also more responsive care.
6. Significant differences exist across the case studies in the specific care models
adopted and the balance in who does what, and seems to be driven by the relative
strength of leadership and where it sits.
7. The flow of information is an essential pre-requisite to make change happen and
must be taken out of the ‘too difficult’ box.
8. Changes in payment need to be made to fund direct costs of changes in care and
change incentives for organisations.
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9. Changes in governance are essential to allow change to happen but form must be
aligned to function.
The first step in population health management is to use local data to identify and define
the population cohorts that make most sense locally, based on similarity of service user
need and similarity of NHS and social care resource consumption. Exhibit 6 shows the
population segmentation approach agreed in North West London. Once current work to
build a database of local data is complete, a similar exercise will need to be undertaken to
agree the West Herts approach to population segmentation and this will need to explicitly
include children.
Mostly
healthy

Defined
Single
episode of long term
care
condition

Age

0-15
(Children)

Long term
mental
health
needs

Advanced
organic
brain
disorders

Learning
disability

Severe
physical
disability



The programme is currently not focused on integrated care for children



There may be innovative care models that we could trial, but that would be the focus of a future phase
1

Other adults
16-64

2
Other older people

65+

Multiple
Cancer
long term
conditions

3
Adults with one or
more long-term
conditions

5

6

7

8

Adults
and older
people
with
cancer

Adults
and older
people
with
serious
and
enduring
mental
illness

Adults
and older
people
with
advanced
organic
brain
disorders

Adults and
older
people
with
learning
disabilities

4
Older people with one
or more long-term
conditions

9
Adults and
older
people
with
severe
physical
disabilities

Socially
excluded
groups

10
Adults
and older
people
who are
socially
excluded

1

1 For example, the homeless, people with alcohol and drug dependencies

Exhibit 6: North West London population segments

If we successfully embed a comprehensive population health management approach across
our system, we would expect to routinely see:










the meaningful use of health IT and the exchange of health information among
health care, public health, social care and local government professionals
accurate, accessible, and actionable health information that is targeted or tailored
supported shared decision-making between patients and providers
personalised self-management tools and resources
active social support networks
quick and informed responses to health risks and public health emergencies
increased health literacy skills
new opportunities to connect with culturally diverse and hard-to-reach populations
sound principles in the design of pathways and interventions that result in healthier
behaviours
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easier access for patients and service users to information about their health and
wellbeing.

6. Developing the West Herts ICP
Integrated Care Alliances (ICAs) are alliances of NHS and other care providers that work
together to deliver care by agreeing to collaborate rather than compete. These providers
include primary care, hospitals, community services, mental health services and primary
care. Social care and independent and third sector providers may also be involved (Source:
The King’s Fund, February 2018).
Also known as integrated care partnerships (ICP), an ICP does not have to involve the
disbanding of existing organisations, but may involve one provider taking a lead role within
the alliance to coordinate care from the other providers. Commissioners may choose to
delegate aspects of tactical commissioning to an ICP to better improve patient pathways
and improve efficiency within the system.
To move towards an ICP, there are three ways in which we need to transform the local NHS
system in order to improve the desired outcomes for patients:


Integrate commissioning between different health and care commissioners – the
CCGs, NHS England, local authorities and Public Health England – and bring them
together with local providers to make strategic decisions about the care we need to
commission for the population



Integrate provision between different providers – acute, community, mental health,
primary care and local authorities – to deliver holistic care through an ICP



Integrate commissioning with provision at the ICP level by delegating some
commissioning functions to the ICP to enable the ICP to make practical changes to
provider contracts to improve patient pathways and increase efficiency.

6.1. Transforming commissioning
As set out above, Herts Valleys CCG is exploring the option of a merger with the other two
CCGs within the STP to become a single CCG for the ICS. A joint accountable officer will be
appointed in December 2019, with a joint management team in place from April 2020 and
the potential for a single CCG from April 2021 operating across the whole STP area. Delivery
at an ICP level with local ownership will be maximised based on a principle of subsidiarity.
Commissioning will move away from multiple individual contracts with a transactional focus
to a more strategic, population health based approach that focuses on outcomes. The CCG
will commission care from the ICPs through lead provider or alliance contracts. Many
smaller contracts will be novated to the ICP to manage, enabling the ICP to better integrate
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care delivery by having direct control of the providers delivering other elements of the
patient’s pathway.
HV CCG already works with East and North Herts CCG to jointly commission a range of
services with Herts County Council at county level. It is expected that there will continue to
be many areas in which it will remain appropriate to commission at the county level, with
services provided at the most appropriate level of ICP, county or ICS. An important principle
of future design work is that we do not change things that work, and do not create
unnecessary fragmentation of either commissioning or provision where the function is
better delivered at scale (county, ICS or regional).
Work has been undertaken at STP level to determine the functions likely to be performed at
the ICS level. These are set out in full at appendix 2 but include the following commissioning
responsibilities:









Leadership of population health management strategy development
Oversight and representation of the whole system in terms of performance and
delivery
Setting the framework within which local services develop & deliver
Single financial strategy for the system
Single primary care strategy
Management of primary care contracts (GP)
Quality assurance (including infection control & primary care)
Strongly developed approaches to public and patient engagement.

There will also be a number of commissioning functions that will need to be delivered at a
place level. Some of these will be delegated to the ICP as set out below, but there may also
be elements of commissioning and joint working with the district councils that will need to
be maintained through a locality commissioning team.
Delegation to ICP
Many functions that are currently performed by Herts Valleys CCG will be delegated in the
future to the ICP. The purpose of this is to maintain commissioning at the West Herts place
level where appropriate and to ensure that the ICP has the freedom and control to make the
best decisions in the interests of patients. For example, the tactical commissioning of
continuing care placements would be delegated to the ICP so that the providers can
maximise the efficiency by which individual patient placements are identified and enacted,
though the more strategic elements of continuing care commissioning would be maintained
at the county or ICS level.
The exact scale and degree of delegation will depend on the ambition and scope of the ICP
itself. At one end of the scale, the ICP may be formed from just two providers such as
WHHT and CLCH, based on a block or cost per case contract for their existing services, and
18

who decide not to take on the contract management of any other contracts within the
system, relying instead on CCG commissioned services and pathways outside of their own
organisations. At the other end of the scale, the ICP may be formed of three or more large
providers who agree to manage all other contracts currently commissioned by the CCG and
local authority based on a capitated budget equal to 80% plus of the commissioners’
budgets. In the latter example, the majority of CCG contracting, commissioning, finance and
BI staff would be employed by the ICP in future (albeit working in different ways to at
present). In the first example, only a small number of CCG staff would move into the ICP,
with the majority remaining employed by the single CCG.
Exhibits 7 and 8 below show how the scope of service provision and budgetary responsibility
of the ICP could vary, based on work undertaken in North West London. In the first example
most services are still commissioned by the CCG, who retains most of the budget and most
commissioning staff. In the second example, the ICP commissions everything other than the
most specialist services and so the majority of the commissioning budget is delegated to the
ICP and the majority of CCG staff are employed by or seconded into the ICP. The
commissioning budget could be just the CCG budget or an agreed pooled budget between
the CCG, HCC and NHSE.
Both exhibits recognise the challenge of specialised services that need to be delivered at a
scale greater than that of the geographical ICP and which are shown in the exhibits as
outside of the budget of the ICP. As with commissioning it will be important to consider
which services need to remain provided at county, ICS or regional level due to the scale
required to achieve economic and clinical efficiencies, and to agree how those services
interact with the ICP given that most service users do not spend all their time within those
specialist services and will move in and out of services provided by the ICP.
Total spend

£800m

£600m

£500m

£400m

£200m

Illustrative
value

Spend the ICP is accountable for

Specialised services

Care the team buys from other providers

Care the team buys from other providers specified by local commissioners

Care the team buys from ICP providers
ICP integrated care team providing
planned care and micro
commissioning

Exhibit 7: ICP manages only the budgets and services provided by ICP partners
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Total spend

£800m

£600m

£500m

£400m

£200m

Illustrative
value

Spend the ICP is accountable for

Specialised services

Care the team buys from other providers

Care the team buys from other providers specified by local commissioners

Care the team buys from ICP providers
ICP integrated care team providing
planned care and micro
commissioning

Exhibit 8: ICP manages all budgets and services other than some specialised services

To enable the delegation of functions to the ICP there would need to be a clear process for
that delegation, and clear accountability back to the CCG/HCC so that the CCG/HCC could be
assured that its delegated functions are being performed effectively and in line with any
relevant legislation – particularly if in the future HVCCG merges with the other two CCGs to
create a single CCG at ICS level. At present, legislation does not allow trusts and CCGs to
form joint committees, so in practice a stage 1 delegation would be to the CCG member(s)
of any committee, enabling them to exercise the functions of the CCG once agreed by that
committee. As and when legislation changes, stage 2 delegation could be to a joint
committee or the ICP board. Guidance in this area is expected to develop over time.
It is likely and right that the scale of the three place based ICPs will be different and will
develop at different paces. It will be important to ensure that the future single CCG is able
to effectively manage different degrees of delegation to the ICPs so that they can best meet
the needs of their local area.
6.2. Transforming provision
The fundamental requirement of integrated care is that providers change the way that they
deliver care so that it is focused on the needs of individual patients rather than arranged on
an organisational basis. Integrated care removes the barriers between providers, enabling
seamless handovers between different clinical professionals who treat patients holistically
rather than as a series of different conditions. This also enables a shift in mindset away
from reactive care once someone is already in crisis, to proactive management where
people are enabled to stay healthy and know how to get early support to prevent them
getting to a crisis point. Exhibits 9 and 10 below give examples from East London and
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Hammersmith & Fulham about how care for patients with one or more long term conditions
(and therefore increased risk of acute admission) can be organised differently.

Exhibit 9: WELC integrated care approach for the 20% of the population most at risk of admission

Hammersmith & Fulham community independence service

Exhibit 10: How patient flows change with a community independence service (vitual ward) in Hammersmith &
Fulham – integrated NHS and social care model

Integrated care partnerships enable these changes to happen on several levels:


At board level, partners take decisions together that give the best outcome for the
system rather than prioritising their individual organisations
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At patient level, clinicians work together in multidisciplinary teams to manage
complex patients holistically against a single care plan and to design different
pathways of care to improve outcomes for patients
Different contract forms such as alliance contracts or whole population budget
contracts align provider incentives and remove perverse incentives that drive
behaviours that are not in the interest of patients
The sharing of budgets and financial risk enables providers to make innovative
service changes jointly that they would not be prepared to do individually, and to
shift resources to the parts of the patient pathway that deliver most value.

As with commissioning, the provision of integrated care will be organised and delivered at
different levels within the system, depending on the nature of the service and its degree of
specialisation. In line with Your Care Your Future, care should be delivered as close to home
as possible while recognising the need to centralise some services to enable high quality
specialist care to be delivered. So there will continue to be one emergency department and
one hospital with acute services for when people are acutely ill, but more outpatients and
multidisciplinary care will move into the community, and core primary care will continue to
be delivered at practice level. For the most specialist services that are already provided at a
county, ICS or regional level, this is expected to continue.
The highest number of patient contacts with the NHS is with primary care, particularly GPs,
nurses, pharmacists, dentists and opticians. Primary care is delivered by hundreds of small
providers, each operating independently and commissioned in the main by NHS England.
Core GP services are commissioned using General Medical Services (GMS) or Primary
Medical Services (PMS) contracts, which are held at practice level. Unlike any other NHS
contract, GMS contracts are held in perpetuity. Additional services were traditionally
commissioned through local enhanced schemes, which led to an enhanced patient offering
for some patients but not others, depending on what services each practice decided to
commission. At a local and national level commissioning has recognised the need to
commission primary care at a scale above the practice level to move away from this
discriminatory ‘patchwork’ approach. HVCCG now commissions additional services under
the Enhanced Commissioning Framework (ECF) to bring funding together beyond core
contract payments to support the expansion of primary care services, to ensure that all
patients have access to a broad range of high quality primary care services and help to
enhance general practice by developing and encourage partnership working to deliver
improvements in clinical outcomes for patients. NHSE has launched a national requirement
for practices to work together as groups of practices based around a population of 30 –
50,000 in primary care networks (PCNs). An explanation of what PCNs are and their
requirements is set out at appendix 3, but the national association of primary care gives a
helpful explanation of the four characteristics of the primary care home model, on which
networks are based:
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An integrated workforce, with a strong focus on partnerships spanning primary,
secondary and social care
A combined focus on personalisation of care with improvements in population
health outcomes
Aligned clinical and financial drivers
Provision of care to a defined, registered population of between 30,000 and 50,000.

These PCNs are expected to form the heart of integrated care teams to meet the health and
care needs of their populations out of hospital in a more proactive way using a
multidisciplinary approach as shown in exhibit 11.

Integrated community
based teams

PCN contract

Social care

Clinical
pharmacists
Physician
associates
Community
team

GP
practices

Social prescribing
link workers

Community
mental health
team

Community
paramedics

First contact
physiotherapists

Health
visitors

Schools
Voluntary sector
Delivering proactive and
anticipatory care

Exhibit 11: Integrated care teams based around primary care networks

There are 16 PCNs within the West Herts area. While community based care will need to be
organised at PCN level to be operationally effective and patient centred, it will be important
to maintain the right balance between innovation and standardisation so that the ICP
designs services once and delivers them 16 times, rather than allowing 16 different care
models to emerge.
It should be noted that GP practices are independent small businesses, not statutory bodies,
and as such are not underwritten by the government in cash or income and expenditure
terms. GP incomes are dependent on the financial viability of their practice in a way which
is not true for clinicians within acute, community or mental health trusts. The impact of
financial risk, combined with the in perpetuity nature of their GMS contracts, means that
integrating services for patients between primary care and other providers, and moving to
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new contractual models will be challenging to achieve though vital for the delivery of
integrated care.
6.3. Current progress towards the West Herts ICP
We have made good progress in West Herts already. The heart of our developing ICP is our
locality delivery programme (LDP), which is our first example of fully integrated working
through a programme to migrate services for adult and frail patients towards the goals of
population health management. The core objective of the LDP is to focus on preventative
services, and to focus effort on assisting patients to maintain their independence for longer.
The future model is to implement “place based care” centred on the neighbourhoods of the
new Primary Care Networks. It is intended that the implementation is taken forward on a
Herts Valley geography basis by a partnership of all our main provider organisations
including primary care (GP Practices and the new Primary Care Networks), adult community
services (CLCH), mental health service (HPFT), acute services (WHHT with other secondary
care providers invited), and social services (HCC). Other local partners are also involved.
The scope of the two year LDP, which has been approved by all partner organisations, is
illustrated in exhibit 12:

Exhibit 12: West Herts local delivery plan 2018/19

Within the ICP, different partners will have different responsibilities. As an example, the
responsibilities of partners for the frailty programme within the LDP are shown in exhibit 13:
Frailty Programme
Frailty identification

Frailty Proactive (1)

Frailty Proactive (2)

Acute / Emergency

Care Homes

ECF

ECF

ECF

Acute

•Support My Plan
•Care plans
•Identification of carers
•Moderate frail:
Annual health checks,

•Acute frailty unit at WHHT

Care Home GP
Enhanced Local Scheme

•GPs – Rockwood / FRAT
/ Loneliness / depression
& anxiety screening

•MDT meeting GP
attendance (virtual or in
person) for own patient
•GSF monthly meetings
per practice / PCN
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Wider System
•ACS / MH / Acute –
Rockwood / FRAT /
•Loneliness / depression &
anxiety screening
•Social care / voluntary
sector assessments frailty
assessments

PCN
•Navigator per PCN
Local Delivery Board
Plans
•MDT meetings
attendance (all partners)
•Locality GP
representative per MDT
meeting
Wider System
•MDT meeting
organisation
•Single point contracts
(ACS / MH / HCC)
•Single frailty hub (SPA)
•Community frailty clinics
for CGA
•Polypharmacy
programme

polypharmacy,
postural hypertension,
resource pack
•Severe /mild
opportunistic:
Annual health checks,
polypharmacy,
postural hypertension,
resource pack

Wider System
•Extended care
practitioner people in own
homes and care homes
•Rapid response
In reach into A&E

PCN

Local Delivery Board
Plans
•Community pharmacy
reviews in care homes
•Basic obs by care homes
Video GP consultations,
OPAT
•Falls prevention initiatives

Wider System

•My Plan roll out

•Extended care
practitioner

Local Delivery Board
Plans
•My Plan roll out – all
partners
•STP falls (inc pimp my
Zimmer), FLS
Wider System
•Personal health budgets
•Holistic adoption of HCC
“Connected Lives”
•Social prescribing clinics /
services / events
•Increased identification of
carers

Key
ECF

Enhanced Commissioning
Framework – contract with
GPs

PCN

Primary Care Networks

Exhibit 13: responsibilities of LDP partners for the frailty programme

The objectives for each programme within the LDP have related outcome goals which are
expressed as key performance indicators (KPIs). Target values for many of the KPIs have
been set and reviewed while others will be addressed in the next stages. Over the next 18
months we will seek to develop outcomes covering the whole population and which move
towards a wider range of health outcomes and patient experiences rather than just process
measures. Examples of the types of outcomes that are being developed elsewhere in the
country are shown in appendix 4.
In addition to the frail adult transformation set out in the LDP, we have identified children as
our second large population on which to focus. At present there is a wide ranging children’s
transformation programme covering community services, specialist acute services and
CAMHS/LD services. To date the individual elements of the programme have been focused
on individual providers but our next step is to bring these together to look at how the ICP
approach can drive better outcomes. This work encompasses pathways at both West Herts
and Hertfordshire wide levels, and so will be a good opportunity to test how we work with
wider partners at different levels within the ICS.
6.4. Membership and structure of the West Herts ICP
We have a clear design principle that form should follow function, and therefore our priority
is to be clear about what we want to deliver for which segments of the population before
we determine the final form that is best suited to delivering that care.
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Exhibit 14: 4Fs approach to developing an ICS (Source: Dr Steve Laitner and CF 2018)

However, to enable us to commence the journey we have reached some initial conclusions:












Population segmentation will be a key organising principle for determining the
scope, roles and responsibilities of the ICP
The ICP will need to involve WHHT, CLCH, HPFT, primary care, HCC and HCT as a
minimum, though the degree of involvement will be dependent on the final clinical
models and the final contract form
Overall leadership of the emerging ICP will be provided in the first instance by the
Accountable Officer of HVCCG and the Chief Executive of WHHT to ensure there is
dedicated senior time. It is anticipated that WHHT will play a key role in the
leadership and development of the west Hertfordshire ICP
There are a number of different leadership roles that will need to be undertaken by
different people and organisations. In addition to an overall lead provider role for
contractual purposes, there will be a need for a lead provider for each population
segment and there will need to be collective leadership for the development of the
memorandum of agreement underpinning the functioning of the ICP and for the
development and modelling of ICP culture, behaviours and values across the ICP and
within each partner organisation
The roles of partners will be different for adults, children and adults with severe and
enduring mental health, and this will require detailed conversations to ensure that
the physical and mental health needs of the different patient groups can be met. For
some parts of the patient journey (eg CAMHS tier 4), care may need to be planned,
delivered and commissioned at a scale greater than that of the ICP (Hertfordshire
wide, ICS wide or regional), and we will need to work with other system partners to
determine the best way of achieving this while still providing holistic care
The final contract form could be an alliance contract, lead provider contract or an
integrated care contract, depending on how the ICP develops
It is too early to speculate on whether any changes to organisational forms will be
required at some point in the future.
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A key consideration for the ICP will be how it manages patient flows outside of the West
Herts geographical area, particularly acute activity. The CCG only spends £268m of £450m
contracted acute activity (60%) with WHHT, as the natural patient pathway for many people
is to providers in surrounding CCG areas as shown in exhibit 15. The ICP will need to ensure
that all patients are able to access the same integrated pathways, and will need to consider
how other providers work with key ICP partners to achieve this.
L&D Trust
£26.3m
East & North
Herts Trust
£16.4m

Bucks Healthcare
Trust
£26.3m

Royal Free
£57.3m
Other (mainly
London) Trusts
£65.3m

Exhibit 15: HVCCG expenditure on contracted acute activity and patient flows

We recognise that it can be hard for staff to deal with uncertainty, particularly given the
scale of change that is required. As set out above it is important that we do not focus on
future formuntil clear aims and outcomes are agreed for the ICP , but exhibit 16 gives some
indicative examples of how services might be arranged in future and appendix 5 sets out
potential changes to commissioning, to help with people’s understanding of why the
programmes of work set out in the transition plan are critical enablers of change.
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Services delivered once for Hertfordshire

Services delivered once for the ICS

Services delivered outside the ICP and /
or outside the ICS

Arrangements to
be determined
Services organised and delivered within West Herts ICP area

Watford & Three Rivers Locality

St Albans & Harpenden Locality

Hertsmere Locality

Dacorum Locality

Integrated community teams / PCNs

Core ICP

Exhibit 16: example of how services could be arranged within the ICP

6.5. ICP plan on a page
The service transformation described within the LDP is supported by a wider programme of
work, and we have identified a number of priority workstreams for the next 18 months, as
set out on the next page. These combine areas of work that we are already undertaking as a
partnership and areas that we know we need to strengthen as we move towards an ICP.
This plan continues to iterate as discussions progress and further workstreams will be
added.
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Key:
Focus o n clinical design
Bu ilding a track record of d elivery
Effective leadership, relations hips, capacity and capability
Stron g fin an cial management
Coh eren t and defined popu lation

Our ICP Journey - west of Herts
Draft Transition and Risk Management Plan for discussion

Decision point

3 Months Jul - Sep

6 Months Sep - Dec

9 Months Dec - Mar
Go / no go
move to ICP

Review interface with I CS
development
Case for
change review
point

> Urgent an d Emergency Care roadmap and development
plan – inclu ding implications and practicalities

> Integrate LDP plans (inclu sive of frailty),
primary care, mental health, social care and
secondary care
> New PCN DES contract launched
Review of children s transformation
programme progress

> OP transformation plan, learning across the system and radical
steps considered
> Children's Transformation Programme Implementation (carried
forward from 2018/2019)
> System wide CAMHS demand and capacity review

> LDP wave 2 CAMHS plans developed
> Mobilise cu rrent acute OP Cardiology Hub
redesign
> Expand paediatrics OP pilot across all
localit ies
> Review of Dermatology pilot projects
(community and secondary care)
> ICP facilitation and support
commissioned
> Implement effective ICP collaborative
decision making. Transition from current
LDP arrangements to ICP partnership
board
> Agreements signed

> Initial OD, System Leadership, commitment measures developed
collaboratively
> Design governance and accountability arrangements for ICP Inc.
statutory boards, PCNs, Non-Execs, patients, Healt hwat ch and
elected members.
- ICO G established
- Development of MOU
- All agree scope of all additio nal pathway alliances outside ICP
MOU

> Consideration of wider contracting
arrangements
> Provider alliance arrangements developed
inclu ding consideration of voluntary/third
sector, Social Care and specialist provision

> Development of single accountability framework for ICP
> Assessment of all risks and how will be mitigated or mitigations
considered
> Implement capacity / resources identified in LDP plans
> Identify capacity / resources that are sufficient and joint for a
future ICP
> Development of ICP MTFP inc alignment to SOC at WHHT
> Development of MIG contract options and agreement reached

Case for
change review
point

> Agree scope of tactical and
commissioning functions inc alignmen t
with HCC functions
Developing ICP capacity and resources
> MIG implemented
(WHHT and HVCCG)

Review interface
with ICS
development
Submit WHHT SOC

Shadow ICS + ICPs Live April 2020
Go / no go
Move to ICS

Go / no go
Move to shadow ICS

Case for
change review
point

> End to end ACS transformation plan
developed
> Initial pathway transformation plans
implemented
> Early stages of networked service
provision across variety of pathways
> LDP wave 2 CAMHS plans implemented
> Consideration of a specialist MH
and LD ICP
(managed via ICS)

Formal ICS + ICPs
April 2021

Review interface with
ICS development
Quarterly formal check points

> ACS Transformation plan launch
> Expanded networked service provision
> UTC opens on Watford site
> Combined new offer
at Hemel and St Albans
sites

> Implement ation of dermatology pat hology
> Mobilise next phase of OP design programmes
> Single CCG across ICS

> External assurance- review o f
governance and risk management

> Back office functions reviewed

> CCG collaborative commissioning
arrangements implemented
> Joint business unit established
> Inc transformation and service improvement
resource

> Formal Alliance agreement agreed,
based on the NHS integrated care
partnership contract launched in 2019

> Back office changes implemented

> Business unit developed
Sufficient capacity for ICP in place
> Development of all joint posts

> Formal alliance contract launched
> Delegated commissioning arrangements
launched
> Consultation around new care provider
model commences

> New care provider model launched

> Agree 2020 contract arrangements of all
additional pathway alliances outside ICP area

> Agree system control total (SCT)

> System operating planning and monitoring
> Credible plans to meet SCT and reporting for all organisations

> Shared financial planning – risk
deficit and drivers – understand
> Development of joint finance po sts

> Delivery of constitutional
standards

> Set of principles to manage finances developed

> Population health management early
adopter sites live

> Definition of open book in supp ort of goals of MTFP

> Delivery plans and SCT all resonate
> System wide
population health
management plans

Investment and Implementation of OD and system development
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PCN development
Transparent governance including with local government, non-executives, clinicians and the community
Coherent and defined populations, maximising arrangemen ts across distirct council boundaries, where population health management supports resources targeted to reduce inequity
Transparent work programme that we all lead and implement

7. Priority enabling workstreams
7.1. Governance
The ICP governance structure will build on arrangements already in place in place in the
form of the Local Delivery Partnership (LDP) which provides coordination and oversight of
strategic health and care developments in the Herts Valleys area. The LDP membership is
CEO level representation from all main health and care organisations in the west of
Hertfordshire. Reporting to the LDP is a Local Delivery Board which coordinates the delivery
of locality delivery plans which have been developed during the course of 2019.
It is proposed that current arrangements will transition to ICP specific arrangements as
described in table 2:
Current
Locality committees and local delivery groups (LDG)
LDG membership is locality chair, federation chair, HCC
management, provider managers. Focus of LDG is coordination of
local provision.

Locality committees membership is member practice
representatives. Current focus is commissioning with some
provider discussion.
Local delivery board
 Co-chaired by directors of HVCCG and HPFT
 Director representatives from provider organisations – HPFT,
WHHT, Herts County Council, HCT
 Locality GP Federation Chairs
 Locality CCG Commissioning GP Chairs
 Director representative from HVCCG
 Primary Care Commissioning lead, HVCCG
 Planned Care Commissioning lead, HVCCG
 HV Integrated Programme Manager
 Integrated Care Project Officer
 STP PMO representative
Role:
To oversee and ensure implementation of ‘place based care’
across Herts Valleys. This includes the design, delivery and review
of new care models, together with delivery of new
pathways of care as agreed across the West Essex and
Hertfordshire STP.
Accountable for identifying work activities associated with the STP
workstreams – driving progress and successful implementation of
the workstreams at locality level.
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Future
Locality committees to
morph into four Local
Delivery Groups by February
2020

To become the “Delivery
Board” from November 2019.
Key provider clinical decision
making groups to
morph into Delivery Board in
April 2020. An example is the
HVCCG commissioning
executive.

Current
Local delivery partnership
• Chief Executive – Herts Valleys CCG (Chair)
• Chief Executive – West Hertfordshire Hospitals Trust
• Chief Executive – Herts Partnership University Foundation Trust
• Chief Executive – Herts Community NHS Trust
• Chief Executive – Herts Urgent Care
• Locality Director – East of England Ambulance Service
• Director of Adult Care Services – Hertfordshire County Council
• Director of Commissioning – Herts Valleys CCG
• Chief Executive – Hertfordshire Healthwatch
• 2 x GP Federation representatives
Role:
Provide the multi-agency, system leadership that coordinates and
delivers the strategic objectives of Your Care, Your Future and A
Healthier Future in West Hertfordshire
Clinical Advisory Group (NEW)
The West Herts clinical “engine room” of transformation.

Future
To become the “West Herts
Integrated Partnership
Board” from November 2019.
Non-Executive and Lay
membership will be added to
provide independent scrutiny
and challenge.

To be expanded quarterly to
include wider stakeholders
e.g. District councils

Table 2: How current governance arrangements will transition to ICP arrangements

The proposed ICP governance structure is represented in exhibit 17:

West Herts Integrated Care Partnership
Integrated Care System

ICS / ICPs Transitions Steering Group

West Herts Integrated Care Partnership Board
Strategy development
Senior level oversight
Problem solving

Clinical Advisory Group
Clinical sign off of strategy
Problem solving

Delivery Board
Programme board for
strategy delivery

Locality Delivery
Groups x 4
Sub-contracting and
delivery coordination

PCNs / Neighbourhoods x 16
Delivery

Exhibit 17: proposed ICP governance structure

The Integrated Care Partnership Board will lead the partnership and hold to account the
Delivery Board. The individual members of the Partnership Board will have delegated
authority to take decisions on behalf of the organisations they represent and come together
to discuss matters of common concern.
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The Delivery Board is responsible for managing the partnership and implementing the
decisions taken by the members Partnership Board.
Table 3 sets out the proposed scheme of reservation and delegation to the ICP partnership
board.
Decision
Approval of ICP plan, investment
requirements and governance
Approval of Integrated Care Partnership
Board, levels of delegated authority and
MOU / partnership agreement.
Approval of assurance processes
Approval of decision to proceed with most
capable lead provider approaches or proceed
to open market procurement.
Contract award recommendations and
ratification
Define responsibilities and accountabilities
of lead provider
Agreement on the mobilisation of resources
required to deliver the programme and its
objectives.
Day to day direction and leadership
Recommendations and agreement on
readiness to go live in April 2020

Reserved to individual
boards


Delegated to ICP
Partnership Board



 (CCG)
 (approve)

 (ratify)

 (recommend)



 (approve)


 (recommend)

Table 3: Scheme of reservation and delegation to the ICP partnership board

7.2. Finance
National guidance
How we pay for health- and social-care encourages different behaviours because people
respond to incentives and risks. The payment model determines what incentives people
have and how risks are shared. In order to succeed, the ICP needs to provide incentives and
share risks so that providers work together to keep people well.
Across health and social care, significant funds flow to hospitals because a large part of the
payment system was designed to reduce hospital waiting lists and therefore encouraged
volume. Changing pressures on the health- and social-care systems, in particular the rising
prevalence of long-term conditions and more people living longer, mean that a new
payment model is needed for integrated care. International evidence shows that payment
reform is a crucial foundation to achieving whole system change. Without a new payment
model, it will be very hard to get funding to flow differently and therefore to implement
new models of care that improve outcomes.
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We currently use many different payment models across health- and social-care to fund our
services. However, our vision is to implement integrated care where we focus on outcomes
that keep people well at home and support them to manage their complex conditions,
rather than treating many episodes of care separately. It does not make sense to set system
outcomes at the level of specific interventions when we care about people’s overall health
over a longer period. Because they do not incentivise reductions in demand and prevention,
our current payment models also make achieving system financial sustainability much
harder.
This view was confirmed by NHSE and NHSI in 2017 when they published the document
Whole population models of provision: Establishing integrated budgets. This states:
“Successful implementation of these Accountable Care Organisation (ACO) models requires a
new payment approach that will provide financial incentives to facilitate greater coordination and integration of care.
This handbook describes the development of a payment approach for whole population
models of integrated provision, centred on integrated budgets derived from current
commissioner expenditure. These are commonly described in the sector as whole population
budgets (WPB) and we therefore use this term for consistency. This does not imply that the
budget provides for all of the services delivered to an individual, rather that this is a budget
for the whole of population served by the relevant provider, across the services in scope of its
contract. This approach has been developed to encourage the promotion of whole
population management, prevention, self-care and a focus on outcomes rather than inputs.
The WPB approach promotes that the whole population is incorporated into the budget, but
allows for flexibility of service scope to account for different care models being developed to
meet local needs.
The WPB approach is characterised by the following features:
•

•
•
•
•

covers the relevant service scope for the whole population (ie the registered list of
patients and those in the locality of the care model not registered with GPs, rather
than a segment of the population)
removes the direct relationship between activity and payment
improves alignment of payment for all providers within the care model
better incentivises prevention and wellbeing
focuses on management of outcomes, activity and costs across the system.”

It further states: “There are three elements to the overall payment approach for ACO care
models:
1. Establishing the required WPB for delivering services:
•

calculating the baseline contractual value of services in scope of the ACO care model
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•
•

estimating WPB values for the full contract term to support multiyear contracting
converting estimated WPB values to contractual values.

2. Designing an Improvement Payment Scheme (IPS) for ACO providers that will operate as a
top-slice from the WPB.
3. Developing gain/loss sharing to:
•
•

build and align financial incentives across local areas
manage the transfer of utilisation risk from commissioner to provider that is
associated with implementing a WPB.

In the short to medium term, given current system capability and data availability, we
consider this approach to be the most effective and practical way of facilitating ACO
implementation.”
The text above makes clear that a fundamentally different approach to finance and
contracting is required to make integrated care working successful. More detail from the
document is set out at appendix 6, including the future sharing of risk between
commissioners and providers.
Progress within West Herts
Over the next 18 months the ICP design work will consider how to move towards a whole
system budget to enable the emerging ICP. As a first step, WHHT and HVCCG have agreed in
principle to move away from the current PbR contract to a block or income guarantee
contract by the end of September 2019 to begin to change the incentives away from
episodic care. This will allow more conversations about patient pathways while also
reducing the emphasis on income generation, instead focusing more on the control of costs.
In addition, HVCCG has agreed transformation funding to support the LDP which is allocated
at the ICP level, requiring partners to work together to agree how best to invest the
transformation funding across providers to deliver the required outcomes.
FINAL MIG PROPOSAL TO BE ADDED ONCE AGREED
7.3. Organisational development
Organisational Development is essential for all the partners in the ICP, as this will require
new ways of working, different behaviours and a collaborative approach. Whilst it is
important to develop the OD plan with all partners this must align to the OD plan being
prepared within the wider ICS. However, for practical purposes in developing the ICP
between WHHT and HVCCG as the first step and as part of the changes in contractual
structures, a survey was developed to determine the views of Executives and Senior Leaders
across both the organisation. This will provide data about current experiences, perceptions
and dispositions in relation to the ICP. The themes that are being explored focus on values
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and behaviours; a future ICP culture; system leadership; accountability; engagement; new
ways of working; and collaboration. It is envisaged that these themes will be further
explored during bespoke OD sessions (facilitated), and will be able to help in the
development of the OD plans for the ICP with all its partners.

Exhibit 18: OD plan on a page

The majority of staff within the NHS are managed by staff in agenda for change bands 5, 6
and 7. The OD plan will need to explicitly target this critical tier of staff if new ways of
working are to be effectively delivered on the shop floor.
7.4. Other areas critical for success
As part of the ICP development we are actively seeking learning from other health
economies. Suffolk highlighted the following four critical success factors:
1.
2.
3.
4.

Investing in and changing relationships
Changing our contracting and financial models
Embracing co-production
Valuing clinical leadership.

In addition we have identified personalisation and digital as critical to success.
Our OD plan includes investment in our relationships and as set out above we have started
the process of changing the key contractual relationship and financial model between the
CCG and its main acute provider as a first step towards whole population budgets.
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Co-production
The degree and experience of co-production varies between organisations – it is relatively
well established in HCC, the CCG and HPFT, but less well developed in other providers. As
part of our OD we will build on the strengths that already exist and learn from other areas
as we aim to develop a cohort of people to build expertise and provide input to our ICP
work alongside service users.
Clinical leadership
All organisations have well embedded clinical leadership, and the existence of the CCG since
2013 has fundamentally enhanced the role of clinical leadership in commissioning. To
recognise the need for strong clinical leadership for the ICP, the Integrated Clinical Advisory
Group (ICAG) has been established to provide clinical oversight, support and design
solutions to drive forward the transformation of key pathways, in line with the overall STP
strategy. The role of PCN clinical directors will need consideration as they develop and the
CCG existing infrastructure changes.
Personalisation
The NHS Long Term Plan describes the need for a fundamental shift in how we work
alongside patients and individuals to deliver more person-centred care, recognising – as
National Voices has championed – the importance of ‘what matters to someone’ is not just
‘what’s the matter with someone’. Since individuals’ values and preferences differ, ensuring
choice and sharing control can meaningfully improve care outcomes. Creating genuine
partnerships requires professionals to work differently, as well as a systematic approach to
engaging patients in decisions about their health and wellbeing.
Digital
The starting point is interoperability of existing systems, which is challenging to the ICP at
the most basic level as we do not yet have an electronic patient record system within each
of our providers, notably WHHT, which severely limits the ability of providers to share data.
Over time, electronic records with interoperability between systems will enable better data
to be captured and shared to improve patient outcomes and to facilitate a better
understanding of how patients use current services and how better pathways can be
implemented.
The NHS Long Term Plan sets out a number of ways in which digital solutions will
revolutionise the delivery of healthcare. Digital first primary care will become an option for
all patients over the next 5 years, enabling telephone, SKYPE or on line consultations as well
as access via the NHS App. Outpatients is also highlighted as an area where radical
transformation could be achieved through the use of digital. The ICS currently has an
outpatients workstream which includes a focus on digital.
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The overall digital agenda is being co-ordinated at ICS level and it will be important that ICS
and ICP work develops in tandem to prevent silo solutions.

8. Strategic Milestones
As part of the design work, the ICP will set some clear strategic milestones that cover the
range of areas set out above and set the framework for the ongoing iteration of the
transition and risk plan. Some examples of strategic milestones are set out below, but these
need to be fully discussed and agreed by the ICP partners.
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Milestones

By 31 Oct 2019

Defined population

Agree priority
population groups for
service transformation
All organisations sign off
LDP

Clinical design

By 31 Dec 2019

Sign off detailed locality
implementation plans and
release funding

Outcomes

OD

Leadership &
Governance

All partners agree initial
leadership of the ICP

Financial management

Minimum income
contract agreed
between HVCCG and
WHHT for 2019/20
Agree PCNs for all areas
across HVCCG
Agree OD support for
PCN clinical directors

PCN development

Integration of
commissioning functions

Agree and initiate OD
programme at ICP and
locality level
Transition LDP to ICP
board
Agree initial MOU to
underpin locality
implementation plans
Agree final proposition for
ICP first phase to deliver
from April 2020
Approach to longer term
HVCCG/WHHT MIC agreed
to run until replaced by
new ICP contract
Roll out of frailty delivery
model at PCN level
Wider PCN OD support
agreed

By 1 April 2020

By 1 April 2021

Population segments for full
population confirmed

Next priority population
agreed and clinical design
complete

Implementation of plans
commenced in all 4
localities
Agree approach to outcome
measurement, commence
shadow monitoring for
priority population groups
Commence OD programme
for priority cohorts
Pathway Alliance / lead
provider contracts in key
priority areas
Agree MOU setting out
partnership delivery
arrangements
Establish joint business unit
to support agreed cohorts
Agree approach to whole
population budgets across
the ICP

Measure benefits
realised and refine as
required
Go live for managing
contracts based on agreed
outcomes for priority
population groups
Commence OD programme
for next wave priority
cohorts
Formal Alliance / lead
provider Agreement(s) in
place
Establish full scope joint
business unit

Whole population budgets
operating in shadow form

PCN development plans
agreed for 20/21 priorities

PCN development plans
agreed for 21/22 priorities

Delegate first wave
commissioning functions

Delegate full commissioning
functions to ICP board
(subject to legislation)

38

By 1 April 2022

Single contract in
place for whole of
ICP
Future organisational
form confirmed

Live capitated
budgets operating

9. Next steps and recommendations
The combination of the strategic milestones and the plan on the page sets out the priority
work programmes and milestones for the next 18 months, and we will continue to review
and build on these as part of the ICP design phase to ensure that the ICP we create can
successfully deliver on our aims.
Conversations to date have shown the importance of ensuring that all partners have the
same understanding of the language we are using and what we are trying to achieve. It is
going to be particularly important to ensure we have a clear methodology that sets out
what we are trying to do and the order in which we are going to do it to give people
confidence about how and when their concerns will be addressed. Appendix 7 gives to
examples of thinking from the King’s Fund and North West London.
We have therefore identified a number of priority questions for us to test our thinking and
ensure alignment across the partners within the ICP so that we can clearly communicate
with our staff, residents and patients. The questions are detailed in appendix 8 and fall into
the categories of:





Vision, aims, objectives and principles
Scope and pace
Service design
Form and enablers.

It is proposed that a working group comprised of the directors of strategy from each partner
organisation meets weekly for the next few months to propose answers to the questions
that can then be tested more widely with partners, the public and other stakeholders. The
working group will report to the new West Herts Integrated Partnership Board.
To take forward the wider ICP development there will be a need for resources to be
identified from partner organisations, with backfill as required. It has been agreed that new
posts should be system wide posts to reflect our new ways of working.
We will learn from other areas who have been integrated care vanguards how they have
answered these questions, and by taking an ‘adopt or adapt’ approach we can rapidly
develop the right answer in the West Herts context while also supporting OD and building
trust and relationships by working together to reach the solutions.
Recommendations
Developing integrated care partnerships is complex. Early implementers consistently
emphasise the importance of investing time to develop and build strong trust based
relationships between partners and to take early steps to change the contractual and
financial incentives to enable new models to emerge.
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The board is asked to:











Note and comment on the draft paper, which is being considered by the boards of all
partners ahead of a final paper later this year
Confirm the commitment of the organisation to the development of an integrated
care partnership for West Herts
Note the strategic milestones set out on page 6 and commit the organisation to
supporting their delivery
Note and agree the proposed governance arrangements, subject to more detailed
work to finalise TOR and work programmes.
Confirm the ‘key questions to answer’ that will ensure clarity regarding our ICP vision
and aims and the principles that will underpin how we work together in future
Note the proposal to establish an ICP development working group that will report to
the West Herts Integrated Partnership Board and will review potential options for
how best to organise ourselves to deliver on the aims and ambitions agreed for the
ICP
Agree to identify resources to support the ICP development and for new posts to be
appointed as system posts
Note and agree the proposed OD programme and the need to commence this
immediately
Note that WHHT and HVCCG have agreed in principle to a minimum income contract
and to move away from PbR.
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Appendix 1 – National context
The Five Year Forward View set out the case for change for the NHS, describing the health
and wellbeing gap, the care and quality gap and the funding and efficiency gap. It defines
the future of model and emphasises the need to:




get serious about prevention
empower patients and engage communities
implement new models of care, which include multispecialty community providers
(MCPs) and primary and acute care systems (PACs).

The NHS Long term plan in chapter 1 sets out five major, practical, changes to the NHS
service model to improve care for patients over the next five years:
1. We will boost ‘out-of-hospital’ care, and finally dissolve the historic divide between
primary and community health services.
2. The NHS will redesign and reduce pressure on emergency hospital services.
3. People will get more control over their own health, and more personalised care when
they need it.
4. Digitally-enabled primary and outpatient care will go mainstream across the NHS.
5. Local NHS organisations will increasingly focus on population health and local
partnerships with local authority-funded services, through new Integrated Care
Systems (ICSs) everywhere.
The NHS Long Term Plan also sets out evidence demonstrating the effectiveness of
integrated care working and describes in detail the role of integrated care systems as
paraphrased below:
Three years of testing the new models of care described in the Five Year Forward View
through integrated care ‘Vanguards’ and Integrated Care Systems (ICSs) have demonstrated
that vanguards made a positive impact on emergency admissions, and demonstrated the
benefits of proactively identifying, assessing and supporting patients at higher risk to help
them stay independent for longer.
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Figure 1: Growth in emergency admissions per capita 2014/15 to
2017/18: MCP and PACS Vanguards vs. the rest of the NHS
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Primary & Acute Care Systems

Non Vanguard rest of the NHS

Source: NHS long term plan

ICSs are central to the delivery of the Long Term Plan and are expected to cover all of the
country by April 2021. An ICS brings together local organisations to redesign care and
improve population health, creating shared leadership and action. They are a pragmatic and
practical way of delivering the ‘triple integration’ of primary and specialist care, physical and
mental health services, and health with social care.
ICSs will have a key role in working with Local Authorities at ‘place’ level and through ICSs,
commissioners will make shared decisions with providers on how to use resources, design
services and improve population health (other than for a limited number of decisions that
commissioners will need to continue to make independently, for example in relation to
procurement and contract award). Every ICS will need streamlined commissioning
arrangements to enable a single set of commissioning decisions at system level. This will
typically involve a single CCG for each ICS area. CCGs will become leaner, more strategic
organisations that support providers to partner with local government and other community
organisations on population health, service redesign and Long Term Plan implementation.
Funding flows and contract reform will support the move to ICSs. Service integration can be
delivered locally through collaborative arrangements between different providers, including
local ‘alliance’ contracts and a new Integrated Care Provider (ICP) contract which allows for
the first time the contractual integration of primary medical services with other services, and
creates greater flexibility to achieve full integration of care.
As ICSs take hold, organisations will take on greater collaborative responsibility. There will
be a clear expectation that strong, successful organisations not only provide high-quality
care and financial stewardship from an institutional perspective, but also take on
responsibility, with system providers, for wider objectives in relation to the use of NHS
resources and population health. This will mean that neither trusts nor CCGs will pursue
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actions which, whilst potentially improving their institutional financial position, would result
in a worse position for the system overall.
In a recent report to the joint NHSE/NHSI Boards on establishing integrated care systems it
states that: “ICSs work by creating joined-up, patient-centred care at broadly three levels:
Neighbourhood (c.30-50k populations), with Primary Care Networks as the key delivery unit.
Most ICSs now report near full coverage, although these naturally differ in maturity. At
minimum, PCNs collaborate to deliver extended access and sharing functions or workforce to
reduce day-to-day pressures. The more mature have developed flexible workforce models,
integrating with other NHS and local government services and are beginning to provide
anticipatory care for people at risk of unnecessary hospitalisation.
‘Place’ (up to c.500k populations), which will typically align with local government units,
should be the engine room of resource planning, care redesign and population health
management for local communities. Most ICSs say that about 80% or more of their work is
organised around the place or neighbourhood level.
‘Systems’ (c.1m+ populations) discharge responsibilities at a scale larger than places. These
include workforce, capital and estates planning, digital, specialised services and
reconfiguring the acute care landscape. They oversee a single operating plan and system
control total that encompasses CCGs and NHS providers. Systems are increasingly taking
responsibility for financial and operational performance across the whole system, supported
by new governance arrangements.
ICS bring together health and care professionals to design care that goes further in
preventing ill-health, supporting people with long-term health needs and reducing avoidable
hospitalisation. This means creating new collaborative relationships between commissioners
and providers, replacing unnecessarily transactional relationships and freeing up time and
resources to focus on redesigning patient care and improving outcomes. Specifically, in the
context of implementation of the NHS Long Term Plan they should take forward the five
major practical changes to the NHS service model described in Chapter 1.”
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Appendix 2 – Functions of the ICS and ICPs
Core ICS functions






























Oversight and representation of the whole system in terms of performance and
delivery
Setting the framework within which local services develop & deliver
Agreement of system priorities with national & regional team
Estates & capital planning process & oversight
Single financial strategy for the system & oversight of QIPP/CIP programme delivery
(including delivery of ICS QIPP)
System budget setting
Management of primary care contracts (GP)
Single framework for implementation of the People Plan and development of a
strong local workforce
Single system accounts payable service (Could be ICP hosted)
Set framework for clinical pathway resign & delivery
Single complaints function (primary care ICS specific)
Safeguarding strategy (adults & Children) – linked to existing county based planning
with staff embedded with ICPs
Quality assurance (including infection control & primary care)
Single IFR / low priorities forum & implementation team
Single clinical and care strategy
Single medicines management oversight committee
Clinical network leadership
Single primary care strategy
Governance set up & management of joint decision making committee (ICS
committee)
On call arrangements (escalation)
Emergency planning & resilience
Risk management oversight
CIO role
Leadership of population health management strategy development
Single business intelligence approach with shared access to data (could be hosted by
ICP)
System leadership to the development of interoperable technologies.
Strongly developed approaches to public and patient engagement
Single shared HR service including payroll, training & development (could be hosted
by ICP)
Leadership of large scale cross ICP procurements (e.g. pathology)
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Core ICP functions






























Management & delivery of care to the local population
Management of external contractual/activity flows (may include lead contracting
arrangements e.g. ambulance trust)
Development & delivery of ‘place’ and locality/PCN based working
Delivery of QIPP & CIP processes (local system efficiency)
Delivery of local transformation
Local delivery of the People Plan including implementation of local workforce
strategy
Management of internal budget allocation
Management of local estate
Clinical pathway redesign & delivery
Emergency planning & resilience
Single complaints function in each ICP
CHC (query if this becomes integrated with Councils & if some ICS oversight needed)
Quality assurance & delivery team
Strong prescribing teams including staff embedded in primary care
Oversight of clinical accreditation in wider settings (e.g. GPSI’s)
Development & integration of PCNs within the national framework
Governance arrangements for joint decagon making and management of the local
provider partnership including statutory committees
On call arrangements (at local system not just provider level)
Risk management oversight
Single communications & engagement team per ICP
Internal and ICP wider performance monitoring systems
Delivery of population health management priorities
System leadership to the development of interoperable technologies.
Strongly developed approaches to public and patient engagement (community
reference groups)
Local approach and delivery of the prevention agenda
Development of local self-care / self-management programmes and strategies in
partnership with the wider system
Delivery of social prescribing as an enabler of community engagement
CIO role
Leadership of procurements
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Appendix 3 –Primary care networks (Source: King’s Fund guide to PCNs)
What are primary care networks?
Primary care networks (PCNs) form a key building block of the NHS long-term plan. Bringing
general practices together to work at scale has been a policy priority for some years for a
range of reasons, including improving the ability of practices to recruit and retain staff; to
manage financial and estates pressures; to provide a wider range of services to patients and
to more easily integrate with the wider health and care system.
While GP practices have been finding different ways of working together over many years –
for example in super-partnerships, federations, clusters and networks – the NHS long-term
plan and the new five-year framework for the GP contract, published in January 2019, put a
more formal structure around this way of working, but without creating new statutory
bodies.
Since 1 July 2019, all except a handful of GP practices in England have come together in
around 1,300 geographical networks covering populations of approximately 30–50,000
patients. This size is consistent with the size of primary care homes, which exist in many
places in the country, but much smaller than most GP federations. Around 50 networks,
usually in very rural areas, will cover a population of less than 30,000, but most are bigger
than 50,000.
How are they formed?
Most networks are geographically based and, between them, cover all practices within a
clinical commissioning group (CCG) boundary. There are some exceptions where there were
already well-functioning networks that are not entirely geographically based. Some
networks cross CCG boundaries.
While practices are not mandated to join a network, they will be losing out on significant
extra funding if they do not, and their neighbouring networks will be funded to provide
services to those patients whose practice is not covered by a network. In some cases, where
a single practice has met the size requirements of a network, they are also able to function
as a network.
What will primary care networks do?
NHS England has significant ambitions for primary care networks, with the expectation that
they will be a key vehicle for delivering many of the commitments in the long-term plan and
providing a wider range of services to patients.
Primary care networks (PCNs) will eventually be required to deliver a set of seven national
service specifications. Five will start by April 2020: structured medication reviews, enhanced
health in care homes, anticipatory care (with community services), personalised care and
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supporting early cancer diagnosis. The remaining two will start by 2021: cardiovascular
disease case-finding and locally agreed action to tackle inequalities.
To do this they will be expected to provide a wider range of primary care services to
patients, involving a wider set of staff roles than might be feasible in individual practices, for
example, first contact physiotherapy, extended access and social prescribing. Networks will
receive specific funding for clinical pharmacists and social prescribing link workers in
2019/20, with funding for physiotherapists, physician associates and paramedics in
subsequent years.
They will also be the footprint around which integrated community-based teams will
develop, and community and mental health services will be expected to configure their
services around PCN boundaries. These teams will provide services to people with more
complex needs, providing proactive and anticipatory care.
Primary care networks will also be expected to think about the wider health of their
population, taking a proactive approach to managing population health and, from 2020/21,
assessing the needs of their local population to identify people who would benefit from
targeted, proactive support.
Primary care networks will be focused on service delivery, rather than on the planning and
funding of services, responsibility for which will remain with commissioners, and are
expected to be the building blocks around which integrated care systems are built. The
ambition is that primary care networks will be the mechanism by which primary care
representation is made stronger in integrated care systems, with the accountable clinical
directors from each network being the link between general practice and the wider system.
How will the funding for primary care networks work?
Much of the new money for the NHS announced in June 2018 is directed at primary and
community services, and a large proportion of this will be channelled through networks.
The main funding for networks comes in the form of large directed enhanced services
payment (DES), which is an extension of the core GP contract and must be offered to all
practices. This will be worth up to £1.8 billion by 2023/24. It includes money to support the
operation of the network and up to £891 million to help fund additional staff, through an
additional roles reimbursement scheme. The contract is between the commissioner and
individual practices, but receiving the money for the directed enhanced services payment is
contingent on being part of the network and the money will be channelled through a single
bank account directed by the network.
Funding and responsibility for providing the enhanced access services, which pays GPs to
give patients access to consultations outside core hours, will transfer to the network
directed enhanced services payment by April 2021. In addition, a 'shared savings' scheme is
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proposed, under which primary care networks will benefit financially from reductions in
accident and emergency attendances and hospital admissions. There will also be separate
national funding to help primary care networks access digital-first support from April 2021,
from an agreed list of suppliers on a new separate national framework.
What are the additional types of staff that will be funded?
The Additional Roles Reimbursement Scheme, part of the directed enhanced services
payment contract, will fund 70 per cent of the cost of the specific new clinical roles, with the
different roles coming in over the period of the contract, starting with clinical pharmacists
and social prescribing link workers in 2019/20 (100 per cent of the cost of social prescribing
link workers will be funded).
In 2020/21 the scheme will be extended to include physician associates and first contact
physiotherapists, with community paramedics added in 2021/22. The funding is intended to
cover only new staff rather than existing roles. Networks will have the flexibility to decide
how many of each of the types of staff they wish to employ.
Who are primary care networks accountable to?
Practices are accountable to their commissioner for the delivery of network services.
Practices will sign a network agreement, a legally binding agreement between the practices
setting out how they will discharge the responsibilities of the network. Primary care
networks can also use this agreement to set out the network's wider objectives and record
the involvement of other partners, for example community health providers and
pharmacies, though these partners will not be part of the core network, as that can only be
entities who hold a GP contract.
It would be possible to remove a practice's entitlement to the directed enhanced services
payment if the commissioner felt it was not delivering these services, in the same way a
commissioner could remove a general medical services contract, though this is extremely
rare. Each network has an identified accountable clinical director The main purpose of this
role seems to be to provide a voice upwards to the wider integrated care system, and to be
a single point of contact for the wider system, rather than to be accountable for the
performance of the network or its constituent practices. The clinical directors are appointed
by the members of the network.
What does the evidence show makes for successful collaboration in general practice?
Previous research by Fund found that collaboration in general practice was most successful
when it had been generated organically by general practices over a number of years,
underpinned by trust, relationships and support, and where there was a clear focus and
agreement on the role of the collaboration (for example, whether it was to share back-office
functions, provide community services or for quality improvement). Collaborations were
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less successful where there was a lack of clarity of purpose or engagement or overoptimistic expectations. There are also some technical issues including high costs of shared
information systems or complexities around financial liabilities and premises which might
need to be addressed.
Wales, Scotland and Northern Ireland have already implemented similar models which
England can learn from. In Scotland, a key feature of the new GP contract has been the
obligation to become part of a geographical quality cluster. These have been seen as
variably successful, working well when they worked on similar quality improvement
initiatives and less well when they covered a mix of urban and rural practices that faced
different issues and had difficulties coming together to agree priorities. The Welsh health
boards have also established clusters of practices: a Welsh assembly inquiry into their
operation found evidence of good work but highlighted a concern that the cluster model
may be over-reliant on key individuals and that professionals are not being included in
cluster work as much as they should be.
Primary care networks in England will need support to build the trust and relationships
needed for successful collaboration, resisting attempts to be over-optimistic in what can be
achieved in the short term. The scale and complexity of the implementation and leadership
challenge should not be underestimated, and those leading primary care networks will need
significant support if they are to deliver the ambitions set out for them.
What difference will primary care networks make for patients?
Primary care networks have the potential to benefit patients by offering improved access
and extending the range of services available to them, and by helping to integrate primary
care with wider health and community services.
Previous research on the impact of larger scale general practice on patient experience found
mixed views. While some patients prioritise access above all else and are interested in the
potential of larger collaborations to improve that access, others are more concerned about
continuity and trusting relationships and are concerned these may be lost. Practices will
need to work with their patient participation groups and the wider local community if they
are going to address the needs of their local population.
What next?
Test-bed sites will be developed to test elements of the new contract, new service
specifications will be developed and written, and the innovation and investment fund
designed. A new developmental support offer will be available for networks as they seek to
implement new roles and services. The GP contract negotiations for the 2020/21 contract
will begin in the autumn and will include more details about the service specifications.
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Appendix 4 – Examples of outcomes being developed elsewhere to support
population health commissioning
Outcome
domain
Quality of life

Example outcomes

Example metrics

1. People do not die prematurely

A. Potential years of life lost per 100,000
population
B. Health life expectancy
A. Self-reported health related quality of life for
people with LTCs
B. Percentage of service users who meet personal
goals
A. Number of days spent at home per person in 6
month period
A. Percentage of people who access peer support
groups
B. Funding for peer support groups
A. System support and resources for personal
budgets
B. Uptake of personal budgets
A. Percentage of service users who are fully
satisfied with their reablement programmes
B. Percentage of people able to live
independently after rehabilitation or reablement
A. Percentage of population reached by
preventative messaging
B. Number of conversions from high risk patient
to diagnosis of an LTC
A. Number of hospital related infections per 1000
bed days
B Unplanned hospitalisation for chronic
ambulatory sensitive conditions
C. Risk standardised all condition percentage
readmission
A. Percentage survival at one, five and ten years
for cancer
B. Risk standardised all condition percentage
readmission
C. Response time to emergency calls
A. NHS Friends and Family Test Net Promoter
Score
B. Overall satisfaction of people with accessibility
and convenience of care they receive
C. Overall satisfaction of carers with services
A. Percentage of people reporting a good level of
insight into their care
B. Percentage of carers offered care assessment
C. Percentage of people who feel that information
is easily accessible

2. Uses of health and social care
have a good quality of life

3. People are able to spend their
time in their preferred environment
4. Support for social engagement in
the community
5. Involvement in decisions and
respect for preferences
6. Supporting reablement and
rehabilitation

7. Effective prevention programme
reaching out to all populations

Quality of
care

1. Create a safe environment and
avoid harm

2. Deliver care that is timely and
effective

3. Ensure people who use services
have a good experience of care

4. Empowerment and involvement
in care planning and delivery
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Outcome
domain
Financial
sustainability

Example outcomes

Example metrics

1. CCGs and LAs are able to remain
within their financial allocations

A. Percentage of provider networks which go over
their allocated spend
B. Percentage of individual within their capitation
budget
A Percentage of provider networks which achieve
savings within the system
B. Spend per patient vs. previous year
A. Average cost of delivering a certain service
versus the national average cost of delivering that
service
A. Percentage of professionals who report they
are ‘satisfied’ or ‘very satisfied’ with their job
B. Turnover rate for professionals
A. Percentage of professionals attending >80% of
training programmes each year
B. Percentage of professional who do not meet
their training standards
C. Percentage of professionals who feel that
training programmes teach them the knowledge
that they need
A. Percentage of patients seen within two weeks
of referral to a specialist
B. Percentage of adults who had an appointment
in the last twelve months who got an
appointment right away
A. Percentage of service users who have a named
GP or care professional
B. Percentage of service users with a named care
coordinator
C. Percentage of people with a personalised care
plan that has been updated in the last 6 months
A. Percentage of care handovers I which all
required documentation was filled in and signed
off
B. Perception of people that they do not have to
repeat their story to multiple providers
c. Regular review of information systems to
ensure continuity of information

2. Savings are achieved

3. Efficiency of process

Professional
experience

1. Professional are satisfied with
their experience in the workplace
2. Training is provided and well
attended by professionals

Operational
indicators

1. Care is provided in a timely
manner

2. Care delivery is being
transformed

3. Handovers happen efficiently and
avoid loss of information
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Appendix 5 – Potential future commissioning arrangements
All existing commissioning functions will still be required in the future, but many will be delivered in a different way or by the ICP. Some new
skills will be required that don’t exist at the moment within CCGs. The table below shows how a range of commissioning functions are likely to
change over time. Red text gives examples of how functions may be delivered differently, purple text gives examples of functions that do not
currently exist or will need to expand. Existing provider functions are excluded.

Population health

Finance

Business Intelligence

At single CCG (ICS) level
Population needs analysis, monitoring
of health outcomes, setting of
outcome targets for ICP contract
Financial planning
CCG budget management
Management of CCG financial risks
BI for non ICP contracts
BI for ICP contract but outcomes
focused not activity

Quality

ICP quality monitoring and
management

Contracting

ICP contract management

Continuing care

Monitoring of compliance with
continuing care legislation
Setting of outcomes
Monitoring and management of non
integrated primary care contracts
Setting of outcomes, procurement as
last resort where ICP failing to deliver

Primary care commissioning

Planned care commissioning

Delivered differently

Delivered by the ICP

Integrated provider / commissioner
team, move away from activity based
discussions to cost based discussions
Integrated BI team across
commissioners / providers
Interoperable systems enable patient
pathways to be monitored and used
to improve patient care
Quality will be monitored across
providers within the ICP rather than
by provider. More focus on clinical
governance between organisations
ICP contract is focused on outcomes
and key KPIs not activity

ICP financial management
Payments for delegated contracts
Monitoring of total activity and
pathways

Quality monitoring and management
of delegated contracts
Quality improvement
Contract management of delegated
contracts
All other continuing care functions

Care pathway reviews,
transformation and redesign
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Appendix 6: Extract from NHSE / NHSI document Whole population models of
provision: Establishing integrated budgets
1.1.1. Need for a new payment approach
A new payment mechanism is needed to maximise the success of ACO care models in
delivering whole population integrated care. Sector feedback indicates that the current
payment system does not always support delivery of more integrated and better coordinated care centred on the patient.
Activity-based payment models emphasise increased volume of activity rather than
incentivising prevention or delivery of better outcomes. Block contracts provide a
consolidated fixed payment irrespective of activity, with no incentive to deliver services or
activity beyond those specified in the contract. Further, block contracts often do not provide
the transparency necessary for continuous improvement.
In the near term we propose WPBs, a version of a capitation-based payment, are
implemented as a pragmatic payment approach to facilitate delivery of integrated care
models.
1.1.2. Capitation with outcomes
A capitated outcomes-based payment model is one approach to the payment of integrated
health and care services delivered by an ACO provider. NHS England and NHS Improvement
have documented the international evidence10 supporting capitation, and provided local
payment examples11 that illustrate how it may apply in England and how it could be
combined with gain/loss sharing to align and manage system-wide incentives.12
Capitated approaches should have the following core characteristics:
•

•

•

Predictability:
- to increase system stability to plan and implement changes. The value of the
budget is identified upfront and set in the context of a multiyear contract.
Accountability and flexibility:
- to increase provider accountability for the holistic care needs of individuals by
providing an incentive to co-ordinate care across settings and providers
- to increase opportunities to change service delivery across care pathways
centred on patients
- potentially to reduce complexity of commissioner and provider relationships.
Risk and reward:
- to incentivise investment in preventive care and treatment in the appropriate
lowest cost setting
- to reward providers for doing the right thing but without specifying exactly what
is done or how care is delivered.
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A capitated approach works by enabling risk to be more appropriately allocated to the
organisation best placed to influence, manage and bear specific types of risk. The most
sophisticated capitation models include risk adjustments to reflect the differing needs of
individuals within the population, use patient-level information and consider utilisation of
the full range of services covered by the payment.
Capitation aims to allocate risk as follows:
•

•

Risks borne by commissioners:
- Population size risk: The risk that the population within scope of the new care
model is materially larger or smaller than initially assumed.
- Epidemiological and demographic risk: The risk that the composition and health
needs of the population materially differ from those initially assumed; for
example, it has a higher proportion of elderly patients or a greater prevalence of
long-term conditions.
Risks borne by providers:
- Utilisation risk: The risk that services are utilised more or less frequently than
predicted given the population size and profile.
- Volatility risk: The risk that random variation in usage patterns may result in
different levels of service use.
- Efficiency risk: The risk that the intended efficiency gains are not realised, or that
the unit cost of services is not as expected.
- Quality risk: The risk that a system-wide change adversely affects the quality of
care provided, and in turn patient health outcomes.

1.1.3. Why integrated budgets (WPBs) with outcomes based payment?
WPBs are a simplified version of capitated payments, providing periodic payments for a
range of services, initially based on current commissioner spend, according to the size and
needs of the population. In the near term, WPBs are the pragmatic payment solution for
the following reasons:
•
•

•

The ACO care models cover a whole population. Matching this coverage in payment
terms offers greater opportunities to integrate care and incentivise prevention.
Data and capability constraints, particularly outside of acute care, limit the ability to
implement a formula-based or person-level capitated payment mechanism at this
time. The whole population approach can more readily use data currently available in
the NHS as a starting point for calculation of payment.
It is easier to operate than a population segment-based approach, as individuals and
the care they receive do not need to be allocated to mutually exclusive segments, and
movement of individuals between segments does not need to be regularly tracked.
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The WPB approach requires more effort to maintain from year to year than person-level
capitation, for example an additional year-to-year adjustment mechanism is required.
Nevertheless, when implemented correctly, a WPB can achieve the core characteristics of
capitation set out above.
The inclusion of an outcomes-based payment mechanism in WPBs will help mitigate the risk
of perverse incentives typically associated with a capitated approach, namely restriction of
the number of health and care services provided, particularly services associated with
higher costs. Although contracts and regulation will enforce minimum quality, strengthening
provider accountability through an outcomes-based payment should enable improvements
to health outcomes and service quality.
1.1.4. WPB in the context of the National Tariff and GMS/PMS regulations
National Tariff Payment System rules
The National Tariff Payment System (NTPS) rules and principles give commissioners and
providers broad scope to determine local payment approaches that support the
development of more integrated approaches to delivering care.
In developing a WPB to support implementation of an ACO care model, commissioners and
providers must be satisfied that their proposed local payment approach complies with the
principles and rules detailed in the NTPS local pricing section. In particular, to the extent
that a WPB covers services which have national prices under the NTPS, a WPB payment
approach may be adopted by the commissioner and provider agreeing “local variations” (ie
by agreeing to vary the prices and specifications of the relevant services) in accordance with
the NTPS rules.
The provisions of the NTPS cover all NHS-funded healthcare services, except those primary
care services where the remuneration of providers is determined by or in accordance with
regulations, directions or related instruments under the National Health Service Act 2006
(the 2006 Act), and services which are funded by personal health budget ‘direct payments’.
Where payment for primary care services is not determined by the 2006 Act framework, the
NTPS rules on local price setting apply. For example, local price setting rules apply to minor
surgical procedures performed by GPs and commissioned by clinical commissioning groups
(CCGs). Additionally, local authority-funded social care or public health services, including
those commissioned under joint commissioning arrangements (a local authority and its NHS
partners), are outside the scope of the NTPS.
GP participation options
Primary medical services and general practice are central to the development of the ACO
models. As described in the ACO framework, we envisage three main approaches for
voluntary GP participation with different implications for calculating the WPB:
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•

•

•

Full integration, where the ACO brings together all primary care services operating
under a single WPB. More information about primary care funding streams that can
move into the WPB is provided in Section 2.5. The conditions of payment under the
ACO Contract will be set out in the contract and supporting documents.
Partial integration, where the ACO Contract excludes primary medical services covered
by GMS/PMS contracts. It is supported by contractual arrangements between the ACO
and the GPs to achieve operational integration.
A ‘virtual’ model where separate commissioning contracts are bound together.

1.1.5. Essential requirements
Payment design should not be developed in isolation of new care model development as it
is an enabling mechanism to support the service transformation. NHS England’s guidance in
The multispecialty community provider emerging care model and contract framework
outlines ten ‘essential jobs’ to establish a successful MCP. This handbook assumes that local
areas have completed these ‘essential jobs’ or will do so shortly in parallel with WPB
development. In addition, local areas will need to consider the following:
Data availability and quality
The availability of high quality and up-to-date data on activity, quality and costs is essential
for developing, implementing and continual evaluation of a WPB and gain/loss sharing
mechanisms, as well as the care models themselves. There is a collective responsibility to
ensure that, where appropriate, all parties collect and have access to the information
required for such assessments.
Population and service scope
The scope of health and care services included in the ACO care model needs to be identified
early on. The service scope should be sufficiently wide to prevent cost shifting between care
settings and precisely defined so there is no ambiguity about which care activities are in
scope. Similarly, the population should be of a sufficient size to support integration of care,
minimise risks from random cost variation and incentivise prevention.
Shadow test and refine
Where possible, before implementing a WPB, a local area should shadow test the likely
financial impacts and necessary payment operations. This involves scenario testing to
understand and refine any incentives and to evaluate the appropriateness of the baseline,
forecast and gain/loss sharing mechanism.
Provider-to-provider payments
A clear set of rules should be locally agreed to determine payment to any subcontractors
and/or distribution of the WPB between the different parties in the ACO care model,
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including any gains/losses under a sharing arrangement. Any provider-to-provider payments
should continue to support the objectives of the care model.
1.1.6. Commissioner considerations
Agreeing the WPB
Commissioners must have regard for their statutory duties and other obligations. As such,
they need to assure themselves that the WPB for an ACO is consistent with appropriate
distribution of funding between the ACO and all other services they are accountable for
commissioning.
In particular, commissioners, in conjunction with key stakeholders, need to consider system
sustainability, ensuring that the multiyear WPB is both affordable and covers efficient costs.
They need to review the planned WPB in the context of pressures across the wider local
health and care system, forecasting demand and spend on services within and outside the
scope of an ACO in parallel, and ensuring consistency with local sustainability and
transformation plans (STPs).
This review needs to consider the national model for oversight and regulation of new care
models (in development) and any requirement to mitigate risks, including those set out by
the Integrated Support and Assurance Process (ISAP). NHS Improvement has recently
published the Single Oversight Framework to support NHS providers in attaining and
maintaining the standards required to meet their regulatory obligations, including during
the transition to new care models.
Where the estimated WPB (and therefore the ACO care model) is considered unaffordable
or unsustainable in the context of the overall local STP and commissioning plans,
commissioners need to consider what adjustments they must make to maintain system
sustainability. These are likely to include changes to the ACO care model or its scope, as well
as potential changes to other local commissioning plans. In all cases commissioners will
need assurances that delivery of the contract obligations within the WPB value is achievable
for the population and services in scope of the ACO, and as such local areas need a shared
understanding of how any savings will be realised.
Patient choice
Patient choice is a key feature of NHS care. The NHS Choice Framework sets out the choices
patients can make concerning their care. When patients covered by the WPB choose to
receive services from providers outside the ACO, these providers will need to be reimbursed
from the WPB and appropriate arrangements will need to be set up for this. ACO funding
will also need to be adjusted for patients choosing to register with (or leave) the ACO as
their primary care provider during the contract period.
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Integrated personal commissioning
The integrated personal commissioning (IPC) programme supports integration and
personalisation of services by joining up health, social care and other services at the level of
the individual. Part of this programme includes expanding the use of personal health
budgets (PHBs) to give a small number of people with the highest care needs, such as those
with long-term health conditions or disabilities, more choice and control over how money is
spent on meeting these needs.
As PHBs are calculated at an individual level, how these funds will be administered in
relation to a WPB needs to be considered and what is agreed needs to be recorded as part
of the ACO Contract. Funding will flow accordingly.
Procurement and financial assurance processes
The Procurement and assurance approach provides commissioners with information on the
likely considerations for the procurement of an ACO Contract. It sets out the regulatory
landscape, provides an update on the development of the ISAP by NHS England and NHS
Improvement, and sets out a number of common principles and considerations to support
local processes.

58

Appendix 7a: King’s Fund – 10 design principles to guide systems of care
(source Place Based Systems of Care)
1. Define the population group served and the boundaries of the system.
2. Identify the right partners and services that need to be involved.
3. Develop a shared vision and objectives reflecting the local context and the needs and
wants of the public.
4. Develop an appropriate governance structure for the system of care, which must
meaningfully involve patients and the public in decision-making.
5. Identify the right leaders to be involved in managing the system and develop a new
form of system leadership.
6. Agree how conflicts will be resolved and what will happen when people fail to play
by the agreed rules of the system.
7. Develop a sustainable financing model for the system across three different levels:


the combined resources available to achieve the aims of the system



the way that these resources will flow down to providers



how these resources are allocated between providers and the way that costs,
risks and rewards will be shared.

8. Create a dedicated team to manage the work of the system.
9. Develop ‘systems within systems’ to focus on different parts of the group’s
objectives.
10. Develop a single set of measures to understand progress and use for improvement.
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Appendix 7b: NWL methodology to achieve whole systems integrated care
Scope

Commissioning

Provider

Funding mechanism

1 Agree on the

4 Each locality explores pooling of

6 Providers innovate

7 Providers and

population to be
included

commissioning budgets

new models of
care, working with
users and carers

Local authority
£

£

commissioners agree
on how investment and
risk is shared through
capitated budgets

2 Agree on the

outcomes to be
delivered

3 Identify the

budgets to be
included

5 GP and provider
3

Pooled budget locks in
required savings for
commissioner balance and
lower future growth rate

network
development

8 Capitation allocation

used by network to
cover all service user
care

Money allocated as
capitated budget to
provider networks
9 Outcomes
£

CCG

 Outcomes measured as established with all
partners at the beginning
 People and their carers and families empowered
to be in control of their own care and to receive
the care they need in their own homes or in their
local communities

£

NHSE as
commissioner of
primary care

10 Formative evaluation within and across networks
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Appendix 8: Questions to answer as we progress the design work
The list below sets out the questions that have arisen in discussions so far and which will
need to be addressed during the design work for the ICP. They are grouped by the four
overall categories set out in section 9 of the main paper.
Vision, aims, outcomes, principles









What is our vision for improving health and wellbeing as well as delivering better
care?
Can we describe what will be better for the system and individual organisations as
well as what will be better for the public and service users?
What are the reasons for working differently? (expand from the current three to
reflect wider living well ambitions)
What are our organising principles to reflect the reasons for working differently?
Given we all agree that we need to focus on population health and population health
management, what do we think our population groups should be? (noting that this
will need to be validated by data analysis)
What are the outcomes the ICP is expected to deliver?
How will we know we have succeeded?

It is particularly important that we are clear on what we are trying to achieve before we
embark on designing the form of the ICP and we will need to set clear tests for success, such
as:
a)
b)
c)
d)
e)

People will report a better quality of life
Quality of care will improve
The care system will be financially sustainable
Providers will operate more effectively
Professional experience will improve.

Scope and pace






What are our priority populations where we think we can make early gains?
What sits outside of the ICP (commissioning and provision)?
How do we describe the differing roles of provision and commissioning and the
different levels in the system at which they can operate?
What are the principles for determining what is done at ICP, county or STP level?
What is the role of the voluntary sector in the development of the ICP and the
provision of integrated care?

Service design


How do we innovate a new model of care working with users and carers?
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How do we ensure service users and carers are involved throughout?
How will we ensure that the right organisations are involved in service design with
clear leadership from a single provider?

Form and enablers







What is the future funding model?
How do we engage and develop the middle tier of managers who manage the
majority of front line staff?
What is the role of non executive directors and how do we make best use of their
skills?
How should primary care networks be supported and developed?
What informatics functionality will we need?
What is the right agreement and contract format for our ICP?

The list is not exhaustive.
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1.

Purpose of the paper

1.1

This paper accompanies the Better Care Fund Planning submission for 2019/20. It
summarises the key information contained in the submission, including the strategic
narrative for the Better Care Fund, our ambitions and targets for 19/20, progress against the
NHS’s High Impact Change Model and information on the overall income and expenditure
associated with the Fund. The deadline for submission to NHS England is Friday 27
September.

2.

Recommendations to Board:

2.1

Board is recommended to review and approve the Better Care Fund Planning submission.

3.

Background

3.1

The Better Care Fund (BCF) is a programme spanning both the NHS and local government
which seeks to join-up health and care services, so that people can manage their own health
and wellbeing and live independently in their communities for as long as possible. The BCF
has been created to improve the lives of some of the most vulnerable people in our society,
placing them at the centre of their care and support, and providing them integrated health
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and social care services, resulting in an improved experience and better quality of life1 (From
NHS England).
3.2

Since the introduction of the BCF in 2015, Herts Valleys Clinical Commissioning Group
(HVCCG), East and North Hertfordshire Clinical Commissioning Group (ENHCCG),
Cambridgeshire and Peterborough Clinical Commissioning Group (CPCCG), and Hertfordshire
County Council (HCC) have entered into pooled budget arrangements, through a Section 75
agreement, and developed integrated spending plans through the Better Care Fund.

3.3

The Section 75 agreement provides a framework through which the Partners can secure the
future position of health and social care services through lead or joint commissioning
arrangements. The Agreement is also the means through which the Partners pool funds and
align budgets for the BCF.

3.4

The last BCF plan covered 2017-19 and targeted its activity towards seven, citizen-focused ‘I
statements,’ developed by the Social Care Institute for Excellence (SCIE) in 20172 to describe
what person-centred, integrated care should feel like from the perspective of people
receiving care. In its Q4 18/19 return to NHS England, Hertfordshire reported that it strongly
agreed that the overall delivery of the BCF has improved joint working between health and
social care locally.

3.5

For 2019/20, the BCF Policy Framework was only released on 11th April with the planning
template and financial information only released on 19th July. The deadline for submission
to NHS England in Friday 27th September. Given that we are now six months into the year to
which the Plan applies, some of the information contained in the submission reflects activity
that has developed and evolved over the first six months of the financial year.

4.

Better Care Fund Policy Framework

4.1

For the 2019/2020 plan, HWB areas have been asked to outline lessons learned since the
previous plan and areas of focus for the upcoming year. Any major changes emerging from
the national review of the BCF will be implemented from 2020 onwards.

4.2

The 2019-20 BCF retains the same National Conditions as in 2017-19 which are:
 Plans to be jointly agreed and signed off by the HWB area
 NHS contribution to adult social care to be maintained in line with the uplift to CCG
Minimum Contribution
 Agreement to invest in NHS commissioned out-of-hospital services, which may include
7-day services and adult social care
 Managing Transfers of Care

4.3

The BCF also retains the same 4 key performance metrics, specifically:
 Delayed Transfers of Care
 Non-elective admissions (General and Acute)

1
2

https://www.england.nhs.uk/ourwork/part-rel/transformation-fund/bcf-plan/
https://www.nationalvoices.org.uk/node/1084
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 Admissions to residential and care homes
 Effectiveness of reablement

4.4

Following the final submission on the 27th September, BCF plans will go through a period of
assurance. This will first be conducted at a regional and then national level which will include
partners from the Local Government Association, Health, NHS Finance and ADASS on the
panel. Following regional assurance and moderation, there will be a cross-regional
calibration exercise with regional colleagues to provide assurance that plans have been
assured in a consistent way across England. This may result in regions being asked to revisit
recommendations from assurance panels where it is agreed that the requirements have not
been applied consistently. Following this, recommendations and advice for approval will be
provided to DHSC and MHCLG and then to NHS England for approval of spending plans from
the CCG minimum contribution.

5.

Planning submission

5.1

The BCF Planning submission, attached as Appendix A, is broken down into the following
main sections:







Strategic Narrative
Income
Expenditure
HICM (High Impact Change Model)
Metrics
Planning requirements

5.2

The following sections summarise the information contained in each part of the Planning
submission.

6.

Strategic Narrative

6.1

This section outlines Hertfordshire’s approach towards the integration of health and social
care. The submission asks for information on the four following areas
o
o
o
o

6.2

Our approach to integrating care around the person
Our approach to integrating care at a Health and Wellbeing Board level
Our approach to integrating with wider services e.g. Housing
Our alignment to the wider system and how our BCF Plan aligns to the wider
integration landscape e.g. STP/ICS plans

Integrating care around the person – This section highlights the different activity underway
to support the NHS Long Term Plan’s ambition that ‘People will get more control over their
own health and more personalised care when they need it’. It references the substantial
activity being taken forward through the Herts and West Essex Personalised Care
Programme including the development of My Plan and the progress that has been made in
increasing the number of people exercising choice and control over their health through
Personal Health Budgets. Looking ahead, it outlines Hertfordshire’s ambition to develop
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more integrated budgets between health and social care, so that patients and service users
can be supported in a more coherent and joined up manner.
6.3

This section also refers to the development and expansion of the Multi-Speciality Team
(MST) approach as a key means of services placing the individual at the heart of care
planning. It refers to the expansion of this approach and the move towards MultiDisciplinary Teams through the localities with specific reference to the Locality plans in Herts
Valleys.

6.4

Other initiatives referenced in this section include the expansion of the Enablement
Occupational Therapy Service, the STP work on Frailty and the developing thinking around
how a multi-agency hub approach can best support coordinated care around an individual.

6.5

Integrating care at a Health and Wellbeing Board level – This section outlines the
collaborative commissioning and joint commissioning activity already underway in
Hertfordshire with specific reference to the HPFT contract. It also details potential areas for
future joint commissioning, including CHC contracts in East and North Hertfordshire and the
integration activity associated with the mobilisation of the CLCH contract in Herts Valleys.

6.6

This section provides information on the development of locality working and the
introduction of the Primary Care Networks. It highlights the integration taking place at the
Herts Valleys Local Delivery Boards and the way in which services are being designed and
delivered to respond to local pressures.

6.7

Finally the section considers how Hertfordshire integrates with the voluntary and
community sector and specifically references the work currently underway to ensure that
the PCN Link Workers are aligned to and can work with the existing Hospital and Community
Navigation Service.

6.8

Integrating with wider services e.g. Housing – This section focuses on joint working with
partners outside of the health and social care ‘family’. It details the substantial work
currently undertaken with housing providers and District Councils in relation to the Disabled
Facilities Grant and the operation of Herts Home Improvement Agency. It also highlights the
strategic conversations taking place between the County Council and the District/Borough
Councils across Hertfordshire in terms of extra care housing developments to accommodate
the growing demand represented by vulnerable service users.

6.9

Alignment to the wider system – the final section in the strategic narrative focuses on the
alignment between the BCF and the STP. Many of the programmes and projects advanced
by the STP either originated from BCF-funded activity or are managed and supported by the
BCF-funded Integrated Care Programme Team. This helps to ensure that the BCF is
supporting system priorities but also that integration between health and social care sits at
the heart of STP activity. Specific areas of overlap between the BCF and the STP include the
personalised care workstream, Frailty, Technology and Discharge to Assess.
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6.10

The section also summarises the BCF governance processes, with specific reference to the
role played by the HCC-CCG Strategic Partnership Boards in the oversight and governance of
the all Section 75 activity including the BCF.

7.

Income and expenditure

7.1

For the 2019/2020 submission, all HWB are required to provide information on income and
expenditure for the BCF. Unlike previous submission, the 2019/2020 plan requires HWB
areas to incorporate the Improved Better Care Fund and Winter Pressures grants within the
income section, in order to remove duplication and reduce the overall reporting burden.
Overall Hertfordshire’s BCF income for 2019/2020 is as follows:

BCF funding contribution
Minimum NHS (CCG) contribution
Disabled Facilities Grant (capital funding for
adaptations to houses)
Grant allocation for adult social care (iBCF)
Winter Pressures grant funding
Additional CCG contributions

Additional LA contributions
Additional CCG contributions
Total

2019-20
£75,443,600
£7,283,182
£18,728,108
£4,134,415
£4,250,000 East and North Herts
£1,316,973 Herts Valleys (ringfenced for
Care Act Funding)
£87,117,000
£117,585,600
£310,351,801

7.2

The expenditure section provides a breakdown of the different funding streams and budgets
that support the delivery of this plan, including the CCG Minimum Contribution and the
additional contributions made by both the County Council and the CCGs. The section
provides an overview of the activities funded through these different funding streams,
including the Adult Community Health Service Contract, HCC’s Specialist Care at Home
service and additional system capacity in terms of staff and care packages.

8.

High Impact Change Model (HICM)

8.1

This section provides updates on Hertfordshire’s progress in implementing the NHS’s High
Impact Change model – eight specific system changes that, taken together, should help any
system to be able to effectively manage flow and demand.

8.2

The eight High Impact Changes are:
o
o
o
o

Early discharge planning
Systems to monitor patient flow
Multi-disciplinary/multi-agency discharge teams
Home First/Discharge to Assess
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o
o
o
o

Seven-day services
Trusted Assessor
Focus on Choice
Enhancing health in care homes

8.3

The information included in the submission highlights the significant progress that
Hertfordshire has made against these 8 changes, including the development of the SHREWD
app to monitor patient flow, the successful multi-agency work underpinning Hertfordshire
Discharge to Assess model and the support provided to care homes to help them to reduce
the number of unnecessary admissions to hospital.

8.4

The section also highlights where further work is required. It identifies further work
required to ensure that all teams operating within the Trusts are operating on a 7 day basis
as well as changes that could be implemented to make sure that Early Discharge Planning
becomes a norm across the different staff involved with a patient in an acute setting.

9.

Metrics

9.1

This section provides the targets for each of the four key national BC metrics (as referenced
in Section 4.2) and summarises the activity that is taking place in 19/20 to support meeting
these targets.

9.2

Non-Elective Admissions – the target for this metric is not set locally and will be populated
by NHS England in line with NHS NEL plans. The submission references the activity across
both CCG areas to address and reduce non-elective admissions. For HVCCG, this focuses on
the Urgent Care Strategy, the development of the Urgent Treatment Centre offer and the
Effective Resource Management activity underway with GPs.

9.3

Delayed Transfers of Care – the target for this metric is 87 bed days delayed . The
submission notes the positive trend and reduced rates of DTOC in Hertfordshire over the
course of the previous BCF Plan. It references the work underway to ensure that this
positive performance in maintained, including the additional investment made in social care
capacity through the Winter Care Grant and the increased multi-agency work taking place to
deliver the Discharge to Assess models across the County.

9.4

Residential Admissions – the target for this metric is 515 per 100,000 population (65+)
whose Long-support needs are met by admission to residential and nursing care. 2018/29
saw a notable upturn in residential admissions after a number of years of reduction. Further
work is required to fully understand all the factors behind this rise, although the instability of
the home care market associated with the failure of Allied Healthcare and an increase in
people who, living longer, have worked through their savings and now require additional
Council support are both seen as contributory factors. Looking forward, the submission
references work to consider what support would be required in the community to avoid the
need for short term residential admissions.

9.5

Reablement – the target for this metric is 86% older people (65 and over) who were still at
home 91 days after discharge from hospital into reablement / rehabilitation services.
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Performance against this target varied in over the last few years although in the first quarter
of 2019/2020 this improved slightly and is nearer the target of 86%. These low levels of
hospital readmissions suggest that the enablement support is successfully helping to prevent
escalation of patient need. For 2019/2020 there will be a continual focus on reablement
pathways following hospital discharge including Specialist Care at Home and Discharge
Home to Assess. An aim is for these services to evolve and support more clients, including
those who have intensive support needs. The work of the Hospital and Community
Navigation Service and the Link workers should also complement the statutory services,
providing wider support to help people to maintain their independence and avoid the need
to return to hospital.
10.

Planning requirements

10.1

The planning requirements section provides confirmation that, on the basis of all the other
information contained in the submission, it covers the following national conditions as
outlined in section 4.2. of this report.

11.

Resource implications

11.1

The Herts Valleys BCF finance schedule for 2019/20, outlining the pooled budget for HVCCG
and HCC, was agreed at the HVCCG Board at the end of June 2019. This information is
reflected in this BCF submission, with additional information on the Winter Care Grant.

11.2

Initial planning guidance required an inflationary uplift of 1.79% to the Social Care element
of the Minimum Contribution. However, this was subsequently increased to 5.3% and CCGs
are expected to fund this element at this level. NHSE have acknowledged the possible cost
pressure arising of c£400k. An additional allocation sufficient to cover this is likely to be
made available, subject to an assurance process. Initial feedback from the assurance process
is positive and the CCG has been advised to include the additional amount within its longterm planning submissions. Uplifts in other areas have been in line with net uplifts and
growth applicable to those areas.

12.

Equalities implications

12.1

The S75 agreement provides the framework for integrated activity between HVCCG, East
and North Herts CCG, Cambridge and Peterborough CCG and the County Council. All this
activity looks to deliver an improvement in system-wide coordination of services from health
and social care. This means better quality and more efficient care. More joined-up, personcentred care in the community also aims to maximise independence for individuals in their
own homes and prevent ill-health. In aiming to improve the efficiency, quality and
accessibility of local care services, the BCF aims to have a positive impact on all protected
characteristics.

12.2

No negative impacts have been identified, although this will continue to be monitored to
ensure this remains the case, and that opportunities to improve equality are developed and
implemented.
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Better Care Fund 2019/20 Template
1. Guidance

Overview
Note on entering information into this template
Throughout the template, cells which are open for input have a yellow background and those that are pre-populated have a grey background, as below:
Data needs inputting in the cell
Pre-populated cells
Note on viewing the sheets optimally
For a more optimal view each of the sheets and in particular the drop down lists clearly on screen, please change the zoom level between 90% - 100%. Most
drop downs are also available to view as lists within the relevant sheet or in the guidance sheet for readability if required.
The details of each sheet within the template are outlined below.
Checklist (click to go to Checklist, included in the Cover sheet)
1. This section helps identify the data fields that have not been completed. All fields that appear as incomplete should be complete before sending to the
Better Care Support Team.
2. It is sectioned out by sheet name and contains the description of the information required, cell reference for the question and the 'checker' column which
updates automatically as questions within each sheet are completed.
3. The checker column will appear 'Red' and contain the word 'No' if the information has not been completed. Clicking on the corresponding 'Cell Reference'
column will link to the incomplete cell for completion. Once completed the checker column will change to 'Green' and contain the word 'Yes'
4. The 'sheet completed' cell will update when all 'checker' values for the sheet are green containing the word 'Yes'.
5. Once the checker column contains all cells marked 'Yes' the 'Incomplete Template' cell (below the title) will change to 'Complete Template'.
6. Please ensure that all boxes on the checklist are green before submission.
2. Cover (click to go to sheet)
1. The cover sheet provides essential information on the area for which the template is being completed, contacts and sign off.
2. Question completion tracks the number of questions that have been completed; when all the questions in each section of the template have been
completed the cell will turn green. Only when all cells are green should the template be sent to england.bettercaresupport@nhs.net
3. Please note that in line with fair processing of personal data we collect email addresses to communicate with key individuals from the local areas for
various purposes relating to the delivery of the BCF plans including plan development, assurance, approval and provision of support.
We remove these addresses from the supplied templates when they are collated and delete them when they are no longer needed.
Please let us know if any of the submitted contact information changes during the BCF planning cycle so we are able to communicate with the right people in
a timely manner.
4. Strategic Narrative (click to go to sheet)
This section of the template should set out the agreed approach locally to integration of health & social care. The narratives should focus on updating
existing plans, and changes since integration plans were set out until 2020 rather than reiterating them and can be short. Word limits have been applied to
each section and these are indicated on the worksheet.
1. Approach to integrating care around the person. This should set out your approach to integrating health and social care around the people, particularly
those with long term health and care needs. This should highlight developments since 2017 and cover areas such as prevention.
2 i. Approach to integrating services at HWB level (including any arrangements at neighbourhood level where relevant). This should set out the agreed
approach and services that will be commissioned through the BCF. Where schemes are new or approaches locally have changed, you should set out a short
rationale.
2 ii. DFG and wider services. This should describe your approach to integration and joint commissioning/delivery with wider services. In all cases this should
include housing, and a short narrative on use of the DFG to support people with care needs to remain independent through adaptations or other capital
expenditure on their homes. This should include any discretionary use of the DFG.
3. How your BCF plan and other local plans align with the wider system and support integrated approaches. Examples may include the read across to the STP
(Sustainability Transformation Partnerships) or ICS (Integrated Care Systems) plan(s) for your area and any other relevant strategies.
You can attach (in the e-mail) visuals and illustrations to aid understanding if this will assist assurers in understanding your local approach.
5. Income (click to go to sheet)
1. This sheet should be used to specify all funding contributions to the Health and Wellbeing Board's Better Care Fund (BCF) plan and pooled budget for
2019/20. On selected the HWB from the Cover page, this sheet will be pre-populated with the minimum CCG contributions to the BCF, DFG (Disabled
Facilities Grant), iBCF (improved Better Care Fund) and Winter Pressures allocations to be pooled within the BCF. These cannot be edited.
2. Please select whether any additional contributions to the BCF pool are being made from Local Authorities or the CCGs and as applicable enter the
amounts in the fields highlighted in ‘yellow’. These will appear as funding sources when planning expenditure. The fields for Additional contributions can be
utilised to include any relevant carry-overs from the previous year.
3. Please use the comment boxes alongside to add any specific detail around this additional contribution including any relevant carry-overs assigned from
previous years. All allocations are rounded to the nearest pound.
4. For any questions regarding the BCF funding allocations, please contact England.bettercaresupport@nhs.net
6. Expenditure (click to go to sheet)
This sheet should be used to set out the schemes that constitute the BCF plan for the HWB including the planned expenditure and the attributes to describe
the scheme. This information is then aggregated and utilised to analyse the BCF plans nationally and sets the basis for future reporting and to particularly
demonstrate that National Condition 2 and 3 are met.
The table is set out to capture a range of information about how schemes are being funded and the types of services they are providing. There may be
scenarios when several lines need to be completed in order to fully describe a single scheme or where a scheme is funded by multiple funding streams (eg:
iBCF and CCG minimum). In this case please use a consistent scheme ID for each line to ensure integrity of aggregating and analysing schemes.
On this sheet please enter the following information:
1. Scheme ID:
- This field only permits numbers. Please enter a number to represent the Scheme ID for the scheme being entered. Please enter the same Scheme ID in this
column for any schemes that are described across multiple rows.
2. Scheme Name:
- This is a free field to aid identification during the planning process. Please use the scheme name consistently if the scheme is described across multiple lines
in line with the scheme ID described above.

3. Brief Description of Scheme
- This is free text field to include a brief headline description of the scheme being planned.
4. Scheme Type and Sub Type:
- Please select the Scheme Type from the drop-down list that best represents the type of scheme being planned. A description of each scheme is available at
the end of the table (follow the link to the description section at the top of the main expenditure table).
- Where the Scheme Types has further options to choose from, the Sub Type column alongside will be editable and turn "yellow". Please select the Sub Type
from the drop down list that best describes the scheme being planned.
- Please note that the drop down list has a scroll bar to scroll through the list and all the options may not appear in one view.
- If the scheme is not adequately described by the available options, please choose ‘Other’ and add a free field description for the scheme type in the column
alongside.
- While selecting schemes and sub-types, the sub-type field will be flagged in ‘red’ font if it is from a previously selected scheme type. In this case please
clear the sub-type field and reselect from the dropdown if the subtype field is editable.
5. Planned Outputs
- The BCF Planning requirements document requires areas to set out planned outputs for certain scheme types (those which lend themselves to delivery of
discrete units of delivery) to help to better understand and account for the activity funded through the BCF.
- The Planned Outputs fields will only be editable if one of the relevant scheme types is selected. Please select a relevant unit from the drop down and an
estimate of the outputs expected over the year. This is a numerical field.
6. Metric Impact
- This field is collecting information on the metrics that a chem will impact on (rather than the actual planned impact on the metric)
- For the schemes being planned please select from the drop-down options of ‘High-Medium-Low-n/a’ to provide an indicative level of impact on the four
BCF metrics. Where the scheme impacts multiple metrics, this can be expressed by selecting the appropriate level from the drop down for each of the
metrics. For example, a discharge to assess scheme might have a medium impact on Delayed Transfers of Care and permanent admissions to residential
care. Where the scheme is not expected to impact a metric, the ‘n/a’ option could be selected from the drop-down menu.
7. Area of Spend:
- Please select the area of spend from the drop-down list by considering the area of the health and social system which is most supported by investing in the
scheme.
- Please note that where ‘Social Care’ is selected and the source of funding is “CCG minimum” then the planned spend would count towards National
Condition 2.
- If the scheme is not adequately described by the available options, please choose ‘Other’ and add a free field description for the scheme type in the column
alongside.
- We encourage areas to try to use the standard scheme types where possible.
8. Commissioner:
- Identify the commissioning entity for the scheme based on who commissions the scheme from the provider. If there is a single commissioner, please select
the option from the drop-down list.
- Please note this field is utilised in the calculations for meeting National Condition 3.
- If the scheme is commissioned jointly, please select ‘Joint’. Please estimate the proportion of the scheme being commissioned by the local authority and
CCG/NHS and enter the respective percentages on the two columns alongside.
9. Provider:
- Please select the ‘Provider’ commissioned to provide the scheme from the drop-down list.
- If the scheme is being provided by multiple providers, please split the scheme across multiple lines.
10. Source of Funding:
- Based on the funding sources for the BCF pool for the HWB, please select the source of funding for the scheme from the drop-down list
- If the scheme is funding across multiple sources of funding, please split the scheme across multiple lines, reflecting the financial contribution from each.
11. Expenditure (£) 2019/20:
- Please enter the planned spend for the scheme (or the scheme line, if the scheme is expressed across multiple lines)
12. New/Existing Scheme
- Please indicate whether the planned scheme is a new scheme for this year or an existing scheme being carried forward.
This is the only detailed information on BCF schemes being collected centrally for 2019/20 and will inform the understanding of planned spend for the iBCF
and Winter Funding grants.
7. HICM (click to go to sheet)
National condition four of the BCF requires that areas continue to make progress in implementing the High Impact Change model for managing transfers of
care and continue to work towards the centrally set expectations for reducing DToC. In the planning template, you should provide:
- An assessment of your current level of implementation against each of the 8 elements of the model – from a drop-down list
- Your planned level of implementation by the end March 2020 – again from a drop-down list
A narrative that sets out the approach to implementing the model further. The Narrative section in the HICM tab sets out further details.
8. Metrics (click to go to sheet)
This sheet should be used to set out the Health and Wellbeing Board's performance plans for each of the Better Care Fund metrics in 2019/20. The BCF
requires plans to be agreed for the four metrics. This should build on planned and actual performance on these metrics in 2018/19.
1. Non-Elective Admissions (NEA) metric planning:
- BCF plans as in previous years mirror the latest CCG Operating Plans for the NEA metric. Therefore, this metric is not collected via this template.
2. Residential Admissions (RES) planning:
- This section requires inputting the information for the numerator of the measure.
- Please enter the planned number of council-supported older people (aged 65 and over) whose long-term support needs will be met by a change of setting
to residential and nursing care during the year (excluding transfers between residential and nursing care) for the Residential Admissions numerator
measure.
- The prepopulated denominator of the measure is the size of the older people population in the area (aged 65 and over) taken from ONS subnational
population projections.
- The annual rate is then calculated and populated based on the entered information.
- Please include a brief narrative associated with this metric plan

3. Reablement (REA) planning:
- This section requires inputting the information for the numerator and denominator of the measure.
- Please enter the planned denominator figure, which is the planned number of older people discharged from hospital to their own home for rehabilitation
(or from hospital to a residential or nursing care home or extra care housing for rehabilitation, with a clear intention that they will move on/back to their
own home).
- Please then enter the planned numerator figure, which is the planned number of older people discharged from hospital to their own home for
rehabilitation (from within the denominator) that will still be at home 91 days after discharge.
- The annual proportion (%) Reablement measure will then be calculated and populated based on this information.
- Please include a brief narrative associated with this metric plan
4. Delayed Transfers of Care (DToC) planning:
- The expectations for this metric from 2018/19 are retained for 2019/20 and these are prepopulated.
- Please include a brief narrative associated with this metric plan.
- This narrative should include details of the plan, agreed between the local authority and the CCG for using the Winter Pressures grant to manage pressures
on the system over Winter.
9. Planning Requirements (click to go to sheet)
This sheet requires the Health & Wellbeing Board to confirm whether the National Conditions and other Planning Requirements detailed in the BCF Policy
Framework and the BCF Requirements document are met. Please refer to the BCF Policy Framework and BCF Planning Requirements documents for 2019/20
for further details.
The Key Lines of Enquiry (KLOE) underpinning the Planning Requirements are also provided for reference as they will be utilised to assure plans by the
regional assurance panel.
1. For each Planning Requirement please select ‘Yes’ or ‘No’ to confirm whether the requirement is met for the BCF Plan.
2. Where the confirmation selected is ‘No’, please use the comments boxes to include the actions in place towards meeting the requirement and the target
timeframes.
10. CCG-HWB Mapping (click to go to sheet)
The final sheet provides details of the CCG - HWB mapping used to calculate contributions to Health and Wellbeing Board level non-elective activity figures.

Better Care Fund 2019/20 Template
2. Cover

Version 1.2
Please Note:
- You are reminded that much of the data in this template, to which you have privileged access, is management information only and is not in the public domain. It is not to
be shared more widely than is necessary to complete the return.
- Please prevent inappropriate use by treating this information as restricted, refrain from passing information on to others and use it only for the purposes for which it is
provided. Any accidental or wrongful release should be reported immediately and may lead to an inquiry. Wrongful release includes indications of the content, including such
descriptions as "favourable" or "unfavourable".
- Please note that national data for plans is intended for release in aggregate form once plans have been assured, agreed and baselined as per the due process outlined in
the BCF Planning Requirements for 2019/20.
- This template is password protected to ensure data integrity and accurate aggregation of collected information. A resubmission may be required if this is breached.

Health and Wellbeing Board:

Hertfordshire

Completed by:

Ed Knowles, Assistant Director Health Integration (Herts Valleys),
Tom Hennesey, Assistant Director Health Integration (East and

E-mail:

Edward.Knowles@hertfordshire.gov.uk, Tom.Hennessey@hertford
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hire.gov.uk
kathryn.magson@nhs.net
beverley.flowers@nhs.net

Jan

Thomas

TBC@

Local Authority Chief Executive

Owen

Mapley

Local Authority Director of Adult Social Services (or equivalent)

Iain

MacBeath

Better Care Fund Lead Official

Edward

Knowles

Owen.Mapley@hertfordshi
re.gov.uk
Iain.MacBeath@hertfordsh
ire.gov.uk
Edward.knowles@hertford
shire.gov.uk

Clinical Commissioning Group Accountable Officer (Lead)

Additional Clinical Commissioning Group(s) Accountable Officers

(where applicable) First-name:

County
Richard
Councillor
East and North Kathryn
and Herts Valleys Beverly
CCG
Cambridge and
Peterborough

Surname:
Roberts

LA Section 151 Officer

Scott

Crudgington

Please add further area contacts that
you would wish to be included in
official correspondence -->

*Only those identified will be addressed in official correspondence (such as approval letters). Please ensure all individuals are satisfied with the
information entered above as this is exactly how they will appear in correspondence.
Question Completion - when all questions have been answered and the validation boxes below have turned green you should send the
template to england.bettercaresupport@nhs.net saving the file as 'Name HWB' for example 'County Durham HWB'
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Completed by:
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Priorities for embedding elements of the HCIM for Managing Transfers of Care locally:
Chg 1) Early discharge planning - Current Level:
Chg 2) Systems to monitor patient flow - Current Level:
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Reablement Denominator:
Reablement: Overview Narrative:
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F27
G26
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G38

Checker

Sheet Complete
9. Planning Requirements

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
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PR1: NC1: Jointly agreed plan - Plan to Meet
PR2: NC1: Jointly agreed plan - Plan to Meet
PR3: NC1: Jointly agreed plan - Plan to Meet
PR4: NC2: Social Care Maintenance - Plan to Meet
PR5: NC3: NHS commissioned Out of Hospital Services - Plan to Meet
PR6: NC4: Implementation of the HICM for Managing Transfers of Care - Plan to Meet
PR7: Agreed expenditure plan for all elements of the BCF - Plan to Meet
PR8: Agreed expenditure plan for all elements of the BCF - Plan to Meet
PR9: Metrics - Plan to Meet
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PR2: NC1: Jointly agreed plan - Actions in place if not
PR3: NC1: Jointly agreed plan - Actions in place if not
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PR9: Metrics - Actions in place if not
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PR2: NC1: Jointly agreed plan - Timeframe if not met
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PR8: Agreed expenditure plan for all elements of the BCF - Timeframe if not met
PR9: Metrics - Timeframe if not met
Sheet Complete

H11
H12
H13
H14
H15
H16
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I9
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I13
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Yes
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3. Summary

Selected Health and Wellbeing Board:

Hertfordshire

Income & Expenditure
Income >>
Funding Sources
DFG
Minimum CCG Contribution
iBCF
Winter Pressures Grant
Additional LA Contribution
Additional CCG Contribution
Total

Income

£7,283,182
£75,443,600
£18,728,108
£4,134,415
£87,176,896
£117,585,600
£310,351,801

Expenditure
Difference
£7,283,182
£75,443,913
£18,728,108
£4,134,415
£87,176,896
£117,585,600
£310,352,114

Expenditure >>
NHS Commissioned Out of Hospital spend from the minimum CCG allocation
Minimum required spend
£21,443,895
Planned spend
£28,376,496
Adult Social Care services spend from the minimum CCG allocations
Minimum required spend
£21,104,313
Planned spend
£21,104,313
Scheme Types
Assistive Technologies and Equipment
Care Act Implementation Related Duties
Carers Services
Community Based Schemes
DFG Related Schemes
Enablers for Integration
HICM for Managing Transfer of Care
Home Care or Domiciliary Care
Housing Related Schemes
Integrated Care Planning and Navigation
Intermediate Care Services
Personalised Budgeting and Commissioning
Personalised Care at Home
Prevention / Early Intervention
Residential Placements
Other
Total

£0
£0
£3,178,904
£11,264,029
£7,283,182
£4,154,313
£5,127,881
£14,792,592
£0
£0
£0
£0
£10,849,000
£987,113
£46,809,708
£104,868,021
£209,314,743

HICM >>
Planned level of maturity for 2019/2020
Chg 1 Early discharge planning

Established

Chg 2 Systems to monitor patient flow

Established

Chg 3

Multi-disciplinary/Multi-agency discharge
teams

Mature

Chg 4 Home first / discharge to assess

Established

Chg 5 Seven-day service

Established

£0
-£313
£0
£0
£0
£0
-£313

Chg 6 Trusted assessors

Mature

Chg 7 Focus on choice

Established

Chg 8 Enhancing health in care homes

Mature

Metrics >>
Non-Elective Admissions
Delayed Transfer of Care

Go to Better Care Exchange >>

Residential Admissions
19/20 Plan
Long-term support needs of older people (age 65 and
over) met by admission to residential and nursing care Annual Rate
homes, per 100,000 population

514.6168983

Reablement
19/20 Plan
Proportion of older people (65 and over) who were
still at home 91 days after discharge from hospital into Annual (%)
reablement / rehabilitation services

0.860294118

Planning Requirements >>
Theme

Code

Response

PR1

Yes

PR2

Yes

PR3

Yes

NC2: Social Care Maintenance

PR4

Yes

NC3: NHS commissioned Out of Hospital Services

PR5

Yes

NC4: Implementation of the High Impact Change
Model for Managing Transfers of Care

PR6

Yes

PR7

Yes

PR8

Yes

PR9

Yes

NC1: Jointly agreed plan

Agreed expenditure plan for all elements of the BCF

Metrics

Better Care Fund 2019/20 Template
4. Strategic Narrative

Selected Health and Wellbeing Board:

Hertfordshire

Please outline your approach towards integration of health & social care:
When providing your responses to the below sections, please highlight any learning from the previous planning round (2017-2019)
and cover any priorities for reducing health inequalities under the Equality Act 2010.
Please note that there are 4 responses required below, for questions: A), B(i), B(ii) and C)
Link to B) (i)
Link to B) (ii)
Link to C)
A) Person-centred outcomes
Your approach to integrating care around the person, this may include (but is not limited
to):
- Prevention and self-care
- Promoting choice and independence
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A key success measure for health and social care integration must be the extent to which patients and service users experience more joined-up care and feel able to exercise choice and control. In line with the NHS Long Term Plan’s ambition that ‘people will get more control over their own health and more
personalised care when they need it’, Hertfordshire’s BCF plan for 2019/20 maintains its focus on the on the seven ‘I ‘statements for person-centred co-ordinated care, which place the experience of the service user at the heart of what we are trying to achieve.
Tools to support person-centred care
A strategic focus for the Hertfordshire system- The Herts and West Essex STP Personalised Care Programme aims to improve patient experience by offering new opportunities for choice and control over health and social care needs. One key achievement has been the development of ‘My plan’ a patient held
document which has been co-produced by professionals, service users and carers to support person-centred conversations.
For 2019/2020, My plan will be adopted in a phased roll out by multi-agency teams including patients with Frailty and Dementia. It is intended that this will also be available for frequent attenders in A&E to help prevent unnecessary admissions.
The personalised care programme is driving work to increase the availability of (PHBs) Personal Health Budgets within Hertfordshire. PHBs are now available in Mental Health, Transforming Care, Personal Wheelchair Budgets, Children’s Continuing Care and Education, Health and Care plans. Work is underway
with providers and commissioners to develop further PHBs, with anticipated new offers being piloted by March 2020. With support from NHS England progress is also being made to develop a default offer to all CHC eligible patients receiving packages of care in their own home, with an aim of being fully
compliant in this by the end of April 2020.
In 2019/20, the Personalised Care Programme will drive the development of Integrated Personal Budgets, bringing together social care Direct Payments and PHBs to better support people with complex health and social needs. This should also provide them with greater control over the care they receive. As
part of this work, there will be an additional focus on points of transition between social care and health and how joint-funding and PHBs could better support this cohort. Work is underway to identify solutions to improving processes and expediting payments through the development of a PHB hub.
The importance of self-management and prevention also underpins the STP approach to Frailty. The STP Frailty programme has three key themes, identification, management in the community and management in the acute. Over the course of 2019/20, this workstream will design the means through which
those most at risk can be identified and supported across all services. Standardised approaches and pathways will be signed off by all relevant organisations and operationalised through the emerging Primary Care Networks (PCNs) and locality structures. Frailty awareness sessions will also be delivered across
providers including social care, mental health, primary care, hospices and care homes, to provide consistent messages to all involved in person centred care.
Resources to support person centred care and prevention
Hertfordshire continues to develop and invest in processes that enable our staff and practitioners to support patients as a whole-system. Ever since the first BCF plan, Hertfordshire has invested in a Multi-Speciality Team (MST) approach which enables professionals to come together to assess and deliver action
plans with the person at the centre. Since 2017, MSTs have been rolled out across acute and community settings. Our Integrated Discharge Teams at both major acute hospitals bring together Discharge Planning Nurses, social workers and voluntary and community support services to better support people
leaving hospital in a safe and timely way. Our community teams, including nurses, physiotherapists, mental health nurses and social workers regularly come together to support GPs in reducing acute admissions and provide proactive, multi-agency case management. For both CCGs the ambition is to align
community teams with the development of PCNs and move towards an integrated MDT model which will expand beyond frailty to include frequent attendees or people faced with homelessness/drug and alcohol addiction.
In 2018/19, a system-wide piece of analysis, undertaken by Newton Europe identified that coordinated support across health and social care would enable more patients to be supported in the most appropriate setting. The study also demonstrated that this approach would improve patients outcomes and
ability to manage their own care. These findings have informed our thinking around the development of Discharge to Assess (D2A) in Hertfordshire and explicitly how we coordinate health and social care support to maximise individual’s recovery and independence.
For the STP D2A programme team board, priorities for 2019/2020 include standardising D2A pathways and ensuring that models designed in each locality are holistic, prioritise prevention, recovery, and integrated working; making full use of all sectors via local operational groups. An additional key priority for
the D2A programme is that any model agreed needs to work for discharge from the acute, as well as, step up from the community.
Furthermore, Hertfordshire has invested in an Enablement Occupational Therapy Team to work with care providers and to complement health Occupational Therapists and Physio Therapists. In 2019/2020, this service will upskill bed-based settings to ensure the care provided is enabling and successfully
supports the transition from hospital to home. There are also plans to explore technological solutions to enable independence, as well as focusing on enabling those with more complex and/or cognitive needs.
The ACS Connect Gateway programme is also is exploring a whole range of activities to prevent, delay or reduce need for social care and enable independence. This includes service delivery, commissioning of preventative/ enablement services and developing partnerships to deliver more effective prevention.
They plan to use a multiagency and integrated approach to deliver some of these outcomes which include:
B) HWB level
(i) Your approach to integrated services at HWB level (and neighbourhood where applicable), this may include (but is not limited
to):
- Joint commissioning arrangements
- Alignment with primary care services (including PCNs (Primary Care Networks))
- Alignment of services and the approach to partnership with the VCS (Voluntary and Community Sector)
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Hertfordshire has a strong Health and Wellbeing Board (HWB). Through its HWB Strategy and system leadership it provides, the Board continues to influence the strategic direction for the commissioning of services that relate to the health and wellbeing of the population. In 2019/20 the HWB will work closely
with STP colleagues to establish its role in relation to the development of ICS and ICP arrangements, clarifying what services and functions are best delivered and at what scale.
Collaborative and joint commissioning is established in Hertfordshire with the Council and CCGs securing partnership agreements and joint contracts (i.e. Nursing care beds). Mental Health, Learning Disability and CAMHs are jointly commissioned by the Council and the CCGs and 2019/20 will also see further
progress in how the Council and the CCGs work together in the commissioning of Children’s Services and some public health interventions.
To enhance care in care homes, joint training and health campaigns, including a falls campaign for home care and care homes, have been jointly commissioned through Hertfordshire Care Providers Association (HCPA). These are delivered across Hertfordshire and require close working arrangements with both
CCG’s in order to target where the interventions will have the biggest impact.
Plans are underway to increase the level of integrated commissioning between health and social care partners. One priority for 2019/20 in ENH is to develop a partnership agreement and legal framework for Continuing Health Care between HCC and ENHCCG that can operate from April 2020. Furthermore, a
joint Nursing and Care Home specification is being developed which subject to approval will see the Local Authority and ENH CCG jointly contracting for standard nursing care from April 2020. From October 2019, Adult Community Health Services in the Herts Valleys area will be provided by Central London
Community Healthcare. The Council and Herts Valleys CCG have worked closely together to ensure that integration is a priority within this contract and have identified a programme of work to ensure better connection and joint working between all community teams. In ENH, the Council, HPFT and HCT are
evaluating its Integrated Care Service, with a view to exploring further opportunities for integrating services to meet the demands of the frail and elderly population.
Through our continued partnership working with HPFT our focus for 2019/2020 will be delivering a CAMHS Transformation Plan, a new joint Learning Disability strategy and plan for delivering Mental health and learning disability aspects of the NHS LTP.
Locality development and Primary Care Networks
A major development since the 2017/2019 BCF plan has been the development and evolution of PCNs and Local Delivery Boards. Each CCG area has a Local Delivery Board which is focusing on using a place-based approach to deliver care. These boards encourage strategic leaders from across the system to
identify local priorities and action plans needed to transform services to meet these needs.
A recent focus across all Delivery Boards has been aligning with PCNs. In Herts Valleys, PCNs have been instrumental in the development of ambitious, multi-agency locality plans, identifying shared priorities across different statutory organisations. These include developing the locality approach to multidisciplinary teams, with a particular focus on maintaining a person-centred approach for people with complex needs, including Frailty. In ENH there is ongoing work with the CCG to specify activities to be completed by PCNs. Projects have also been planned by the Integrated Care Delivery Boards. For example,
memory cafes are being implemented across multiple localities, which provides a safe space for people concerned about their memory/carers concerned about their loved ones developing dementia. There are also plans to extend MDT Frailty Clinics following a successful pilot in Letchworth.
Integration with the Voluntary Sector
Hertfordshire benefits from a vibrant and engaged voluntary and community sector. They sit at the heart of the county wide Hospital and Community Navigator Service (HCNS). This service works across hospital sites and in the community and delivers social prescribing services to support services users on
discharge from hospital and enable them to access wider services.
For 2019/2020 we will continue to focus on making social prescribing and community-based support ‘business as usual’. This includes expanding the ‘social prescribing’ model to incorporate the NHSE PCN Social Prescribing Link Worker roles via a third sector organisation, to reduce, delay or prevent the need
for further health and social care intervention with additional support from Delivery boards.
Plans are underway to use feedback from social prescribers to identify gaps in VCS provision, which may relate to type of service or location. This intelligence will be used to stimulate appropriate new services.
To further align with the Voluntary Sector the HWB has recommended that its membership extends to the Hertfordshire Compact Steering Group to ensure the voluntary sector voice is included in strategic decision making and plans
(ii) Your approach to integration with wider services (e.g. Housing), this should include:
- Your approach to using the DFG to support the housing needs of people with disabilities or care needs. This should include any
arrangements for strategic planning for the use of adaptations and technologies to support independent living in line with the
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Hertfordshire’s approach to integration recognises the role played by partners and wider services, outside of the health and social care organisations. Hertfordshire has 10 District/Borough councils whose services have a direct impact on the health and wellbeing of the Hertfordshire population. Both CCGs and
the County Council have regular interactions with the Districts/Boroughs. During 2019/20 further work is required to understand how best to involve these key partners (and their wider network of stakeholders) in STP developments, specifically the development of ICPs and locality working.
A key area of overlap with the District/Boroughs is housing. The Adult Care Services’ 3 year plan sets out an ambition to develop 3000+ units of supported accommodation and to support more people to live in mainstream housing by 2021. Adult Care Directors at Hertfordshire County Council, chair Strategic
Supported Accommodation Boards with each of the Districts/Boroughs and the Director of Adult Services co-chairs the Hertfordshire Strategic Supported Accommodation Board. These boards discuss local housing issues for adults with care and support needs, including older people and have a number of
individual projects and workstreams which are leading to improve outcomes for people with disabilities or age-related conditions. Some recent examples include:
•The provision of six new-built fully accessible wheelchair flats though the Council’s developer arm as part of a wider housing development
•Four move-on accommodation flats developed by the borough council for adults with learning disabilities approaching independent living
•A memorandum of understanding to help adults with disabilities into general needs housing more easily
•A new extra care housing development strategy to improve care and health outcomes This will also help with pressures on the wider housing market, increasing affordable housing options for older people approaching retirement.
There is also joint working taking place between the County Council and Stevenage Borough Council in developing a joint Older Persons’ Housing Strategy.
Additional Winter Monies, included through the BCF, have also been allocated via a working group of the County and District councils to support the hospital Community Navigators to deliver specifically housing related services to people coming out of hospital to aid reablement and swift discharge back home.
Further work is required in 2019/20 to consider how Hertfordshire works with housing authorities and the local Home Improvement Agency to consider the provision of information and advice, particularly around housing issues.
How Hertfordshire is using the DFG to support the housing need of people with disabilities or care needs
A significant element of DFG funding is allocated directly to the Hertfordshire Home Improvement Agency (HHIA). 5 of the 10 District Councils within Hertfordshire are affiliated with this service. Work is underway to improve and expand the HHIA following its implementation. The HHIA helps to provide home
adaptations, such as stair lifts and access improvements, to Older people and people with disabilities, to help them remain independent at home. It is a service made up of caseworkers, trusted assessors and technical teams who offer information, advice and assistance to service users throughout the process
of home adaptation work.
Currently, a review of the RRO Discretionary Policy is taking place to look at how the services the HHIA delivers could be expanded and how the DFG can be used more creatively. This will look to enhance funding for, and speed of provision of, adaptations for those with acute needs e.g. disabilities acquired as a
result of accidents. It will sit alongside a new Framework for Contractors, which will remove the need for a lengthy tender process for some of the simpler adaptations (e.g. ramps), ensuring that the pathway for DFGs is quicker and smoother.
The pathway for both application, approval and completion of DFG works is also under review, with a clear focus on the reducing the time it takes to undertake DFG works. It is anticipated that this will enable greater focus on the ability to meet the needs of those requiring adaptations as part of a hospital
discharge package, for example, stair lifts or ramping.
Hertfordshire is also working with technology providers to trial and pilot how assistive technology can be used to support vulnerable service users and improve their outcomes. Work will take place across the CCGs and HCC in 2019/20 to consider opportunities and priority areas for such investment and how
this can help deliver a joined-up and integrated experience for the patient/service user.

C) System level alignment, for example this may include (but is not limited to):
- How the BCF plan and other plans align to the wider integration landscape, such as STP/ICS plans

- A brief description of joint governance arrangements for the BCF plan
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In April 2019, Hertfordshire and West Essex STP released its integrated Health and Care Strategy for a Healthier Future. The strategy is built around the principles of population health management and promotes the need to target collective resources where they will have the greatest impact, improving the
quality of care through improved and affordable services. Its key priorities include:
•Meeting people’s health and social care needs in a joined up way in their local neighbourhoods
•Prioritising those with the highest levels of need, reducing the variations in care
•Placing equal value and emphasis on people’s mental and physical health and wellbeing
The BCF plan aligns with these priorities and see them as important areas of focus. The strategy also outlines how we will need to ensure that we have the workforce, technology, contracting and payment mechanisms in place to deliver health and care efficiently across organisational boundaries. Recently the
STP released its Health and Social Care workforce strategy for 2019 which recognises how in order to deliver high quality, person centred and proactive care, there needs to be a clear focus on the health and social care workforce. The strategy will act as a guideline for the STP and organisations within it to
support and develop its workforce.
This BCF plan fully aligns with the STP priorities and supports the latest thinking and developments around the ICS and the ICP. Our BCF vision incorporates the ‘challenges’ of the Sustainability and Transformation Plan, which will improve care delivery for Hertfordshire residents over the next five years. The STP
focuses on four key challenges:
1.Living well and preventing ill-health
2.Transforming primary and community services
3.Improving urgent and hospital services
4.Providing health and care more efficiently and effectively
Many of the programmes and projects advanced by the STP either originated from BCF-funded activity or are managed and supported by the BCF-funded Integrated Care Programme Team. This helps to ensure that the BCF is supporting system priorities but also that integration between health and social care
sits at the heart of STP activity. Specific areas of overlap between the BCF and the STP include the personalised care workstream, Frailty, Technology and D2A.
Priorities for Personalised Care, Frailty and D2A services have been referenced elsewhere in the plan. For the Technology workstream, four key programmes of work have been identified to meet the national requirements of the NHS Long Term plan. Objectives for these programmes are outlined below:
•Interoperability: Improving the sharing of data across health and social care settings and enabling professionals to access patient records wherever they are
•Urgent Care: Implementation an Urgent Care Dashboard that displays live, automatic, integrated hospital and social care activity to support system resilience across the STP.
•Primary Care: Developing digital solutions for primary care
•Long Term Plan – Citizen Focus: Creating technological platforms that allow citizens to manage their own health and wellbeing and access the right information
Our BCF plan has a number of priorities that support the Technology Programme’s objectives. One example is the development of a Medical Interoperability Gateway (MIG) solution. This tool presents key primary care data directly into the contextual view of the social care information system, matching the
service user to their GP record to display a combination of health and social care data in a single setting to support more effective data sharing and support development of a Shared Care Record Another priority in our 2019/2020 plan is continuing to develop and imbed a new Urgent Care Dashboard through
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5. Income

Selected Health and Wellbeing Board:

Hertfordshire

Local Authority Contribution
Disabled Facilities Grant (DFG)
Hertfordshire

1
2
3
4
5
6
7
8
9
10
11
12

DFG breakerdown for two-tier areas only (where applicable)
Broxbourne
Dacorum
East Hertfordshire
Hertsmere
North Hertfordshire
St Albans
Stevenage
Three Rivers
Watford
Welwyn Hatfield

Total Minimum LA Contribution (exc iBCF)

iBCF Contribution
Hertfordshire

Gross Contribution
£7,283,182

£743,767
£870,316
£680,871
£691,310
£840,076
£683,034
£746,540
£586,315
£675,859
£765,094

£7,283,182

Contribution
£18,728,108

Total iBCF Contribution

£18,728,108

Winter Pressures Grant
Hertfordshire

Contribution
£4,134,415

Total Winter Pressures Grant Contribution

£4,134,415

Are any additional LA Contributions being made in 2019/20? If
yes, please detail below

Yes

Hertfordshire

Comments - please use this box clarify any specific
uses or sources of funding
£87,176,896 Older People and Prevention Budgets

Total Additional Local Authority Contribution

£87,176,896

Local Authority Additional Contribution

CCG Minimum Contribution
1 NHS Herts Valleys CCG
2 NHS East and North Hertfordshire CCG
3 NHS Cambridgeshire and Peterborough CCG
4
5
6
7
Total Minimum CCG Contribution

Are any additional CCG Contributions being made in 2019/20? If
yes, please detail below

Additional CCG Contribution
NHS East and North Hertfordshire CCG
NHS East and North Hertfordshire CCG
NHS Herts Valleys CCG
NHS Herts Valleys CCG

Contribution

Contribution
£38,177,467
£36,106,104
£1,160,029

£75,443,600

Yes

Contribution
£4,605,000
£53,751,800
£57,620,800
£1,608,000

Comments - please use this box clarify any specific
uses or sources of funding
Protection of Social Care, Carers and Staffing
Notional Budget
Notional Budget
Care Act Funding, Carers and staffing

Total Addition CCG Contribution
Total CCG Contribution

£117,585,600
£193,029,200

Total BCF Pooled Budget

2019/20
£310,351,801

Funding Contributions Comments
Optional for any useful detail e.g. Carry over
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6. Expenditure

Selected Health and Wellbeing Board:

<< Link to summary sheet

Hertfordshire

Running Balances
DFG
Minimum CCG Contribution
iBCF
Winter Pressures Grant
Additional LA Contribution
Additional CCG Contribution
Total

Income

Required Spend
NHS Commissioned Out of Hospital spend from the minimum
CCG allocation
Adult Social Care services spend from the minimum CCG
allocations

Scheme
ID

Scheme Name

Brief Description of
Scheme

Link to Scheme Type description
Scheme Type
Sub Types

£7,283,182
£75,443,600
£18,728,108
£4,134,415
£87,176,896
£117,585,600
£310,351,801

Expenditure

Minimum Required Spend

£7,283,182
£75,443,913
£18,728,108
£4,134,415
£87,176,896
£117,585,600
£310,352,114

Balance

£0
-£313
£0
£0
£0
£0
-£313
Under Spend

Planned Spend

£21,443,895

£28,376,496

£0

£21,104,313

£21,104,313

£0

Planned Outputs
Please specify if
Planned
Planned
'Scheme Type' is Output Unit
Output
Estimate
'Other'

NEA

Metric Impact
DTOC
RES

REA

Area of
Spend

Please specify if Commissioner
'Area of Spend'
is 'other'

% NHS (if Joint
Commissioner)

Expenditure
% LA (if Joint
Commissioner)

Provider

Source of
Funding

Expenditure (£)

New/
Existing
Scheme

1

Hertfordshire
Home
Improvement
Agency

Funding from the
DFG Related
Disabled Facliities grant Schemes
to carry out activities
under the HHIA

Adaptations

High

High

Not
Medium
applicable

Social Care

LA

Private Sector DFG

£3,687,113 Existing

2

DFG moneys not
associated with
Hertfordshire
Home
Improvement
Agency

For Districts and Borough DFG Related
Councils/Housing
Schemes
Associations/Private
Organisations not
affiliated with the
Hertfordshire Home
Improvement Agency,
DFG monies is split so
they can carry out
adaptations work within
their respective areas

Adaptations

High

High

Not
Medium
applicable

Social Care

LA

Private Sector DFG

£3,596,069 Existing

3

Assessment and This scheme supports
Enablers for
Care Management additional social work
Integration
and occupational
therapy posts to supprot
assessment and care
management.

Social Care

LA

Local
Authority

Integrated
workforce

iBCF

£600,000 Existing

4

IBCF social care
baseline funding

This is funding
Other
specifically targetted at
supporting adult social
care pressures. It is
currently being used to
fund demographic
pressures, national living
wage etc.

5

Homecare

Includes inflationary
HICM for
Chg 4. Home First
uplift for homecare and Managing Transfer / Discharge to
home care capacity
Access
of Care

6

Re-enablement or This funding has been
intermediate care allocated to support
places to
system pressures.
residential or
nursing

7

Re-enablement or
intermediate care
in the persons
own home

8

Specialist
This funding has been
placements e.g.
allocated to support
Dementia, Mental system pressures.
Health or LD

9

Interventions to
prevent delay or
avoidable
admissions/readmissions

To support additional
Enablers for
social work capacity
Integration
including contribution to
Learning Disability
Nursing and to minimise
delayed discharges,
implement good practice
on discharge and
discharge planning

10

Impact of Allied
Healthcare to the
Care Market in
Herfordshire &
Delirum Pathway

Support to establishing
inhouse home care
agengy and enacting
business continuity
planning

Residential
Placements

See scheme
description

Other

This funding has been
Home Care or
Domiciliary Care
allocated to support
additoinal Specialist Care
at Home Capacity and to
support system
pressures to Front of
House in the Acute
settings

Residential
Placements

Home Care or
Domiciliary Care

Nursing or
residential
home

Placements

Packages

Other

Specialist
Placements
placements e.g.
Dementia,
Mental Health
or LD

High

High

High

High

Social Care

LA

Private Sector iBCF

£13,000,227 Existing

High

High

Low

Medium

Social Care

LA

Private Sector iBCF

£5,127,881 Existing

37.0 Medium

High

Not
High
applicable

Social Care

LA

Private Sector Winter
Pressures
Grant

£1,182,415 New

Medium

High

Medium

High

Social Care

LA

Private Sector Winter
Pressures
Grant

£1,200,000 New

High

Not
Low
applicable

Social Care

LA

Private Sector Winter
Pressures
Grant

£100,000 New

Social Care

LA

Local
Authority

Winter
Pressures
Grant

£1,115,000 New

Social Care

LA

Local
Authority

Winter
Pressures
Grant

£537,000 New

3,307.0
9.0 High

Integrated
workforce

Packages

1,129.0 High

High

High

High

11

Herts Valleys CCG- Herts Valleys CCGMinimum
Minimum Contribution
Contribution

Other Community Community Based
Services
Schemes

Low

High

Not
High
applicable

Community
Health

CCG

NHS
Community
Provider

Minimum CCG
Contribution

£16,717,467 Existing

12

Additional
Notional Budget- CCGs
contributionneed to provide
Herts Valleys CCG breakdown

Other

Community and
continuinng
care services

Low

High

Not
High
applicable

Continuing
Care

CCG

Private Sector Additional CCG
Contribution

£57,620,800 Existing

13

Additional
Funding for Care Act,
contributionCarers and StaffingHerts Valleys CCG CCGs need to provide
breakdown

Carers Services

Various
community
services

Low

Medium

Not
High
applicable

Community
Health

CCG

Local
Authority

Additional CCG
Contribution

£1,608,000 Existing

14

Herts Valleys CCG- Out of hospital services- Personalised Care
Minimum
at Home
Health
Contribution

Low

High

Not
High
applicable

Community
Health

CCG

NHS
Community
Provider

Minimum CCG
Contribution

£10,849,000 Existing

15

Cambridge and
Cambridge and
Peterborough CCG- Peterborough CCG
Community Services
Minimum
Contribution

Low

High

Not
High
applicable

Community
Health

CCG

NHS
Community
Provider

Minimum CCG
Contribution

£810,029 Existing

16

East and North
Herts CCGMinimum
Contribution

Health- CCGs need to
provide breakdown

Minimum CCG
Contribution

£25,963,104 Existing

17

Additional
contribution- East
and North
Hertfordshire CCG

Notional Budget- CCGs
need to provide
breakdown to funding
community health
services

Additional CCG
Contribution

£53,751,800 Existing

18

Additional
contribution- East
and North
Hertfordshire CCG

Protection of Social Care,
Carers and Staffing
Funding- CCGs need to
provide breakdown

Additional CCG
Contribution

£4,605,000 Existing

Community Based
Schemes

Other

Packages

19

Assessment and Includes Older People's Enablers for
Care Management staffing including multi- Integration
disciplinary team
working and staffing for
projects and project
management support

Integrated
workforce

20

Residential/Nursin Enablement and
g
Intermediate Care bed
provision and inclusion
of complex care
premium

Residential
Placements

Other

21

Adult Care
Supporting Care
Services Base
purchasing budget
funding from BCF

Community Based
Schemes

22

Specialist Care at
Home

Home Care or
Domiciliary Care

23

Community- Other This scheme covers a
Community Based
variety of projects
Schemes
including: Early
intervention vehicle, Age
UK Hosptial discharge,
Impartial Feedback
service, care navigators,
Admiral nurses

Covers Hertfordshire's
reablement and
homecare service
Specialist Care at Home

Complex care

Placements

47.0 Medium

High

Packages

17,493.0 Medium

High

Social Care

LA

Local
Authority

Minimum CCG
Contribution

£2,439,313 Existing

High

Not
High
applicable

Social Care

LA

Private Sector Minimum CCG
Contribution

£1,864,000 Existing

High

High

High

Social Care

LA

Local
Authority

Minimum CCG
Contribution

£9,647,000 Existing

High

Medium

High

Social Care

LA

Private Sector Minimum CCG
Contribution

£6,347,000 Existing

High

Low

Low

Social Care

LA

Charity /
Voluntary
Sector

Minimum CCG
Contribution

£807,000 Existing

24

Older Peoples
Funding for care
budgetpurchasing (residential
residential and
and nursing).
nursing (less client
contribution)

Residential
Placements

25

Older Peoples
Funding for care
budget- Homecare purchasing (homecare)

Home Care or
Domiciliary Care

26

Older Peoples
budget- day care

27

Care Home

Placements

Packages

2,135.0 High

109,242.0 High

High

Medium

High

Social Care

LA

Private Sector Additional LA
Contribution

£43,663,293 Existing

Medium

Low

Low

Social Care

LA

Private Sector Additional LA
Contribution

£6,708,592 Existing

Charity /
Voluntary
Sector
Local
Authority

Additional LA
Contribution

£1,856,516 Existing

Additional LA
Contribution

£11,795,025 Existing

Day care
services

High

Low

Low

Medium

Social Care

LA

Older Peoples
Older Peoples budgetOther
direct payment/personal
budget- direct
payment/personal budgets
budgets

All expenditure
on personal
budgets

High

Low

Low

High

Social Care

LA

28

Older Peoples
budgetEquipment/adapta
tions

Funding for
Prevention / Early Other
equipment/adaptations Intervention
(not including
Hertfordshire Equipment
service)

Equipment and
assistive
technology

High

High

High

High

Social Care

LA

Charity /
Voluntary
Sector

Additional LA
Contribution

£987,113 Existing

29

Older Peoples
budgetCommunity Other
Older Peoples
budgetAssessment and
Care Management

Various community
services

Various
community
services
Care
coordination

High

High

High

High

Social Care

LA

Private Sector Additional LA
Contribution

£420,937 Existing

High

High

High

High

Social Care

LA

Local
Authority

Additional LA
Contribution

£20,174,516 Existing

High

High

High

High

Social Care

LA

Charity /
Voluntary
Sector

Additional LA
Contribution

£1,570,904 Existing

30

31

Funding for Day Services Other
for Older People

Other

Funding to support care Other
coordination

Carers/Prevention Carers services
services

Carers Services

Carer Advice and
Support

^^ Link back up
Scheme Type
Assistive Technologies and Equipment

Description
Using technology in care processes to supportive self-management,
maintenance of independence and more efficient and effective
delivery of care. (eg. Telecare, Wellness services, Digital participation
services).

Sub Type
Telecare
Wellness Services
Digital Participation Services
Community Based Equipment
Other

Care Act Implementation Related Duties
Carers Services

Funding planned towards the implementation of Care Act related
duties.
Supporting people to sustain their role as carers and reduce the
likelihood of crisis. Advice, advocacy, information, assessment,
emotional and physical support, training, access to services to support
wellbeing and improve independence. This also includes the
implementation of the Care Act as a sub-type.

Deprivation of Liberty Safeguards (DoLS)
Other
Carer Advice and Support
Respite Services
Other

Community Based Schemes

Schemes that are based in the community and constitute a range of
cross sector practitioners delivering collaborative services in the
community typically at a neighbourhood level (eg: Integrated
Neighbourhood Teams)

DFG Related Schemes

The DFG is a means-tested capital grant to help meet the costs of
Adaptations
adapting a property; supporting people to stay independent in their
Other
own homes.
Schemes that build and develop the enabling foundations of health
and social care integration encompassing a wide range of potential
areas including technology, workforce, market development
(Voluntary Sector Business Development: Funding the business
development and preparedness of local voluntary sector into provider
Alliances/ Collaboratives) and programme management related
schemes. Joint commissioning infrastructure includes any personnel or
teams that enable joint commissioning. Schemes could be focused on
Data Integration, System IT Interoperability, Programme management,
Research and evaluation, Supporting the Care Market, Workforce
development, Community asset mapping, New governance
arrangements, Voluntary Sector Development, Employment services,
Joint commissioning infrastructure amongst others.

Enablers for Integration

High Impact Change Model for Managing Transfer of
Care

The eight changes or approaches identified as having a high impact on
supporting timely and effective discharge through joint working across
the social and health system. The Hospital to Home Transfer Protocol
or the 'Red Bag' scheme, while not in the HICM as such, is included in
this section.

Home Care or Domiciliary Care

A range of services that aim to help people live in their own homes
through the provision of domiciliary care including personal care,
domestic tasks, shopping, home maintenance and social activities.
Home care can link with other services in the community, such as
supported housing, community health services and voluntary sector
services.

Housing Related Schemes

This covers expenditure on housing and housing-related services other
than adaptations; eg: supported housing units.
Care navigation services help people find their way to appropriate
services and support and consequently support self-management.
Also, the assistance offered to people in navigating through the
complex health and social care systems (across primary care,
community and voluntary services and social care) to overcome
barriers in accessing the most appropriate care and support. Multiagency teams typically provide these services which can be online or
face to face care navigators for frail elderly, or dementia navigators
etc. This includes approaches like Single Point of Access (SPoA) and
linking people to community assets.
Integrated care planning constitutes a co-ordinated, person centred
and proactive case management approach to conduct joint
assessments of care needs and develop integrated care plans typically
carried out by professionals as part of a multi-disciplinary, multiagency teams.
Note: For Multi-Disciplinary Discharge Teams and the HICM for
managing discharges, please select HICM as scheme type and the
relevant sub-type. Where the planned unit of care delivery and
funding is in the form of Integrated care packages and needs to be
expressed in such a manner, please select the appropriate sub-type
alongside.

Integrated Care Planning and Navigation

Chg 1. Early Discharge Planning
Chg 2. Systems to Monitor Patient Flow
Chg 3. Multi-Disciplinary/Multi-Agency Discharge Teams
Chg 4. Home First / Discharge to Access
Chg 5. Seven-Day Services
Chg 6. Trusted Assessors
Chg 7. Focus on Choice
Chg 8. Enhancing Health in Care Homes
Other - 'Red Bag' scheme
Other approaches

Care Coordination
Single Point of Access
Care Planning, Assessment and Review
Other

Intermediate Care Services

Short-term intervention to preserve the independence of people who
might otherwise face unnecessarily prolonged hospital stays or
avoidable admission to hospital or residential care. The care is personcentred and often delivered by a combination of professional groups.
Four service models of intermediate care are: bed-based intermediate
care, crisis or rapid response (including falls), home-based
intermediate care, and reablement or rehabilitation. Home-based
intermediate care is covered in Scheme-A and the other three models
are available on the sub-types.

Personalised Budgeting and Commissioning

Various person centred approaches to commissioning and budgeting. Personal Health Budgets
Integrated Personalised Commissioning
Direct Payments
Other

Personalised Care at Home

Schemes specifically designed to ensure that a person can continue to
live at home, through the provision of health related support at home
often complemented with support for home care needs or mental
health needs. This could include promoting self-management/expert
patient, establishment of ‘home ward’ for intensive period or to
deliver support over the longer term to maintain independence or
offer end of life care for people. Intermediate care services provide
shorter term support and care interventions as opposed to the
ongoing support provided in this scheme type.

Prevention / Early Intervention

Residential Placements

Other

Services or schemes where the population or identified high-risk
groups are empowered and activated to live well in the holistic sense
thereby helping prevent people from entering the care system in the
first place. These are essentially upstream prevention initiatives to
promote independence and well being.
Residential placements provide accommodation for people with
learning or physical disabilities, mental health difficulties or with sight
or hearing loss, who need more intensive or specialised support than
can be provided at home.

Where the scheme is not adequately represented by the above
scheme types, please outline the objectives and services planned for
the scheme in a short description in the comments column.

^^ Link back up

Bed Based - Step Up/Down
Rapid / Crisis Response
Reablement/Rehabilitation Services
Other

Social Prescribing
Risk Stratification
Choice Policy
Other

Supported Living
Learning Disability
Extra Care
Care Home
Nursing Home
Other

Better Care Fund 2019/20 Template
7. High Impact Change Model

Selected Health and Wellbeing Board:

Hertfordshire

Explain your priorities for embedding elements of the High Impact Change Model for Managing Transfers of Care locally, including:
- Current performance issues to be addressed
- The changes that you are looking to embed further - including any changes in the context of commitments to reablement and Enhanced Health in Care Homes
in the NHS Long-Term Plan
- Anticipated improvements from this work
High Impact Change 1- Early Discharge Planning- A big challenge facing early discharge planning is the lack of available homecare, therapy provision and
residential placements over weekends. This has led to delayed discharges and has had an adverse effect on early discharge planning. A Project Group has been
set up to look at options to address this challenge, in preparation for the winter. One area which has been discussed has been offering providers incentive
payments to encourage them to take weekend admissions.
In East and North Hertfordshire, the Discharge Home to Assess initiative has seen the number of referrals increase by 50% through an integrated approach to

Please enter current
position of maturity

Please enter the
If the planned maturity level for 2019/20 is below established,
maturity level planned please state reasons behind that?
to be reached by March
2020

Established

Established

Chg 2

Systems to monitor patient
flow

Established

Established

Chg 3

Multi-disciplinary/Multiagency discharge teams

Mature

Mature

Chg 4

Home first / discharge to
assess

Established

Established

Established

Established

Mature

Mature

Established

Established

Mature

Mature

Early discharge planning
Chg 1

Seven-day service
Chg 5
Trusted assessors
Chg 6
Focus on choice
Chg 7

Chg 8

Enhancing health in care
homes

Better Care Fund 2019/20 Template
8. Metrics

Selected Health and Wellbeing Board:

Hertfordshire

8.1 Non-Elective Admissions
19/20 Plan

Overview Narrative
Although the target for number of non-elective admissions per 100,000 population has
risen to allow for a growing population and greater number of older and frail people,
Total number of Collection of the NEA metric
Hertfordshire has exceeded the target number of non-elective admissions since Q4 of
plans via this template is not
specific acute
required as the BCF NEA metric 2017-18. Each CCG have developed respective plans to respond to this.
non-elective
plans are based on the NEA CCG In Herts Valleys, plans for reducing NEAs include the development of Urgent
spells per
Treatment Centre (UTC) co-located at Watford General Hospital which will act as the
Operating plans submitted via
100,000
first point of contact for most patients. Patients will be triaged via primary care led
SDCS.
population
services in the UTC and will receive treatment where appropriate followed by referral
t th
t
i t d
t
t/
i th t
t th i h lth
d

Please set out the overall plan in the HWB area for
reducing Non-Elective Admissions, including any
assessment of how the schemes and enabling activity for
Health and Social Care Integration are expected to impact
on the metric.

Plans are yet to be finalised and signed-off so are subject to change; for the latest version of the NEA CCG operating plans at your HWB footprint please contact your local Better Care Manager (BCM)
in the first instance or write in to the support inbox:
ENGLAND.bettercaresupport@nhs.net

8.2 Delayed Transfers of Care
19/20 Plan

Delayed Transfers of Care per day
(daily delays) from hospital (aged
18+)

Overview Narrative
At the end of 2018/2019 Hertfordshire faired positively compared to other Local
Authorities with an average daily bed days rating of 11.2 (other local authorities came
in at 12.1). For quarter 1 of 2019, the average no of daily DTOCs has slightly increased.
A key influencer behind this has been the availability and flow through rehabilitation
pathways in the discharge to assess model due to constrained home care capacity. We
87.0 are continuing to work in close partnership to achieve a reduction in DTOCs. One of
the main ways we are working to improve flow is through the retendering of Specialist
Care at Home which is hoped to increase Home Care Capacity.
For 2019/2020, the winter pressures grant has been allocated to a number of new
schemes which have been commissioned in order to alleviate pressures on NHS and

Please set out the overall plan in the HWB area for
reducing Delayed Transfers of Care to meet expectations
set for your area. This should include any assessment of
how the schemes and enabling activity for Health and
Social Care Integration are expected to impact on the
metric. Include in this, your agreed plan for using the
Winter Pressures grant funding to support the local health
and care system to manage demand pressures on the NHS,
with particular reference to seasonal winter pressures.

Please note that the plan figure for Greater Manchester has been combined, for HWBs in Greater Manchester please comment on individuals HWBs rather than Greater Manchester as a whole.
Please note that due to the merger of Bournemouth, Christchurch and Poole to a new Local Authority will mean that planning information from 2018/19 will not reflect the present geographies.

8.3 Residential Admissions
18/19 Plan
Long-term support needs of older
people (age 65 and over) met by

Annual Rate

585

19/20 Plan Comments
Since 2017, the number of permanent residential
515 placements has increased. The first half of 2018-19

Please set out the overall plan in the HWB area for
reducing rates of admission to residential and nursing
homes for people over the age of 65 including any

people (age 65 and over) met by
admission to residential and
nursing care homes, per 100,000
population

Numerator
Denominator

1,178
201,242

homes for people over the age of 65, including any
remained low but rose substantially into the second half
assessment of how the schemes and enabling activity for
1062 of the year. In quarter one of the 2019-2020 year the rate
Health and Social Care Integration are expected to impact
of permanent admissions per 100,000 population was
on the metric.
206,367 568, against the target of 515 per 100,000 population.
k f
h h
k
k

Long-term support needs of older people (age 65 and over) met by admission to residential and nursing care homes, per 100,000 population (aged 65+) population projections are based on a calendar
year using the 2016 based Sub-National Population Projections for Local Authorities in England;
Please note that due to the merger of the Bournemouth, Christchurch and Poole Local Authorities, this will mean that planning information from 2018/19 will not reflect the present geographies.

8.4 Reablement
18/19 Plan
Proportion of older people (65 and Annual (%)
over) who were still at home 91
days after discharge from hospital Numerator
into reablement / rehabilitation
services
Denominator

19/20 Plan Comments
Performance against this target varied in over the last
85.1%
86.0% few years although in the first quarter of 2019/2020 this
improved slightly and is nearer the target of 86%. These
383
585 low levels of hospital readmissions suggest that the
enablement support is successfully helping to prevent
450
680 escalation of patient need. For 2019/2020 there will be a
lf
bl
h
f ll

Please set out the overall plan in the HWB area for
increasing the proportion of older people who are still at
home 91 days after discharge from hospital into
reablement/rehabilitation, including any assessment of
how the schemes and enabling activity for Health and
Social Care Integration are expected to impact on the
metric.

Please note that due to the merger of the Bournemouth, Christchurch and Poole Local Authorities, this will mean that planning information from 2018/19 will not reflect the present geographies.

Better Care Fund 2019/20 Template
9. Confirmation of Planning Requirements

Selected Health and Wellbeing Board:

Theme

Code
PR1

PR2

NC1: Jointly agreed plan

PR3

PR4
NC2: Social Care
Maintenance

PR5
NC3: NHS commissioned
Out of Hospital Services

PR6
NC4: Implementation of
the High Impact Change
Model for Managing
Transfers of Care

Hertfordshire

Planning Requirement

Key considerations for meeting the planning requirement
These are the Key Lines of Enquiry (KLOEs) underpinning the Planning Requirements (PR)

A jointly developed and agreed plan
that all parties sign up to

Has a plan; jointly developed and agreed between CCG(s) and LA; been submitted?
Has the HWB approved the plan/delegated approval pending its next meeting?
Have local partners, including providers, VCS representatives and local authority service leads (including housing and DFG leads) been
involved in the development of the plan?
Do the governance arrangements described support collaboration and integrated care?
Where the strategic narrative section of the plan has been agreed across more than one HWB, have individual income, expenditure, metric
and HICM sections of the plan been submitted for each HWB concerned?

A clear narrative for the integration of Is there a narrative plan for the HWB that describes the approach to delivering integrated health and social care that covers:
health and social care
- Person centred care, including approaches to delivering joint assessments, promoting choice, independence and personalised care?
- A clear approach at HWB level for integrating services that supports the overall approach to integrated care and confirmation that the
approach supports delivery at the interface between health and social care?
- A description of how the local BCF plan and other integration plans e.g. STP/ICSs align?
- Is there a description of how the plan will contribute to reducing health inequalities (as per section 4 of the Health and Social Care Act)
and to reduce inequalities for people with protected characteristics under the Equality Act 2010? This should include confirmation that
equality impacts of the local BCF plan have been considered, a description of local priorities related to health inequality and equality that
the BCF plan will contribute to addressing.
Has the plan summarised any changes from the previous planning period? And noted (where appropriate) any lessons learnt?

A strategic, joined up plan for DFG
spending

Is there confirmation that use of DFG has been agreed with housing authorities?
Does the narrative set out a strategic approach to using housing support, including use of DFG funding that supports independence at
home.
In two tier areas, has:
- Agreement been reached on the amount of DFG funding to be passed to district councils to cover statutory Disabled Facilities Grants? or
- The funding been passed in its entirety to district councils?

A demonstration of how the area will
maintain the level of spending on
social care services from the CCG
minimum contribution to the fund in
line with the uplift in the overall
contribution

Does the total spend from the CCG minimum contribution on social care match or exceed the minimum required contribution (autovalidated on the planning template)?

Has the area committed to spend at
equal to or above the minimum
allocation for NHS commissioned out
of hospital services from the CCG
minimum BCF contribution?

Does the total spend from the CCG minimum contribution on non-acute, NHS commissioned care exceed the minimum ringfence (autovalidated on the planning template)?

Is there a plan for implementing the
High Impact Change Model for
managing transfers of care?

Does the BCF plan demonstrate a continued plan in place for implementing the High Impact Change Model for Managing Transfers of
Care?
Has the area confirmed the current level of implementation and the planned level at March 2020 for all eight changes?
Is there an accompanying overall narrative setting out the priorities and approach for ongoing implementation of the HICM?
Does the level of ambition set out for implementing the HICM changes correspond to performance challenges in the system?
If the current level of implementation is below established for any of the HICM changes, has the plan included a clear explanation and set
of actions towards establishing the change as soon as possible in 2019-20?

Please confirm
whether your
BCF plan meets
the Planning
Requirement?

Please note any supporting
documents referred to and
relevant page numbers to
assist the assurers

Yes

Yes

Yes

Yes

Will be complete for
submission
Yes

Yes

Where the Planning
requirement is not met,
please note the actions in
place towards meeting the
requirement

Where the Planning
requirement is not met,
please note the anticipated
timeframe for meeting it

PR7

Is there a confirmation that the
components of the Better Care Fund
pool that are earmarked for a purpose
are being planned to be used for that
purpose?

Have the planned schemes been assigned to the metrics they are aiming to make an impact on?
Expenditure plans for each element of the BCF pool match the funding inputs? (auto-validated)
Is there confirmation that the use of grant funding is in line with the relevant grant conditions? (tick-box)
Is there an agreed plan for use of the Winter Pressures grant that sets out how the money will be used to address expected demand
pressures on the Health system over Winter?
Has funding for the following from the CCG contribution been identified for the area?
- Implementation of Care Act duties?
- Funding dedicated to carer-specific support?
- Reablement?

Indication of outputs for specified
scheme types

Has the area set out the outputs corresponding to the planned scheme types (Note that this is only for where any of the specified set of
scheme types requiring outputs are planned)? (auto-validated)

Agreed expenditure plan
for all elements of the
BCF
PR8

Yes

Yes

PR9

Metrics

Does the plan set stretching metrics
and are there clear and ambitious
plans for delivering these?

Is there a clear narrative for each metric describing the approach locally to meeting the ambition set for that metric?
Is there a proportionate range of scheme types and spend included in the expenditure section of the plan to support delivery of the metric
ambitions for each of the metrics?
Do the narrative plans for each metric set out clear and ambitious approaches to delivering improvements?
Have stretching metrics been agreed locally for:
- Metric 2: Long term admission to residential and nursing care homes
- Metric 3: Proportion of older people (65 and over) who were still at home 91 days after discharge from hospital into reablement

Yes

Some specific scheme types
have been incorporated within
wider categories of spend.
CCGs also have specific
schemes for Carers and Care
Act.

CCG to Health and Well-Being Board Mapping for 2019/20
HWB Code
E09000002
E09000002
E09000002
E09000002
E09000002
E09000003
E09000003
E09000003
E09000003
E09000003
E09000003
E09000003
E09000003
E09000003
E09000003
E09000003
E08000016
E08000016
E08000016
E08000016
E08000016
E08000016
E06000022
E06000022
E06000022
E06000022
E06000055
E06000055
E06000055
E09000004
E09000004
E09000004
E09000004
E09000004
E08000025
E08000025
E08000025
E08000025
E08000025
E06000008
E06000008
E06000008
E06000008
E06000009
E06000009
E08000001
E08000001
E08000001
E08000001
E08000001
E06000058
E06000058
E06000036
E06000036
E06000036
E06000036
E08000032
E08000032
E08000032
E08000032
E08000032
E08000032
E09000005
E09000005
E09000005
E09000005
E09000005
E09000005
E09000005
E09000005
E06000043
E06000043
E06000043
E06000023
E06000023
E09000006
E09000006
E09000006
E09000006
E09000006
E09000006
E09000006
E09000006
E10000002
E10000002
E10000002
E10000002
E10000002

LA Name
Barking and Dagenham
Barking and Dagenham
Barking and Dagenham
Barking and Dagenham
Barking and Dagenham
Barnet
Barnet
Barnet
Barnet
Barnet
Barnet
Barnet
Barnet
Barnet
Barnet
Barnet
Barnsley
Barnsley
Barnsley
Barnsley
Barnsley
Barnsley
Bath and North East Somerset
Bath and North East Somerset
Bath and North East Somerset
Bath and North East Somerset
Bedford
Bedford
Bedford
Bexley
Bexley
Bexley
Bexley
Bexley
Birmingham
Birmingham
Birmingham
Birmingham
Birmingham
Blackburn with Darwen
Blackburn with Darwen
Blackburn with Darwen
Blackburn with Darwen
Blackpool
Blackpool
Bolton
Bolton
Bolton
Bolton
Bolton
Bournemouth, Christchurch and Poole
Bournemouth, Christchurch and Poole
Bracknell Forest
Bracknell Forest
Bracknell Forest
Bracknell Forest
Bradford
Bradford
Bradford
Bradford
Bradford
Bradford
Brent
Brent
Brent
Brent
Brent
Brent
Brent
Brent
Brighton and Hove
Brighton and Hove
Brighton and Hove
Bristol, City of
Bristol, City of
Bromley
Bromley
Bromley
Bromley
Bromley
Bromley
Bromley
Bromley
Buckinghamshire
Buckinghamshire
Buckinghamshire
Buckinghamshire
Buckinghamshire

CCG Code
07L
08F
08M
08N
08W
07M
07P
07R
09A
07X
08C
08D
08E
06N
08H
08Y
02P
02X
03A
03L
03N
03R
11E
15C
11X
99N
06F
06H
04G
07N
07Q
09J
08A
08L
15E
05C
05J
05L
05Y
00Q
00T
00V
01A
00R
02M
00T
00V
00X
01G
02H
11J
11A
15A
15D
99M
10C
02N
02W
02R
02T
15F
03J
07M
07P
07R
09A
07W
08C
08E
08Y
09D
09G
99K
11E
15C
07N
07Q
07V
08A
08C
08K
08L
99J
06F
14Y
15D
06N
08G

CCG Name
NHS Barking and Dagenham CCG
NHS Havering CCG
NHS Newham CCG
NHS Redbridge CCG
NHS Waltham Forest CCG
NHS Barnet CCG
NHS Brent CCG
NHS Camden CCG
NHS Central London (Westminster) CCG
NHS Enfield CCG
NHS Hammersmith and Fulham CCG
NHS Haringey CCG
NHS Harrow CCG
NHS Herts Valleys CCG
NHS Islington CCG
NHS West London (K&C & QPP) CCG
NHS Barnsley CCG
NHS Doncaster CCG
NHS Greater Huddersfield CCG
NHS Rotherham CCG
NHS Sheffield CCG
NHS Wakefield CCG
NHS Bath and North East Somerset CCG
NHS Bristol, North Somerset and South Gloucestershire CCG
NHS Somerset CCG
NHS Wiltshire CCG
NHS Bedfordshire CCG
NHS Cambridgeshire and Peterborough CCG
NHS Nene CCG
NHS Bexley CCG
NHS Bromley CCG
NHS Dartford, Gravesham and Swanley CCG
NHS Greenwich CCG
NHS Lewisham CCG
NHS Birmingham and Solihull CCG
NHS Dudley CCG
NHS Redditch and Bromsgrove CCG
NHS Sandwell and West Birmingham CCG
NHS Walsall CCG
NHS Blackburn with Darwen CCG
NHS Bolton CCG
NHS Bury CCG
NHS East Lancashire CCG
NHS Blackpool CCG
NHS Fylde & Wyre CCG
NHS Bolton CCG
NHS Bury CCG
NHS Chorley and South Ribble CCG
NHS Salford CCG
NHS Wigan Borough CCG
NHS Dorset CCG
NHS West Hampshire CCG
NHS Berkshire West CCG
NHS East Berkshire CCG
NHS North East Hampshire and Farnham CCG
NHS Surrey Heath CCG
NHS Airedale, Wharfdale and Craven CCG
NHS Bradford City CCG
NHS Bradford Districts CCG
NHS Calderdale CCG
NHS Leeds CCG
NHS North Kirklees CCG
NHS Barnet CCG
NHS Brent CCG
NHS Camden CCG
NHS Central London (Westminster) CCG
NHS Ealing CCG
NHS Hammersmith and Fulham CCG
NHS Harrow CCG
NHS West London (K&C & QPP) CCG
NHS Brighton and Hove CCG
NHS Coastal West Sussex CCG
NHS High Weald Lewes Havens CCG
NHS Bath and North East Somerset CCG
NHS Bristol, North Somerset and South Gloucestershire CCG
NHS Bexley CCG
NHS Bromley CCG
NHS Croydon CCG
NHS Greenwich CCG
NHS Hammersmith and Fulham CCG
NHS Lambeth CCG
NHS Lewisham CCG
NHS West Kent CCG
NHS Bedfordshire CCG
NHS Buckinghamshire CCG
NHS East Berkshire CCG
NHS Herts Valleys CCG
NHS Hillingdon CCG

% CCG in HWB % HWB in CCG
90.7%
6.9%
0.4%
2.5%
0.1%
91.1%
2.0%
1.0%
0.2%
3.0%
0.3%
2.2%
1.2%
0.0%
0.2%
0.2%
94.6%
0.3%
0.2%
0.3%
0.2%
0.4%
93.5%
0.2%
0.2%
0.1%
37.7%
0.4%
0.2%
93.4%
0.1%
1.4%
7.2%
0.1%
78.4%
0.2%
3.1%
39.2%
0.5%
88.9%
1.2%
0.2%
0.7%
86.4%
2.1%
97.3%
1.5%
0.2%
0.6%
0.8%
52.4%
0.2%
0.5%
26.1%
0.6%
0.2%
67.2%
98.9%
98.0%
0.2%
0.9%
0.2%
2.3%
89.7%
3.9%
1.3%
0.5%
0.6%
5.9%
4.3%
97.9%
0.1%
0.3%
0.1%
49.3%
0.2%
94.6%
1.2%
1.4%
0.1%
0.1%
1.9%
0.1%
0.6%
94.4%
1.4%
1.2%
0.7%

87.4%
8.3%
0.6%
3.5%
0.1%
92.1%
1.8%
0.7%
0.1%
2.4%
0.2%
1.6%
0.8%
0.1%
0.1%
0.1%
98.1%
0.4%
0.2%
0.3%
0.4%
0.6%
98.3%
0.9%
0.5%
0.3%
97.4%
1.9%
0.6%
89.8%
0.1%
1.5%
8.4%
0.1%
81.7%
0.0%
0.4%
17.8%
0.1%
95.8%
2.3%
0.2%
1.7%
97.6%
2.4%
97.5%
1.0%
0.1%
0.5%
0.9%
99.7%
0.3%
2.0%
96.9%
1.0%
0.1%
18.4%
23.9%
56.3%
0.0%
1.4%
0.0%
2.4%
86.4%
2.8%
0.7%
0.6%
0.4%
4.0%
2.7%
99.7%
0.2%
0.1%
0.0%
100.0%
0.1%
95.1%
1.4%
1.2%
0.0%
0.2%
1.8%
0.2%
0.5%
94.9%
1.2%
1.4%
0.4%

E10000002
E10000002
E10000002
E08000002
E08000002
E08000002
E08000002
E08000002
E08000002
E08000033
E08000033
E08000033
E08000033
E10000003
E10000003
E10000003
E10000003
E10000003
E10000003
E10000003
E09000007
E09000007
E09000007
E09000007
E09000007
E09000007
E09000007
E09000007
E06000056
E06000056
E06000056
E06000056
E06000056
E06000056
E06000049
E06000049
E06000049
E06000049
E06000049
E06000049
E06000049
E06000049
E06000049
E06000050
E06000050
E06000050
E06000050
E06000050
E06000050
E06000050
E09000001
E09000001
E09000001
E09000001
E09000001
E09000001
E09000001
E06000052
E06000052
E06000047
E06000047
E06000047
E06000047
E06000047
E06000047
E08000026
E08000026
E09000008
E09000008
E09000008
E09000008
E09000008
E09000008
E09000008
E09000008
E10000006
E10000006
E06000005
E06000005
E06000005
E06000005
E06000015
E10000007
E10000007
E10000007
E10000007
E10000007
E10000007
E10000007
E10000007
E10000007
E10000007
E10000007

Buckinghamshire
Buckinghamshire
Buckinghamshire
Bury
Bury
Bury
Bury
Bury
Bury
Calderdale
Calderdale
Calderdale
Calderdale
Cambridgeshire
Cambridgeshire
Cambridgeshire
Cambridgeshire
Cambridgeshire
Cambridgeshire
Cambridgeshire
Camden
Camden
Camden
Camden
Camden
Camden
Camden
Camden
Central Bedfordshire
Central Bedfordshire
Central Bedfordshire
Central Bedfordshire
Central Bedfordshire
Central Bedfordshire
Cheshire East
Cheshire East
Cheshire East
Cheshire East
Cheshire East
Cheshire East
Cheshire East
Cheshire East
Cheshire East
Cheshire West and Chester
Cheshire West and Chester
Cheshire West and Chester
Cheshire West and Chester
Cheshire West and Chester
Cheshire West and Chester
Cheshire West and Chester
City of London
City of London
City of London
City of London
City of London
City of London
City of London
Cornwall & Scilly
Cornwall & Scilly
County Durham
County Durham
County Durham
County Durham
County Durham
County Durham
Coventry
Coventry
Croydon
Croydon
Croydon
Croydon
Croydon
Croydon
Croydon
Croydon
Cumbria
Cumbria
Darlington
Darlington
Darlington
Darlington
Derby
Derbyshire
Derbyshire
Derbyshire
Derbyshire
Derbyshire
Derbyshire
Derbyshire
Derbyshire
Derbyshire
Derbyshire
Derbyshire

04F
04G
10Q
00T
00V
01A
01D
14L
01G
02R
02T
03A
01D
06F
06H
06K
99D
07H
07J
07K
07M
07P
07R
09A
08C
08D
08H
08Y
06F
14Y
06K
06N
06P
04F
15M
01C
05G
01R
01W
02A
02D
02E
02F
01C
01F
01R
02D
02E
02F
12F
07R
09A
07T
08C
08H
08V
08Y
15N
11N
00D
03D
00K
13T
00J
00P
05A
05H
07Q
07V
09L
08C
08K
08R
08T
08X
01K
01H
00C
00D
03D
00K
15M
02Q
15M
05D
01C
04E
04L
04M
03N
01W
01Y
04V

NHS Milton Keynes CCG
NHS Nene CCG
NHS Oxfordshire CCG
NHS Bolton CCG
NHS Bury CCG
NHS East Lancashire CCG
NHS Heywood, Middleton and Rochdale CCG
NHS Manchester CCG
NHS Salford CCG
NHS Bradford Districts CCG
NHS Calderdale CCG
NHS Greater Huddersfield CCG
NHS Heywood, Middleton and Rochdale CCG
NHS Bedfordshire CCG
NHS Cambridgeshire and Peterborough CCG
NHS East and North Hertfordshire CCG
NHS South Lincolnshire CCG
NHS West Essex CCG
NHS West Norfolk CCG
NHS West Suffolk CCG
NHS Barnet CCG
NHS Brent CCG
NHS Camden CCG
NHS Central London (Westminster) CCG
NHS Hammersmith and Fulham CCG
NHS Haringey CCG
NHS Islington CCG
NHS West London (K&C & QPP) CCG
NHS Bedfordshire CCG
NHS Buckinghamshire CCG
NHS East and North Hertfordshire CCG
NHS Herts Valleys CCG
NHS Luton CCG
NHS Milton Keynes CCG
NHS Derby and Derbyshire CCG
NHS Eastern Cheshire CCG
NHS North Staffordshire CCG
NHS South Cheshire CCG
NHS Stockport CCG
NHS Trafford CCG
NHS Vale Royal CCG
NHS Warrington CCG
NHS West Cheshire CCG
NHS Eastern Cheshire CCG
NHS Halton CCG
NHS South Cheshire CCG
NHS Vale Royal CCG
NHS Warrington CCG
NHS West Cheshire CCG
NHS Wirral CCG
NHS Camden CCG
NHS Central London (Westminster) CCG
NHS City and Hackney CCG
NHS Hammersmith and Fulham CCG
NHS Islington CCG
NHS Tower Hamlets CCG
NHS West London (K&C & QPP) CCG
NHS Devon CCG
NHS Kernow CCG
NHS Durham Dales, Easington and Sedgefield CCG
NHS Hambleton, Richmondshire and Whitby CCG
NHS Hartlepool and Stockton-On-Tees CCG
NHS Newcastle Gateshead CCG
NHS North Durham CCG
NHS Sunderland CCG
NHS Coventry and Rugby CCG
NHS Warwickshire North CCG
NHS Bromley CCG
NHS Croydon CCG
NHS East Surrey CCG
NHS Hammersmith and Fulham CCG
NHS Lambeth CCG
NHS Merton CCG
NHS Sutton CCG
NHS Wandsworth CCG
NHS Morecambe Bay CCG
NHS North Cumbria CCG
NHS Darlington CCG
NHS Durham Dales, Easington and Sedgefield CCG
NHS Hambleton, Richmondshire and Whitby CCG
NHS Hartlepool and Stockton-On-Tees CCG
NHS Derby and Derbyshire CCG
NHS Bassetlaw CCG
NHS Derby and Derbyshire CCG
NHS East Staffordshire CCG
NHS Eastern Cheshire CCG
NHS Mansfield and Ashfield CCG
NHS Nottingham North and East CCG
NHS Nottingham West CCG
NHS Sheffield CCG
NHS Stockport CCG
NHS Tameside and Glossop CCG
NHS West Leicestershire CCG

1.3%
0.1%
0.6%
0.8%
94.0%
0.0%
0.4%
0.6%
1.4%
0.4%
98.4%
0.3%
0.1%
1.1%
71.8%
0.8%
0.3%
0.2%
1.6%
4.0%
0.2%
1.3%
83.9%
5.6%
0.4%
0.5%
3.2%
0.3%
56.6%
0.8%
0.3%
0.4%
2.3%
0.1%
0.1%
96.4%
1.1%
98.6%
1.6%
0.2%
0.6%
0.7%
1.9%
1.2%
0.2%
0.5%
99.4%
0.4%
96.9%
0.3%
0.2%
0.1%
1.8%
0.0%
0.1%
0.4%
0.0%
0.3%
99.7%
97.0%
0.1%
0.1%
0.7%
96.7%
1.2%
74.5%
0.4%
1.6%
95.3%
2.9%
0.2%
3.0%
0.8%
0.8%
0.5%
54.0%
99.9%
98.2%
1.2%
0.1%
0.2%
26.5%
0.2%
70.9%
7.9%
0.3%
2.1%
0.3%
5.1%
0.5%
0.1%
13.9%
0.5%

0.7%
0.2%
0.7%
1.2%
94.3%
0.2%
0.5%
2.0%
1.9%
0.6%
98.9%
0.3%
0.1%
0.7%
96.7%
0.7%
0.0%
0.1%
0.4%
1.4%
0.3%
1.9%
88.9%
4.8%
0.3%
0.6%
3.0%
0.2%
95.0%
1.5%
0.6%
0.9%
1.9%
0.1%
0.3%
50.2%
0.6%
45.8%
1.2%
0.1%
0.2%
0.4%
1.2%
0.7%
0.0%
0.2%
29.5%
0.3%
69.1%
0.3%
7.0%
2.5%
70.4%
1.2%
3.6%
15.0%
0.2%
0.6%
99.4%
52.4%
0.0%
0.0%
0.7%
46.3%
0.6%
99.8%
0.2%
1.3%
93.2%
1.3%
0.0%
3.0%
0.4%
0.4%
0.5%
36.6%
63.4%
96.1%
3.2%
0.2%
0.6%
100.0%
0.0%
92.6%
1.4%
0.0%
0.5%
0.0%
0.6%
0.4%
0.0%
4.3%
0.2%

E10000008
E10000008
E10000008
E10000008
E08000017
E08000017
E08000017
E08000017
E08000017
E06000059
E06000059
E06000059
E06000059
E08000027
E08000027
E08000027
E08000027
E08000027
E09000009
E09000009
E09000009
E09000009
E09000009
E09000009
E09000009
E09000009
E06000011
E06000011
E06000011
E06000011
E10000011
E10000011
E10000011
E10000011
E10000011
E10000011
E09000010
E09000010
E09000010
E09000010
E09000010
E09000010
E09000010
E09000010
E10000012
E10000012
E10000012
E10000012
E10000012
E10000012
E10000012
E10000012
E10000012
E10000012
E10000012
E10000012
E10000012
E10000012
E10000012
E08000037
E08000037
E08000037
E08000037
E08000037
E10000013
E10000013
E10000013
E10000013
E10000013
E10000013
E10000013
E09000011
E09000011
E09000011
E09000011
E09000011
E09000011
E09000012
E09000012
E09000012
E09000012
E09000012
E09000012
E09000012
E06000006
E06000006
E06000006
E06000006
E06000006
E09000013
E09000013
E09000013
E09000013

Devon
Devon
Devon
Devon
Doncaster
Doncaster
Doncaster
Doncaster
Doncaster
Dorset
Dorset
Dorset
Dorset
Dudley
Dudley
Dudley
Dudley
Dudley
Ealing
Ealing
Ealing
Ealing
Ealing
Ealing
Ealing
Ealing
East Riding of Yorkshire
East Riding of Yorkshire
East Riding of Yorkshire
East Riding of Yorkshire
East Sussex
East Sussex
East Sussex
East Sussex
East Sussex
East Sussex
Enfield
Enfield
Enfield
Enfield
Enfield
Enfield
Enfield
Enfield
Essex
Essex
Essex
Essex
Essex
Essex
Essex
Essex
Essex
Essex
Essex
Essex
Essex
Essex
Essex
Gateshead
Gateshead
Gateshead
Gateshead
Gateshead
Gloucestershire
Gloucestershire
Gloucestershire
Gloucestershire
Gloucestershire
Gloucestershire
Gloucestershire
Greenwich
Greenwich
Greenwich
Greenwich
Greenwich
Greenwich
Hackney
Hackney
Hackney
Hackney
Hackney
Hackney
Hackney
Halton
Halton
Halton
Halton
Halton
Hammersmith and Fulham
Hammersmith and Fulham
Hammersmith and Fulham
Hammersmith and Fulham

15N
11J
11N
11X
02P
02Q
02X
03L
03R
11J
11X
11A
99N
15E
05C
05L
06A
06D
07P
09A
07W
08C
08E
08G
07Y
08Y
02Y
03F
03M
03Q
09D
09F
09P
99K
09X
99J
07M
07T
06K
07X
08C
08D
06N
08H
07L
99E
06H
99F
06K
08F
06L
06Q
06T
08N
99G
07G
08W
07H
07K
13T
00J
00L
00N
00P
15C
11M
05F
10Q
05R
05T
99N
07N
07Q
08A
08C
08L
08Q
07R
09A
07T
08C
08D
08H
08V
01F
01J
99A
02E
02F
07P
07R
09A
07W

NHS Devon CCG
NHS Dorset CCG
NHS Kernow CCG
NHS Somerset CCG
NHS Barnsley CCG
NHS Bassetlaw CCG
NHS Doncaster CCG
NHS Rotherham CCG
NHS Wakefield CCG
NHS Dorset CCG
NHS Somerset CCG
NHS West Hampshire CCG
NHS Wiltshire CCG
NHS Birmingham and Solihull CCG
NHS Dudley CCG
NHS Sandwell and West Birmingham CCG
NHS Wolverhampton CCG
NHS Wyre Forest CCG
NHS Brent CCG
NHS Central London (Westminster) CCG
NHS Ealing CCG
NHS Hammersmith and Fulham CCG
NHS Harrow CCG
NHS Hillingdon CCG
NHS Hounslow CCG
NHS West London (K&C & QPP) CCG
NHS East Riding of Yorkshire CCG
NHS Hull CCG
NHS Scarborough and Ryedale CCG
NHS Vale of York CCG
NHS Brighton and Hove CCG
NHS Eastbourne, Hailsham and Seaford CCG
NHS Hastings and Rother CCG
NHS High Weald Lewes Havens CCG
NHS Horsham and Mid Sussex CCG
NHS West Kent CCG
NHS Barnet CCG
NHS City and Hackney CCG
NHS East and North Hertfordshire CCG
NHS Enfield CCG
NHS Hammersmith and Fulham CCG
NHS Haringey CCG
NHS Herts Valleys CCG
NHS Islington CCG
NHS Barking and Dagenham CCG
NHS Basildon and Brentwood CCG
NHS Cambridgeshire and Peterborough CCG
NHS Castle Point and Rochford CCG
NHS East and North Hertfordshire CCG
NHS Havering CCG
NHS Ipswich and East Suffolk CCG
NHS Mid Essex CCG
NHS North East Essex CCG
NHS Redbridge CCG
NHS Southend CCG
NHS Thurrock CCG
NHS Waltham Forest CCG
NHS West Essex CCG
NHS West Suffolk CCG
NHS Newcastle Gateshead CCG
NHS North Durham CCG
NHS Northumberland CCG
NHS South Tyneside CCG
NHS Sunderland CCG
NHS Bristol, North Somerset and South Gloucestershire CCG
NHS Gloucestershire CCG
NHS Herefordshire CCG
NHS Oxfordshire CCG
NHS South Warwickshire CCG
NHS South Worcestershire CCG
NHS Wiltshire CCG
NHS Bexley CCG
NHS Bromley CCG
NHS Greenwich CCG
NHS Hammersmith and Fulham CCG
NHS Lewisham CCG
NHS Southwark CCG
NHS Camden CCG
NHS Central London (Westminster) CCG
NHS City and Hackney CCG
NHS Hammersmith and Fulham CCG
NHS Haringey CCG
NHS Islington CCG
NHS Tower Hamlets CCG
NHS Halton CCG
NHS Knowsley CCG
NHS Liverpool CCG
NHS Warrington CCG
NHS West Cheshire CCG
NHS Brent CCG
NHS Camden CCG
NHS Central London (Westminster) CCG
NHS Ealing CCG

65.7%
0.3%
0.3%
0.4%
0.3%
1.5%
96.8%
1.5%
0.1%
46.0%
0.6%
1.7%
0.7%
0.1%
93.3%
3.9%
1.8%
0.8%
1.8%
0.2%
86.9%
5.5%
0.4%
0.7%
4.7%
0.7%
97.3%
9.2%
0.7%
6.6%
1.0%
100.0%
99.7%
98.1%
2.8%
0.8%
1.0%
0.1%
0.3%
95.2%
0.1%
7.7%
0.1%
0.2%
0.1%
99.8%
0.1%
95.2%
1.6%
0.3%
0.2%
100.0%
98.6%
2.9%
3.3%
1.4%
0.5%
97.1%
2.3%
38.5%
0.9%
0.5%
0.3%
0.0%
0.1%
97.6%
0.5%
0.2%
0.6%
1.1%
0.2%
5.1%
1.1%
89.2%
0.2%
4.4%
0.1%
0.7%
0.2%
90.2%
0.5%
0.6%
4.6%
0.5%
98.2%
0.2%
0.3%
0.7%
0.6%
0.3%
0.1%
2.5%
0.6%

99.2%
0.3%
0.2%
0.3%
0.3%
0.6%
97.8%
1.2%
0.2%
95.6%
0.9%
2.5%
1.0%
0.6%
90.7%
6.9%
1.5%
0.3%
1.6%
0.1%
90.4%
3.1%
0.3%
0.5%
3.5%
0.4%
85.1%
7.9%
0.2%
6.8%
0.6%
34.7%
33.3%
29.6%
1.2%
0.7%
1.2%
0.1%
0.6%
90.9%
0.0%
6.9%
0.2%
0.1%
0.0%
18.2%
0.0%
11.5%
0.6%
0.0%
0.0%
25.5%
22.7%
0.6%
0.4%
0.2%
0.1%
19.8%
0.4%
97.7%
1.2%
0.8%
0.2%
0.1%
0.1%
98.6%
0.1%
0.2%
0.2%
0.5%
0.2%
4.2%
1.3%
89.3%
0.2%
4.9%
0.1%
0.7%
0.2%
93.8%
0.4%
0.7%
3.7%
0.6%
96.5%
0.3%
1.1%
1.1%
1.1%
0.5%
0.1%
2.5%
1.1%

E09000013
E09000013
E09000013
E09000013
E10000014
E10000014
E10000014
E10000014
E10000014
E10000014
E10000014
E10000014
E10000014
E10000014
E10000014
E10000014
E10000014
E10000014
E09000014
E09000014
E09000014
E09000014
E09000014
E09000014
E09000014
E09000014
E09000015
E09000015
E09000015
E09000015
E09000015
E09000015
E09000015
E09000015
E06000001
E06000001
E09000016
E09000016
E09000016
E09000016
E09000016
E06000019
E06000019
E06000019
E06000019
E10000015
E10000015
E10000015
E10000015
E10000015
E10000015
E10000015
E10000015
E10000015
E10000015
E10000015
E09000017
E09000017
E09000017
E09000017
E09000017
E09000017
E09000018
E09000018
E09000018
E09000018
E09000018
E09000018
E09000018
E06000046
E09000019
E09000019
E09000019
E09000019
E09000019
E09000019
E09000020
E09000020
E09000020
E09000020
E09000020
E10000016
E10000016
E10000016
E10000016
E10000016
E10000016
E10000016
E10000016
E10000016
E10000016
E10000016
E10000016

Hammersmith and Fulham
Hammersmith and Fulham
Hammersmith and Fulham
Hammersmith and Fulham
Hampshire
Hampshire
Hampshire
Hampshire
Hampshire
Hampshire
Hampshire
Hampshire
Hampshire
Hampshire
Hampshire
Hampshire
Hampshire
Hampshire
Haringey
Haringey
Haringey
Haringey
Haringey
Haringey
Haringey
Haringey
Harrow
Harrow
Harrow
Harrow
Harrow
Harrow
Harrow
Harrow
Hartlepool
Hartlepool
Havering
Havering
Havering
Havering
Havering
Herefordshire, County of
Herefordshire, County of
Herefordshire, County of
Herefordshire, County of
Hertfordshire
Hertfordshire
Hertfordshire
Hertfordshire
Hertfordshire
Hertfordshire
Hertfordshire
Hertfordshire
Hertfordshire
Hertfordshire
Hertfordshire
Hillingdon
Hillingdon
Hillingdon
Hillingdon
Hillingdon
Hillingdon
Hounslow
Hounslow
Hounslow
Hounslow
Hounslow
Hounslow
Hounslow
Isle of Wight
Islington
Islington
Islington
Islington
Islington
Islington
Kensington and Chelsea
Kensington and Chelsea
Kensington and Chelsea
Kensington and Chelsea
Kensington and Chelsea
Kent
Kent
Kent
Kent
Kent
Kent
Kent
Kent
Kent
Kent
Kent
Kent

08C
07Y
08X
08Y
15A
09G
11J
15D
10K
09N
99M
10J
10R
10V
10X
10C
11A
99N
07M
07R
09A
07T
07X
08C
08D
08H
07M
07P
07W
08C
08E
06N
08G
08Y
00D
00K
07L
08F
08M
08N
07G
11M
05F
05N
05T
07M
06F
14Y
06H
06K
07X
08E
06N
08G
06P
07H
14Y
07W
08C
08E
08G
07Y
07W
08C
08G
07Y
09Y
08P
08Y
10L
07R
09A
07T
08C
08D
08H
07P
07R
09A
08C
08Y
09C
07N
07Q
09E
09J
09L
08A
09P
99K
09W
10A
10D

NHS Hammersmith and Fulham CCG
NHS Hounslow CCG
NHS Wandsworth CCG
NHS West London (K&C & QPP) CCG
NHS Berkshire West CCG
NHS Coastal West Sussex CCG
NHS Dorset CCG
NHS East Berkshire CCG
NHS Fareham and Gosport CCG
NHS Guildford and Waverley CCG
NHS North East Hampshire and Farnham CCG
NHS North Hampshire CCG
NHS Portsmouth CCG
NHS South Eastern Hampshire CCG
NHS Southampton CCG
NHS Surrey Heath CCG
NHS West Hampshire CCG
NHS Wiltshire CCG
NHS Barnet CCG
NHS Camden CCG
NHS Central London (Westminster) CCG
NHS City and Hackney CCG
NHS Enfield CCG
NHS Hammersmith and Fulham CCG
NHS Haringey CCG
NHS Islington CCG
NHS Barnet CCG
NHS Brent CCG
NHS Ealing CCG
NHS Hammersmith and Fulham CCG
NHS Harrow CCG
NHS Herts Valleys CCG
NHS Hillingdon CCG
NHS West London (K&C & QPP) CCG
NHS Durham Dales, Easington and Sedgefield CCG
NHS Hartlepool and Stockton-On-Tees CCG
NHS Barking and Dagenham CCG
NHS Havering CCG
NHS Newham CCG
NHS Redbridge CCG
NHS Thurrock CCG
NHS Gloucestershire CCG
NHS Herefordshire CCG
NHS Shropshire CCG
NHS South Worcestershire CCG
NHS Barnet CCG
NHS Bedfordshire CCG
NHS Buckinghamshire CCG
NHS Cambridgeshire and Peterborough CCG
NHS East and North Hertfordshire CCG
NHS Enfield CCG
NHS Harrow CCG
NHS Herts Valleys CCG
NHS Hillingdon CCG
NHS Luton CCG
NHS West Essex CCG
NHS Buckinghamshire CCG
NHS Ealing CCG
NHS Hammersmith and Fulham CCG
NHS Harrow CCG
NHS Hillingdon CCG
NHS Hounslow CCG
NHS Ealing CCG
NHS Hammersmith and Fulham CCG
NHS Hillingdon CCG
NHS Hounslow CCG
NHS North West Surrey CCG
NHS Richmond CCG
NHS West London (K&C & QPP) CCG
NHS Isle of Wight CCG
NHS Camden CCG
NHS Central London (Westminster) CCG
NHS City and Hackney CCG
NHS Hammersmith and Fulham CCG
NHS Haringey CCG
NHS Islington CCG
NHS Brent CCG
NHS Camden CCG
NHS Central London (Westminster) CCG
NHS Hammersmith and Fulham CCG
NHS West London (K&C & QPP) CCG
NHS Ashford CCG
NHS Bexley CCG
NHS Bromley CCG
NHS Canterbury and Coastal CCG
NHS Dartford, Gravesham and Swanley CCG
NHS East Surrey CCG
NHS Greenwich CCG
NHS Hastings and Rother CCG
NHS High Weald Lewes Havens CCG
NHS Medway CCG
NHS South Kent Coast CCG
NHS Swale CCG

82.8%
0.5%
0.2%
6.5%
1.7%
0.2%
0.5%
0.2%
98.5%
2.9%
76.5%
99.2%
4.4%
95.6%
5.1%
0.8%
97.7%
1.3%
1.0%
0.6%
0.1%
3.1%
1.3%
0.4%
87.7%
2.5%
4.3%
3.6%
1.3%
0.1%
89.7%
0.2%
1.8%
0.1%
0.2%
32.4%
3.5%
91.7%
0.1%
0.6%
0.1%
0.3%
98.2%
0.3%
0.8%
0.2%
0.1%
0.2%
2.1%
97.0%
0.5%
0.6%
98.0%
2.2%
0.4%
0.8%
0.0%
5.2%
0.5%
2.2%
94.3%
1.1%
5.4%
1.2%
0.2%
88.2%
0.3%
5.7%
0.2%
100.0%
4.9%
0.5%
3.4%
0.5%
1.2%
89.1%
0.0%
0.2%
4.0%
1.2%
63.9%
100.0%
1.3%
0.9%
100.0%
98.3%
0.1%
0.2%
0.3%
0.6%
6.1%
100.0%
99.8%

87.6%
0.7%
0.3%
7.2%
0.6%
0.1%
0.3%
0.0%
14.3%
0.5%
12.4%
15.9%
0.7%
14.6%
1.0%
0.0%
39.1%
0.4%
1.4%
0.6%
0.1%
3.2%
1.4%
0.3%
91.0%
2.1%
6.4%
4.8%
2.1%
0.0%
84.1%
0.5%
2.0%
0.1%
0.6%
99.4%
2.9%
96.2%
0.2%
0.7%
0.0%
0.9%
97.3%
0.5%
1.3%
0.0%
0.0%
0.1%
1.6%
46.5%
0.1%
0.1%
50.7%
0.6%
0.0%
0.2%
0.1%
6.9%
0.3%
1.8%
89.8%
1.0%
7.4%
0.9%
0.2%
87.1%
0.4%
3.8%
0.1%
100.0%
5.4%
0.5%
4.2%
0.5%
1.5%
87.9%
0.1%
0.3%
5.4%
1.7%
92.5%
8.3%
0.2%
0.2%
14.1%
16.5%
0.0%
0.0%
0.0%
0.0%
1.1%
12.9%
7.1%

E10000016
E10000016
E06000010
E06000010
E09000021
E09000021
E09000021
E09000021
E09000021
E09000021
E08000034
E08000034
E08000034
E08000034
E08000034
E08000034
E08000034
E08000011
E08000011
E08000011
E08000011
E08000011
E09000022
E09000022
E09000022
E09000022
E09000022
E09000022
E09000022
E09000022
E09000022
E10000017
E10000017
E10000017
E10000017
E10000017
E10000017
E10000017
E10000017
E10000017
E10000017
E10000017
E10000017
E10000017
E10000017
E10000017
E10000017
E10000017
E08000035
E08000035
E08000035
E08000035
E08000035
E08000035
E08000035
E06000016
E06000016
E06000016
E10000018
E10000018
E10000018
E10000018
E10000018
E10000018
E10000018
E10000018
E09000023
E09000023
E09000023
E09000023
E09000023
E09000023
E09000023
E10000019
E10000019
E10000019
E10000019
E10000019
E10000019
E10000019
E10000019
E10000019
E08000012
E08000012
E08000012
E06000032
E06000032
E08000003
E08000003
E08000003
E08000003
E08000003
E08000003

Kent
Kent
Kingston upon Hull, City of
Kingston upon Hull, City of
Kingston upon Thames
Kingston upon Thames
Kingston upon Thames
Kingston upon Thames
Kingston upon Thames
Kingston upon Thames
Kirklees
Kirklees
Kirklees
Kirklees
Kirklees
Kirklees
Kirklees
Knowsley
Knowsley
Knowsley
Knowsley
Knowsley
Lambeth
Lambeth
Lambeth
Lambeth
Lambeth
Lambeth
Lambeth
Lambeth
Lambeth
Lancashire
Lancashire
Lancashire
Lancashire
Lancashire
Lancashire
Lancashire
Lancashire
Lancashire
Lancashire
Lancashire
Lancashire
Lancashire
Lancashire
Lancashire
Lancashire
Lancashire
Leeds
Leeds
Leeds
Leeds
Leeds
Leeds
Leeds
Leicester
Leicester
Leicester
Leicestershire
Leicestershire
Leicestershire
Leicestershire
Leicestershire
Leicestershire
Leicestershire
Leicestershire
Lewisham
Lewisham
Lewisham
Lewisham
Lewisham
Lewisham
Lewisham
Lincolnshire
Lincolnshire
Lincolnshire
Lincolnshire
Lincolnshire
Lincolnshire
Lincolnshire
Lincolnshire
Lincolnshire
Liverpool
Liverpool
Liverpool
Luton
Luton
Manchester
Manchester
Manchester
Manchester
Manchester
Manchester

10E
99J
02Y
03F
08J
08R
08P
99H
08T
08X
02P
02R
02T
03A
15F
03J
03R
01F
01J
99A
01T
01X
07R
09A
07V
08C
08K
08R
08Q
08X
08Y
02N
00Q
00R
00T
00V
00X
01A
02M
01E
01D
01J
01K
01T
01V
01X
02G
02H
02N
02W
02R
15F
03J
03Q
03R
03W
04C
04V
03V
15M
03W
04C
04N
04Q
05H
04V
07Q
09A
08A
08C
08K
08L
08Q
06H
03W
03T
04D
04H
03H
03K
99D
04Q
01J
99A
01T
06F
06P
00V
01D
14L
00Y
01G
01W

NHS Thanet CCG
NHS West Kent CCG
NHS East Riding of Yorkshire CCG
NHS Hull CCG
NHS Kingston CCG
NHS Merton CCG
NHS Richmond CCG
NHS Surrey Downs CCG
NHS Sutton CCG
NHS Wandsworth CCG
NHS Barnsley CCG
NHS Bradford Districts CCG
NHS Calderdale CCG
NHS Greater Huddersfield CCG
NHS Leeds CCG
NHS North Kirklees CCG
NHS Wakefield CCG
NHS Halton CCG
NHS Knowsley CCG
NHS Liverpool CCG
NHS South Sefton CCG
NHS St Helens CCG
NHS Camden CCG
NHS Central London (Westminster) CCG
NHS Croydon CCG
NHS Hammersmith and Fulham CCG
NHS Lambeth CCG
NHS Merton CCG
NHS Southwark CCG
NHS Wandsworth CCG
NHS West London (K&C & QPP) CCG
NHS Airedale, Wharfdale and Craven CCG
NHS Blackburn with Darwen CCG
NHS Blackpool CCG
NHS Bolton CCG
NHS Bury CCG
NHS Chorley and South Ribble CCG
NHS East Lancashire CCG
NHS Fylde & Wyre CCG
NHS Greater Preston CCG
NHS Heywood, Middleton and Rochdale CCG
NHS Knowsley CCG
NHS Morecambe Bay CCG
NHS South Sefton CCG
NHS Southport and Formby CCG
NHS St Helens CCG
NHS West Lancashire CCG
NHS Wigan Borough CCG
NHS Airedale, Wharfdale and Craven CCG
NHS Bradford City CCG
NHS Bradford Districts CCG
NHS Leeds CCG
NHS North Kirklees CCG
NHS Vale of York CCG
NHS Wakefield CCG
NHS East Leicestershire and Rutland CCG
NHS Leicester City CCG
NHS West Leicestershire CCG
NHS Corby CCG
NHS Derby and Derbyshire CCG
NHS East Leicestershire and Rutland CCG
NHS Leicester City CCG
NHS Rushcliffe CCG
NHS South West Lincolnshire CCG
NHS Warwickshire North CCG
NHS West Leicestershire CCG
NHS Bromley CCG
NHS Central London (Westminster) CCG
NHS Greenwich CCG
NHS Hammersmith and Fulham CCG
NHS Lambeth CCG
NHS Lewisham CCG
NHS Southwark CCG
NHS Cambridgeshire and Peterborough CCG
NHS East Leicestershire and Rutland CCG
NHS Lincolnshire East CCG
NHS Lincolnshire West CCG
NHS Newark & Sherwood CCG
NHS North East Lincolnshire CCG
NHS North Lincolnshire CCG
NHS South Lincolnshire CCG
NHS South West Lincolnshire CCG
NHS Knowsley CCG
NHS Liverpool CCG
NHS South Sefton CCG
NHS Bedfordshire CCG
NHS Luton CCG
NHS Bury CCG
NHS Heywood, Middleton and Rochdale CCG
NHS Manchester CCG
NHS Oldham CCG
NHS Salford CCG
NHS Stockport CCG

100.0%
98.7%
1.3%
90.8%
86.9%
1.1%
0.7%
0.7%
0.1%
0.3%
0.1%
1.0%
1.4%
99.6%
0.1%
98.9%
1.5%
1.0%
86.8%
2.4%
0.1%
2.3%
0.2%
0.9%
0.7%
0.6%
85.5%
1.0%
1.9%
3.5%
0.1%
0.2%
11.1%
13.6%
0.3%
1.4%
99.8%
99.0%
97.9%
100.0%
0.9%
0.1%
44.1%
0.5%
3.2%
0.5%
96.9%
0.7%
0.1%
1.1%
0.5%
97.7%
0.3%
0.6%
1.4%
2.1%
92.8%
2.8%
0.5%
0.4%
85.5%
7.2%
5.4%
5.6%
1.6%
96.2%
1.4%
0.2%
2.1%
0.3%
0.3%
91.5%
3.9%
0.2%
0.2%
99.2%
98.6%
2.4%
2.7%
4.9%
90.8%
93.3%
8.5%
94.4%
3.3%
2.3%
97.3%
0.4%
0.5%
90.9%
0.9%
2.5%
1.7%

9.1%
30.4%
1.4%
98.6%
95.9%
1.3%
0.8%
1.2%
0.1%
0.7%
0.0%
0.7%
0.7%
54.7%
0.3%
42.4%
1.3%
0.8%
88.2%
8.0%
0.1%
2.8%
0.1%
0.6%
0.8%
0.4%
92.2%
0.6%
1.6%
3.7%
0.0%
0.0%
1.5%
1.9%
0.0%
0.2%
14.5%
30.0%
13.8%
16.6%
0.2%
0.0%
12.1%
0.0%
0.3%
0.0%
8.7%
0.2%
0.0%
0.2%
0.2%
98.8%
0.0%
0.2%
0.6%
1.8%
95.5%
2.7%
0.0%
0.6%
39.8%
4.1%
1.0%
1.1%
0.4%
53.1%
1.5%
0.2%
1.9%
0.2%
0.4%
92.0%
3.9%
0.3%
0.1%
32.0%
29.9%
0.4%
0.6%
1.1%
19.6%
16.1%
2.7%
96.3%
1.0%
4.5%
95.5%
0.1%
0.2%
95.6%
0.4%
1.1%
0.8%

E08000003
E08000003
E06000035
E06000035
E06000035
E06000035
E09000024
E09000024
E09000024
E09000024
E09000024
E09000024
E09000024
E06000002
E06000002
E06000002
E06000042
E06000042
E06000042
E08000021
E08000021
E08000021
E09000025
E09000025
E09000025
E09000025
E09000025
E09000025
E09000025
E09000025
E10000020
E10000020
E10000020
E10000020
E10000020
E10000020
E10000020
E10000020
E10000020
E06000012
E06000012
E06000012
E06000013
E06000013
E06000013
E06000013
E06000013
E06000013
E06000024
E06000024
E06000024
E08000022
E08000022
E08000022
E10000023
E10000023
E10000023
E10000023
E10000023
E10000023
E10000023
E10000023
E10000023
E10000023
E10000023
E10000023
E10000023
E10000023
E10000021
E10000021
E10000021
E10000021
E10000021
E10000021
E10000021
E10000021
E10000021
E06000057
E06000057
E06000057
E06000057
E06000057
E06000018
E06000018
E06000018
E06000018
E10000024
E10000024
E10000024
E10000024
E10000024
E10000024
E10000024

Manchester
Manchester
Medway
Medway
Medway
Medway
Merton
Merton
Merton
Merton
Merton
Merton
Merton
Middlesbrough
Middlesbrough
Middlesbrough
Milton Keynes
Milton Keynes
Milton Keynes
Newcastle upon Tyne
Newcastle upon Tyne
Newcastle upon Tyne
Newham
Newham
Newham
Newham
Newham
Newham
Newham
Newham
Norfolk
Norfolk
Norfolk
Norfolk
Norfolk
Norfolk
Norfolk
Norfolk
Norfolk
North East Lincolnshire
North East Lincolnshire
North East Lincolnshire
North Lincolnshire
North Lincolnshire
North Lincolnshire
North Lincolnshire
North Lincolnshire
North Lincolnshire
North Somerset
North Somerset
North Somerset
North Tyneside
North Tyneside
North Tyneside
North Yorkshire
North Yorkshire
North Yorkshire
North Yorkshire
North Yorkshire
North Yorkshire
North Yorkshire
North Yorkshire
North Yorkshire
North Yorkshire
North Yorkshire
North Yorkshire
North Yorkshire
North Yorkshire
Northamptonshire
Northamptonshire
Northamptonshire
Northamptonshire
Northamptonshire
Northamptonshire
Northamptonshire
Northamptonshire
Northamptonshire
Northumberland
Northumberland
Northumberland
Northumberland
Northumberland
Nottingham
Nottingham
Nottingham
Nottingham
Nottinghamshire
Nottinghamshire
Nottinghamshire
Nottinghamshire
Nottinghamshire
Nottinghamshire
Nottinghamshire

01Y
02A
09J
09W
10D
99J
07V
08C
08J
08K
08R
08T
08X
03D
00K
00M
06F
04F
04G
13T
99C
00L
07L
09A
07T
08C
08M
08N
08V
08W
06H
06M
06L
06V
06W
99D
06Y
07J
07K
03T
03H
03K
02Q
02X
02Y
04D
03H
03K
11E
15C
11X
13T
99C
00L
02N
00C
02X
00D
01A
02Y
03D
03E
00K
15F
01K
03M
03Q
03R
06F
06H
03V
05A
03W
04F
04G
10Q
99D
13T
01H
00J
99C
00L
04K
04L
04M
04N
02Q
15M
02X
03W
04D
04E
04H

NHS Tameside and Glossop CCG
NHS Trafford CCG
NHS Dartford, Gravesham and Swanley CCG
NHS Medway CCG
NHS Swale CCG
NHS West Kent CCG
NHS Croydon CCG
NHS Hammersmith and Fulham CCG
NHS Kingston CCG
NHS Lambeth CCG
NHS Merton CCG
NHS Sutton CCG
NHS Wandsworth CCG
NHS Hambleton, Richmondshire and Whitby CCG
NHS Hartlepool and Stockton-On-Tees CCG
NHS South Tees CCG
NHS Bedfordshire CCG
NHS Milton Keynes CCG
NHS Nene CCG
NHS Newcastle Gateshead CCG
NHS North Tyneside CCG
NHS Northumberland CCG
NHS Barking and Dagenham CCG
NHS Central London (Westminster) CCG
NHS City and Hackney CCG
NHS Hammersmith and Fulham CCG
NHS Newham CCG
NHS Redbridge CCG
NHS Tower Hamlets CCG
NHS Waltham Forest CCG
NHS Cambridgeshire and Peterborough CCG
NHS Great Yarmouth and Waveney CCG
NHS Ipswich and East Suffolk CCG
NHS North Norfolk CCG
NHS Norwich CCG
NHS South Lincolnshire CCG
NHS South Norfolk CCG
NHS West Norfolk CCG
NHS West Suffolk CCG
NHS Lincolnshire East CCG
NHS North East Lincolnshire CCG
NHS North Lincolnshire CCG
NHS Bassetlaw CCG
NHS Doncaster CCG
NHS East Riding of Yorkshire CCG
NHS Lincolnshire West CCG
NHS North East Lincolnshire CCG
NHS North Lincolnshire CCG
NHS Bath and North East Somerset CCG
NHS Bristol, North Somerset and South Gloucestershire CCG
NHS Somerset CCG
NHS Newcastle Gateshead CCG
NHS North Tyneside CCG
NHS Northumberland CCG
NHS Airedale, Wharfdale and Craven CCG
NHS Darlington CCG
NHS Doncaster CCG
NHS Durham Dales, Easington and Sedgefield CCG
NHS East Lancashire CCG
NHS East Riding of Yorkshire CCG
NHS Hambleton, Richmondshire and Whitby CCG
NHS Harrogate and Rural District CCG
NHS Hartlepool and Stockton-On-Tees CCG
NHS Leeds CCG
NHS Morecambe Bay CCG
NHS Scarborough and Ryedale CCG
NHS Vale of York CCG
NHS Wakefield CCG
NHS Bedfordshire CCG
NHS Cambridgeshire and Peterborough CCG
NHS Corby CCG
NHS Coventry and Rugby CCG
NHS East Leicestershire and Rutland CCG
NHS Milton Keynes CCG
NHS Nene CCG
NHS Oxfordshire CCG
NHS South Lincolnshire CCG
NHS Newcastle Gateshead CCG
NHS North Cumbria CCG
NHS North Durham CCG
NHS North Tyneside CCG
NHS Northumberland CCG
NHS Nottingham City CCG
NHS Nottingham North and East CCG
NHS Nottingham West CCG
NHS Rushcliffe CCG
NHS Bassetlaw CCG
NHS Derby and Derbyshire CCG
NHS Doncaster CCG
NHS East Leicestershire and Rutland CCG
NHS Lincolnshire West CCG
NHS Mansfield and Ashfield CCG
NHS Newark & Sherwood CCG

0.4%
4.0%
0.2%
93.9%
0.2%
0.2%
0.5%
0.2%
3.4%
1.0%
87.7%
3.3%
6.6%
0.2%
0.2%
52.3%
1.5%
95.5%
0.6%
58.9%
5.9%
0.8%
0.5%
0.7%
0.1%
0.5%
96.6%
0.3%
0.2%
1.7%
0.7%
47.7%
0.2%
100.0%
100.0%
0.2%
98.9%
98.4%
2.6%
0.8%
95.9%
0.2%
0.2%
0.0%
0.0%
1.0%
1.4%
94.9%
1.6%
21.8%
0.0%
1.0%
93.2%
0.7%
32.5%
1.3%
0.2%
0.2%
0.1%
1.4%
98.3%
99.8%
0.2%
0.9%
1.9%
99.3%
32.6%
2.0%
0.1%
1.6%
99.2%
0.3%
2.0%
3.1%
98.8%
1.1%
0.9%
0.3%
0.1%
0.2%
0.9%
97.9%
89.9%
4.6%
4.1%
4.3%
97.1%
1.5%
1.6%
0.3%
0.4%
97.9%
97.6%

0.2%
1.6%
0.2%
99.5%
0.0%
0.3%
0.9%
0.2%
2.9%
1.7%
80.9%
2.6%
10.8%
0.2%
0.3%
99.5%
2.5%
96.2%
1.3%
95.2%
4.0%
0.8%
0.3%
0.4%
0.0%
0.3%
97.3%
0.2%
0.2%
1.4%
0.7%
12.2%
0.0%
18.6%
25.2%
0.0%
24.1%
18.5%
0.7%
1.2%
98.6%
0.2%
0.2%
0.1%
0.1%
1.3%
1.4%
96.9%
1.5%
98.3%
0.2%
2.6%
96.3%
1.1%
8.3%
0.2%
0.1%
0.1%
0.0%
0.7%
22.8%
26.2%
0.1%
1.3%
1.0%
19.2%
18.8%
1.2%
0.0%
1.9%
9.8%
0.2%
0.8%
1.2%
84.9%
1.0%
0.2%
0.5%
0.1%
0.2%
0.6%
98.7%
95.4%
2.0%
1.1%
1.5%
13.5%
1.8%
0.6%
0.1%
0.1%
22.5%
15.6%

E10000024
E10000024
E10000024
E10000024
E10000024
E10000024
E08000004
E08000004
E08000004
E08000004
E10000025
E10000025
E10000025
E10000025
E10000025
E10000025
E10000025
E06000031
E06000031
E06000026
E06000044
E06000044
E06000044
E06000038
E06000038
E09000026
E09000026
E09000026
E09000026
E09000026
E09000026
E09000026
E06000003
E06000003
E09000027
E09000027
E09000027
E09000027
E09000027
E09000027
E08000005
E08000005
E08000005
E08000005
E08000005
E08000018
E08000018
E08000018
E08000018
E08000018
E06000017
E06000017
E06000017
E06000017
E06000017
E08000006
E08000006
E08000006
E08000006
E08000006
E08000006
E08000028
E08000028
E08000028
E08000028
E08000028
E08000014
E08000014
E08000014
E08000014
E08000014
E08000019
E08000019
E08000019
E08000019
E06000051
E06000051
E06000051
E06000051
E06000051
E06000051
E06000051
E06000051
E06000051
E06000039
E06000039
E06000039
E06000039
E06000039
E06000039
E08000029
E08000029
E08000029

Nottinghamshire
Nottinghamshire
Nottinghamshire
Nottinghamshire
Nottinghamshire
Nottinghamshire
Oldham
Oldham
Oldham
Oldham
Oxfordshire
Oxfordshire
Oxfordshire
Oxfordshire
Oxfordshire
Oxfordshire
Oxfordshire
Peterborough
Peterborough
Plymouth
Portsmouth
Portsmouth
Portsmouth
Reading
Reading
Redbridge
Redbridge
Redbridge
Redbridge
Redbridge
Redbridge
Redbridge
Redcar and Cleveland
Redcar and Cleveland
Richmond upon Thames
Richmond upon Thames
Richmond upon Thames
Richmond upon Thames
Richmond upon Thames
Richmond upon Thames
Rochdale
Rochdale
Rochdale
Rochdale
Rochdale
Rotherham
Rotherham
Rotherham
Rotherham
Rotherham
Rutland
Rutland
Rutland
Rutland
Rutland
Salford
Salford
Salford
Salford
Salford
Salford
Sandwell
Sandwell
Sandwell
Sandwell
Sandwell
Sefton
Sefton
Sefton
Sefton
Sefton
Sheffield
Sheffield
Sheffield
Sheffield
Shropshire
Shropshire
Shropshire
Shropshire
Shropshire
Shropshire
Shropshire
Shropshire
Shropshire
Slough
Slough
Slough
Slough
Slough
Slough
Solihull
Solihull
Solihull

04K
04L
04M
04N
04Q
04V
01D
14L
00Y
01Y
15A
14Y
11M
04G
10Q
05R
12D
06H
99D
15N
10K
10R
10V
15A
10Q
07L
08C
08F
08M
08N
08W
07H
03D
00M
08C
07Y
08J
08P
99H
08X
00V
01A
01D
14L
00Y
02P
02Q
02X
03L
03N
06H
03V
03W
99D
04Q
00T
00V
14L
01G
02A
02H
15E
05C
05L
05Y
06A
01J
99A
01T
01V
02G
02P
15M
03L
03N
05F
05G
05N
01R
05Q
05T
05X
02F
06D
14Y
07W
15D
08G
07Y
09Y
15E
05A
05J

NHS Nottingham City CCG
NHS Nottingham North and East CCG
NHS Nottingham West CCG
NHS Rushcliffe CCG
NHS South West Lincolnshire CCG
NHS West Leicestershire CCG
NHS Heywood, Middleton and Rochdale CCG
NHS Manchester CCG
NHS Oldham CCG
NHS Tameside and Glossop CCG
NHS Berkshire West CCG
NHS Buckinghamshire CCG
NHS Gloucestershire CCG
NHS Nene CCG
NHS Oxfordshire CCG
NHS South Warwickshire CCG
NHS Swindon CCG
NHS Cambridgeshire and Peterborough CCG
NHS South Lincolnshire CCG
NHS Devon CCG
NHS Fareham and Gosport CCG
NHS Portsmouth CCG
NHS South Eastern Hampshire CCG
NHS Berkshire West CCG
NHS Oxfordshire CCG
NHS Barking and Dagenham CCG
NHS Hammersmith and Fulham CCG
NHS Havering CCG
NHS Newham CCG
NHS Redbridge CCG
NHS Waltham Forest CCG
NHS West Essex CCG
NHS Hambleton, Richmondshire and Whitby CCG
NHS South Tees CCG
NHS Hammersmith and Fulham CCG
NHS Hounslow CCG
NHS Kingston CCG
NHS Richmond CCG
NHS Surrey Downs CCG
NHS Wandsworth CCG
NHS Bury CCG
NHS East Lancashire CCG
NHS Heywood, Middleton and Rochdale CCG
NHS Manchester CCG
NHS Oldham CCG
NHS Barnsley CCG
NHS Bassetlaw CCG
NHS Doncaster CCG
NHS Rotherham CCG
NHS Sheffield CCG
NHS Cambridgeshire and Peterborough CCG
NHS Corby CCG
NHS East Leicestershire and Rutland CCG
NHS South Lincolnshire CCG
NHS South West Lincolnshire CCG
NHS Bolton CCG
NHS Bury CCG
NHS Manchester CCG
NHS Salford CCG
NHS Trafford CCG
NHS Wigan Borough CCG
NHS Birmingham and Solihull CCG
NHS Dudley CCG
NHS Sandwell and West Birmingham CCG
NHS Walsall CCG
NHS Wolverhampton CCG
NHS Knowsley CCG
NHS Liverpool CCG
NHS South Sefton CCG
NHS Southport and Formby CCG
NHS West Lancashire CCG
NHS Barnsley CCG
NHS Derby and Derbyshire CCG
NHS Rotherham CCG
NHS Sheffield CCG
NHS Herefordshire CCG
NHS North Staffordshire CCG
NHS Shropshire CCG
NHS South Cheshire CCG
NHS South East Staffs and Seisdon Peninsular CCG
NHS South Worcestershire CCG
NHS Telford and Wrekin CCG
NHS West Cheshire CCG
NHS Wyre Forest CCG
NHS Buckinghamshire CCG
NHS Ealing CCG
NHS East Berkshire CCG
NHS Hillingdon CCG
NHS Hounslow CCG
NHS North West Surrey CCG
NHS Birmingham and Solihull CCG
NHS Coventry and Rugby CCG
NHS Redditch and Bromsgrove CCG

10.1%
95.1%
90.8%
90.3%
0.7%
0.1%
1.5%
0.8%
94.5%
0.2%
0.5%
2.4%
0.2%
0.1%
97.4%
0.6%
2.7%
23.0%
5.1%
22.1%
1.5%
95.6%
0.2%
35.3%
0.2%
4.9%
0.1%
0.8%
1.4%
92.3%
3.3%
1.8%
1.1%
47.3%
0.5%
4.9%
1.6%
91.7%
0.0%
0.4%
0.7%
0.2%
96.5%
0.6%
0.9%
3.3%
1.0%
1.1%
97.9%
0.8%
0.0%
0.2%
9.9%
2.6%
0.4%
0.2%
1.8%
1.1%
94.1%
0.2%
0.9%
1.9%
3.0%
55.1%
1.7%
0.3%
1.8%
2.9%
96.0%
96.8%
0.3%
0.8%
0.2%
0.4%
98.5%
0.4%
0.5%
96.7%
0.4%
1.2%
1.0%
2.3%
0.1%
0.8%
1.8%
0.0%
33.8%
0.0%
0.0%
0.0%
17.0%
0.0%
0.4%

4.6%
17.2%
10.2%
13.6%
0.1%
0.0%
1.4%
2.1%
96.3%
0.2%
0.3%
1.8%
0.2%
0.1%
96.5%
0.2%
0.9%
96.3%
3.7%
100.0%
1.4%
98.4%
0.2%
99.4%
0.6%
3.3%
0.1%
0.7%
1.7%
89.4%
3.1%
1.7%
1.1%
98.9%
0.5%
7.0%
1.5%
90.3%
0.1%
0.7%
0.6%
0.3%
96.6%
1.6%
1.0%
3.1%
0.4%
1.2%
93.5%
1.7%
0.3%
0.5%
86.3%
11.5%
1.4%
0.3%
1.4%
2.5%
94.6%
0.2%
1.1%
7.0%
2.7%
88.6%
1.3%
0.3%
1.0%
5.3%
51.6%
41.9%
0.1%
0.4%
0.4%
0.2%
99.1%
0.3%
0.3%
95.4%
0.3%
0.9%
1.0%
1.4%
0.1%
0.3%
6.2%
0.1%
93.4%
0.1%
0.1%
0.1%
98.9%
0.1%
0.3%

E08000029
E08000029
E08000029
E10000027
E10000027
E10000027
E10000027
E10000027
E10000027
E06000025
E06000025
E06000025
E06000025
E08000023
E08000023
E08000023
E06000045
E06000045
E06000033
E06000033
E09000028
E09000028
E09000028
E09000028
E09000028
E09000028
E09000028
E08000013
E08000013
E08000013
E08000013
E08000013
E10000028
E10000028
E10000028
E10000028
E10000028
E10000028
E10000028
E10000028
E10000028
E10000028
E10000028
E10000028
E10000028
E10000028
E10000028
E10000028
E10000028
E08000007
E08000007
E08000007
E08000007
E06000004
E06000004
E06000004
E06000004
E06000004
E06000021
E06000021
E06000021
E10000029
E10000029
E10000029
E10000029
E10000029
E10000029
E10000029
E08000024
E08000024
E08000024
E08000024
E08000024
E10000030
E10000030
E10000030
E10000030
E10000030
E10000030
E10000030
E10000030
E10000030
E10000030
E10000030
E10000030
E10000030
E10000030
E10000030
E10000030
E10000030
E10000030
E10000030
E10000030

Solihull
Solihull
Solihull
Somerset
Somerset
Somerset
Somerset
Somerset
Somerset
South Gloucestershire
South Gloucestershire
South Gloucestershire
South Gloucestershire
South Tyneside
South Tyneside
South Tyneside
Southampton
Southampton
Southend-on-Sea
Southend-on-Sea
Southwark
Southwark
Southwark
Southwark
Southwark
Southwark
Southwark
St. Helens
St. Helens
St. Helens
St. Helens
St. Helens
Staffordshire
Staffordshire
Staffordshire
Staffordshire
Staffordshire
Staffordshire
Staffordshire
Staffordshire
Staffordshire
Staffordshire
Staffordshire
Staffordshire
Staffordshire
Staffordshire
Staffordshire
Staffordshire
Staffordshire
Stockport
Stockport
Stockport
Stockport
Stockton-on-Tees
Stockton-on-Tees
Stockton-on-Tees
Stockton-on-Tees
Stockton-on-Tees
Stoke-on-Trent
Stoke-on-Trent
Stoke-on-Trent
Suffolk
Suffolk
Suffolk
Suffolk
Suffolk
Suffolk
Suffolk
Sunderland
Sunderland
Sunderland
Sunderland
Sunderland
Surrey
Surrey
Surrey
Surrey
Surrey
Surrey
Surrey
Surrey
Surrey
Surrey
Surrey
Surrey
Surrey
Surrey
Surrey
Surrey
Surrey
Surrey
Surrey
Surrey

05L
05R
05H
11E
15C
15N
11J
11X
99N
11E
15C
11M
99N
13T
00N
00P
10X
11A
99F
99G
07R
09A
08C
08K
08L
08Q
08X
01F
01J
01X
02E
02H
15E
04Y
15M
05C
05D
01C
05G
05N
01R
05Q
05V
05W
05X
05Y
05H
06A
06D
01C
14L
01W
01Y
00C
00D
03D
00K
00M
05G
05V
05W
06H
06M
06L
06T
06Y
07H
07K
00D
13T
00J
00N
00P
07Q
09G
09H
07V
15D
09L
09N
09X
07Y
08J
08R
99M
10J
09Y
08P
10V
99H
10C
08T
99J

NHS Sandwell and West Birmingham CCG
NHS South Warwickshire CCG
NHS Warwickshire North CCG
NHS Bath and North East Somerset CCG
NHS Bristol, North Somerset and South Gloucestershire CCG
NHS Devon CCG
NHS Dorset CCG
NHS Somerset CCG
NHS Wiltshire CCG
NHS Bath and North East Somerset CCG
NHS Bristol, North Somerset and South Gloucestershire CCG
NHS Gloucestershire CCG
NHS Wiltshire CCG
NHS Newcastle Gateshead CCG
NHS South Tyneside CCG
NHS Sunderland CCG
NHS Southampton CCG
NHS West Hampshire CCG
NHS Castle Point and Rochford CCG
NHS Southend CCG
NHS Camden CCG
NHS Central London (Westminster) CCG
NHS Hammersmith and Fulham CCG
NHS Lambeth CCG
NHS Lewisham CCG
NHS Southwark CCG
NHS Wandsworth CCG
NHS Halton CCG
NHS Knowsley CCG
NHS St Helens CCG
NHS Warrington CCG
NHS Wigan Borough CCG
NHS Birmingham and Solihull CCG
NHS Cannock Chase CCG
NHS Derby and Derbyshire CCG
NHS Dudley CCG
NHS East Staffordshire CCG
NHS Eastern Cheshire CCG
NHS North Staffordshire CCG
NHS Shropshire CCG
NHS South Cheshire CCG
NHS South East Staffs and Seisdon Peninsular CCG
NHS Stafford and Surrounds CCG
NHS Stoke on Trent CCG
NHS Telford and Wrekin CCG
NHS Walsall CCG
NHS Warwickshire North CCG
NHS Wolverhampton CCG
NHS Wyre Forest CCG
NHS Eastern Cheshire CCG
NHS Manchester CCG
NHS Stockport CCG
NHS Tameside and Glossop CCG
NHS Darlington CCG
NHS Durham Dales, Easington and Sedgefield CCG
NHS Hambleton, Richmondshire and Whitby CCG
NHS Hartlepool and Stockton-On-Tees CCG
NHS South Tees CCG
NHS North Staffordshire CCG
NHS Stafford and Surrounds CCG
NHS Stoke on Trent CCG
NHS Cambridgeshire and Peterborough CCG
NHS Great Yarmouth and Waveney CCG
NHS Ipswich and East Suffolk CCG
NHS North East Essex CCG
NHS South Norfolk CCG
NHS West Essex CCG
NHS West Suffolk CCG
NHS Durham Dales, Easington and Sedgefield CCG
NHS Newcastle Gateshead CCG
NHS North Durham CCG
NHS South Tyneside CCG
NHS Sunderland CCG
NHS Bromley CCG
NHS Coastal West Sussex CCG
NHS Crawley CCG
NHS Croydon CCG
NHS East Berkshire CCG
NHS East Surrey CCG
NHS Guildford and Waverley CCG
NHS Horsham and Mid Sussex CCG
NHS Hounslow CCG
NHS Kingston CCG
NHS Merton CCG
NHS North East Hampshire and Farnham CCG
NHS North Hampshire CCG
NHS North West Surrey CCG
NHS Richmond CCG
NHS South Eastern Hampshire CCG
NHS Surrey Downs CCG
NHS Surrey Heath CCG
NHS Sutton CCG
NHS West Kent CCG

0.0%
0.4%
0.2%
3.1%
0.2%
0.2%
0.5%
98.5%
0.1%
0.8%
28.2%
0.8%
0.0%
0.0%
99.2%
0.3%
94.9%
0.2%
4.8%
96.7%
0.3%
2.5%
0.7%
6.6%
2.1%
94.1%
0.1%
0.2%
2.6%
91.2%
0.1%
0.7%
0.3%
99.3%
0.5%
1.4%
92.1%
0.6%
95.1%
1.0%
0.5%
96.2%
99.5%
8.8%
1.0%
1.6%
1.1%
2.6%
0.2%
1.6%
1.1%
94.9%
0.2%
0.4%
0.4%
0.1%
66.9%
0.4%
3.3%
0.5%
91.2%
0.2%
52.3%
99.6%
1.4%
1.1%
0.1%
91.1%
0.9%
0.5%
2.2%
0.5%
98.5%
0.4%
0.2%
6.6%
1.3%
3.4%
96.6%
94.0%
1.5%
0.7%
4.5%
0.3%
23.0%
0.1%
99.4%
0.7%
0.1%
97.4%
98.9%
1.2%
0.2%

0.1%
0.4%
0.2%
1.1%
0.3%
0.5%
0.7%
97.3%
0.1%
0.6%
97.5%
1.8%
0.1%
0.2%
99.2%
0.6%
99.5%
0.5%
4.7%
95.3%
0.3%
1.6%
0.5%
7.7%
2.0%
87.9%
0.1%
0.1%
2.3%
96.3%
0.1%
1.2%
0.4%
14.9%
0.5%
0.5%
14.7%
0.1%
23.4%
0.3%
0.1%
23.6%
16.7%
2.9%
0.2%
0.5%
0.2%
0.8%
0.0%
1.1%
2.2%
96.5%
0.2%
0.2%
0.6%
0.1%
98.4%
0.7%
2.7%
0.3%
97.1%
0.2%
16.3%
52.9%
0.6%
0.3%
0.0%
29.7%
0.9%
0.9%
1.9%
0.3%
96.0%
0.1%
0.0%
0.7%
0.4%
1.2%
14.1%
16.9%
0.3%
0.2%
0.7%
0.0%
4.2%
0.0%
29.5%
0.1%
0.0%
23.8%
7.6%
0.2%
0.0%

E09000029
E09000029
E09000029
E09000029
E09000029
E09000029
E09000029
E06000030
E06000030
E06000030
E08000008
E08000008
E08000008
E08000008
E06000020
E06000020
E06000034
E06000034
E06000034
E06000034
E06000027
E09000030
E09000030
E09000030
E09000030
E09000030
E09000030
E09000030
E08000009
E08000009
E08000009
E08000009
E08000036
E08000036
E08000036
E08000036
E08000030
E08000030
E08000030
E08000030
E08000030
E09000031
E09000031
E09000031
E09000031
E09000031
E09000031
E09000032
E09000032
E09000032
E09000032
E09000032
E09000032
E09000032
E09000032
E06000007
E06000007
E06000007
E06000007
E06000007
E10000031
E10000031
E10000031
E10000031
E10000031
E10000031
E10000031
E10000031
E10000031
E10000031
E06000037
E06000037
E06000037
E06000037
E10000032
E10000032
E10000032
E10000032
E10000032
E10000032
E10000032
E10000032
E10000032
E09000033
E09000033
E09000033
E09000033
E09000033
E09000033
E08000010
E08000010
E08000010
E08000010

Sutton
Sutton
Sutton
Sutton
Sutton
Sutton
Sutton
Swindon
Swindon
Swindon
Tameside
Tameside
Tameside
Tameside
Telford and Wrekin
Telford and Wrekin
Thurrock
Thurrock
Thurrock
Thurrock
Torbay
Tower Hamlets
Tower Hamlets
Tower Hamlets
Tower Hamlets
Tower Hamlets
Tower Hamlets
Tower Hamlets
Trafford
Trafford
Trafford
Trafford
Wakefield
Wakefield
Wakefield
Wakefield
Walsall
Walsall
Walsall
Walsall
Walsall
Waltham Forest
Waltham Forest
Waltham Forest
Waltham Forest
Waltham Forest
Waltham Forest
Wandsworth
Wandsworth
Wandsworth
Wandsworth
Wandsworth
Wandsworth
Wandsworth
Wandsworth
Warrington
Warrington
Warrington
Warrington
Warrington
Warwickshire
Warwickshire
Warwickshire
Warwickshire
Warwickshire
Warwickshire
Warwickshire
Warwickshire
Warwickshire
Warwickshire
West Berkshire
West Berkshire
West Berkshire
West Berkshire
West Sussex
West Sussex
West Sussex
West Sussex
West Sussex
West Sussex
West Sussex
West Sussex
West Sussex
Westminster
Westminster
Westminster
Westminster
Westminster
Westminster
Wigan
Wigan
Wigan
Wigan

07V
08J
08K
08R
99H
08T
08X
11M
12D
99N
14L
00Y
01W
01Y
05N
05X
07L
99E
08F
07G
15N
07R
09A
07T
08C
08H
08M
08V
14L
01G
02A
02E
02P
15F
03J
03R
15E
04Y
05L
05Y
06A
07T
08C
08D
08M
08N
08W
09A
08C
08J
08K
08R
08P
08X
08Y
01F
01G
01X
02E
02H
15E
05A
11M
04G
10Q
05J
05Q
05R
05H
04V
15A
10J
10Q
99N
09D
09G
09H
09L
09N
99K
09X
10V
99H
07P
07R
09A
08C
08K
08Y
00T
01G
01X
02E

NHS Croydon CCG
NHS Kingston CCG
NHS Lambeth CCG
NHS Merton CCG
NHS Surrey Downs CCG
NHS Sutton CCG
NHS Wandsworth CCG
NHS Gloucestershire CCG
NHS Swindon CCG
NHS Wiltshire CCG
NHS Manchester CCG
NHS Oldham CCG
NHS Stockport CCG
NHS Tameside and Glossop CCG
NHS Shropshire CCG
NHS Telford and Wrekin CCG
NHS Barking and Dagenham CCG
NHS Basildon and Brentwood CCG
NHS Havering CCG
NHS Thurrock CCG
NHS Devon CCG
NHS Camden CCG
NHS Central London (Westminster) CCG
NHS City and Hackney CCG
NHS Hammersmith and Fulham CCG
NHS Islington CCG
NHS Newham CCG
NHS Tower Hamlets CCG
NHS Manchester CCG
NHS Salford CCG
NHS Trafford CCG
NHS Warrington CCG
NHS Barnsley CCG
NHS Leeds CCG
NHS North Kirklees CCG
NHS Wakefield CCG
NHS Birmingham and Solihull CCG
NHS Cannock Chase CCG
NHS Sandwell and West Birmingham CCG
NHS Walsall CCG
NHS Wolverhampton CCG
NHS City and Hackney CCG
NHS Hammersmith and Fulham CCG
NHS Haringey CCG
NHS Newham CCG
NHS Redbridge CCG
NHS Waltham Forest CCG
NHS Central London (Westminster) CCG
NHS Hammersmith and Fulham CCG
NHS Kingston CCG
NHS Lambeth CCG
NHS Merton CCG
NHS Richmond CCG
NHS Wandsworth CCG
NHS West London (K&C & QPP) CCG
NHS Halton CCG
NHS Salford CCG
NHS St Helens CCG
NHS Warrington CCG
NHS Wigan Borough CCG
NHS Birmingham and Solihull CCG
NHS Coventry and Rugby CCG
NHS Gloucestershire CCG
NHS Nene CCG
NHS Oxfordshire CCG
NHS Redditch and Bromsgrove CCG
NHS South East Staffs and Seisdon Peninsular CCG
NHS South Warwickshire CCG
NHS Warwickshire North CCG
NHS West Leicestershire CCG
NHS Berkshire West CCG
NHS North Hampshire CCG
NHS Oxfordshire CCG
NHS Wiltshire CCG
NHS Brighton and Hove CCG
NHS Coastal West Sussex CCG
NHS Crawley CCG
NHS East Surrey CCG
NHS Guildford and Waverley CCG
NHS High Weald Lewes Havens CCG
NHS Horsham and Mid Sussex CCG
NHS South Eastern Hampshire CCG
NHS Surrey Downs CCG
NHS Brent CCG
NHS Camden CCG
NHS Central London (Westminster) CCG
NHS Hammersmith and Fulham CCG
NHS Lambeth CCG
NHS West London (K&C & QPP) CCG
NHS Bolton CCG
NHS Salford CCG
NHS St Helens CCG
NHS Warrington CCG

1.0%
3.5%
0.1%
6.3%
1.3%
94.7%
0.2%
0.0%
96.0%
0.7%
2.2%
3.6%
1.8%
85.2%
1.8%
96.7%
0.3%
0.2%
0.2%
98.5%
11.7%
1.1%
0.5%
0.9%
0.8%
0.2%
0.2%
98.9%
2.7%
0.1%
95.7%
0.1%
0.9%
0.4%
0.6%
94.5%
1.1%
0.7%
1.6%
92.8%
1.4%
0.4%
0.3%
0.1%
1.3%
1.4%
94.3%
0.9%
1.0%
0.1%
3.2%
2.8%
1.3%
88.3%
0.7%
0.3%
0.5%
2.2%
97.6%
0.2%
0.2%
25.2%
0.2%
0.2%
0.3%
0.7%
0.8%
96.1%
96.7%
0.5%
30.0%
0.7%
0.2%
0.1%
1.1%
99.5%
93.4%
0.3%
3.1%
1.1%
95.7%
4.1%
0.6%
1.3%
3.0%
79.3%
0.6%
0.1%
23.1%
0.2%
0.8%
3.8%
0.4%

1.9%
3.4%
0.2%
6.7%
1.9%
85.6%
0.3%
0.2%
98.2%
1.5%
5.8%
3.9%
2.3%
88.0%
2.9%
97.1%
0.3%
0.3%
0.4%
99.0%
100.0%
0.9%
0.3%
0.9%
0.5%
0.1%
0.2%
96.9%
7.0%
0.1%
92.7%
0.1%
0.6%
1.0%
0.3%
98.0%
4.8%
0.3%
3.1%
90.4%
1.4%
0.4%
0.2%
0.1%
1.7%
1.4%
96.1%
0.6%
0.6%
0.0%
3.5%
1.6%
0.7%
92.6%
0.4%
0.2%
0.6%
2.0%
97.0%
0.2%
0.5%
21.5%
0.2%
0.2%
0.3%
0.2%
0.3%
45.8%
30.7%
0.3%
97.6%
0.9%
1.1%
0.4%
0.4%
57.5%
14.0%
0.0%
0.8%
0.2%
25.9%
1.0%
0.2%
2.0%
3.4%
71.3%
0.6%
0.2%
22.6%
0.1%
0.6%
2.2%
0.2%

E08000010
E08000010
E06000054
E06000054
E06000054
E06000054
E06000054
E06000054
E06000054
E06000054
E06000054
E06000040
E06000040
E06000040
E06000040
E06000040
E06000040
E08000015
E08000015
E06000041
E06000041
E06000041
E08000031
E08000031
E08000031
E08000031
E08000031
E10000034
E10000034
E10000034
E10000034
E10000034
E10000034
E10000034
E10000034
E10000034
E06000014
E06000014

Wigan
Wigan
Wiltshire
Wiltshire
Wiltshire
Wiltshire
Wiltshire
Wiltshire
Wiltshire
Wiltshire
Wiltshire
Windsor and Maidenhead
Windsor and Maidenhead
Windsor and Maidenhead
Windsor and Maidenhead
Windsor and Maidenhead
Windsor and Maidenhead
Wirral
Wirral
Wokingham
Wokingham
Wokingham
Wolverhampton
Wolverhampton
Wolverhampton
Wolverhampton
Wolverhampton
Worcestershire
Worcestershire
Worcestershire
Worcestershire
Worcestershire
Worcestershire
Worcestershire
Worcestershire
Worcestershire
York
York

02G
02H
11E
15A
15C
11J
11M
11X
12D
11A
99N
15A
14Y
15D
09Y
10Q
10C
02F
12F
15A
15D
10Q
05C
05L
05Q
05Y
06A
15E
05C
11M
05F
05J
05N
05R
05T
06D
03E
03Q

NHS West Lancashire CCG
NHS Wigan Borough CCG
NHS Bath and North East Somerset CCG
NHS Berkshire West CCG
NHS Bristol, North Somerset and South Gloucestershire CCG
NHS Dorset CCG
NHS Gloucestershire CCG
NHS Somerset CCG
NHS Swindon CCG
NHS West Hampshire CCG
NHS Wiltshire CCG
NHS Berkshire West CCG
NHS Buckinghamshire CCG
NHS East Berkshire CCG
NHS North West Surrey CCG
NHS Oxfordshire CCG
NHS Surrey Heath CCG
NHS West Cheshire CCG
NHS Wirral CCG
NHS Berkshire West CCG
NHS East Berkshire CCG
NHS Oxfordshire CCG
NHS Dudley CCG
NHS Sandwell and West Birmingham CCG
NHS South East Staffs and Seisdon Peninsular CCG
NHS Walsall CCG
NHS Wolverhampton CCG
NHS Birmingham and Solihull CCG
NHS Dudley CCG
NHS Gloucestershire CCG
NHS Herefordshire CCG
NHS Redditch and Bromsgrove CCG
NHS Shropshire CCG
NHS South Warwickshire CCG
NHS South Worcestershire CCG
NHS Wyre Forest CCG
NHS Harrogate and Rural District CCG
NHS Vale of York CCG

Produced by NHS England using data from National Health Applications and Infrastructure Services (NHAIS) as supplied by NHS Digital.

2.8%
96.7%
0.9%
0.2%
0.2%
0.3%
0.4%
0.3%
1.3%
0.1%
96.7%
0.4%
0.3%
34.1%
0.2%
0.0%
0.1%
0.4%
99.7%
31.5%
1.0%
0.1%
1.3%
0.1%
1.8%
3.4%
93.8%
0.9%
0.7%
0.5%
0.9%
95.8%
0.3%
2.3%
97.2%
98.3%
0.2%
60.2%

1.0%
95.7%
0.4%
0.2%
0.5%
0.4%
0.5%
0.4%
0.6%
0.2%
96.8%
1.3%
1.1%
96.9%
0.5%
0.2%
0.0%
0.3%
99.7%
97.0%
2.6%
0.4%
1.5%
0.3%
1.4%
3.5%
93.4%
2.0%
0.4%
0.6%
0.3%
27.7%
0.1%
1.1%
49.3%
18.6%
0.1%
99.9%
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Quality Improvement
The performance report affects most areas of risk but is specifically key to risks 2.1 and 2.2
Short summary of paper
as per the Board Assurance Framework. Key performance areas to note in the report
relating to the NHS Constitutional Targets are:
4hr Standard
West Hertfordshire Hospitals NHS Trust (WHHT) remains non-compliant for May 2019
(79.9%). The Trust has developed an improvement plan and associated trajectories setting
out how the national target will be met by March 2020. Other local Trusts have also
struggled to achieve this target with the exception of Luton and Dunstable Hospitals
University NHS Foundation Trust who consistently meet it.
Delayed Transfers of Care (DToC)
WHHT reported a DTOC position of 3% for May, the fifth consecutive month of compliance
and an indication of the health and social care system working collaboratively to improve
patient flow. The HCT DTOC performance remains high at 10.5%. A key factor to this relates
to the number of non-weight bearing inpatients in HCT bed based units which result in
increased lengths of stay.
Referral to Treatment Time (RTT)
Herts Valleys CCG did not meet the target for RTT in March 2019 at 85.9% against a target of
92%. Improvements are required at WHHT regarding their capacity plans in order to achieve
the 2019/20 targets. The Trust has developed an improvement plan and associated
trajectories setting out how they will achieve the target by March 2020.
HVCCG is also in the process of developing an RTT Improvement Plan setting out the actions
required in order to achieve the overall CCG target.
Cancer
The performance in Herts Valleys CCG for May 2019 is reported as compliant in 6 of the 8
cancer national waiting times. Improved performance was reported by WHHT in May with
all targets being achieved, except one. This good performance has not been sustained into
June and the Trust has developed an improvement plan and associated trajectories, which
will be subject to a Deep Dive presentation at the October Performance Committee.
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Recommendation(s)

The Board is being asked to:
Discuss and note the report

N/A
Engagement with
patients/public/staff and
other stakeholders
Links to Strategic Objectives (click on all boxes that apply)
Effective Engagement. We will continually improve engagements with member practices, patients, the public,
carers and our staff to contribute to and influence the work of Herts Valleys CCG.
Quality. We will commission safe, good quality services that meet the needs of the population, reducing
health inequalities and supporting local people to avoid ill health and stay well.
Transforming Delivery. We will work with health and social care partners to transform the delivery of care
through the implementation of “Your Care, Your Future”, the Strategic Review in west Hertfordshire and its fit
with the wider STP strategy, “A Healthier Future”.
Affordable & Sustainable Care. We will ensure that we fulfill our statutory duty to deliver a financially
sustainable and affordable healthcare system in west Hertfordshire.
Board Assurance Framework

☐
☒
☐

☐

Refer to latest BAF report here for current and target risk scores: N:\Nursing & Quality\8 Risk Management System\2. Board
Assurance Framework\BAF 201920\Current versions for front sheet reference

Ref.

Risk
Owner

Risk description

Current risk
score and
movement

Target risk
score

*Assurance
Level

16→

8

Medium

12→

8

Medium

*Refer to assurance levels table below.

Risk that we do not deliver on all NHS Constitutional
pledges, key national targets and priorities
2.2
DCu
Risk that we are unable to ensure high quality, safe
and sustainable services for the population and
patients of west Hertfordshire.
New strategic risks identified by this report

2.1

DCu

Other significant risks related to this report (from the Corporate Risk Register)
Resource
implications

None

Potential conflicts
of interest
Equality and
quality impact
analyses (EQIA
and QIA)

Conflicts of interest are published in the CCG registers and any specific interests relating to agenda items
are notified to the Chair in advance of the meeting.

Equality delivery
system (EDS2)
Data Protection
Impact
Assessment
(DPIA)
Report history

N/A

CFO Signature
N/A

N/A

N/A

th

This report was presented at the Performance Committee on 5 September 2019.

None
Appendices
*Assurance levels – use this guide to identify the level of assurance indicated in the risk table above.
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Level

Details

**N.B. The executive summary for this paper should explicitly point to the evidence to support the assurance level indicated. For
example:
Very high – Where in the report is the evidence is to support the current strong position & how it will be sustained?
High – Where in the report is evidence of what is being done to strengthen controls and mitigate the likelihood of this risk
materialising?
Medium – Where in the report is the evidence of what is being done to address gaps in assurance and how successful is this
action proving?
Low – Where in the report is a statement of the urgent actions planned to address the lack of assurance?

Very high

High

Medium

Low

Taking account of the issues identified in this report, the Board can take reasonable assurance that
the controls upon which the organisation relies to manage this risk are suitably designed, consistently
applied and effective.
Taking account of the issues identified in this report, the Board can take reasonable assurance that
the controls upon which the organisation relies to manage this risk are suitably designed, consistently
applied and effective. However, we have identified issues that, if not addressed, increase the
likelihood of the risk materialising.
Taking account of the issues identified in this report, whilst the Board can take some assurance that
the controls upon which the organisation relies to manage this risk are suitably designed, consistently
applied and effective, action needs to be taken to ensure this risk is managed.
Taking account of the issues identified, the Board cannot take assurance that the controls upon which
the organisation relies to manage this risk are suitably designed, consistently applied or effective.
Action needs to be taken to ensure this risk is managed.
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Performance Report – May 2019
(September 2019 Performance Committee)

1

2. Executive Summary
Background
The Herts Valleys Clinical Commissioning Group (HVCCG) Performance Report serves as the principal performance report for the CCG’s
monthly Performance Committee. The report is also shared with the HVCCG Senior Leadership Team (SLT) to strengthen CCG matrix
working and to further support system wide planning. Elements of this report, specifically relating to urgent care, are shared with the STP
Emergency Department Delivery Board.
This report details the May 2019 validated data and supporting narrative. The report will provide up to date narrative where possible in
order to give the most current position known. The most recent information relating to performance will be provided verbally at the
committee.
This report includes both national and locally developed performance data to highlight the areas of good performance and potential areas
of concern. For areas of performance which require improvement, a commentary on the actions planned or taken is provided and updates
will be provided to the committee until all actions are fully embedded and performance sustained. A Performance Report Forward Planner
sits behind this report to ensure that the Performance Committee is fully sighted on all contracts that the CCG holds. A copy of the
proposed version of the next 6-month forward planner has been included in this report for the Committee’s approval.
This report also includes an overview of the performance of the Sustainability and Transformation Plan (STP) footprint, i.e. the
performance of the other commissioners within the STP area; East and North Herts Clinical Commissioning Group and West Essex Clinical
Commissioning Group.
Risk Implications
As in 2018/19, there are ongoing performance concerns with significant risk to the reputation of the CCG and the provider organisations.
The majority of west Hertfordshire patients would view West Hertfordshire Hospitals Trust (WHHT) and Herts Community Trust (HCT) as
their local hospitals, and the CCG population is not receiving commissioned services within the expectations of the NHS Constitution with
regard to access and treatment times. Improvement trajectories and recovery plans are in place where required and managed through
the meeting governance structures relevant to that work area.
Recommendations
The Performance Committee is requested to review the actions and make further recommendations as required.
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3. HVCCG Performance at a Glance
A&E

RTT

DTOC

Admission, transfers
or discharges within
4hrs
Target: 95%

RTT Incomplete
Pathways
Target: 92%

Number
>52weeks
Target: 0

Diagnostic
Waiting Times
Target: 99%

No. of Delayed
Transfers Of
Care: WHHT
Target: 3.5%

No. of Delayed
Transfers Of
Care: HCT
Target: 5%

April:81.2%

April: 84.1%

April: 2 at WHHT

April: 98.7%

April: 3.1%

April: 5.1%

May: 79.9%

May: 85.9%

May: 3 at WHHT

May: 98%

May: 3.0%

May: 10.5%

Cancer
2-week Waits
(All)
Target: 93%

2-Week Wait
(Breast)
Target: 93%

31 Day Wait
First Treatment
Target: 96%

31 Day Wait
Drug Therapy
Target: 98%

31 Day Wait
Radiotherapy
Target: 94%

31 Day
subsequent
surgery
Target: 94%

62 Day
Wait urgent
referral to
first treatment
Target: 85%

April: 90.9%

April: 87.6%

April: 97.6%

April: 98.8%

April: 93.6%

April: 94.1%

April: 76.6%

May: 93.2%

May: 93.5%

May: 98%

May: 98.9%

May: 100%

May: 92%

May: 82.3%

62 Day Wait
Cancer
Screening
Target: 90%

April: 100%
May: 100%
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4. System Wide Key Exception Summary
Organisation

Key Issues

Actions/Mitigation

STP Overall Performance

In May 2019, the STP were non-compliant in RTT targets and some
cancer metrics

•

Actions are being taken to address poor performance by
individual CCGs and providers.

HVCCG Overall
Performance

The national 4hour A&E target, 18 week RTT and some cancer
performance remain non-compliant

•

Actions are being taken to improve performance across all
national metrics and action plans are in place to address these.

West Hertfordshire Hospital
NHS Trust (WHHT)

The Trust is non-compliant in the national A&E 4 hour standard, RTT
targets, including 52 week waits and one cancer metrics. DToC
performance remains compliant for WHHT

•

The Trust is non-compliant in the national A&E hour standard, cancer
and RTT metrics. Some RTT data is now being shared by the Trust

•

Royal Free London NHS
Trust (RFL)

•

•

HUC Out of Hours (OOH) are non compliant in 3 areas relating to home
visits and base consultations, although improvements have been made

•

Connect MSK Service

Connect remains non-compliant in three key metrics, including triage
and referral time targets, although improvements have been made

Millbrook Wheelchair
Services

Herts Urgent Care (HUC)

The CCG is working with WHHT to set an A&E improvement
trajectory for 19/20
An RTT improvement Plan has been developed as well as a Cancer
Improvement Plan and an A&E Improvement Plan All plans will be
shared with HVCCG in September
RFL is non-compliant in the national A&E target and actions are
underway at Barnet Hospital to improve performance
Action plans are in place to continue to understand the data
provided and to make improvements. Clinical Harm Reviews
continue and HVCCG are now invited to the Trust’s monthly
performance meetings

Page
5

7-18

8
12,
13, 15
& 16

7
12

Some improvement has been reported for May regarding urgent
home visits and urgent base consultations. Workshops have
occurred and an overarching improvement and assurance plan has
been developed

28-29

•

Actions implemented by Connect have positively impacted all
areas of performance.

30-31

Millbrook remains non-compliant in the majority of their metrics,
including waiting and prescription times

•

A Contract Performance Notice has been issued and a full remedial
action plan being developed. A number of actions are in train,
including a review of the LQRs.

32-34

Hertfordshire Partnership
NHS Foundation Trust
(HPFT)

HPFT require improvement in CMHT and CAHMS referrals

•
•

Actions are in place to address all non-compliant metrics.
A deep dive will occur at the September Performance Committee
regarding CAHMS

35-36

Non Emergency Patient
Transport Service (NEPTS)

Although NEPTS remains non-compliant in a number of metrics
improvement has been made in 4 metrics in February

•

Recruitment remains a challenge in particular in the Watford
region. Recruitment plans are in place and NEPTS continues to
outsource vehicles to ensure capacity meets demand

39-40

5. STP Overview of Performance
Below sets out the performance of all STP Clinical Commissioning Groups in relation to the national constitutional targets.
1. Access Standards
36
Ref.

Indi ca tor

37

38

STP

39

Ta rget Ma r-18 Apr-18 Ma y-18 Jun-18

Percenta ge of i ncompl ete pa thwa ys wi thi n 18 weeks for
AS01ST
pa ti ents on i ncompl ete pa thwa ys - STP

41

42

43

44

45

46

47

48

49

Jul -18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Ja n-19 Feb-19 Ma r-19 Apr-19

50
May-19

92%

87.5%

88.0%

88.6%

88.0%

88.5%

87.7%

86.8%

87.8%

88.3%

87.2%

87.8%

89.1%

89.0%

87.7%

87.0%

0

80

84

86

128

130

129

124

128

104

76

56

34

7

13

12

99%

99.2%

99.1%

99.2%

99.3%

99.5%

99.2%

98.9%

98.0%

98.5%

98.5%

98.4%

99.2%

99.2%

98.4%

98.4%

42

43

44

45

46

47

48

Number of pa ti ents wa i ti ng more tha n a yea r for
AS05ST
trea tment (Incompl ete pa thwa ys ) - STP
Percenta ge of pa ti ents wa i ti ng 6 weeks or l es s for a
AS06ST
di a gnos ti c tes t - STP

40

2. Cancer Access Standards
37

Ta rget

Ma r-18

Apr-18

Al l Ca ncers - two week wa i t - STP

93%

94.7%

90.7%

93.0%

92.3%

94.2%

94.3%

92.9%

94.4%

94.6%

95.7%

94.7%

95.4%

94.0%

92.9%

93.8%

Two week wa i t for brea s t s ymptoms
(where ca ncer not i ni ti a l l y s us pected) - STP

93%

92.2%

88.6%

91.7%

90.4%

95.2%

94.4%

94.3%

96.8%

92.9%

93.5%

94.7%

92.8%

88.7%

87.2%

93.7%

96%

97.4%

96.4%

97.2%

97.9%

95.9%

94.9%

96.5%

95.2%

95.1%

98.1%

96.4%

96.7%

96.1%

97.2%

96.2%

94%

95.4%

98.8%

94.8%

84.5%

88.7%

98.4%

86.1%

91.4%

86.8%

95.9%

85.0%

89.2%

91.1%

95.6%

88.4%

98%

97.9%

99.0%

99.5%

98.6%

99.0%

98.4%

100.0%

97.9%

99.5%

100.0%

98.4%

99.5%

98.3%

98.8%

97.1%

94%

96.3%

95.5%

93.6%

93.5%

95.1%

95.3%

97.1%

99.1%

96.1%

99.3%

95.6%

98.3%

95.5%

96.0%

99.0%

85%

82.5%

79.2%

77.5%

75.3%

74.9%

79.9%

80.1%

77.2%

78.8%

78.2%

77.6%

76.5%

80.1%

80.3%

76.0%

90%

93.8%

83.9%

86.1%

84.2%

85.5%

78.6%

85.1%

86.6%

80.6%

95.3%

75.9%

83.3%

90.0%

85.4%

98.0%

-

89.7%

89.2%

78.4%

90.7%

87.8%

86.4%

77.8%

80.6%

81.4%

84.8%

79.5%

85.9%

85.0%

84.1%

88.5%

Indi ca tor

Percenta ge of pa ti ents recei vi ng fi rs t defi ni ti ve trea tment
wi thi n 31 da ys of a ca ncer di a gnos i s . - STP
31 Da y s ta nda rd for s ubs equent ca ncer trea tments s urgery - STP
31 Da y s ta nda rd for s ubs equent ca ncer trea tments a nti ca ncer drug regi mens - STP
31 Da y s ta nda rd for s ubs equent ca ncer trea tments ra di othera py - STP
Al l ca ncer 62 da y urgent referra l to fi rs t trea tment wa i t
(Actua l )* - STP
62 da y wa i t for fi rs t trea tment fol l owi ng referra l from a n
NHS ca ncer s creeni ng s ervi ce - STP
62 da y wa i t for fi rs t trea tment for ca ncer fol l owi ng a
cons ul ta nt's deci s i on to upgra de the pa ti ents pri ori ty - STP

38

STP

36

39

Ma y-18 Jun-18

40

41

49

50

Jul -18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Ja n-19 Feb-19 Ma r-19 Apr-19 May-19

5

NHS Constitutional Performance

6

7. Access: 4hr Performance
1) WHHT Performance
36
Indicator
Percentage of patients admitted, discharged or transferred out
within 4 hours of arrival in the dept.

37

38

39

40

Target Mar-18 Apr-18 May-18 Jun-18
95%

75.2%

87.6%

86.1%

85.9%

41

42

43

44

45

46

47

48

49

50

Jul-18

Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19

YTD
19/20

83.9%

83.0%

80.5%

79.8%

84.5%

79.6%

77.2%

74.3%

72.8%

77.1%

81.2%

79.9%

Trend

2) Performance by Provider

Indicator

Percentage of patients admitted, discharged or transferred out
within 4 hours of arrival in the dept.

West Hertfordshire
Hospitals NHS Trust

Target

95%

AS08R

Apr-19 May-19

YTD
19/20

81.2%

80.5%

79.9%

Royal Free London NHS
Foundation Trust

AS08U

Apr-19 May-19

YTD
19/20

83.9%

85.0%

86.1%

Luton & Dunstable
University Hospital

AS08W

Apr-19 May-19

YTD
19/20

97.4%

98.8%

*

Provider Position:
WHHT
Confirmed position for May 2019 is 79.9%. A summary with details of current performance and improvement actions for WHHT can be found on page 8.
RFL
The Trust as a whole achieved 86.1% in May. Barnet Hospital achieved 79.9% in May with a slight increase to 80.3% in June. Assessment times at Barnet
Hospital have decreased and the percentage of patients seen in UCC has increased. Admissions volumes are stable. There is inconsistent delivery of A&E
performance due to A&E workforce vacancies (middle grade doctors and skilled nurses) and flow into the department. The issue of workforce will be
raised with the Trust at the QRM in order to understand the action being taken to resolve the issues.
The RFL is continuing to focus on streaming patients through to UCC, reviewing how the UCC is functioning and the re-direction away from A&E. Mental
health patients continue to spend too long in the department and work continues with local mental health providers in the redesign of pathways.
LDHUFT
The Trust remained compliant against the national target in April, however at the time of this report the Trust’s May position was unconfirmed.
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8. WHHT 4hr Performance Summary
The below table sets out the WHHT A&E 4hr Performance;

Indicator

Percentage of patients admitted, discharged or transferred out
within 4 hours of arrival in the dept.
Trolley waits in A&E no longer than 12 hours

West Hertfordshire
Hospitals NHS Trust

Target

Apr-19 May-19

YTD
19/20

95%

AS08R

81.2%

79.9%

80.5%

0

AS06R

0

0

0

Performance
WHHT are not currently meeting the 95% national target. Overall for May, A&E performance has deteriorated from 81.2% to 79.9%. This is also a decline
from this time in 2018 (86.1%). Although WHHT have not met the trajectory they have maintained a position of zero patients nursed in the corridor and
there is a committed focus on improvements for 2019/20.
WHHT Actions
Significant work is underway with system partners in developing the Urgent Care Strategy, which includes the development of the Urgent Treatment
Centre (UTC) model across the organisation, together with ambulatory care pathways for both medical and surgical patients. Whilst commissioners have
extended the GP service (DLH) in A&E, DLH have now served notice to cease provision from 5th October. The GP Federations in HVCCG have been asked
whether they would take on the service and the CCG currently waits for their feedback.
The Trust has developed an overall A&E Improvement Plan which is being presented to the Trust September Board along with associated trajectories. The
plan will be shared with the CCG and progress against the plan will be monitored at SRG.
The Trust’s surge plan has been reviewed by SRG to allow greater protection of assessment capacity at times of high in-patient demand.
Health & social care actions
• On-going issues with care capacity throughout the month, causing issues with discharges.
• IDT working with In-Reach to identify service users appropriate for DH2A pathway and referring to all appropriate providers
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9. Delayed Transfers of Care (DTOC) WHHT
% Performance & Attributable Cause
36
Ref.

Indi ca tor

37

38

39

Ma r-18 Apr-18 Ma y-18 Jun-18

40

41

42

43

44

45

46

47

48

49

Jul -18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Ja n-19 Feb-19 Ma r-19 Apr-19

50
May-19

-

No. of Del a yed Tra ns fers of Ca re - WHHT Tota l (da ys )

1273

870

906

937

909

855

1033

728

786

749

775

660

579

628

767

WH%

No. of Del a yed Tra ns fers of Ca re - WHHT % (Ta rget 3.5%)

6.0%

2.7%

3.6%

6.5%

4.4%

3.7%

4.4%

3.4%

3.8%

4.2%

2.5%

3.4%

3.1%

3.1%

3.0%

WHHe

No. of Del a yed Tra ns fers of Ca re - WHHT Hea l th (da ys )

623

431

456

555

507

427

633

409

360

326

354

325

324

330

302

WHSo

No. of Del a yed Tra ns fers of Ca re - WHHT Soci a l (da ys )

644

439

427

358

386

420

392

319

204

262

217

157

99

108

187

WHBo

No. of Del a yed Tra ns fers of Ca re - WHHT Both (da ys )

6

0

23

24

16

8

8

0

222

161

204

178

156

190

278

Performance:
WHHT reported a DTOC position of 3% for May, the fifth consecutive month of compliance and an indication of the health and social care system working
collaboratively to improve patient flow. The health delay days set out in the above table include self funded patients waiting for privately funded packages of care
and may therefore remain dependent upon local authority (LA) support to access care.
In May, DToC patients used 767 bed days, the equivalent of 24.7 beds. LOS MDT meetings continue, twice a week, with participation from IDT, surgery and a
representative from HVCCG. All patients with a LOS over 100 days in May have now been discharged.

June Update
Due to an increasing number of NWB and neurology patients waiting for rehabilitation beds, a deterioration in DToC performance has been seen. In response,
HVCCG commissioned the following additional capacity;
• 5 NWB beds at Queensway
• 5 Neuro-rehab beds
The June 2019 DToC performance has been confirmed at 6.3%.
WHHT Actions:
• Embedding of ‘Fresh Eyes’ rounds to review DTOCs, Medically Optimised (MO), stranded and super stranded patients
• Proactive joint system working to support patient flow
• Increasing rate of discharges earlier in the day
HVCCG Actions:
• Pathway 3 process for those patients with a positive CHC checklist has been refined with CCG senior nurse oversight to compliment existing DH2A and D2A
9
model
• CCG senior nurse attending WHHT LLoS meeting weekly

10. Delayed Transfers of Care (DTOC) HCT
Performance & Attributable Cause
-14
Ref.

-

Indicator

No. of Delayed Trans fers of Care - HCT Total (days )

-13

-12

-11

Mar-18 Apr-18 May-18 Jun-18

-10

-9

-8

-7

-6

-5

-4

-3

-2

-1

Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19

0
May-19

597

673

331

394

519

495

402

444

472

345

352

500

352

199

389

13.0%

10.5%

6.1%

10.4%

12.6%

10.4%

8.6%

7.8%

7.9%

5.2%

7.6%

8.7%

4.3%

5.1%

10.5%

HCHe No. of Delayed Trans fers of Care - HCT Health (days )

411

317

185

289

351

295

238

204

208

138

220

317

220

137

303

HCSo No. of Delayed Trans fers of Care - HCT Social (days )

186

356

146

105

168

200

161

226

264

200

132

116

132

58

86

0

0

0

0

0

0

3

14

0

7

0

67

0

4

0

Community Hos pitals - % of NHS (Health) bed days los t due to
HCTDToC%
delayed trans fer of care (Target 5%)

HCBo No. of Delayed Trans fers of Care - HCT Both (days )

Performance:
HCT recorded 10.5% health DToCs in May, an increase of 5.4% from April, against the target of 5%. This is due in part to increasing numbers of NWB
patients, with increasing lengths of stay.
Provider Actions:
• Internal daily assurance calls increased back up to 5 days a week from 3.
• There has been a change in the member of staff leading on the call. HCT Deputy General Manager for inpatients will be dialling into the calls to review
the level of check and challenge being provided
• Focused work in community inpatient units continues to improve patient flow as well as manage the cause of the delays
HVCCG Actions:
• Weekly CCG led DToC telephone calls to review all DToCs and action plans; CCG providing support where required
• Patient tracker implemented, detailing patient level discharge plan and actions
• Dedicated e-mail address for patient specific queries and authorisation of extensions to 19 day pathway
• NWB beds have been re-commissioned in care homes to reduce the impact on IMC waits
• CCG led assurance calls have increased from weekly to twice weekly
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11. Long Length of Stay Reduction Action Plan
Throughout 2019/20 the number of long stay bed days in WHHT is expected to reduce by 50% (from March 2018 baseline). The table
below shows the 19/20 trajectory and actual figures, up to and including w/e 11th August 2019;

Baseline

w/e Sun w/e Sun w/e Sun w/e Sun w/e Sun 05 w/e Sun w/e Sun w/e Sun w/e Sun w/e Sun w/e Sun w/e Sun w/e Sun w/e Sun
07 Apr 19 14 Apr 19 21 Apr 19 28 Apr 19 May 19
12 May 19 19 May 19 26 May 19 02 Jun 19 09 Jun 19 16 Jun 19 23 Jun 19 30 Jun 19 07 Jul 19

130

Actual

w/e Sun
14 Jul 19

w/e Sun
21 Jul 19

w/e Sun
28 Jul 19

w/e Sun w/e Sun
04 Aug 19 11 Aug 19

86

86

86

85

85

84

84

84

83

83

82

82

81

81

81

80

80

79

79

87

84

71

93

74

74

81

83

92

71

75

81

81

72

69

69

76

82

70

•

IDT continuing to support pre-12pm discharges by sending out daily reports to support early discharges the following day

•

The Discharge Working Group oversees the work with key wards to increase the use of the Patients' Lounge in the ‘earlier discharges’
work stream

•

The Discharge Assessment Review Team (DART) will walk the wards to assess all over 21 day LOS patients. This commenced on 5th
August

•

Patient Flow Manager post has been recruited to and will have joined the team by September 2019. The post will lead on SAFER, R2G,
the Discharge Patient Tracking List and data analysis to further inform patient flow improvements

•

Weekly progress reports are provided to the CCG’s System Resilience Team and the overall performance against plan will occur at the
monthly SRG
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12. Access: RTT Performance
1) HVCCG Performance (All HVCCG patients regardless of where they are receiving treatment)
36
Indi ca tor

37

38

39

Ta rget Ma r-18 Apr-18 Ma y-18 Jun-18

Percenta ge of i ncompl ete pa thwa ys wi thi n 18 weeks for
pa ti ents on i ncompl ete pa thwa ys

41

42

43

44

45

46

47

48

49

Jul -18

Aug-18 Sep-18

Oct-18 Nov-18 Dec-18 Ja n-19 Feb-19 Ma r-19 Apr-19

50
May-19

92%

85.4%

85.9%

86.4%

85.4%

85.9%

85.0%

83.8%

84.7%

85.5%

84.5%

85.1%

86.3%

85.9%

84.1%

85.9%

0

59

60

63

111

118

114

108

83

77

54

38

24

2

4

5

99%

99.7%

99.7%

99.7%

99.6%

99.8%

99.6%

99.1%

98.9%

98.7%

99.0%

99.2%

99.5%

99.6%

98.7%

98.0%

Number of pa ti ents wa i ti ng more tha n a yea r for
trea tment (Incompl ete pa thwa ys )
Percenta ge of pa ti ents wa i ti ng 6 weeks or l es s for a
di a gnos ti c tes t

40

2) Performance by Acute Provider
IAF
Ref.

Indicator

AS01

Percentage of incomplete pathways within 18 weeks for patients on
incomplete pathways

AS05

Number of patients waiting more than a year for treatment
(Incomplete pathways)

AS06

Percentage of patients waiting 6 weeks or less for a diagnostic test

Source: NEL Commissioner/Provider Dashboard

West Hertfordshire Hospitals NHS
Trust

Target

Apr-19 May-19

YTD
19/20

Royal Free London NHS Foundation
Trust

Trend

Apr-19 May-19

YTD
19/20

Luton & Dunstable University Hospital

Trend

Apr-19 May-19

YTD
19/20

92%

AS01R

80.3%

82.6%

82.6%

AS01U

*

*

0.0%

AS01W

91.2%

91.6%

91.6%

0

AS05R

2

3

N/A

AS05U

*

*

N/A

AS05W

0

0

N/A

99%

AS06R

99.8%

99.8%

99.8%

AS06U

96.3%

93.0%

94.6%

AS06W

99.4%

99.4%

99.4%

Trend

Provider Reported Position:
• WHHT remains non-compliant against the national target of 92% (local target agreed as 90%) and reported 82.6% in May, an improvement from the April
position. June’s performance shows a further improvement at 84.2%. Performance is also improved from this month in 2018.
• At the end of June there were 4 patients whose waiting time exceeded 52 weeks at WHHT; all of these patients chose to delay their treatment until later
on in the summer and have now been given new dates (figure in May was 3 patients). A further breakdown of the WHHT performance can be found on
the following page (page 13).
• As previously reported RFL are not submitting confirmed RTT performance data due to accuracy concerns , therefore there is no validated data reported
in the above table. However some information has recently been received but caveats remain around accuracy and should be taken as a guideline only.
The Trust has reported a RTT position of 74.1% for June with a total of 16 patients waiting over 52 weeks for treatment, the majority of patients
requiring surgery at Barnet Hospital for specialities such as orthopaedic, ENT and Maxillofacial. To ensure patient safety remains paramount at this time
the Trust is completing a monthly Clinical Harm Review report which is shared with commissioners. Further information has been requested from the
Trust regarding the plans for these patients.
• At Trust level in June 2019, L&D is achieving 91.1% against the Operational Standard of 92% for patients on the Incomplete pathway. Specific to HVCCG
patients, there were a total of 148 patients that tipped over 18 weeks against all reported specialties in June. Discussion is in progress between Trust and
HVCCG regarding RTT support and recovery. The Trust has already indicated that it would appreciate support for the specialties of Urology and
12
Ophthalmology.

* denotes no data available for this period

13. RTT Performance Summary - Continued
Performance:
WHHT is making month on month improvement in their RTT performance and this is being driven by continued good performance in medicine and
women’s and children departments. Good progress is being made in the Surgery, specifically within the general surgery and urology divisions. This
improvement has continued into July.
WHHT has developed an RTT Improvement Plan which is waiting approval from the WHHT Board in September. Once approved the CCG will receive it and
reporting schedule will be agreed.
WHHT is also achieving the NHSE directive that the Trust’s waiting list is no higher at the end of 2019 than it was at the beginning of the year.
HVCCG Actions:
• In order for HVCCG to achieve the constitutional target of 92% by March 2019 a RTT Improvement Project Lead has been recruited and commenced at
the CCG in August
• The Project Lead will develop a HVCCG Improvement Plan focussing on how the CCG can boost performance to 92% by utilising local NHS services
• Discussions are already taking place with L&D regarding how they can assist and contact is also being made with Bucks and ENHT
• A full update will be provided to the Performance Committee in October regarding the actions being taken and the progress made
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14. Cancer Overall Performance – all HVCCG
patients
IAF
Ref.

36
Indi ca tor

CA01 Al l Ca ncers - two week wa i t
CA02

Two week wa i t for brea s t s ymptoms
(where ca ncer not i ni ti a l l y s us pected)

37

38

39

Ta rget Ma r-18 Apr-18 Ma y-18 Jun-18

40

41

42

43

44

45

46

47

48

49

50

Jul -18

Aug-18 Sep-18

Oct-18 Nov-18 Dec-18 Ja n-19 Feb-19 Ma r-19 Apr-19 May-19

93%

92.7%

90.4%

93.2%

91.4%

92.7%

93.0%

91.3%

91.7%

92.6%

94.5%

93.9%

92.8%

92.4%

90.9%

93.2%

93%

86.9%

80.0%

89.0%

90.8%

93.1%

93.6%

96.2%

95.4%

94.5%

93.6%

94.0%

89.6%

87.4%

87.6%

93.5%

Percenta ge of pa ti ents recei vi ng fi rs t defi ni ti ve trea tment
CA03
wi thi n 31 da ys of a ca ncer di a gnos i s .

96%

98.5%

96.2%

97.0%

96.0%

96.8%

93.9%

97.0%

93.9%

94.7%

96.0%

96.1%

96.6%

96.3%

97.6%

98.0%

31 Da y s ta nda rd for s ubs equent ca ncer trea tments CA04
s urgery

94%

90.3%

96.3%

100.0%

85.7%

97.0%

100.0%

86.8%

93.2%

95.3%

100.0%

95.3%

95.0%

96.7%

94.1%

92.0%

98%

96.7%

100.0%

98.9%

100.0%

98.9%

99.0%

100.0%

96.2%

99.0%

100.0%

99.1%

100.0%

98.1%

98.8%

98.9%

94%

95.8%

93.1%

89.3%

95.6%

95.0%

93.3%

98.7%

98.9%

97.7%

100.0%

96.3%

100.0%

96.5%

93.6%

100.0%

85%

86.5%

85.8%

82.9%

77.7%

81.8%

84.3%

88.9%

78.0%

82.1%

77.2%

77.6%

72.6%

82.6%

76.6%

82.3%

90%

100.0%

70.0%

88.9%

83.3%

94.7%

100.0%

95.0%

93.5%

78.3%

88.9%

80.0%

82.4%

85.7%

100.0% 100.0%

-

90.9%

96.6%

69.2%

92.3%

82.4%

71.4%

80.0%

75.0%

76.2%

86.4%

73.9%

84.0%

78.3%

70.8%

31 Da y s ta nda rd for s ubs equent ca ncer trea tments a nti ca ncer drug regi mens
31 Da y s ta nda rd for s ubs equent ca ncer trea tments CA06
ra di othera py
Al l ca ncer 62 da y urgent referra l to fi rs t trea tment wa i t
CA07
(Actua l )*
62 da y wa i t for fi rs t trea tment fol l owi ng referra l from a n
CA09
NHS ca ncer s creeni ng s ervi ce
CA05

62 da y wa i t for fi rs t trea tment for ca ncer fol l owi ng a
CA10
cons ul ta nt's deci s i on to upgra de the pa ti ents pri ori ty

72.7%

Performance:
The HVCCG performance for May 2019 is compliant in 6 of the 8 cancer waiting times, an improvement from the April position. Non-compliance relates
to 31 day standard for subsequent surgery at 92%(target 94%) and all 62 day urgent referral from GP referral at 82.3%(target 85%).
Provider Action/s: (See overleaf)
HVCCG Actions:
• WHHT Cancer Improvement Action Plan will be presented to the September Board meeting. The Improvement Plan will be the subject of the Deep
Dive at the October HVCCG Performance Committee
• RFL were requested to develop actions and timescales to improve cancer performance and a copy of their improvement plan is now routinely shared
with the CCG
• The CCG leads bi-monthly Cancer Action Group and Cancer Development meetings
• Progress will be monitored at the Trust’s Cancer Group and the CRM, which HVCCG attends
Risk & Assurance:
Patients are not seen within agreed timescales potentially impacting on patient outcomes. The CCG continues to ensure robust actions are in place to
improve performance with all providers and where breaches have occurred.
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15. Cancer Performance Summary - WHHT
I AF
Re f.

I ndi ca tor

CA01 Al l Ca nce rs - two we e k wa i t
CA02
CA03
CA04
CA05
CA07
CA09
CA10

Two we e k wa i t for bre a s t s ymptoms
(whe re ca nce r not i ni ti a l l y s us pe cte d)
Pe rce nta ge of pa ti e nts re ce i vi ng fi rs t de fi ni ti ve tre a tme nt
wi thi n 31 da ys of a ca nce r di a gnos i s .
31 Da y s ta nda rd for s ubs e que nt ca nce r tre a tme nts s urge ry
31 Da y s ta nda rd for s ubs e que nt ca nce r tre a tme nts a nti ca nce r drug re gi me ns
Al l ca nce r 62 da y urge nt re fe rra l to fi rs t tre a tme nt wa i t
(Actua l )*
62 da y wa i t for fi rs t tre a tme nt fol l owi ng re fe rra l from a n
NHS ca nce r s cre e ni ng s e rvi ce
62 da y wa i t for fi rs t tre a tme nt for ca nce r fol l owi ng a
cons ul ta nt's de ci s i on to upgra de the pa ti e nts pri ori ty

We s t
He rtfords hi re
Hos pi ta l s NHS

Ta rge t

Apr-19

Ma y-19

93%

CA01R

91.3%

93.0%

93%

CA02R

87.4%

94.1%

96%

CA03R

99.4%

96.7%

94%

CA04R

100.0%

94.7%

98%

CA05R

100.0%

100.0%

85%

CA07R

76.7%

83.2%

90%

CA09R

100.0%

100.0%

-

CA10R

63.6%

80.0%

Performance:
The WHHT cancer performance for June indicates that the improvement reported in May has not been sustained. The Trust was non- compliant in three
cancer metrics in June compared to the May position of only one area of non compliance. Non-compliance in June relates to 2ww all cancers (92.5%),
2ww breast symptomatic (90.8%), 62-day wait from GP referral (79.9%) and 62 day screening (64.7%). June’s activity indicates the most common reason
for breaches is the lack of outpatient capacity which includes diagnostics and OPA capacity. The number of administrative errors that had previously been
reported have reduced. In June, the breast symptomatic is non-compliant with 132 compliant referrals and 12 breaches, all the result of patient choice
to delay/defer appointments.
Inter Trust Referrals (ITR) remain a challenge. WHHT is improving the ITR form to ensure that all information is included first time (and not rejected)
causing delays with tertiary centres.
Provider Actions:
Submission of Cancer Improvement Plan, by tumour site and standard specific to the WHHT RTT and Cancer Programme Board in July. The Plan is being
presented to the WHHT Board Meeting in September 2019. Specific focus is on breast, 2ww dermatology, lung, lower GI (LGI) & urology. It has been
agreed with WHHT that a copy of that plan will be subject to a Deep Dive presentation at the October CCG Performance Committee.
There has been a significant increase quarter on quarter for 2ww referrals with an increase of 300 + for July 19. Key specialties impacted are skin, LGI and
urology. WHHT is working towards developing capacity to meet demand putting in place additional clinics.
Urology clinics continue to struggle due to a number of factors which include significant and sustained increase in referrals, capacity at tertiary centres
and the Joint Oncology Clinic (JOC). However a new Urology Consultant started on 1st July and therefore it is hoped that this will make a positive impact.
The Prostate Cancer Pathway Manager is due to start in September
LGI has seen an increase in referrals due to FIT (faecal immunochemical test) screening (blood in stool) and further investigations are occurring to
understand this. New consultants are starting in the summer /autumn for Urology, UGI and LGI
Cancer Informatics are now providing metrics on a weekly basis in order to support capacity planning to facilitate the first OPA in the first week
15areas
The 2ww CWT is non- compliant with 114 breaches out of 1518 attendances. The average number of referrals since April 2018 is 1508/month. The
with the highest number of breaches were: Skin 34 LGI 36

16. Cancer Performance Summary - ENHT
IAF
Indi ca tor
Re f.
CA01 Al l Ca nce rs - two we e k wa i t
CA02
CA03
CA04
CA05
CA06
CA07
CA09
CA10

Two we e k wa i t for bre a s t s ymptoms
(whe re ca nce r not i ni ti a l l y s us pe cted)
Pe rce nta ge of pa ti e nts re ce i vi ng fi rs t de fi ni ti ve tre a tme nt
wi thi n 31 da ys of a ca nce r di a gnos i s .
31 Da y s ta nda rd for s ubs e que nt ca nce r tre a tme nts s urge ry
31 Da y s ta nda rd for s ubs e que nt ca nce r tre a tme nts a nti ca nce r drug re gi me ns
31 Da y s ta nda rd for s ubs e que nt ca nce r tre a tme nts ra di othe ra py
Al l ca nce r 62 da y urge nt re fe rra l to fi rs t tre a tme nt wa i t
(Actua l )*
62 da y wa i t for fi rs t tre a tme nt fol l owi ng re fe rra l from a n
NHS ca nce r s cre e ni ng s e rvi ce
62 da y wa i t for fi rs t tre a tme nt for ca nce r fol l owi ng a
cons ul ta nt's de ci s i on to upgra de the pa ti e nts pri ori ty

Ea s t & North
He rtfords hi re
NHS Trus t
Apr-19 Ma y-19

Ta rge t

93%

CA01W

95.9%

95.6%

93%

CA02W

88.7%

92.7%

96%

CA03W

93.5%

94.9%

94%

CA04W

96.8%

80.0%

98%

CA05W

98.2%

97.8%

94%

CA06W

96.9%

98.3%

85%

CA07W

80.3%

75.2%

90%

CA09W

81.8%

100.0%

-

CA10W

48.0%

80.6%

Performance:
EHNT achieved compliance in 3 of the 8 cancer waiting times in May
and 4 areas of compliance in June. The June non-compliance relates
to 31 day first definitive treatment (91.9%), 31 day subsequent
treatment (78.9%), 62 day from urgent GP referral (75.5%) and 62
day screening.

Provider Actions:
• ECIST support continues with second phase of work reviewing MDT processes and further demand and capacity planning. The Cancer Support Unit is
supporting the Trust with RCA work;
• Work continues with IMAS (Interim Management and Support) to further improve the high impact tumour site recovery plan, scrutinise MDT process
and undertake demand and capacity modelling for histopathology
• Through key forums such as cancer board, cancer steering group and access board, governance, oversight and escalation is in place to maintain grip
and control to deliver compliance going forward.
• Capacity challenges continue with specialist treatments e.g. Brachytherapy
• Cancer Support Unit completed the deep dive analysis for all breaches
HVCCG Action/s:
• HVCCG review the progress against the recovery plans and continue to work with the lead commissioner to ensure actions support improved
outcomes for HVCCG patients
• HVCCG is also in discussion with ENHT to ensure that the CCG has greater visibility of all plans in place
Risk & Assurance:
• NHSI approved action plan and trajectories with progress monitored at the Trust’s Cancer Group and the CRM, which HVCCG attends
• A RAG assessment has taken in account factors likely to impact on the Trust’s ability to deliver clinical strategy objectives. Cancer Services Division has
the greatest degree of delivery challenge, primarily due to the role that other organisations play in its pathways, its dependency on multiple
organisations and known estate risks and issues on the Hillingdon site.
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17. Cancer Performance Summary - RFL
IAF
Indi ca tor
Ref.
CA01 Al l Ca ncers - two week wa i t
CA02
CA03
CA04
CA05
CA06
CA07
CA09
CA10

Two week wa i t for brea s t s ymptoms
(where ca ncer not i ni ti a l l y s us pected)
Percenta ge of pa ti ents recei vi ng fi rs t defi ni ti ve trea tment
wi thi n 31 da ys of a ca ncer di a gnos i s .
31 Da y s ta nda rd for s ubs equent ca ncer trea tments s urgery
31 Da y s ta nda rd for s ubs equent ca ncer trea tments a nti ca ncer drug regi mens
31 Da y s ta nda rd for s ubs equent ca ncer trea tments ra di othera py
Al l ca ncer 62 da y urgent referra l to fi rs t trea tment wa i t
(Actua l )*
62 da y wa i t for fi rs t trea tment fol l owi ng referra l from a n
NHS ca ncer s creeni ng s ervi ce
62 da y wa i t for fi rs t trea tment for ca ncer fol l owi ng a
cons ul ta nt's deci s i on to upgra de the pa ti ents pri ori ty

Roya l Free
London NHS
Founda ti on
Apr-19 Ma y-19

Ta rget

93%

CA01U

88.4%

90.1%

93%

CA02U

88.1%

90.9%

96%

CA03U

95.6%

97.3%

94%

CA04U

88.3%

93.9%

98%

CA05U

100.0% 100.0%

94%

CA06U

100.0% 100.0%

85%

CA07U

85.6%

74.0%

90%

CA09U

92.1%

95.1%

-

CA10U

79.3%

93.1%

Performance:
The Trust achieved compliance in 5 of the 8 cancer waiting times in June which
is an improvement on the May position. 2ww: performance was 88.4% for April
and mainly caused by Easter/bank holidays. Performance for this metric has
since improved and the June position is 91.9%. 2ww breast performance has
deteriorated for June at 88% from 90.9%.

Provider Action/s:
• A Cancer Recovery Action Plan has been developed by the Trust, by tumour site and target. Progress against the plan is shared with HVCCG at the monthly
performance meetings.
• Breast symptomatic: The Trust is working with some GPs who refer the largest proportion of patients to the Trust to raise the awareness that this is a 2ww
target.
• 31 Day: Theatre access and performance continue to improve, May - 97.34% and June increased to 97.7%.
• Upper GI: Performance has since increased to 94.26% for June. The team have been working with the endoscopy bookings to ensure templates provide
enough information to plan capacity and provide extra consultant resource if needed.
• Clinical Nurse Specialist (CNS) team directly book onto endoscopy lists and ops lead work closely with the endoscopy manager to ensure sufficient lists are
allocated.
• Lower GI RF: Experienced an increase in referrals as RF are the only site in NCL to still be offering direct First2Follow-up (F2F) bookings. This impacts on
ability of offer patients an appointment within 2 weeks. Appointment system has now changed and all pts are initially booked into a straight to test
appointment and then triaged to F2F in not appropriate for STT. Referral numbers have reduced as a result.
• RFL also ensure that all patients are offered appointments for all sites where two week wait clinics are run to ensure that patients have equality of access
and flexibility on day and time of appointment; this often reduces the risk of DNA and patient choice breach. However, still experienced a higher than
usual volume of patients requesting to be booked outside of the two week threshold for their urgent referral.
HVCCG Action/s:
• The Chair of the Cancer Partnership Group will convene a monthly Cancer Outcomes Group to review the cancer outcomes for the Trust by tumour site
and pathway
• Clinical and operational leads will be held to account for delivery of improvement plans including RCA analysis and clinical harm reviews (CHR).
• The Cancer Outcome Group will identify and escalate any issues relating to reporting patient outcomes and experiences.
• Improvements and learning will be shared across all cancer pathways. RCA and CHR will be presented at the Trust’s 62 Day Assurance Group.
Risk & Assurance:
17
Progress will be monitored at the Trust’s Cancer Group and the CRM, which HVCCG attends.

Locally Developed Performance
Standards

18

19. The Community Health and Eye Care (CHEC)
CHEC have been providing the service since 7th January 2019 from a GP practice site in each locality and accredited Optometry sites. Below are the
LQRs as reported by CHEC, they are performing well against most targets to date.
46

47

48

49

50

Target

Jan-19

Feb-19

Mar-19

Apr-19

May-19

100%

100%

100%

100%

100%

100%

Percentage of referrals that have completed clinical triage with onward navigation within 2 working
days of receipt

90%

100%

100%

100%

100%

100%

Percentage of referrals requiring onward referral to secondary care sent by ERS by the provider
(excluding direct listing)

90%

94%

95%

96%

96%

95%

Percentage of discharge summaries electronically sent at the point a patient is finally discharged
from the integrated Service, to GP Practices within 5 working days of discharge. Electronic discharge
could be an email or a transfer direct onto the GP computer system; The discharge summary must be
comprehensive including an ongoing management plan and the circumstances under which the
patient should be referred. A recognisable clinician is responsible for the management plan

80%

100%

100%

100%

100%

100%

Percentage of urgent referrals which were offered an appointment (face to face) within 2 weeks of
triage of referral

90%

N/A

13%

20%

N/A

N/A

Percentage of routine referrals which were offered an appointment (face to face) within 6 weeks of
receipt of referral

90%

74%

57%

41%

29%

31%

Ensure that Herts Valleys IFR Policies and low priority threshold process is adhered to

100%

100%

100%

100%

100%

100%

Percentage of prescription requests at the time of discharge which adhere to the formulary.
Minimum of 14 days’ supply is required at the time of discharge

100%

100%

100%

100%

100%

100%

01:01.3

1:01

1:01

1:07

1:08

1:09

Percentage of appointments by service that have been cancelled by the provider – first contact

5%

1%

2%

0%

0%

0%

Percentage of appointments by service that have been cancelled by the provider – follow up
contacts

5%

0%

0%

0%

0%

1%

100%

*

100%

100%

100%

100%

Indicator

Referrals to the service must be electronic and use the NHS E-Referral System (ERS) where
appropriate

First to follow up ratio

GP advised of suspected cancer referral within 24 hours

CHEC are currently performing well. The
two areas of underperformance relate
to LQR 6 & 7 regarding waiting time
targets. These are currently not being
met for all patients. All routine patients
(GP & Optometrist referred) are being
seen within the 6 week time frame.
Transfer patients from acute providers
are also included in this report and may
not require to be seen within 6 weeks
however are currently included within
this dataset and are bringing the
performance levels down. CHEC has
been asked to show the waiting times
for routine and transfer patients as two
separate lines to ensure reporting is
more meaningful and allows for scrutiny
at CQRM. Some referrals are received as
urgent but downgraded to routine after
triage. This has also affected the
reporting for waiting times but will be
corrected in future months.
Please note that the metric regarding
the % of urgent referrals which were
offered an appointment is marked as
N/A as no urgent referrals were
received for those months.
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Source: CHEC Report

20. The Community Health and Eye Care (CHEC)
Provider Action/s:
There are no capacity issues within the service. A large number of transfer patients from previous community and acute providers are being seen
within the CHEC service. CHEC has organised weekend clinics at St Albans and Watford hospitals and additional staff have been recruited in order to
cope with the demand.
HVCCG Action/s:
• HVCCG BI team are working with CHEC data to reconcile the differences in the over performance of the service. This exercise has been completed
and a meeting with CHEC to go through the findings is taking place in September. A key objectives of this exercise will be to agree a confirmed
minimum dataset and reporting structure.
• On-going discussions with local provider trusts regarding the transfer of commissioned activity to CHEC. Transfers from WHHT between AprilAugust 2019 is now complete. Transfer activity from L&D has been halted since April due to confusion in the cancellation of appointments for
patients by the trust. This has now been resolved and CHEC will start booking in L&D transfer patients from September.
• Performance of the service continues to be reviewed at the monthly CRMs.
Risk & Assurance:
• Agreement on the transfer of post-cataract surgery follow ups from Moorfields Eye Hospital has been challenging due to pre-existing
arrangements between the trusts and local optometrists. This is being addressed contractually. Transfer of post cataract activity with LDHUFT has
been agreed.
• GPs may send some referrals directly to the acute providers therefore the CCG may not see the shift of activity from acute providers. Referral
Alerts are being set up on the hospital PAS systems in order to prompt referrers to use the correct referral route.
• The transfer of activity from acute providers to the community was based on a phased shift of 40%, 60% ,75% over years 1, 2 and 3 respectively
however due to intensive work with secondary care the majority of the transfers are now expected to be completed in year 1. This will result in
significant over activity in Year 1. This will continue to be closely monitored by both CHEC and HVCCG to ensure that the service can respond to the
increase in demand.
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21. Communitas – Community Ear, Nose and
Throat (ENT) Service
Below sets out the performance of the ENT service from March 2019;

Ref.

Indicator

48

49

50

Target

Mar-19

Apr-19

May-19

ENT27

Referrals to the service must be electronic and use the NHS E-Referral System (ERS) where
appropriate

80%

100%

100%

100%

ENT28

Percentage of referrals that have completed clinical triage with onward navigation within 2
working days of receipt of urgent (USC) outcomes and 3 working days for routine referrals

95%

93%

33%

11%

ENT29

Percentage of referrals requiring onward referral to secondary care sent by ERS by the
provider (exlcuding direct listing)

95%

66%

78%

73%

ENT30

Percentage of GP advice and guidance requests (via eReferral system / email / phone)
responded to within 2 working days for requests with recognisable clinician responsible for
advice

100%

100%

100%

100%

ENT49

First to follow up ratio

0.90

0.04

0.14

0.16

ENT51

Percentage of DNA’s

5%

6%

10%

9%

ENT55

Number of red flag referrals sent to appropriate specialty without delay

100%

*

*

100%

ENT56

GP advised of suspected cancer referral within 1 working day

100%

*

*

100%

ENT57

Percentage of patients referred and then triaged directly to secondary care

TBC

8%

*

12%

Source: Herts Valleys Community ENT Service - Activity Monitoring Spreadsheet
* denotes no activity for this month

Performance:
The ENT service commenced on the 4th January 2019
following a procurement process. All LQRs are
meeting contractual targets apart from LQR28,
LQR29 and LQR51.
LQR28 – It has been agreed to split this LQR into 2
parts to show performance against the number of
referrals triaged and the number of referrals that
have completed onward navigation. This new format
of reporting will be available from September data
onwards and will mean more meaningful reporting
and scrutiny.
LQR 29 – The non compliance against this metrics
relates to WHHT audiology referrals only, which is
currently not available via ERS. Assurance has been
received by the CCG that 95% of onward referrals to
secondary care is being achieved. Exception
reporting will occur from Communitas for any
referral other than audiology.
LQR51 – Communitas have recruited additional
administrative staff to focus on managing
appointments i.e. sending reminder texts
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22. Communitas - Community ENT Services
Provider Actions:
The number of new referrals has now stabilised. There is still disparity between referrals and the triage process which has been discussed with
Communitas at the CQRM. The 1st to follow ratio is lower than expected, but appointment capacity is improving with increasing staffing levels and more
available appointment slots. Waiting times are high ( between 6-8 weeks) but as referrals have steadied, Communitas is reviewing their capacity.
Communitas will be attending a patient network development session in October 2019 in order to inform patients of the service and obtain their
feedback in order to further improve the service.
HVCCG Actions:
Monthly CRMs are in place to monitor KPI performance for contract term regarding Year 1 with a rebasing exercise undertaken in June 2019.
Reconciliation has been completed and has shown a negligible difference between Commissioner and Provider figures and was a successful exercise.

Risks and Assurances :
Quality Team representation at CRM is essential to monitor any quality impacts in the service. A clinical audit was carried out on 29th June 2019, a paper
is being present to Commissioning Executive on 12th September 2019 setting out the recommendations and actions from this audit. A Quality Assurance
Visit has also been scheduled for Q3.
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23. HealthHarmonie - Dermatology
The Community Dermatology Service commenced on the 21st January 2019, following an open market procurement process.
The below sets out the KPIs the service is being measured on;

Performance:
HealthHarmonie are achieving 4 out of 7 metrics however are non compliant in LQR3, LQR4 and LQR7.
LQR3 – Improvements have been made in performance in May however a deterioration to 40% has been reported in June. Discussions are currently occurring
regarding the clarification of the role of the One Stop Shop for a Dermatology setting. Discussions are occurring across the STP and may transpire to be tailored
for patients with a suspicion of cancer only.
LQR4 –HealthHarmonie are not currently in a position to report the number of appointments offered with 6 weeks and therefore have reported on the number
of patients seen with 6 weeks. This is negatively impacting performance however from the available information, it appears HealthHarmonie have capacity to
offer 95% of patients an appointment within 6 weeks.
LQR7 A key area for development is out of hours clinics which the provider is working on establishing from June 2019, in line with contractual requirements.
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24. HealthHarmonie – Dermatology (cont)
Provider Actions
•
The Advice and Guidance (A&G) is now live in Herts Valleys CCG and allows the referrer to access specialist advice from HealthHarmonie’s Clinical
Dermatology team
•
A Referral Assessment Service (RAS) went ‘live’ on 28th August and will allow HealthHarmonie to review the Clinical Referral information (CRI)
without the need for an appointment. HealthHarmonie dedicated dermatology triage team will then assess the CRI from the GP/Referrer, decide
on the most appropriate clinical pathway which may be just giving A&G rather than an appointment
•
The provider is now working on establishing out of hours clinics and exploring the use of non face to face appointments, where appropriate thus
reducing the needs of face to face appointments
HVCCG Actions
•
The CCG undertook a triaging audit which identified that a proportion of activity was being accepted by HealthHarmonie with little to no
information regarding treatment that had already been attempted in primary care.
•
The referral form has been amended to ensure sufficient information is captured and available for HealthHarmonie to triage to A&G using the
new RAS
•
Work has started on a detailed 6 month evaluation of the pilot which is due to be completed in September
•
Data issues are now largely resolved
Risks and Assurance
•
Capacity is not in place to deal with volumes of community suitable activity
•
Overall referrals from GPs increase significantly due to additional capacity and less is managed in primary care
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25. HUC 111 Performance
The below table sets out the HUC 111 performance for May 2019:
36
8

Indicator

Target

37

38

39

40

41

42

43

44

45

46

47

48

49

50

Mar-18 Apr-18 May-18 Jun-18

Jul-18

Aug-18 Sep-18

Oct-18 Nov-18 Dec-18

Jan-19

Feb-19 Mar-19 Apr-19 May-19

111a

Total Number of Calls Offered to 111 call centre

-

35,483

30,492

31,701

29,534

30,641

28,176

27,180

28,580

29,998

35,711

32,489

30,963

32,093

31,713 31,691

111b

Percentage of Abandoned Calls after 30 seconds

5%

6.4%

3.4%

3.2%

3.1%

5.0%

4.1%

2.7%

2.8%

2.4%

3.5%

3.4%

4.7%

3.1%

2.9%

4.0%

111c

Average Time to Answer Call (Seconds)

60

75

47

42

39

64

52

41

39

39

53

49

68

48

43

45

111d

Total Number of Calls Answered

30,550

27,476

28,524

26,914

27,441

25,268

25,042

26,360

27,836

33,001

30,242

28,445

30,260

29,485

29,368

111f

Percentage of Calls Triaged

81%

79%

83%

82%

84%

84%

84%

84%

86%

84%

84%

86%

84%

85%

83%

111g

Percentage of Ambulance Dispatches

7.6%

7.1%

7.8%

7.9%

7.8%

7.7%

7.7%

8.0%

8.9%

8.7%

8.8%

8.1%

7.8%

8.2%

8.2%

111h

Percentage Advised to Attend A&E

0

1532

1806

1798

2014

1662

1656

1429

1342

1132

842

587

534

502

406

111i

Percentage Advised to Make an Urgent GP Appointment in Practice
Hours

25%

26%

24%

25%

27%

27%

28%

28%

28%

30%

29%

29%

28%

28%

28%

111j

Percentage Booked in to GP Out of Hours Service

46%

45%

42%

42%

40%

42%

40%

38%

38%

44%

41%

40%

40%

42%

36%

111k

Percentage Not Recommended to Attend Another Service

10%

9%

9%

9%

9%

9%

8%

9%

9%

8%

8%

8%

8%

9%

9%

111l

Percentage of Calls Closed as Self Care

4%

4%

5%

5%

5%

5%

4%

4%

4%

4%

4%

4%

4%

4%

4%

10%

Source: HUC IQPR Metrics Report
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26. HUC - 111 Assurance
Performance:
• Average time to answer calls (60 seconds): For the month of May the service achieved the target for average time to answer calls at 45
seconds against a 50 second target.
• Percentage of abandoned calls was met in May 2019 at 4% against a 5% target.
The 111 service received 31,691 and answered 29,368 calls for May 2019. The service has seen an upward trend in the volume of calls
received since February 2019. The service is currently aiming towards 95% of calls being answered within 60 seconds. The service achieved
81.6% for May 2019.
Provider Action/s:
• HUC has provided the CCG with an impact assessment regarding the current metric relating to the average time to answer calls
changing to 60 seconds per telephone call. HUC’s assessment was reviewed and indicates that at the current time no further resource
is required as there is already capacity within the service to absorb any impact without a detrimental impact.
• Re-Modelling of the rota to meet demand and capacity
• Meetings with telephony provider to check cross site working and routing of calls.
• Monitor break usage and productivity of all Health Advisors
• Detailed analysis of the incoming call influxes and patterns.
HVCCG Action/s:
• To continue to monitor the progress of 111 delivery through routine monthly CRMs.
Risk & Assurance:
• Ongoing monitoring through monthly contract review meetings which includes feedback from key sub groups including stakeholder
engagement and quality.
• HUC have been asked to provide an ‘assurance’ statement to the Hertfordshire CCGs to ensure the local service will not be affected
regarding the expansion of HUC’s site at Welwyn Garden City which is undergoing building development to accommodate service
delivery for the new contract in West Essex. Correspondence between the CCGs and HUC has taken place accordingly and the CCGs are
currently reviewing responses given in order to form a view on overall assurance.
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27. HUC - OOH Performance
The below table sets out the HUC OOH performance for May 2019;
36
Indicator

OOH 1

Total Number of Cases (Out of Hours Calls)

OOH 2

37

38

39

Target Mar-18 Apr-18 May-18 Jun-18

-

40

41

42

43

44

45

46

47

48

49

50

Jul-18

Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19

Feb-19 Mar-19 Apr-19 May-19

12,510

11,065

10,940

9,838

9,822

8,656

9,493

9,199

10,234

13,547

11,596

10,841

12,093

11,597

11,840

Percentage of Cases Resolved Through Advice Only

41.9%

34.0%

31.7%

33.6%

36.1%

31.7%

27.9%

30.6%

32.6%

35.3%

38.1%

38.0%

34.5%

36.3%

34.5%

OOH 3

Percentage of Cases Advised to Come to Centre

63.2%

50.3%

54.2%

53.0%

50.1%

54.2%

57.2%

55.2%

53.9%

51.0%

47.4%

50.0%

52.9%

49.0%

46.3%

OOH 4

Percentage of Cases Booked as Home Visits

14%

12%

12%

11%

11%

12%

13%

12%

11%

11%

12%

9%

11%

13%

13%

OOH 5

Percentage of Cases Where No Advice Given (Patients either refuse
appointment or did not attend)

3%

4%

2%

2%

3%

2%

2%

2%

2%

2%

3%

3%

2%

2%

6%

OOH 6

Urgent Home Visits Undertaken Within 2 Hours

95%

84.5%

89.5%

85.0%

87.6%

88.0%

90.6%

92.1%

94.7%

89.6%

89.5%

86.2%

93.4%

92.3%

82.7%

91.8%

OOH 7

Routine Home Visits Undertaken Within 6 Hours

95%

85.2%

89.0%

85.4%

90.2%

90.1%

90.3%

94.8%

94.2%

94.3%

90.5%

91.4%

93.2%

92.6%

87.8%

86.5%

OOH 8

Urgent Consultations Undertaken Within 2 Hours (Base F2F)

95%

82.0%

82.7%

80.9%

86.7%

81.4%

83.1%

85.5%

86.8%

87.1%

80.5%

83.4%

81.5%

82.3%

89.5%

91.4%

OOH 9

Routine Consultations Undertaken Within 6 Hours (Base F2F)

95%

91.3%

95.2%

97.1%

96.7%

97.0%

97.7%

98.4%

98.9%

98.5%

94.9%

98.1%

96.0%

97.6%

95.6%

97.1%

Source: HUC IQPR Metrics Report
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28. HUC - OOH Assurance
Performance:
Home Visiting ( 95% target )
•
Performance against the target for urgent visits within 2 hours was not met in May at 91.8% (target 95%) however, this shows a 9.4% increase in
performance when compared against April performance. June performance shows a further increase to 92.8%
•
Routine visits within 6 hours target was not met in May with performance being 86.5% against a target of 95%. This was a decrease of 1.3% when
compared to April at 87.8%. June performance shows a further decrease to 85.8%
Base Face to Face Consultations ( 95% target )
•
Urgent consultations within two hours achieved improved performance from 89.5% in April to 91.4% in May. June performance shows a drop to
83.1%
•
Routine consultations within six hours remains compliant in May and June achieving 97.1% and 97.9% respectively.
GP Rota fill remains at 89% giving HUC a good cover across Hertfordshire. May 2019 has seen a slight improvement with the hours lost to lateness and
sickness. The service have inducted 3 GPs for May and 6 Urgent Care Practitioners started in June.
Provider Actions:
Daily meetings between management and resource team to address rota gaps. Rota is shared in advance to ensure clinicians can allocate themselves
shifts via the on line rota system /12 minute appointment blocks are built into all Tier 1 bases.
•
All breaches are investigated on a daily basis to identify any reasons why the breach may have occurred and to enable HUC to prevent future
breaches for similar reasons.
•
Rota fill is looked at on a daily basis, this ensures sufficient resources are added to have a good visiting cover across Hertfordshire.
•
Participation in OOH Deep Dive workshops occurred in May/June 2019 to support CCG assessment of actions required to address historical
performance issues. A key learning arising from the workshops is to better understand demand verses capacity at HUC. One further workshop has
been scheduled for 19th September to discuss and work through next steps.
•
HUC has now developed an OOH improvement assurance Plan and progress against this is being monitored at the CQRM.
HVCCG Action/s:
•
HVCCG have developed a local monthly performance reports for HUC. Home visiting performance is 89.5% (6 hours) and 95.5% (2 hours). Base is
97.9% (6 hours) and 92.4 % (2 hours). CCG workshops in May/June has identified gaps in the service and the provider is committed to addressing
the issues identified to improve the visiting and come to base performance.
Risk & Assurance:
HUC continue to advertise vacancies for clinicians, (including NHS jobs, LinkedIn) and have recently registered to advertise through nurses.co.uk for
Advanced Nurse Practitioners and consultation nurses.
Buddy shifts take place promptly after clinicians have been inducted in a variety of base/visiting shifts so they can gain a variety of skills and expertise.
Additional buddy shifts are available for trainees if needed, to ensure they are fully compliant to work independently.
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29. Connect (MSK) Performance
The below table sets out the key performance metrics for the MSK service, Connect;
36
IAF
Ref.

Indi ca tor

37

38

39

Ta rget Ma r-18 Apr-18 Ma y-18 Jun-18

40

41

42

43

44

45

46

47

48

49

50

Jul -18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Ja n-19 Feb-19 Ma r-19 Apr-19 May-19

Percenta ge of referra l s tha t ha ve compl eted tri a ge wi th
Con1 (LQR 3)
onwa rd na vi ga ti on wi thi n 2 worki ng da ys

95%

85.0%

79.1%

95.8%

96.4%

96.0%

96.4%

94.7%

96.8%

95.9%

95.1%

97.1%

97.5%

95.8%

96.8%

97.2%

Percenta ge of referra l s tha t ha ve compl eted cl i ni ca l tri a ge
Con2 (LQR 4)
wi th onwa rd na vi ga ti on wi thi n 2 worki ng da ys

95%

96.5%

82.6%

90.6%

83.7%

61.2%

48.8%

56.6%

45.8%

50.1%

34.0%

73.3%

55.4%

89.2%

77.1%

97.0%

95%

50.4%

41.2%

52.8%

60.6%

51.9%

87.1%

67.8%

65.7%

55.9%

63.6%

79.0%

59.7%

91.7%

72.9%

75.0%

95%

74.5%

71.9%

66.4%

70.4%

66.5%

74.4%

76.9%

77.7%

73.5%

70.2%

92.4%

90.3%

80.3%

75.4%

68.3%

TBC

9.3%

13.1%

17.2%

21.2%

19.1%

14.2%

18.7%

16.1%

19.4%

32.5%

34.7%

29.3%

30.1%

25.4%

25.5%

5%

22.7%

31.6%

35.1%

33.8%

30.9%

40.8%

37.8%

44.5%

32.1%

45.3%

51.0%

46.2%

41.6%

28.7%

32.3%

Percenta ge of urgent referra l s whi ch were offered a fi rs t
Con3 (LQR 8)
a ppoi ntment wi thi n 2 weeks of recei pt of referra l
Percenta ge of routi ne referra l s whi ch were offered a fi rs t
Con4 (LQR 9)
a ppoi ntment wi thi n 4 weeks of recei pt of referra l
Percenta ge of di s cha rged pa ti ents who a re re-referred for
Con5 (LQR 10)
s a me condi ti on wi thi n 6 months
Percenta ge of pa ti ents whos e a ppoi ntments were
Con6 (LQR
ca ncel
27)l ed by the provi der who were then not offered a n
a ppoi ntment wi thi n 14 da ys of the ori gi na l a ppoi ntment
Number of red fl a g referra l s s ent to MDT pa thwa y wi thout
Con7 (LQR 30)
del a y
Con8 (LQR
GP a31)
dvi s ed of s us pected ca ncer referra l wi thout del a y
Percenta ge of pa ti ents referred a nd then tri a ged di rectl y
Con9 (LQR 33)
to s econda ry ca re by s ervi ce l i ne

100%

100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

100%

100.0%

*

TBC

11.4%

12.4%

100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
14.6%

13.7%

16.9%

13.1%

12.6%

13.9%

13.1%

12.8%

7.9%

12.6%

15.9%

15.8%

Source: Connect Contract Pack
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20.2%

30. Connect (MSK) Assurance
Overall, Connect are performing better that previous reports . Non compliance relates to LQR 3,4 and 6.
LQR3 & 4: Priority slots have been identified for patients in need of physiotherapy, rheumatology and CATS appointments. Connect continue to make use of
embargoed appointment slots to ensure that they have enough capacity to meet the level of urgent referrals and a revised rheumatology pathway is set to commence
from September. Connect report on individual service lines on a monthly basis and have improvement plans in place to address the underperformance in each of these
areas such as hand therapy. A Performance Improvement Plan is due to be presented at the next CQRM in September for discussion/approval. Connect continue to
recruit to vacancies although current gaps are backfilled by locums.
LQR6: Previous review of breaches has identified there is still an admin training issue regarding selection of correct cancellation reason, capturing offered appointments
and use of embargoed slots. Connect advised that if patients cancel by phone an alternative appointment can be booked at the same time where there is an available
slot. Connect have implemented further training for the admin staff however this continues to be a recurring theme. Connect have also introduced a Business
Champion to monitor and audit this metric in order to identify additional improvement actions.
HVCCG Actions
Reconciliation and rebasing - The Performance Improvement Plan been received from Connect. Following the rebasing of the contract and the £1.4 million
reinvestment to cover the remaining contract term, Connect have been requested to prioritise the following areas:
•
Outstanding pathways
•
Workforce
•
Post-Op Pathways
•
Waiting lists
•
Clinical Pathways
•
KPI Performance
•
Sub – Contract Management
In addition, there is a requirement that Connect produce a Communication and Engagement Plan. Work has already begun in this area, involving representatives from
Connect and HVCCG. An Engagement Plan has been drafted by the HVCCG Commissioning Lead which now requires populating with key dates/actions and promotional
events. This is linked to the development of a Year 2 CQUIN below focussed on improved education and engagement with primary care.
A revised set of LQRS have been agreed which are currently being varied into the main contract. Additional measures/reporting are in place to have sight of all PostOperative Physiotherapy through LQR reporting – these will be reported through the monthly Contract Review Pack.
July Data is reporting all Post Op Physio has been carried out within the agreed timescales and are 100% for procedures to be undertaken at week 2, 4 & 6 weeks.
CCG have requested weekly update of telephone call handlings and have good visibility of performance and updates are being provided to Primary Care when call
handling is particularly high. Call Handling has been as a KPI and will be reported through the monthly Contract Review Pack once a contract variation has been
completed. The latest position is showing a significant improvement - Jan 19 v Sept 19.
Risks and Assurance
•
Capacity gap remains an issue, however Connect has outlined a process of addressing this within this Performance Improvement Plan.
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31. Millbrook Wheelchair Services
The below table sets out the key performance metrics for Millbrook Wheelchair Services
IAF
Indicator
Ref.
Waiting Times from referral to assessment - Referral triaged and appointment
offered: 2 working days - urgent
Waiting Times from referral to assessment - Referral triaged and appointment
MB2
offered: 2 working days - routine
Waiting Times from Prescription to provision of wheelchair - Low need (Standard
MB3
equipment) - 1 week
MB1

36

37

38

39

40

41

42

Target Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18

43
Oct-18

44

45

Nov-18 Dec-18

46
Jan-19

47

48

Feb-19 Mar-19

49

50

Apr-19 May-19

90%

*

*

*

*

*

*

*

*

*

*

100.0% 100.0% 100.0%

92.0%

97.1%

90%

91.0%

*

*

*

*

*

*

*

*

*

99.0%

99.0%

93.0%

86.7%

91.0%

90%

32.0% 100.0% 47.0% 100.0% 66.0%

25.0%

35.0%

0.0%

4.2%

0.7%

0.0%

14.0%

42.2%

31.7%

25.3%

90%

66.0% 100.0% 65.0% 100.0% 100.0%

93.0%

67.0%

57.0%

32.0%

88.0%

34.0%

65.0%

44.2%

25.5%

44.0%

90%

73.0%

77.0% 100.0% 100.0% 100.0%

61.0%

57.0%

40.0%

77.0%

21.0%

38.0%

40.0%

47.5%

44.1%

90%

100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

92.0%

76.0%

92.0%

80.0%

89.0%

68.2%

76.2%

83.8%

90%

58.0%

96.0%

67.0%

73.0%

65.0%

98.0%

86.0%

96.7%

93.5%

90%

100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

95.8%

100.0% 100.0%

90%

45.0%

49.6%

50.2%

MB10 Equipment Servicing (PPM) - 95% of Power Chairs serviced at least annually.

95%

100.0% 100.0% 100.0%

MB11 Equipment Maintenance & Repairs - 95% first-time-fix rate

95%

80.0%

MB4
MB5
MB6
MB7
MB8
MB9

MB12

Waiting Times from Prescription to provision of wheelchair - Medium need (Complex
equipment) - 6 weeks
Waiting Times from Prescription to provision of wheelchair - High need (Complex
manual or powered equipment )- 8 weeks
Waiting Times from Prescription to provision of wheelchair - Specialist need (Highly
complex powered equipment) - 15 weeks
Waiting Times for collection of equipment no longer required - 90% of all equipment
collected within 5working days of receipt of request.
Responsiveness to calls for requests for repairs, collections, Out of Hours (OOH)
Repairs - Emergency: 24 hour helpline available
Responsiveness to calls for requests for repairs, collections, Out of Hours (OOH)
Repairs - Routine: Within 3 Working Days

98.0%

89.0%

52.0%

78.0%

85.0% 100.0% 97.0%

55.0%

89.0%

86.0%

93.0%

75.0%

60.0%

*

*

*

86.0%

89.0%

85.0%

82.0%

61.0%

62.0%

39.0%

42.0%

31.0%

60.0%

75.9%

100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
91.0%

90.0%

75.0%

80.0%

n/a

Equipment Maintenance & Repairs - Out of hours: 100% of Emergency repairs within 4
100% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
hours of receiving call.

87.0%

89.0%

89.0%

82.0%

90.0%

100.0% 100.0%

Source: Herts WCS Report
* denotes no activity for this month
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79.0%

32. Millbrook Wheelchair Services
Performance
• MB3 Performance against this metric is at 25.3% for May; this is a decrease from the April position of 31.7%. June performance declined to 24.1%
however early indications are that July has improved to 62.6%
• MB4 Performance against this metric is at 44% for May; this is an improvement from the April position of 25.5%. Performance appears to drop again
for June, at 41.4%, however early indications are that July has improved to 79.2%
• MB5 Performance against this metric is at 44.1% for May; this is a decrease from the April position of 47.5%. June performance has increased to
47.8% and early indications are that July has shown further improvement to 62.2%
• MB6 Performance against this metric is at 83.8% for May: this is an increase from the April position of 76.2%. Performance appears to drop in June to
78.8% and early indications are that July shows a further decrease to 78.3%
• MB9 Performance against this metric is at 75.9% for May; this is an increase from the April position of 50.2%. Performance appears to drop in June to
69.9% and early indications are that July shows a further decrease to 63.7%
• MB11 Performance against this metric is at 79% for May; this is a decrease from the April position of 89%. June performance has increased to 83%
however early indications are that July has dropped to 82%
Provider Actions:
Millbrook have been focussing on their recruitment and resource plan; key headlines are:
•
•
•
•

Band 7 Wheelchair Therapist has been recruited
Band 7 Occupational Therapist has been recruited (bank) to enable more complex appointments
Clinical lead has been recruited (internal appointment)
External Resource in place o Sunrise booked every Friday to end of September – additional 36 clinic appointments
o Recare booked for 8 days in August – additional 40 handovers
o Consolor booked an additional 5 days in August – minimum of 15 appointments expected
o Peripatetic OT works extended days 2 days per week – minimum of 4 additional clinics per week (16 additional clinics in August)

GP Practice visit have also been planned by Millbrook and updates on this are expected in the October CQRM as part of a Deep Dive presentation.
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33. Millbrook Wheelchair Services (continued)
HVCCG Actions
• CPN meetings are in place and continue monthly
• Clinical quality audit was undertaken in July 2019; the visit took place over a period of 2.5 hours and during this time x2 clinic appointments were observed.
The visiting team found the appointments to be well led, caring, safe and effective. It was encouraging to note that of all of the cases reviewed during the
visit, all had either received/attended appointment or a clinical risk review had been completed in accordance with the providers revised processes and
schedule of audit.
• Comprehensive demand and capacity plan has been completed and the findings are now being scrutinised
• Contracting and BI teams are conducting reviews of the data processes with Millbrook
Risks and Assurances
• There is a risk that Millbrook do not have the required resources at a local level to prioritise activity within agreed timelines. To respond to this HVCCG have
formally asked for Millbrook Board assurances relating to RAP activity
• There is a risk that recruitment and retention management plans do not result in provision of a sustainable workforce – recruitment activity is being closely
monitored as part of RAP evidence base and will continue via CRM longer term – this will help ensure the needed contingencies are in place and effective
• Quality aspects of service delivery are monitored closely with attendance at relevant meetings from the CCG Quality Team.
• Complaints and serious incident reporting is being monitored and is being triangulated with performance information – current complaint levels are low
• Staff training is being monitored to ensure workforce development are being prioritised
• Review of CRM Terms of Reference has been completed to support effective contract management and governance
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34. Mental Health - Performance & Assurance
36
IAF
Ref.

Indicator

37

38

Apr-18 May-18

39

40

41

42

43

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

44

45

Nov-18 Dec-18

46

47

48

Jan-19

Feb-19

Mar-19

49

50

Target

Mar-18

Apr-19 May-19

Target

1170

504

749

1105

906

1100

804

1000

945

800

1048

920

900

850

1060

Actual

989

778

860

777

847

724

747

1042

1202

740

909

1172

1409

925

1200

MH02 IAPT Recovery rate (Local Data)**

50%

52.5%

56.1%

52.3%

51.3%

56.0%

52.0%

57.4%

59.1%

57.2%

50.8%

55.0%

55.3%

53.0%

52.6%

50.4%

The proportion of people that wait 6 weeks or less from referral to entering
MH03 a course of IAPT treatment against the number of people who finish a
course of treatment in the reporting period.

75%

98.4%

97.9%

99.1%

99.5%

99.3%

99.4%

98.8%

99.1%

99.1%

97.9%

91.5%

95.2%

95.1%

92.5%

90.6%

The proportion of people that wait 18 weeks or less from referral to entering
MH04 a course of IAPT treatment against the number of people who finish a course
of treatment in the reporting period.

95%

100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

99.6%

99.9%

99.9%

100.0% 100.0%

66.7%

66.9%

65.6%

66.6%

67.6%

68.6%

67.8%

67.6%

68.8%

68.8%

52.2%

69.6%

69.3%

70.0%

69.4%

69.3%

98%

92.3%

72.4%

84.7%

88.9%

80.8%

62.7%

65.3%

83.3%

79.0%

82.3%

73.7%

81.9%

71.1%

54.7%

56.0%

MH01 IAPT Access Roll-out (Local Data) *

MH05 Estimated diagnosis rate for people with dementia (65 years+)

-

Routine referrals to the Community Mental Health team meeting 28 day wait

Performance
The two metrics that were non-compliant for both May and June for HVCCG were Adults and CAHMS routine referrals being assessed within 28 days. There
was a significant improvement in the IAPT access target from February, which has now continued through to May. HPFT therefore met their overall target for
Q1 2019.
Performance relating to Adult routine 28 day referral target remains non-compliant in May at 56%, the third month of deteriorated performance.
Provider and HVCCG Actions
HPFT’s action plan setting out how they will improve performance was presented to the Technical Meeting on 24th July and a further iteration at the Contract
Review Meeting on 22nd August. The action plan includes DNA management, operational performance, staffing, timeliness of appointments, follow up,
transformation and system leadership. The development of primary care mental health models within each CCG locality is also a key part of mitigating the
increasing demand in this area.
Risk and Assurance
Patients may not receive timely care and treatment and may subsequently suffer a deterioration in their mental health. Interim reports suggest that
performance has significantly improved for July and also for early August and HPFT have provided assurance that they are on track to deliver the agreed 34
trajectory of 85% for Q2.

35. Mental Health - Performance & Assurance
IAF Ref.

MH10

Indicator

Early intervention Psychosis (2 week Referral To Treatment)

36

37

38

39

40

41

42

43

44

45

46

47

48

49

50

Target

Mar-18

Apr-18

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

Apr-19

May-19

53%

68.4%

85.7%

73.3%

100.0%

90.0%

77.8%

50.0%

62.5%

84.6%

100.0%

63.6%

87.5%

78.8%

54.7%

92.3%

91.8%

100.0%

98.8%

88.2%

96.5%

100.0%

100.0%

98.3%

97.1%

98.6%

98.0%

96.5%

95.7%

93.8%

95.9%

97.3%

100.0%

97.4%

94.7%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

97.8%

97.6%

57.1%

52.4%

50.0%

82.4%

78.6%

100.0%

84.6%

90.5%

76.5%

77.3%

80.5%

73.7%

85.0%

53.9%

73.9%

70.0%

50.0%

57.1%

88.9%

88.9%

100.0%

66.7%

88.9%

66.7%

76.9%

75.0%

72.7%

81.8%

100.0%

100.0%

100.0%

100.0%

88.9%

100.0%

100.0%

100.0%

100.0%

100.0%

80.0%

100.0%

97.1%

90.0%

91.7%

87.5%

83.3%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

84.6%

100.0%

87.5%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

91.7%

100.0%

100.0%

100.0%

zero

83.3%

100.0%

80.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

70.2%

46.8%

55.9%

66.4%

83.2%

87.4%

76.0%

83.0%

79.9%

75.3%

28.4%

40.2%

31.3%

25.9%

22.1%

80.0%

50.0%

53.5%

66.2%

97.2%

93.9%

96.1%

93.4%

83.3%

77.8%

20.5%

43.5%

29.9%

23.5%

22.7%

Herts
CAMHS1

CAMHS referrals meeting assessment waiting time standards CRISIS (4 Hours)

95%
HVCCG

Herts
CAMHS2

CAMHS referrals meeting assessment waiting time standards - P1 (7
days)

75%
HVCCG

Herts
CAMHS3

CAMHS referrals meeting assessment waiting time standards TARGETED SERVICE (14 days)

85%
HVCCG

Herts
CAMHS4

CAMHS referrals meeting assessment waiting time standards TARGETED SERVICE (28 days)

85%
HVCCG

Herts
CAMHS5

CAMHS referrals meeting assessment waiting time standards ROUTINE (28 DAYS)

95%
HVCCG

Performance
CAMHS routine 28 days performance saw a very slight improvement from May to June at 22.73% although down from April at 23.53%. Overall for Q1 2019
HVCCG performance was at 22.98%.
Provider /HVCCG Actions
HPFT have developed an internal recovery plan for 2019/20 There is also a system wide demand and capacity assessment to agree the overall level of
capacity required across all CAMHS services. The contract conditions included a requirement that HPFT’s performance will improve consistently from the
current level to meet the 95% target by March 2020. A deep dive into this issue is being held at the September Quality/Performance Committees.
Risk and Assurance
Patients may not receive timely care and treatment and may subsequently suffer a deterioration in their mental health.
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36. Non Emergency Patient Transport Service
(NEPTS) - Performance & Assurance
Ref

Indicator

Target

36

37

38

39

40

41

42

43

44

45

46

47

48

49

50

Mar-18

Apr-18

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

Apr-19

May-19

LQR1a

Patient Line - 95% of all calls to be answered within 5 mins

95%

98%

99%

99%

99%

99%

98%

99%

99%

98%

98%

98%

99%

98%

97%

LQR1b

HCP Line - 95% of all calls to be answered within 2 mins

95%

97%

97%

97%

97%

96%

96%

97%

97%

96%

97%

97%

98%

95%

96%

LQR2

Arrival Time for Admission, Day Cases, Out Patient
Appointments - Patients shall arrive either on time or up to
60mins before the appointment.

90%

62%

66%

63%

63%

62%

64%

56%

59%

59%

63%

68%

70%

73%

72%

67%

LQR3a

Arrival Time for Renal Dialysis Clinic - patients shall arrive
either on time or up to 60mins before the appointment

90%

59%

62%

61%

65%

67%

55%

60%

65%

64%

64%

91%

98%

98%

85%

82%

LQR3b

Collection of Planned Discharges - patients will not miss
their dialysis treatment due to patient transport issues

100%

90%

100%

100%

100%

100%

100%

99%

100%

100%

100%

100%

100%

100%

100%

99%

LQR4

Collection Time - Day Cases, Outpatients, Transfers, PrePlanned Discharges and Renal Dialysis Clinic - Patients shall
95%
be collected no more than 60 minutes later than the planned
pick up time

68%

76%

77%

78%

76%

71%

64%

69%

64%

66%

75%

79%

76%

58%

53%

LQR5a

Collection Time - End of Life patients collected within 60
minutes of being made ready following a minimum 1 hour
notice period

95%

57%

46%

38%

75%

62%

69%

50%

56%

75%

53%

77%

67%

73%

29%

56%

LQR5b

End of Life patients collected within 90 minutes of being
made ready following a minimum 1 hour notice period

100%

71%

69%

38%

75%

69%

69%

90%

72%

80%

73%

85%

83%

87%

57%

69%

LQR6

Collection Time - 'On the day' Discharges - Patients shall be
collected within 90 minutes of the patient booked ready
time following a minimum of a one hour notice period

95%

69%

61%

61%

62%

60%

58%

53%

60%

67%

69%

76%

83%

76%

57%

60%

LQR7

Provider Avoidable Cancelled or Aborted Journeys -activity
lost through Provider cancelled/aborted journeys

5%

8%

2%

1%

1%

1%

1%

1%

1%

1%

1%

1%

1%

1%

1%

1%

Source: EEAST Dashboard
* denotes data not received

Performance:
• From 1st April 2019, it was agreed that EEAST would provide the transport for journeys being provided and paid for by Herts Valleys CCG
through the use of private crews – the exception to this were Mount Vernon journeys which were taken on by EEAST from 3 rd June. Since
EEAST took on the additional activity, their performance in April, May and June has declined from the levels that were being achieved at
the start of the year. EEAST have been addressing this and July’s performance has improved with every KPI indicator seeing the best
performance for the year to date.
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37. NEPTS (Continued)
Performance (continued)
•
It has become evident and acknowledged by both the CCG and EEAST that the contract as it stands is not deliverable in the current
format. Extensive CEO/CFO discussions are on-going and negotiations continue between the CCG and EEAST to agree the 19/20
contract both from a financial element and also KPI delivery.
Provider Actions
•
EEAST put in place earlier this year a dedicated PTS recruitment lead and implemented a 19/20 recruitment plan, which included
focusing on the use of social media platforms. This has started to have a positive impact, with Watford’s vacancy rate reducing from
49% in April to 38% in July – equating to 19 vacancies.
•
To bridge the shortfalls in staffing, vehicles and crews continue to be outsourced by EEAST.
•
Complaints received by NEPTS continue to be very low, running at a rate of 0.08% patient journeys.
•
EEAST undertaking a deep dive of End of Life (EOL) journeys for July and will be presenting this to the consortium in September. It has
been agreed that CCGs will be advised of all failed EOL journeys and the reasons why.
HVCCG Action/s:
•
On-going CEO/CFO discussions and negotiations with EEAST to agree the 19/20 contract - In delivering the consortium’s required
activity to an agreed set of thresholds and KPIs, whilst managing the financial costs/risks to all parties.
•
Development and performance of the service continues to be reviewed at the monthly CRM.
•
Daily calls occur with between HVCCG and EEAST to review capacity and resourcing.
•
Monthly locality meetings take place between EEAST, HVCCG and stakeholders, to ensure the issues for west Hertfordshire are
highlighted and actions taken to continue the development of collaborative working and improvement of patient experience.
•
Quality meetings arranged with EEAST to review KPIs, complaints and incidents as well as developing the appropriate strategies.
•
EEAST now providing exception reporting against each month’s KPI performance - the consortium are working with EEAST to develop
this, in order to ensure good quality and meaningful feedback and actions.
Risk & Assurance:
•
19/20 contract discussions and negotiations continue at CEO /CFO level – The objective is to agree a contract with agreed thresholds
and KPIs, which ensures the contract is financially stable and deliverable in meeting the needs of the consortium, patients and Trusts.
•
The NEPTS contract expires 31st December 2019, with an option of a 12 month extension. The negotiating of the 19/20 contract
37
includes the agreement to extend the contract.

Glossary
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39. Glossary
Acronym
2WW
A&E
ALOS
ANP
CAMHS
CAS
CATS
CDU
CHC
CHR
CMMT
CPN
CRM
CQRM
CT
DH2A
DNA
DTOC
ED
EDD
EEAST
ENHCCG
ENHT
ENT
ESD
GP
HCS
HCT
HPFT
HUC
HVCCG
IHCCT
IAPT
IMC
ITR
KPI
L&D

Full Title
Two Week Wait
Accident and Emergency
Average length of stay
Advanced Nurse Practitioner
Child And Adolescent Mental Health Services
Clinical Assessment Service (within HUC)
Clinical Assessment and Treatment Service
Clinical Decision Unit
Continuing HealthCare
Clinical Harm Process Review
Community Mental Health Team
Contract Performance Notice
Contract Review meeting
Contract Quality Review Meeting
Computed Tomography
Discharge Home to Assess
Did Not Attend
Delayed Transfer of Care
Emergency Department
Estimated Date of Discharge
East of England Ambulance Service Trust
East and North Clinical Commissioning Group
East and North Herts Trust
Ear, Nose and Throat
Early Supported Discharge
General Practitioner
Hertfordshire Community Services
Hertfordshire Community Trust
Hertfordshire Partnership NHS Foundation Trust
Herts Urgent Care
Herts Valleys Clinical Commissioning Group
Integrated Health and Care Commissioning Team
Improving Access to Psychological Therapies (programme)
Intermediate Care
Inter Trust Referral
Key Performance Indicator
Luton and Dunstable

Acronym
LA
LDB
LOS
MAU
MDT
MIU
MRI
MSK
NCL
NELCSU
NEPTS
NHS
NHSE
NHSI
OOH
Q1
Q2
Q3
Q4
QIPP
QRM
RAG
RAP
RFL
RTT
SLT
SSNAP
SOP
SPA
SRG
STAHFED
STP
SWCT
TIA
TUPE
UTC
WHHT

Full Title
Local Authority
Local Delivery Board
Length of Stay
Medical Assessment Unit
Multi-Disciplinary Team
Minor Injuries Unit
Magnetic resonance imaging
Musculoskeletal
North Central London
North East London Commissioning Support Unit
Non-Emergency Patient Transport Service
National Health Service
National Health Service England
National Health Service Improvement
Out of Hours
Quarter One
Quarter Two
Quarter Three
Quarter Four
Quality Innovation Productivity Prevention
Quality Review Meeting
Red, Amber, Green
Remedial Action Plan
Royal Free London NHS Trust
Referral to Treatment
Senior Leader Team
The Sentinel Stroke National Audit Programme
Standard Operating Procedure
Single Point of Access
System Resilience Group
A limited company consisting of 3 GP practices in St. Albans
Sustainability and Transformation Partnership
South West Community Team
Transient Ishcmeic Attach
Transfer of Undertakings (Protection of Employment)
Urgent Treatment Centre
West Herts Hospital Trust
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40. Better Care Fund
2016/17

2017/18

2018/19

Q1

Q2

Q3

Q4

Full Year Outturn

Q1

Q2

Q3

Q4

Q1

Q2

Q3

Q4

Plan

26,622

26,857

27,305

26,663

26,879

27,074

27,401

27,928

27,280

27,438

27,784

28,335

28,746

Actual

26,463

26,634

28,068

26,797

26,900

26,259

27,145

27,971

27,258

29,206

28,658

31,127

29,855

Plan

610

610

610

610

610

575

575

575

575

505

505

505

505

Actual

570

511

551

511

538

443

471

356

481

398

496

545

550

Plan

87%

87%

87%

87%

87%

85%

85%

85%

85%

86%

86%

86%

86%

Actual

86%

85%

85%

85%

85%

90%

90%

83%

86%

84%

83%

84%

84%

Plan

713

713

713

713

713

1,549

1,320

654

589

856

856

856

856

Actual

1,490

1,542

1,424

1,812

1,569

1,140

1,181

1,211

1,096

1,080

1,106

935

858

National Metrics

Non-elective admissions (General and Acute)*

Long-term support needs of older people met by admission to
residential and nursing care homes

Proportion of older people who were still at home 91 days after
discharge into reablement/rehab. services

Delayed transfers of care from hospital per 100,000 population*

Hertfordshire has seen a decreased rate in non-elective admissions over the last quarter. Although this does not yet meet the target of
28,746 admissions per 100k population, the improvement shows that we are on track. We have been tracking closely over the last quarter
and are confident that the increase seen in Q3 was due to winter pressures.
The rate of permanent residential admissions has increased in the last quarter. We have seen a lower level of capacity in the home care
market which continues to be a challenge and is likely to contribute to an increase in short-stay placements. The importance of ensuring that
resource is available to offer service users the most appropriate pathway for their needs is acknowledged by all partners in the health and
care system. Progress is being made to develop the capability to support people at home from a short stay perspective.
2018-19 has seen the proportion of older people who were still at home 91 days after discharge into reablement/rehab services remain
relatively steady around 83% throughout the year. This shows that while there have been no major stress points to significantly reduce
performance, we have not seen improvement towards the 86% target. The health and care system is committed to working in partnership to
ensure there is sufficient capacity to support service users at home. Both CCGs have been involved in the early stages of planning for
Hertfordshire’s support and reablement service retender, showing willingness to pool resources and use the new contracts as an opportunity
to provide joined-up care across the system.
Delayed transfers of care from hospital per 100k population shows a great improvement over the year, with Q4 reaching 858 delays per 100k
narrowly missing the target of 856 delays. There has been a general improvement in performance through grip and discipline of the
processes applied to the management of all medically optimised patients.

Forward Planner
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Executive Summary (1)
Financial Performance
Programme Budgets
Year to Date Spend
Year To Date Surplus
Forecast Outturn
Running Costs
Year to Date Spend
Year To Date Surplus
Forecast Outturn
Overall
Forecast Outturn
Year To Date Surplus
Cumulative Forecast
Risks & Mitigations
Net risk
Risk adjusted position

£300.61m
£0.950m
£914.97m

Better than plan
Better than plan
In line with plan

£3.855m
£0.001m
£11.570m

Better than plan
Better than plan
In line with plan

Breakeven
£0.950m
£8.438m

In line with plan
Better than plan
In line with plan

Nil
Breakeven

Underlying Position
2018/19 Closing Position £6.0m surplus
2019/20 Position
£4.0m surplus
QIPP
YTD Plan
YTD Actual
Full Year Plan
Forecast Outturn

£4.173m
£3.968m
£15.396m
£14.642m

Slightly under plan

Report for financial period ending 31st July 2019
Financial Performance
• At month 4 the CCG is reporting a surplus (expenditure less than available
resources) of £0.950m. It is forecast that the CCG will deliver to plan at the end
of the financial year.
• Within programme budgets, spend on acute services continues to report to
plan, with three months of activity data available and reviewed. The main
areas of underspend are in Mental Health and Community Services. CHC has
reverted to close to year-to-date plan.
• Running costs are reporting to plan.
• All areas are expecting to spend to plan by the end of the financial year to
deliver a forecast outturn of breakeven.
Risks and Mitigations
• The main risks identified at month 4 relate to activity pressures, including the
high level of emergency activity, and non-delivery of QIPP on the acute
contracts.
• The risks are assessed as being fully mitigated by non-recurrent and prior year
benefits.
QIPP
• QIPP performance is currently at 95.1% and this position is expected to be
reflected in year end performance. Under-delivery has been allowed for in
forecast figures.
• As stated above, there is identified risk to the QIPP requirement in acute
contracts.

Slightly under plan
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Executive Summary - Financial Duties
Description of Financial Duties

YTD Variance Forecast
RAG
Variance RAG

Target

RAG Explanation

1.To ensure expenditure in a financial year does not Position less than or
exceed the allocated budget.
equal to Plan

£926.40m

-£0.950m

£0.000

The CCG is reporting a YTD surplus and has a forecast breakeven equivalent to Plan

2.To ensure that the CCG’s revenue resource use on
Position less than or
administrative costs does not exceed the ‘running
equal to Plan
costs’ allowance

£13.30m

-£0.001m

£0.000

The CCG is reporting a YTD surplus and has a forecast breakeven equivalent to Plan

£924.79m

+£7.21m

£0.000

The CCG has drawn down slightly more (+2.39%) of YTD cash forecast. However,
additional allocations have been profiled later in the year, so it has only drawn
down 32.6% of the total cash available.

£4.596m

£0.000

£0.000

The CCG is holding its full contingency against unforeseen pressures.

+2%

+3%

The CCG meets its obligations with regard to the payment of non-disputed invoices
within contractual terms.

-£0.4m

£0.000

The CCG has underspent against budget due to the receipt of additional allocations
in month 4 and the need to identify additional schemes in year to a value of £1.5m
to match budget availability.

3.Maintain expenditure within the allocated cash
limit

Cash Drawdown less
than or equal to
ACDR

4. Ensure a minimum of 0.5% contingency is held as Greater than or
a Reserve
equal to 0.5%

5. Ensure compliance with the better payment
practice code (BPPC)

Greater than or
equal to 95% by
Number/Value

95%

6. Ensure compliance with Mental Health
Investment Standard

Spend more than or
equal to budget

£84.72m

7. Maintain capital expenditure within the
delegated limit from the Area Team

N/A

Notes:
As well as the financial duties required above, there are additional requirements relating to maintenance and submission of accounting records and bank accounts. The CCG is fully compliant in these
aspects and has submitted all financial returns required this year within the deadlines imposed by NHS England.
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Acute Commissioning
YTD MONTH 4

2018/19 Acute Commissioning Budgets
Application of Funds
MAIN TRUSTS
West Hertfordshire Hospitals
Royal Free London
Luton & Dunstable
East & North Hertfordshire
Buckinghamshire Healthcare
University College London
Royal National Orthopaedic Hospital
East of England Ambulance
Other Contracts
TOTAL ACUTE CONTRACTS
OTHER ACUTE

BUDGET

ACTUAL

£000

£000

ANNUAL FORECAST
VARIANCE
favourable /
(adverse)
£000

BUDGET

FORECAST

£000

£000

89,963
19,213
8,796
5,445
5,402
4,104
2,327
7,171
15,419
157,840

89,333
19,419
8,906
5,052
5,651
4,118
2,053
7,171
13,993
155,696

630
(206)
(110)
393
(249)
(14)
274
0
1,426
2,144

268,600
57,296
26,275
16,381
16,269
12,312
6,971
21,405
46,066
471,574

268,577
57,502
26,595
15,988
17,018
12,354
6,697
21,405
44,767
470,903

3,135

5,279

(2,144)

8,901

9,573

VARIANCE
favourable /
(adverse)
£000
23
(206)
(321)
393
(749)
(42)
274
0
1,299
671
0
(671)
0

Year to Date performance above is based on month 3 flex activity, together with an assessment of month 4 expected activity. The
values shown for West Herts Hospitals NHS Trust is for the main Acute contract and excludes Diabetes and Urgent Care.
Further information is included within the Acute Contracting and Finance Report.
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Non - Acute Commissioning
YTD MONTH 4
NON ACUTE COMMISSIONING
Mental Health
Community
Continuing Care
TOTAL NON ACUTE CONTRACTS

BUDGET
£000
28,253
25,918
17,252
71,423

ACTUAL
£000
27,865
25,666
17,219
70,750

VARIANCE
favourable /
(adverse)
£000
388
252
33
673

ANNUAL FORECAST
VARIANCE
BUDGET
FORECAST favourable /
(adverse)
£000
£000
£000
84,719
84,719
0
77,738
77,738
0
51,623
51,623
0
214,079
214,079
0

Mental Health:
In order to meet the CCG's obl i gati ons i n respect of the Mental Heal th Investment Standard
(mental heal th spend to grow by 0.7% more than other Programme spend), the enti rety of the
mental heal th budget needs to be spent. At month 4, there remai ns a shortfal l i n expendi ture
of £0.4m, as the i denti fi ed fi nanci al envel ope i s not currentl y matched by contractual and
other obl i gati ons for expendi ture. It i s i mperati ve that the CCG i denti fi es how best to uti l i se
these funds.
Community Services:
Communi ty Servi ces i s reporti ng an underspend year-to-date fol l owi ng the recei pt of a credi t
note agai nst performance i n one contract and the rel ease of pri or year benefi ts. These were
smal l i ndi vi dual l y but added to a more si gni fi cant val ue. These factors were offset, i n part, by
acti vi ty l evel s on some contracts, where there remai ns concern about acti vi ty l evel s. These
may need to be rebased. The resul tant cost pressures wi l l need to be matched thi s year by
non-recurrent measures and reserves, but any cost pressure wi l l be recurrent.
Continuing Care:
Conti nui ng care i s reporti ng cl ose to Pl an at month 4, from a reported underspend of £0.3m
at month 3 whi ch l ed from the rel ease of a pri or year benefi t. A further £0.3m non-recurrent
benefi t has been rel eased i n month 4. As a consequence, the run-rate i n CHC i s bei ng cl osel y
moni tored. The forecast outturn of breakeven i s sti l l anti ci pated, but thi s i s rel i ant on costs
and acti vi ty remai ni ng on Pl an.
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Primary Care Commissioning
YTD MONTH 4

PRIMARY CARE COMMISSIONING

Prescribing
Delegated Primary Care
Enhanced Services
Other Primary Care
TOTAL PRIMARY CARE

BUDGET
£000
25,888
26,623
3,098
4,989
60,598

ACTUAL
£000
25,851
26,624
3,096
4,990
60,561

VARIANCE
favourable /
(adverse)
£000
37
(1)
2
(1)
37

ANNUAL FORECAST

BUDGET
£000
77,694
79,867
9,287
14,960
181,808

FORECAST
£000
77,694
79,867
9,287
14,960
181,808

At month 4, Primary Care expenditure is reporting spend in line with plan.
•
Additional budget for Primary Care Network payments are included within Enhanced Services
•
Additional allocations have been received to fund Extended Access payments
•
Prescribing costs are close to budget and the profile of these has been matched to the national profile

VARIANCE
favourable /
(adverse)
£000
0
0
0
0
0
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Other Programme Costs
YTD MONTH 4
OTHER PROGRAMME COSTS
Better Care Fund
Patient Transport
Non Recurrent Programme
Other
TOTAL OTHER PROGRAMME

BUDGET
£000
3,847
1,279
1,182
2,254
8,562

ACTUAL
£000
3,847
1,221
1,099
2,157
8,324

VARIANCE
favourable /
(adverse)
£000
0
58
83
97
238

ANNUAL FORECAST
VARIANCE
BUDGET
FORECAST favourable /
(adverse)
£000
£000
£000
11,541
11,541
(0)
3,836
3,836
0
3,902
3,902
0
6,304
6,304
0
25,583
25,583
0

Other Programme Costs are reporting a Year-to-Date underspend of £0.238m. This is caused by an amalgamation of small
variances across services. Specific factors include:
• A reported underspend on Patient Transport, due to activity levels. However, the sustainability of this contract is being
reviewed, which may lead to a change in budget.
• An underspend on Non-Recurrent Programmes. The budget for admittance avoidance schemes is being reviewed in
advance of winter as part of the Systems Resilience Programme. However, this budget is expected to spend to plan by the
end of the year.
• Counselling is reporting an underspend, again due to activity levels. While there are efforts to commission services with
other providers, these have yet to come on line. Spend in this area contributes to achievement of the Mental Health
Investment Standard, so it is important that spend is in line with Plan.

8

Running Costs
YTD MONTH 4
RUNNING COSTS
Administration & Business Support
Assurance
Business Development
Ceo/ Board Office
Chair And Non Execs
Commissioning
Communications & Pr
Contract Management
Corporate Costs & Services
Education and Training
Emergency Planning
Estates And Facilities
Finance
Human Resources
Nursing Directorate
Performance
Primary Care Support
Executive Management Team
TOTAL RUNNING COSTS

BUDGET

ACTUAL

£000

£000

64
104
0
186
334
522
128
223
456
0
70
103
353
63
127
432
390
300
3,856

67
96
0
185
312
611
124
214
449
30
69
114
325
46
119
420
380
294
3,855

VARIANCE
favourable /
(adverse)
£000
(3)
8
0
1
22
(89)
4
9
7
(30)
1
(11)
28
17
8
12
10
6
1

ANNUAL FORECAST
VARIANCE
BUDGET FORECAST favourable /
(adverse)
£000
£000
£000
192
192
0
313
313
0
0
0
0
557
557
(0)
1,001
1,001
0
1,565
1,565
0
386
386
0
669
669
(0)
1,369
1,369
(0)
212
310
1,057
192
381
1,297
1,172
898
11,570

212
310
1,057
192
381
1,297
1,172
898
11,570

0
0
(0)
0
(0)
0
(0)
0
0

Commentary:
The CCG has received an allocation of £13.3m
to support the running costs of the CCG, also
referred to as the ‘Admin’ allocation. Against
this allocation, budgets have been identified
of £11.57m. As the CCG is due to ‘breakeven’,
the excess allocation has been transferred to
support Programme expenditure. However,
the use of Programme allocation is not
allowed to support Admin costs.
Running costs are costs not directly linked to
the provision of healthcare for the CCG’s
population. The costs are pay and non-pay
costs for staffing, plus some additional
infrastructure and professional charges.
Where pay costs can be linked to the
provision of healthcare, these costs have been
included within the Programme budget.
At month 4, running costs are reporting to
budget.
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Financial Position Analysis
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Risks & Mitigations
Commentary:
This table summarises the identified
risks for the CCG as at month 4.
The reported risks of £3.6m are mainly
potential underachievement of QIPP
schemes aimed at reducing emergency
activity.
For 2019/20 the contracting
mechanism for emergency activity
moved away from the traditional PbR
payments, which puts the
achievement of the quantified savings
at risk.
Available mitigations are relate to prior
year benefits and reserves.
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Underlying Position
OUTTURN
2019/20 Budgets - Source & Application
of Funds

BUDGET

FORECAST

£000

£000

VARIANCE
favourable /
(adverse)
£000

NONRECURRENT
SPEND
/INCOME
£000

REMOVE NONRECURRENT
ALLOCATIONS
£000

CLOSING
RECURRENT
POSITION
2019/20
£000

OPENING
FULL YEAR OTHER FULL RECURRENT
EFFECT OF
YEAR
POSITION
QIPP
EFFECTS
2019/20
£000
£000
£000

Revenue Resource Limit

926,541

926,541

0

(8,367)

0

918,174

918,174

APPLICATION OF FUNDS Programme
Acute Commissioning
Non acute Commissioning
Primary care Commissioning
Other Programme Costs
Total Commissioned Services

480,476
214,079
181,808
25,583
901,946

480,476
214,079
181,808
25,583
901,946

0
0
(0)
(0)
0

0
(255)
(3,111)
(5,001)
(8,367)

(1,000)
300
(1,500)
(2,096)
(4,296)

479,476
214,124
177,197
18,486
889,283

479,476
214,124
177,197
18,486
889,283

Running Costs

11,570

11,570

0

0

300

11,870

11,870

Reserves, Contingency & Provisions:
Contingency (0.5%)
Other Reserves & Provisions
Total Reserves

4,596
8,429
13,025

4,596
8,429
13,025

0
0
0

0
0
0

0
0
0

4,596
8,429
13,025

0

0

4,596
8,429
13,025

926,541
0

926,541
0

0
(0)

(8,367)
0

(3,996)
3,996

914,178
3,996

0
0

0
0

914,178
3,996

Total Applications
In-year Surplus / (deficit)

0

0

The underlying position is arrived at by removing expenditure and income assessed to be non-recurrent in nature e.g. one-off QIPP
savings and the full year effect of in-year investments.
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Resource Allocation & Budget Adjustments
2019/20 Running Cost Budgets
Application of Funds
Acute
Non Acute
Primary Care
Other Programme
Reserves
Planned Surplus
Sub-total Programme
Running Costs

TOTAL
IN MONTH
BUDGET
BUDGET
MONTH 3 MOVEMENT
£000
£000
480,476
0
212,265
1,814
184,094
(2,286)
25,583
0
12,422
603
0
0
914,840
131

TOTAL
BUDGET
MONTH 4
£000
480,476
214,079
181,808
25,583
13,025
0
914,971

11,570

0

11,570

926,410

131

926,541

Surplus carried forward

8,438

0

8,438

TOTAL RESOURCE LIMIT

934,848

131

934,979

Total In-year Resource Limit

The total programme allocation at month 4
is £913.23m (including delegated primary
care co-commissioning), with budget
(including reserves) of £914.97m. The
running cost allocation is £13.3m with
budget currently agreed at £11.57m.
There have been non-recurrent allocations of
£0.131m received in month 4, for Social
Prescribing and PHB Mentoring. This is
additional to the return of the £4m nonrecurrent risk share from 2018/19 and the
receipt of £3m in respect of Primary Care
extended access. There has also been £255k
received for Mental Health schemes.
The Surplus carried forward is not available
for draw down and is only included for
completeness.
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QIPP
TOTAL QIPP
Year to Date

Forecast

Plan

Actual

Variance

%
Achieved

Plan

Actual

Variance

%
Achieved

£m

£m

£m

%

£m

£m

£m

%

4.173

3.968

-0.21

15.396

14.642

-0.75

95.1%

95.1%

QIPP performance at month 4 is
reported as 95.1% of the year to date
plan and is forecast to be 95.1% of the
annual plan. There is a shortfall of
£0.75m, the impact of which is
included within the forecast financial
position.
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Cash & Balance Sheet
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Statement of Financial Position
Asset /Liability

Non-current assets:

31 July
2019

30 June
2019

31 May
2019

£000

£000

£000

0

0

Opening 31 March
2019
£000
0

0

Current assets:
Trade and other receivables
Cash and cash equivalents
Total current assets

2,795
1,387
4,182

3,458
950
4,408

2,381
315
2,696

3,478
381
3,859

Total assets

4,182

4,408

2,696

3,859

Current liabilities:
Trade and other payables
Provisions
Total current liabilities

(77,989) (75,807)
(3,967) (3,705)
(81,956) (79,512)

(77,080)
(3,581)
(80,661)

(73,461)
(3,460)
(76,921)

Non-Current Assets plus/less Net Current Assets/Liabilities

(77,774) (75,104)

(77,965)

(73,062)

Financed by Taxpayers’ Equity:
General Fund
Total taxpayers' equity:

(77,774) (75,104)
(77,774) (75,104)

(77,965)
(77,965)

(73,062)
(73,062)

Commentary:
The Statement of Financial Position at month
4 represents a point in time snap shot of the
CCGs balance sheet at 31st July 2019.
The table compares balances with the
previous month and to the closing position for
2018/19.
Balances reflect the relative timing of cash
drawdown, amounts payable and receivable
and reflects the impact from payment of
invoices and payroll. The most significant issue
is the amount of cash drawn and still left to
draw. The CCG should not hold significant cash
balances and times its drawings in line with
payments due, which depend on approved
invoices and payment runs. The trade and
other payables figure includes unvalidated and
disputed invoices, against which the CCG has
undrawn cash. As these are cleared, the value
of liabilities will reduce.
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Cash Drawdown
Opening Revenue Resource
Working Capital Movement
Allocations received in-year
Cash profiled for 2019/20

£000
919,151
(1,755)
7,390
924,786
Apr-19
£000

Forecast Drawdown including
Top Slice for Drugs
Actual drawdown
Actual top slice
Total
Difference

May-19
£000

Jun-19
£000

Jul-19
£000

75,050

71,550

73,550

74,050

69,000
5,520
74,520
530

65,500
6,148
71,648
(98)

74,000
5,988
79,988
(6,438)

69,000
6,259
75,259
(1,209)

Aug-19
£000
75,550

0
75,550

Sep-19
£000
75,550

0
75,550

Oct-19
£000
74,550

0
74,550

Nov-19
£000
75,050

0
75,050

Dec-19
£000
76,050

0
76,050

Jan-20
£000

Feb-20
£000

74,550

0
74,550

75,050

Mar-20 Unprofiled
£000
£000
82,809

0
0
75,050 82,809
Undrawn balance
Proportion remaining

Total
£000

21,427

924,786

0
21,427

277,500
23,915
301,415
623,371
623,371
67.4%

Amendments to Forecast Drawdown
Notes
1. The CCG did not draw its maximum cash availability in 2018/19 by £21.2m, so has a high level of Payables. It has therefore held this cash in reserve for a payables 'catch up'.
2. Additional allocations of £7,259k were received in month 3, which have been profiled to month 12.
3. Additional allocations of £131k were received in month 4, which has been profiled in month 12.
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Better Payments Practice
NHS

Jul-19
NON-NHS

TOTAL

Jun-19
TOTAL

Number of invoices
Percentage of target achieved in period

77%

97%

97%

97%

Value of invoices
Percentage of target achieved in period

99%

100%

99%

99%

Number of invoices
Percentage of target achieved cumulatively

94%

98%

98%

98%

Value of invoices
Percentage of target achieved cumulatively

99%

99%

99%

99%

The percentage of invoices paid within payment terms in May (15 days for NHS and 30 days for non NHS) was 97% by
number and 99% by value compared to a target of 95%.
The in-month performance for number of NHS invoices has fallen below the target of 95%, which has also impacted on the
cumulative performance for this area. This is as a result of 33 low value Non-Contractual Activity invoices missing the midmonth payment run by a few days.
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Short summary of paper

This paper highlights the potential risks to the health economy in the event of a no
deal Brexit and details the level of assurance related to each risk.

Recommendation(s)

The Board/Committee is being asked to:
Note the information provided.

Engagement with
patients/public/staff and
other stakeholders

The CCG EPRR lead is liaising with key providers (WHHT, HCT, HPFT and EEAST) via the LHRP
subgroup to establish current actions and mitigations to highlighted risks. We are also in the
process of liaising with smaller providers to ask for assurance in relation to their
preparedness for EU Exit.
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carers and our staff to contribute to and influence the work of Herts Valleys CCG.
Quality. We will commission safe, good quality services that meet the needs of the population, reducing
health inequalities and supporting local people to avoid ill health and stay well.
Transforming Delivery. We will work with health and social care partners to transform the delivery of care
through the implementation of “Your Care, Your Future”, the Strategic Review in west Hertfordshire and its fit
with the wider STP strategy, “A Healthier Future”.
Affordable & Sustainable Care. We will ensure that we fulfill our statutory duty to deliver a financially
sustainable and affordable healthcare system in west Hertfordshire.
Board Assurance Framework
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☐
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Risk that a March 2019 'no deal' Brexit scenario
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Data Protection
Impact
Assessment
(DPIA)
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Appendices

Appendix A – NHSE EU Exit Return

A report on this subject was submitted to the Board on 8 November 2018.

*Assurance levels – use this guide to identify the level of assurance indicated in the risk table above.
Level
Details
**N.B. The executive summary for this paper should explicitly point to the evidence to support the assurance level indicated. For
example:
Very high – Where in the report is the evidence is to support the current strong position & how it will be sustained?
High – Where in the report is evidence of what is being done to strengthen controls and mitigate the likelihood of this risk
materialising?
Medium – Where in the report is the evidence of what is being done to address gaps in assurance and how successful is this
action proving?
Low – Where in the report is a statement of the urgent actions planned to address the lack of assurance?

Very high

High

Medium

Low

Taking account of the issues identified in this report, the Board can take reasonable assurance that
the controls upon which the organisation relies to manage this risk are suitably designed, consistently
applied and effective.
Taking account of the issues identified in this report, the Board can take reasonable assurance that
the controls upon which the organisation relies to manage this risk are suitably designed, consistently
applied and effective. However, we have identified issues that, if not addressed, increase the
likelihood of the risk materialising.
Taking account of the issues identified in this report, whilst the Board can take some assurance that
the controls upon which the organisation relies to manage this risk are suitably designed, consistently
applied and effective, action needs to be taken to ensure this risk is managed.
Taking account of the issues identified, the Board cannot take assurance that the controls upon which
the organisation relies to manage this risk are suitably designed, consistently applied or effective.
Action needs to be taken to ensure this risk is managed.
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1. Executive Summary
The purpose of this report is to update the Board on the risks to the health economy highlighted by DHSC and
NHSE in relation to a “no deal” EU EXIT and to provide assurance that these are being appropriately mitigated.
The report will also update the Board in relation to the ongoing work which is being undertaken by the CCG to
prepare for a “no deal” EU Exit.
2.

Introduction
We are continuing to work with our system partners and the Local Health Resilience Group in order to mitigate
against potential “no deal” EU Exit risks. Following the renewed prospect of a potential “no deal” EU Exit on 31
October 2019, the Head of Corporate Support is progressing a number of actions to ensure organisational
preparedness in line with instructions from NHSE. We have also been asked to complete a return for NHSE
showing our own current levels of assurance, as well as those across the health system, in a number of different
areas. Please see this link for further details N:\Corporate Services\EPRR\EU Exit\20190814-EoE EU Exit Data
Collection Template V1_2.xlsm (hard copy available on request). The return which we recently completed
showed there was further work for the CCG to do in relation to:
 Potential increases in demand associated with the wider impact of a “no deal” EU Exit.
 Risk assessments of the potential impact of a “no deal” EU Exit on nursing homes
 Contingency plans to manage the failure of a care home provider(s)
 Planning in relation to food shortages
Current position
In relation to the above gaps in assurance, we know that the acute Trust have reviewed the potential impact
and revised their surge and escalation plans accordingly. The CCG needs to be confident that appropriate
processes and funding are in place to achieve effective commissioning of a reasonable number of additional
beds with care to support and we are looking into this at the moment. Following a conversation with the Senior
Leadership Team, processes are in place and it is likely that we will update our Winter Plan accordingly to
indicate appropriate assurance of this. The Head of Corporate Support is currently liaising with the Systems
Resilience team in relation to this.
Following consultation with local Trusts in relation to alternative menu planning in case of shortages of
particular food items, they have assured us that the provider used prepares food six months in advance and
freezes this. Therefore, there is sufficient time for contingency planning should there be a shortage of specific
food items. For this reason, we have change the assurance level for this risk from red to green since the report
was submitted to NHSE.
The care homes risks are proving a little more difficult to mitigate against. We have contacted all CHC providers
and most care homes have plans in place. HCC have led the response from other homes where HCC commission
care. There are some that have given minimal assurance and while we have asked for more assurance, some
care homes are proving very difficult to engage. The solely private homes with no contracts from us or HCC
won’t engage at all. Subsequently, we cannot declare assurance in this area currently as we don’t have
appropriate responses from all of the care homes. Care home assurance has been recognised by NHSE as a
regional issue generally and this was discussed both at a recent LHRP meeting and at the regional EU Exit
workshop on 16 September 2019 which was attended by the Head of Corporate Support and Head of
Governance. Following these discussions it has been suggested that we adopt a similar approach to those
nursing homes that have not yet provided appropriate assurance that we adopted with our smaller providers.
Therefore, we will be writing to them shortly, asking them to complete a relatively simple “tick box” exercise so
we can try to ascertain the overall level of risk in this area.
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In relation to other actions we have been asked to progress as part of the overall assurance process, an EU Exit
Team has now been put into place as requested by NHSE – membership is shown below. This team will be our
subject matter experts and will assist with the mitigation of risks in relation to EU Exit and help to ensure
business continuity throughout the process. The EU Exit SRO, the Head of Corporate Support / EPRR lead and
the Chief Executive all have access to a single point of contact email address where EU Exit information can be
sent.
HVCCG EU Exit team
Caroline Hall CFO / AEO / EU Exit SRO
Amanda Yeates Head of Corporate Support / EPRR Lead
Sarah Crotty Head of PMOT
Michelle Campbell Deputy AD of Primary Care & GP
Development
Louise Thomas AD or HR and ODL
Nicola Peters Head of Financial Planning & Performance
Trudi Mount Head of ICT & Estates / DPO
Tracey Pooley Head of System Resilience and Performance
James Olweny AD of Contracts &
Louise Manders Head of Programme Comms and EngagementPerformance
YCYF
Ed Knowles AD Health Integration
We are in the process of setting up a Hertfordshire EU Exit on-call rota for Directors. This will be in addition to
the existing on-call rota. We have arranged for a joint EU Exit rota with ENHCCG, meaning that both CCGs will
only need to cover the rota every other week. At the moment it is planned that this will run from 8 October
2019 until the end of March 2020, although the requirement to have this additional rota in place will be
reviewed on a regular basis. The purpose of this rota will be to determine which Director attends the daily
Strategic (Gold) Command Group calls initially, but the Director on call will also be expected to assist with issues
specifically relating to EU Exit as and when they arise.
We will maintain our links with the Local Health Resilience Forum (LHRP) and the LHRP subgroup which is
chaired by the Head of Corporate Support, in order to maximise engagement with the local system. We are also
in the process of re-visiting an assurance process that we started in January 2019 with our smaller providers in
order to ensure that they are making appropriate provision for a potential “no deal” EU Exit. It has been noted
that 4 of these providers have previously failed to respond and some of the responses received were not
particularly satisfactory. Therefore we are liaising with these providers again to ensure that they have
appropriately mitigated highlighted risks.
In addition to this, we have recently re-circulated the EU exit operational guidance from 21 December 2018 to
GPs asking that they ensure they have completed all the necessary actions within the provider’s action card.
We have reviewed annual leave arrangements for w/c 28 October 2019 in relation to EPRR cover. While the
Head of Corporate Support / EPRR Lead will be on annual leave, they have agreed to be contactable by phone if
needed and the AEO will be at work and able to provide EPRR cover. The Chief Executive is currently assessing
the annual leave for the Executive team for that week to ensure that a sufficient number will be at work and
able to provide support if needed.
Our business continuity plans were exercised at the multi-agency EU Exit table top exercise in February 2019
and again at the regional NHSE workshop on 16 September 2019. These will remain under review and will
continue to be updated as and when necessary.
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Key messages from the regional NHSE workshop on 16 September 2019 in relation to assurance were as
follows:
 We need to communicate appropriate information around EU Exit to front line staff across the system,
recognising that the public will listen to them and allowing them to communicate a level of confidence to
patients and the public.
 There is considerable concern about freight issues and a lot of work has been done around securing
alternative freight routes nationally, including an air “courier” service for urgent items.
 30/90 days after EU Exit, the biggest concern is social care workforce and provision – 1/3 of social care
workforce are on zero hours contracts, there is a significant risk of social care staff seeking better paid,
alternative temporary work over the Christmas period or in the case of EU nationals, returning home for
Christmas (and possibly deciding not to come back).
 There are thousands of contracts for non-clinical goods and services and the health system spends as much
on these as we do on medicines. It’s an area where we’re exposed.
 76% of medicines and over 50% of clinical consumables come from Europe.
 The exit date of 31 October 2019 and its proximity to winter needs to be considered, as other risks now
come into play, e.g. pressure on beds, staff sickness, adverse weather etc.
 The national position of having 6 weeks of reserve material has changed to having to rolling buffer stock
where stock will be continually replenished.
 Nationally a lot of work has been done with major suppliers around preparedness for EU Exit. However,
there are a huge number of smaller contractors that have never traded outside the single market and are
likely not to be ready.
 The NHS EU Exit response will be coordinated nationally by seven regional centres. The purpose of the
National Coordination centre is to facilitate escalation of issues, provide subject matter expertise (e.g. there
will be a commercial procurement cell including national estates and facilities team and shortage response
groups in place to provide clinical support in relation to any decision that need to be made in this area).
Organisations need to ensure that winter preparedness, general EPRR and EU Exit are triangulated.
Dedicated sitrep reporting for EU Exit will recommence on 21st October 2019.
A number of updates were provided at the workshop on various national work streams:
Medicines
 Prescribe and dispense as normal, do not stockpile locally. Identified incidences involving over-ordering of
medicines will be investigated.
 Any shortages must be reported through usual routes. Organisations should collaborate locally with
prescribers and community pharmacists working together as normal to manage medicine shortages
 Organisations must be familiar with the latest information of supply disruption
Medical Devices and Clinical consumables
 Alternative and additional freight routes are in place, as are centralised replenishing buffer stocks. There
will be an air express freight service by way of a door to door courier service for rarer single-use items.
 Provider organisations should plan longer lead times for medical devices and clinical consumables, i.e. 3 – 5
days
 Local arrangements need to be reviewed, including planning for longer lead in times and staffing to
accommodate deliveries at different times e.g. over weekends, evenings etc (this is already planned for in
Herts)
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Reciprocal healthcare and overseas visitors charging
 In a no deal scenario, amended charging regulations will come into force from exit day e.g. visiting EU
Nationals are chargeable in the same way as the rest of the world. Provider organisations need to think
about size and resourcing of the Overseas visitors’ teams (e.g. our acute Trust have arranged to transfer
staff from the finance team over to the reciprocal healthcare team on a temporary basis).
 Care for 181,000 UK citizens is currently funded overseas. As of 1 November 2019, the existing reciprocal
health care structure will not exist. A lot of these people are retirees who may struggle to get health
insurance, so there is a risk of large numbers returning to the UK. However, there is an expectation that
some countries will agree new reciprocal arrangements quite quickly.
Non-clinical goods and services
 Key categories such as food, linen, laundry and lift maintenance are being reassessed nationally with key
supplier business continuity plans reviews
 Providers are accustomed to handling short term food shortages and should ensure a common sense
approach to menu planning to ensure continuous provision of nutritious and balanced meals
Adult Social Care
 No issues expected initially, there will be a requirement for weekly reporting to a National Steering Group.
The planning assumption is that inflationary pressures will be managed for a month or 2 but that smaller
providers will then start to be affected. For larger providers, the planning assumption is that that they won’t
be affected for approximately 6 months.
 At a national level DHSC is working with the Ministry of Housing Communities and Local Government
(MHCLG) to pull together data and intelligence in order to provide support if and when needed. MHCLG has
funded a Brexit Liaison Officer for every district council.
 A weekly national temperature check is currently taking place involving local government agencies,
Association of Directors of Adult Social Service (ADASS) and Herts Care Provider Association. The latter is
providing regular intelligence from the provider market. Local contingency plans need to be in place.
ADASS and some NHS partners are collectively looking at the provider market risks and workforce pressures
in order to identify mitigations.
 Adult social care providers should regularly review business continuity plans to make sure that they are up
to date and work with local authorities to ensure they are aligned with local contingency plans, in particular
those being developed by Local Resilience Forums. They also need to inform staff about the settled status
process and review resourcing and staff scheduling plans
 There was a suggestion that most a recent funding announcement should allow Local Authorities to provide
some certainty for providers for 20/21.
Workforce
 The picture is hugely diverse across the country and organisations need to understand the specific
workforce challenges in their particular area. There should be renewed focus on communications and
promotion of the EU Settlement scheme
Clinical trials and vaccines
 Medicines and equipment that are part of medical trials will be treated like all other medicines in terms of
supply and contingency planning, so there is no need to stockpile locally and appropriate reassurance can
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be given to patients involved in these trials. Vaccines are covered by the same medicines contingencies, so
no need to stockpile locally. Flu vaccines are due to be received in October 2019 – there is due to be more
available this year than last so flu plans should be enacted as usual
NHS blood and transplant
 12 week national stockpile available to ensure no interruption of supply so no local stockpiling is required.
Data
 Organisations need to understand where their data comes from and where it’s stored. The CCG does not
currently receive data from the EU or EEA. GDPR regulations will remain the same. Guidance is available on
the NHSE EU Exit website. Need to make sure relevant messages are going out to smaller providers
including GPs
Conclusion
The CCG is currently able to show a good level of assurance in relation to known “no deal” EU Exit risks and we
are working to introduce appropriate mitigation for those few areas where we feel we are not as prepared as
we could be. Following the recent assurance process, as well as discussions at the LHRP and the regional NHSE
workshop our main areas of focus going forward are:
 Short briefing around EU Exit for staff in the weekly newsletter
 Working with HCC around care homes assurance generally, as well as circulating a questionnaire to give
those who have not yet engaged the opportunity to provide appropriate assurances or highlight areas of
risk
 Non-clinical contracts list to be reviewed and similar exercise to be completed
 Small providers that have not yet provided appropriate assurances to be followed up
 Re-communication of the details of the EU settlement scheme
 Winter plan to be updated in relation to spot purchasing of beds to support surge capacity
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health inequalities and supporting local people to stay well and avoid ill health.
Objective 3: We will work with health and social care partners to transform the delivery of care through the
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implementation of Your Care, Your Future, the strategic review in west Hertfordshire.
Objective 4: We will ensure that there is a financially sustainable and affordable healthcare system in West
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Hertfordshire.
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N.B. The executive summary for this paper explicitly points to the evidence to support the assurance level
indicated above. For example:
Very high – what is the evidence to support the current strong position & how will it be sustained?
High – what is being done to strengthen controls and mitigate the likelihood of this risk materialising?
Medium - what is being done to address gaps in assurance and how successful is this action proving?
Low - what are the urgent actions planned to address the lack of assurance?
Ref.
Risk
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Current risk
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Owner
score and
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Level
movement
since last
month
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Risk that we do not deliver on all NHS Constitutional
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Medium
pledges, key national targets and priorities.
2.2a
DC
Risk that we are unable to ensure good quality, safe
16 →
8
Medium
and sustainable services for the population and
patients of west Hertfordshire.
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None
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None
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The report on the self-assessment against NHSE Core Standards for EPRR last year was
submitted to the Board in September 2018. This declared us to be “substantially compliant.”

Appendix A – Action plan resulting from lessons learned during 2018/19 exercises
Appendix B - Letter of assurance to NHSE

**Assurance levels
Level
Details
Very high
Taking account of the issues identified in this report, the Board can take reasonable assurance that
the controls upon which the organisation relies to manage this risk are suitably designed, consistently
applied and effective.
High
Taking account of the issues identified in this report, the Board can take reasonable assurance that
the controls upon which the organisation relies to manage this risk are suitably designed, consistently
applied and effective. However, we have identified issues that, if not addressed, increase the
likelihood of the risk materialising.
Medium
Taking account of the issues identified in this report, whilst the Board can take some assurance that
the controls upon which the organisation relies to manage this risk are suitably designed, consistently
applied and effective, action needs to be taken to ensure this risk is managed.
Low
Taking account of the issues identified, the Board cannot take assurance that the controls upon which
the organisation relies to manage this risk are suitably designed, consistently applied or effective.
Action needs to be taken to ensure this risk is managed.

Introduction
Emergency planning and resilience at HVCCG is about ensuring that we are prepared for
any service interruption or emergency that may occur, which threatens our ability to exercise
our civil protection and/or ordinary functions, as required as a Category 2 Responder by the
Civil Contingencies Act 2004.
It is Herts Valleys Clinical Commissioning Group policy to ensure that we can continue to
deliver our critical services and to support the community and our partner organisations
before, during and after an emergency, in so far as reasonably practicable.
In addition to its duties contained within the Civil Contingencies Act, Herts Valleys Clinical
Commissioning Group recognises its emergency preparedness responsibilities as detailed
within section 46 of the Health & Social Care Act and will, in partnership with its
commissioned services meet this responsibility through:








Building upon the existing strengths of current multi-agency coordination, and cooperation which includes local NHS Trusts and other Category 1 Responders.
Fully integrating with partner agencies emergency arrangements, in supporting both
the Acute Trust receiving hospitals and delivering primary healthcare directly within
the community.
Reviewing the state of readiness and operability to extend further, with the
assistance of new and improved partnerships, the capability to handle a new kind
and potential magnitude of threat.
Ensuring that plans for business continuity are in place. Preparing, maintaining and
reviewing business continuity plans and arrangements to enable Herts Valleys
Clinical Commissioning Group to maintain critical services for at least seven days.
Engendering a culture within Herts Valleys Clinical Commissioning Group to make
emergency preparedness an intrinsic element of management and operations.
Ensuring staff are trained, capable and aware of their roles and responsibilities
before, during and after an incident
Actively participating at Director Level in the Local Health Resilience Partnership and
in the EPRR Subgroup through our EPRR Lead

Exercising of Emergency Plans
One of the ways in which we can ensure staff are capable and aware of their roles and
responsibilities during an incident is to regularly exercise emergency plans. There is a
requirement for annual reporting to the Board on any significant incidents which have
occurred and exercises which have been undertaken. This is done through the Quality
Committee.
Exercises that the CCG has participated in this year include multi-agency Flu pandemic, “EU
Exit” and “Heatwave” table tops, a live multi-agency CBRNe (Chemical, Biological,
Radiological and Nuclear and Explosive) exercise and communications exercise “Starlight.”
In addition to this, the exercise reports for exercise “Vulcan” (Buncefield emergency
procedures) and Boudica (evacuation and shelter following a terrorist incident) have been
received. These exercises were referred to in last year’s Board report but the formal
exercise reports were still awaited at the time of submission.
As usual, six monthly sessons have been held to show on-call staff how to set up the
“Incident Room” if required. However, there have been a couple of significant incidents this
year, which have also minimised the need for actual exercise, including:


Severe weather incident (Snow) 1 February 2019



Severe weather incident (Heatwave) w/c 22 July 2019

These exercises and incidents gave us the opportunity to validate and / or improve the
following plans / policies:








Business Continuity Plan (including departmental business impact assessments)
Incident Control Centre plan
Incident plan (including command and control procedures)
CBRNe policy
Severe Weather plan (cold and hot weather)
EPRR policy
Hertfordshire Pandemic Influenza Framework

Lessons learned reports have been produced following most of these exercises which have
allowed us to improve future resilience – these are available on request. Unfortunately
though, the police have advised that no formal exercise report will be issued in relation to the
regional CBRNe exercise.
While the finalised “lessons learned” reports from exercise Starlight has yet to be issued by
NHSE, other exercises have already resulted in changes to internal procedures and/or
planned actions to be taken this year, see N:\Corporate Services\EPRR\Core Standards
NHS England\Lessons learned from exercise 2019-20.docx (hard copy available on
request).
A needs analysis was conducted in June 2018 by the Local Health Resilience Partnership
(LHRP) subgroup, which is chaired by Herts Valleys CCG, on overall requirements for future
EPRR training. This was used to inform the training programme for all local partners for
2019/20. The full training programme for 2019/20 can be found at N:\Corporate
Services\EPRR\LHRP SUBGROUP\Training & Exercise\Training\Herts LHRP Subgroup
Collaborative Training Programme 2019-20v2.docx (hard copy available on request). This
has been drafted in conjunction with the LHRP subgroup for Hertfordshire.
NHSE Core Standards for EPRR
The CCG self-assessed as “substantially” compliant for the last submission in August 2018.
We have self-assessed again this year as “substantially” compliant. This self-assessment
will be tested at a Peer Review session in October 2019. Full details of the self-assessment
and evidence that could be provided to NHSE in order to support this can be found here
N:\Corporate Services\EPRR\Core Standards NHS England\Copy of NHS Core Standards
self assessment tool 2019 v2.2xlsb.xlsb (hard copies available on request).
The CCG has self-assessed as fully meeting 42 of the 44 NHSE EPRR Core Standards
which apply to CCGs. The areas where we have failed to fully meet expected standards this
year is as follows:



The Accountable Emergency Officer, or an appropriate director, attends (no less than
75% annually) Local Health Resilience Partnership (LHRP) meetings.
The organisation has a process for internal audit, and outcomes are included in the
report to the board – partial compliance.

In addition to the usual core standards, this year there was a deep dive on the subject of
severe weather. While the deep dive does not count towards our overall compliance rating,
it allows us to assess whether or not there is further work around severe weather that we
need to undertake in order to ensure best practice. The CCG has self-assessed as fully

compliant in this area, partly due to the “sustainable” design of our new premises at the
Forum.
A letter of assurance confirming the above position has been sent to NHS England – see
N:\Corporate Services\EPRR\Core Standards NHS England\EPRR Assurance letter
2019.docx (hard copy available on request). In order to maintain and improve current
compliance with NHSE Core Standards for EPRR, the CCG has proposed a work plan for
2018/19 which is included in the core standards self-assessment tool.
EPRR remains a key priority for HVCCG and we intend to continue working closely on this
with our partners within both the Local Health Resilience Partnership and Local Resilience
Forum; at the same time we will work towards achievement of the formulated work plan to
ensure that we maintain and improve our compliance with the NHS England EPRR Core
Standards.

Caroline Hall
Accountable Emergency Officer
HVCCG
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carers and our staff to contribute to and influence the work of Herts Valleys CCG.
Quality. We will commission safe, good quality services that meet the needs of the population, reducing
☐
health inequalities and supporting local people to avoid ill health and stay well.
Transforming Delivery. We will work with health and social care partners to transform the delivery of care
☒
through the implementation of “Your Care, Your Future”, the Strategic Review in west Hertfordshire and its fit
with the wider STP strategy, “A Healthier Future”.
Affordable & Sustainable Care. We will ensure that we fulfill our statutory duty to deliver a financially
☐
sustainable and affordable healthcare system in west Hertfordshire.
Board Assurance Framework
Refer to latest BAF report here for current and target risk scores: N:\Nursing & Quality\8 Risk Management System\2. Board
Assurance Framework\BAF 201920\Current versions for front sheet reference

Ref.

Risk
Owner

Risk description

Current risk
score and
movement

Example:

1.1

Target risk
score

*Assurance
Level

*Refer to assurance levels table below.

JR

Risk that we do not engage effectively with a range
of our patients, population and stakeholders.
1.2
LD/JR Risk that member practices and other partners do
not see the potential positive impact of their
engagement with HVCCG
1.3
JR
Risk that we have an unengaged staff body
New strategic risks identified by this report
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16 ↓

8

Medium

16↓

8

Medium

4→

4

High

Other significant risks related to this report (from the Corporate Risk Register)
Resource
implications

Within existing resources.

CFO Signature

Potential conflicts
of interest
Equality and
quality impact
analyses (EQIA
and QIA)

None we are aware of.

Equality delivery
system (EDS2)

Does your paper provide supporting evidence for HVCCG’s EDS2 portfolio?
Please refer to EDS2 guidance here: https://www.england.nhs.uk/wp-content/uploads/2013/11/edsnov131.pdf and indicate which goal your proposal/paper supports by clicking the appropriate box(es)

Our engagement work seeks to include our diverse communities.
An equality analysis was carried out on the participation strategy.

Better Health Outcomes
Improved Patient Access and Experience

☒
☒

A Representative and Supported Workforce
Inclusive Leadership

☒
☒

Data Protection
Impact
Assessment
(DPIA)
Report history

N/A

Appendices

None.

None.

*Assurance levels – use this guide to identify the level of assurance indicated in the risk table above.
Level
Details
**N.B. The executive summary for this paper should explicitly point to the evidence to support the assurance level indicated. For
example:
Very high – Where in the report is the evidence is to support the current strong position & how it will be sustained?
High – Where in the report is evidence of what is being done to strengthen controls and mitigate the likelihood of this risk
materialising?
Medium – Where in the report is the evidence of what is being done to address gaps in assurance and how successful is this
action proving?
Low – Where in the report is a statement of the urgent actions planned to address the lack of assurance?

Very high

High

Medium

Low

Taking account of the issues identified in this report, the Board can take reasonable assurance that
the controls upon which the organisation relies to manage this risk are suitably designed, consistently
applied and effective.
Taking account of the issues identified in this report, the Board can take reasonable assurance that
the controls upon which the organisation relies to manage this risk are suitably designed, consistently
applied and effective. However, we have identified issues that, if not addressed, increase the
likelihood of the risk materialising.
Taking account of the issues identified in this report, whilst the Board can take some assurance that
the controls upon which the organisation relies to manage this risk are suitably designed, consistently
applied and effective, action needs to be taken to ensure this risk is managed.
Taking account of the issues identified, the Board cannot take assurance that the controls upon which
the organisation relies to manage this risk are suitably designed, consistently applied or effective.
Action needs to be taken to ensure this risk is managed.
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1. Introduction and purpose of paper
This paper summarises the communications and engagement activity for the previous period.
Members will note that the assurance levels are indicated as mostly amber; this report outlines
the activities being undertaken to address risks associated with any shortfalls in engagement
with our audiences.
2. Patient and public participation
NHS England participation assessment
NHS England, as part of their legal duty to assess how well CCGs have discharged their public
involvement duty, completed a national assessment, giving ratings and scores for every CCG.
Our overall rating was green, with the individual domains rated as follows:
Governance
3 (outstanding)
Annual reporting
1 (requires improvement)
Day-to-day practice
3 (outstanding)
Feedback and evaluation
2 (good)
Equalities and health inequalities 2 (good)
NHS England have now shared a summary of their findings with each CCG and will also pass on
some examples of good practice and will hold a range of webinars to share learning. .
Considerable work was required to provide evidence for the assessment and the result is very
pleasing – reflecting the hard work that everyone puts in, especially the patient volunteers. We
are mindful of the low score for annual reporting and are keen to find out what we need to do to
improve especially as we made special efforts to include material about our engagement work in
the report. We have now received a summary from NHS England so are putting some changes in
place. We are keen to make improvements in the coming year where needed and to continue to
achieve our outstanding rating for both the governance and day- to- day practice domains.

Community health and well-being ambassadors
In addition to the nearly 200 members of our PPG network who are important ‘connectors’ in
this programme we now have 30 named ambassadors who are committed to sharing
information through their many and varied networks. We continue our partnership with West
Herts College to encourage more younger ambassadors to share our social media information
with their peers. We are linking with the primary care nurse tutors to deliver double sessions in
this new academic year to health and social care students, these will include an introduction to
the NHS, the role of communications and engagement and link into the nurse’s presentation on
working within primary care.
We have recently met with Herts Gypsy and Traveller Empowerment (GATE) to discuss how we
can use the ambassador programme to better engage with this marginalised community and are
working with them to develop some targeted NHS 111 communication.

Developing GP practice patient groups
Following a survey we sent out to every GP practice to gather feedback on how their groups
operate we are now working with primary care colleagues to develop an incentive scheme to
encourage group development. This scheme has been shared with PPI committee, lead GP and
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practice managers. The final version is going to the primary care commissioning committee at
the beginning of October, with a request for approval, ahead of being rolled out to practices.

Patients involved in CCG groups
We recently sent an invitation through our PPG network asking for volunteers to be a
representative on our primary care contracting panel and care home locality project meetings.
We have had five responses to each and will now be sending out dates to check availability
before agreeing on the representatives. We are looking to broaden our engagement by offering
the opportunity, when appropriate, to those who are not involved in other groups.
Patient engagement networks
On 18 July over 50 patients and practice staff attended a session on GP group consultations
which was followed on 24 July by an engagement event to discuss plans for urgent care across
west Herts. The first meeting was filmed and notes of both were shared through our networks
and published on our website to broaden engagement.
We are currently organising a focus group on 24 September to review cancer two- week- wait
information for patients and, with local practice patient groups. And we are planning to organise
a memory- loss ‘let’s get connected’ event in Hemel early next year.

Patient engagement network dates
 8 October, Chiswell Green
 11 November ‘getting to know the NHS’ session, Boxmoor
 3 February 2020, Stanborough Centre
 9 June 2020, evening session, Boxmoor
 6 October 2020, Chiswell Green
Reader panel
Our reader panel have recently reviewed: an MSK information leaflet; some individual funding
information; and some frequently asked questions for people with diabetes. Their comments
were reflected in the final documents.
We have been contacted by colleagues in NHS England who are planning to set up a similar
panel and wanted to hear about how this has worked locally.

3. Print and broadcast media activity - July and August
 The vast majority of coverage over the summer months were related to the decision on the
future of hospital facilities in west Hertfordshire, which attracted local online, print and
broadcast coverage.
 Stakeholders were interviewed by BBC Three Counties Radio show on week commencing 8
July after the board decision.
 The Hemel Gazette, Watford Observer and Herts Advertiser all featured articles on a regular
basis.
 Local media have also reported the views of the New Hospital Campaign as well as local
elected representatives from Watford, Hemel and St Albans.
 There were letters and articles supporting the decision and also letters and articles from
people opposed to the decision including one on campaigners prepared to raise the cash to
build a new hospital.
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The Hemel Gazette reported that Berkhamsted Town Council’s Finance and Policy
Committee agreed to grant £500 to the West Herts 21C Hospital Solution Group.
Watford Observer ran an article based on NHS data stating that smoking causes 1,000
hospital trips in Hertfordshire.
An article on waiting times for NHS operations in Dacorum was featured in the Hemel
Gazette. A couple of reader letters regarding the care and attention received at Watford
General Hospital were published in the Watford Observer.
Our ‘over the counter medicines’ campaign thanking residents for buying medicines rather
than get a prescription was picked up online by the Herts Advertiser.
‘Just talk’ mental health campaign (a joint campaign between Herts Valleys CCG, East and
North Herts CCG and Hertfordshire County Council) was shortlisted for an HSJ award, which
was published in Hemel Gazette.
The Hemel Gazette ran a story with the headline “One in seven GP shifts unfilled at Hemel’s
Urgent Treatment Centre.” Herts Valleys’ joint statement with HUC and WHHT was
published, stating that the issue was resolved now that a permanent salaried GP has been
appointed.

4. Digital and social media
We continue to use social media platforms to promote our public health messages and news to
partners, residents and other stakeholders.
In July and August, our twitter following grew to over 5,000 and we had nearly 50,000
impressions (the number of times our tweets showed in people’s feeds).
We reached over 70,000 users with our Facebook messages.
Our key messages over this period were around staying well during the summer, including
advice during heatwaves. We also advised residents of what health services are available over
the bank holidays when their GP surgery is closed.
Our most popular post was for our ‘over the counter’ campaign, thanking residents for buying
available medicines rather than on prescription – see below.

Over July and August, our website attracted over 550,000 viewers. Most visited pages were the
clinicians’ area and board papers.
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5. Campaigns
Over the counter medicines
In 2017, Herts Valleys and East and North Herts NHS Clinical Commissioning Groups ran a
consultation called ‘Let’s Talk’. One element of this consultation asked for people’s views on a
proposal to limit the prescribing of over‐the‐counter medicines that can be bought directly
without a prescription from pharmacies and shops.
Since the consultation, we worked with GP surgeries to limit the amount of over the counter
medicines prescribed and change the advice given to patients, encouraging them to visit their
pharmacy directly.
In July this year, 12 months after the consultation launched, we thanked residents for taking on
board these changes, which helped save the local NHS £500,000 (see poster above.)

Adult community health services
We continue to jointly deliver communications and engagement to support the transition to the
new adult community health services contract from 1 October working with Central London
Community Healthcare (CLCH) and Hertfordshire Community Trust.
Activities to date have focused on communications, engagement and consultation with staff who
are transferring, information and presentations for GPs and formally notifying patients of the
transfer of their records. Recognising that patients approach community services staff and GP
practice staff for information about the change, we are working to make sure these key groups
are sufficiently well informed to answer patients’ queries. We will be writing to other key
stakeholders in the run-up to transfer.
Related to the transfer of responsibilities to CLCH, a meeting on the future development of the
Harpenden Memorial Hospital site took place on 17 September and was attended by around 70
people. This was jointly hosted by the CCG and CLCH and appears to have been well received.

Connect Health MSK service
Connect Health are holding a community event on Saturday 12 October that will introduce the
MSK service to public and patients. The ‘Fit for Living, Fit for Life’ event will run from 11am to
3pm at Connect Health’s Wolsey House premises in Hemel Hempstead. The emphasis is on
promoting the prevention and self-care ethos of the service, with workshops and advice from
professionals. Other local organisations such as Age UK have also been invited to have
information stands as part of a wider information offer to patients. Connect is also running a GP
development evening on 3 October.

6. Staff communications and engagement
The team are reviewing how we communicate with colleagues internally and discussing this with
the staff involvement group. We know that everyone consumes information in different ways
and we want to make sure our approach fits with the new agile working at The Forum
offices. We have launched a staff survey to find out how staff consume their news and ideas on
how they would like to be kept informed.
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One way we have adapted our staff communications is through the use of video. We now film
our monthly staff briefings, which is uploaded onto our intranet and available at a time that suits
those who are working off site or in a meeting.

7. Member practice communications and engagement
We continued to engage with our GP practices through the weekly GP bulletin, which
disseminates messages from other local organisations, outlines relevant local training sessions
and provides promotional material for their surgeries on current health campaigns.
We also hosted our quarterly GP Forum on 12 September, which was attended by 37 GPs and 16
Practice Managers. The main item on the agenda was the proposed bringing together of the
three CCGs in the area and the move towards an integrated care system.
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NHS Herts Valleys
Clinical Commissioning Group
Board Meeting
th
26 September 2019
Please refer to further guidance here N:\Nursing & Quality\8 Risk Management System\2. Board Assurance
Framework\BAF 201920\Current versions for front sheet reference when completing this front sheet.
Title NHS Workforce Race Equality Standard
Agenda item 16
NHS Official Sensitive: Commercial
☐ Check the box if paper contains commercial information which may be damaging
to the CCG, another NHS body or a commercial partner if improperly accessed.
☐ Check the box if paper contains personal information relating to an identifiable
individual where inappropriate access could have damaging consequences.

NHS Official Sensitive Personal
Purpose* (click
Decision ☐
appropriate box)
Author and job title

Approval ☒

Discussion ☐

Assurance ☐

Information only ☐

Responsible director and job title

Director signature

The director is signing to indicate their approval of the paper and to confirm that any EQIA, QIA or DPIA has been approved.

Paul Curry – Equality and Diversity Lead

Short summary of paper

Hein Scheffer – Director of Workforce

CCGs are, from 2019, required to fully comply with the NHS Workforce Race
Equality Standard (WRES). This includes collecting data and submitting it to
NHS England for analysis and producing a report and action plan to be
published on the CCG website by 27 September 2019
The WRES indicators compare the percentage of White and Black and
Minority Ethnic (BME) staff in each grade, the relative likelihood of BME staff
being appointed from shortlisting, relevant findings from the annual NHS staff
survey, relative likelihood of BME staff entering the formal disciplinary
process, take up of non-mandatory training and Board representation.
Full analysis is included in the WRES report, however some key findings are:


Staffing - Non-clinical: BME staff are over represented at bands 2,4,5
and 6 and under represented in all bands 8a-VSM. There has been a
year on year reduction of BME representation in bands 8a-9.



Staffing - Clinical – non medical: BME staff are over represented in
Bands 5,6,7m8a and 8b but under represented in bands 8c, 8d and
VSM



In the reporting year 60.25% of BME and 50.64% of white staff
accessed non-mandatory training and CPD.



Recommendation(s)

Reduction of percentage of BME staff that believe that the CCG
provides equality opportunities for career progression or promotion.
The Board/Committee is being asked to:
Members are asked to note the findings of the Workforce Race Equality
Standard report and agree to the proposed action plan.
1

N/A
Engagement with
patients/public/staff and
other stakeholders
Links to Strategic Objectives (click on all boxes that apply)
Effective Engagement. We will continually improve engagements with member practices, patients, the public,
carers and our staff to contribute to and influence the work of Herts Valleys CCG.
Quality. We will commission safe, good quality services that meet the needs of the population, reducing
health inequalities and supporting local people to avoid ill health and stay well.
Transforming Delivery. We will work with health and social care partners to transform the delivery of care
through the implementation of “Your Care, Your Future”, the Strategic Review in west Hertfordshire and its fit
with the wider STP strategy, “A Healthier Future”.
Affordable & Sustainable Care. We will ensure that we fulfill our statutory duty to deliver a financially
sustainable and affordable healthcare system in west Hertfordshire.
Board Assurance Framework

☒
☒
☒

☐

Refer to latest BAF report here for current and target risk scores: N:\Nursing & Quality\8 Risk Management System\2. Board
Assurance Framework\BAF 201920\Current versions for front sheet reference

Ref.

Risk
Owner

Risk description

Current risk
score and
movement

2.2a

LD/JR/
HS
DC

Risk that we have an unengaged staff body and wider
clinical workforce.

3.3

DE/HS

Target risk
score

*Assurance
Level

*Refer to assurance levels table below.

1.3

Risk that we are unable to ensure good quality, safe and
sustainable services for the population and patients of
west Hertfordshire.
Risk that workforce issues prevent us from transforming
the delivery of care across the local health and social care
system.

8→

8

Medium

12→

8

Medium

16→

8

Medium

New strategic risks identified by this report
Other significant risks related to this report (from the Corporate Risk Register)
Resource
implications
Potential conflicts
of interest
Equality and
quality impact
analyses (EQIA
and QIA)

Equality delivery
system (EDS2)

No direct resource implications. Meeting the requirements of the action
plan will be met from within existing resources, for example being
included in the work of the equality and diversity lead and the HR
business partner.
None identified

CFO Signature

Agreement of and publication of this report does not require a decision that directly stops, starts or
changes a policy, practice or procedure that could impact on a person because of their protected
equality characteristic. Therefor an equality impact assessment is not required.
Actions are presented to support the CCG to continue to meet the equality obligations placed on it. Any
proposals on how to meet those actions will require consideration of equality impact before decision
and implementation.
Does your paper provide supporting evidence for HVCCG’s EDS2 portfolio?
Please refer to EDS2 guidance here: https://www.england.nhs.uk/wp-content/uploads/2013/11/edsnov131.pdf and indicate which goal your proposal/paper supports by clicking the appropriate box(es)

Better Health Outcomes
Improved Patient Access and Experience

☐
☐

A Representative and Supported Workforce
Inclusive Leadership

☒
☒

2

Data Protection
Impact
Assessment
(DPIA)

Report history
Appendices

Complete a DPIA checklist to establish whether one is needed N:\Information Governance\Information
Governance\PIA\DPIA Checklist
Liaise with the Data Protection Officer or Information Governance Manager to complete the necessary
form trudi.mount@nhs.net or ruth.boughton@nhs.net
Confirm that your DPIA has been reviewed by the Information Governance Lead and approved by the
Information Governance sub-group.
Attach the approved assessment to your draft and final reports.
State here any outcomes from the privacy impact assessment and how they will be implemented.
First report
1.

Workforce Race Equality Scheme report and action plan

*Assurance levels – use this guide to identify the level of assurance indicated in the risk table above.
Level
Details
**N.B. The executive summary for this paper should explicitly point to the evidence to support the assurance level indicated. For
example:
Very high – Where in the report is the evidence is to support the current strong position & how it will be sustained?
High – Where in the report is evidence of what is being done to strengthen controls and mitigate the likelihood of this risk
materialising?
Medium – Where in the report is the evidence of what is being done to address gaps in assurance and how successful is this
action proving?
Low – Where in the report is a statement of the urgent actions planned to address the lack of assurance?

Very high

High

Medium

Low

Taking account of the issues identified in this report, the Board can take reasonable assurance that
the controls upon which the organisation relies to manage this risk are suitably designed, consistently
applied and effective.
Taking account of the issues identified in this report, the Board can take reasonable assurance that
the controls upon which the organisation relies to manage this risk are suitably designed, consistently
applied and effective. However, we have identified issues that, if not addressed, increase the
likelihood of the risk materialising.
Taking account of the issues identified in this report, whilst the Board can take some assurance that
the controls upon which the organisation relies to manage this risk are suitably designed, consistently
applied and effective, action needs to be taken to ensure this risk is managed.
Taking account of the issues identified, the Board cannot take assurance that the controls upon which
the organisation relies to manage this risk are suitably designed, consistently applied or effective.
Action needs to be taken to ensure this risk is managed.

1. Executive Summary
CCGs are, from 2019, required to fully comply with the NHS Workforce Race Equality Standard (WRES).
This includes collecting data and submitting it to NHS England for analysis and producing a report and
action plan to be published on the CCG website.
The WRES indicators compare the percentage of White and Black and Minority Ethnic (BME) staff in each
grade, the relative likelihood of BME staff being appointed from shortlisting, relevant findings from the
annual NHS staff survey, relative likelihood of BME staff entering the formal disciplinary process, take up
of non-mandatory training and Board representation.
Full analysis is included in the WRES report, however some key results are:
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Staffing - Non-clinical: BME staff are over represented at bands 2,4,5 and 6 and under
represented in all bands 8a-VSM. There has been a year on year reduction of BME
representation in bands 8a-9.



Staffing - Clinical – non medical: BME staff are over represented in Bands 5,6,7, 8a and 8b but
under represented in bands 8c, 8d and VSM



In the reporting year 60.25% of BME and 50.64% of white staff accessed non-mandatory training
and CPD.



Reduction of percentage of BME staff that believe that the CCG provides equality opportunities
for career progression or promotion.

2. Background
The CCG is required to prepare and publish a WRES report and action plan. The data in report is taken
from employee staff records and the NHS Staff Survey, so is not set by the CCG.
The WRES year-end date of 31 March each year is set by NHS England and is not able to cannot be
changed by the CCG.
This is the first year that the CCG has completed a full WRES report. Workforce equality data reports for
previous years looked at specific elements of WRES, focusing in on which was most relevant to the
organisation. In order to meet previous Equality Act deadlines of January each year the year ending of
the data collected and reported on was October the previous year. The data used for some of the full
WRES report is not available in a way that can be converted to a March ending year for this first report.
The CCGs annual workforce data reports are published on our website. Future WRES reports will be able
to compare like for like year ends.
WRES action plan identifies those areas where the data shows that there is room for improvement and
includes actions to deliver those improvements. The action plan also sets essential, but challenging,
objectives to develop a cultural change that will support change to maintain those improvements. A
WRES report and action plan has to be produced each year. Progress against this action plan will be
reported to Governing Body as part of the next WRES report and link to the updating and/or
development of the next action plan.

3. Recommendations

It is recommended that Members note the findings of the Workforce Race Equality Standard report and
agree to the proposed action plan.
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Appendix 1

Herts Valleys Commissioning Group
Workforce Race Equality Standard (WRES) Report 2019

Date of report: month/year:

July 2019 (WRES reporting year end
of March 2019)
Hein Scheffer, Director of
Workforce
Paul Curry, Equality and
Diversity Lead. p.curry@nhs.net

Name and title of Board lead for the
Workforce Race Equality Standard:
Name and contact details of lead
manager compiling this report:
1.
a.

Background narrative

Any issues of completeness of data
This is the first year that the CCG has completed a full WRES report. Workforce equality data
reports for previous years looked at specific elements of WRES, focusing in on which was most
relevant to the organisation. In order to meet previous Equality Act deadlines of January each year
the year ending of the data collected and reported on was October the previous year. The data
used for some of the full WRES report is not available in a way that can be converted to a March
ending year for this first report. The CCGs annual workforce data reports are published on our
website. Future WRES reports will be able to compare like for like year ends.

b.

Any matters relating to reliability of comparisons with previous years
This is the first year that the CCG has completed a full WRES report. Workforce equality data
reports for previous years looked at specific elements of WRES, focusing in on which was most
relevant to the organisation. In order to meet previous Equality Act deadlines of January each year
the year ending of the data collected and reported on was October the previous year. The data
used for some of the full WRES report is not available in a way that can be converted to a March
ending year for this first report. The CCGs annual workforce data reports are published on our
website. Future WRES reports will be able to compare like for like year ends.

2. Total numbers of staff
a.

Employed within this organisation at the date of the report
243
5

b.

Proportion of BME staff employed within this organisation at the date of the report
32.1%
%

3. Self-reporting
a.

The proportion of total staff who have self–reported their ethnicity
96.3%

b.

Have any steps been taken in the last reporting period to improve the level of self-reporting by
ethnicity
Self service was launched on ESR and staff were asked to check and update their details on ESR,
including ethnicity.

c.

Are any steps planned during the current reporting period to improve the level of self-reporting
by ethnicity?
Awareness raising around the importance of self-reporting will be undertaken.

4. Workforce data
a.

What period does the organisation’s workforce data refer to?

Year ends 31 March 2018 and 2019
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Section 5. Workforce Race Equality Indicators
In this report, the WRES indicators are used to tell us whether any differences between the figures
for White and BME staff are a cause for concern. It is unlikely that the figures for White and BME
staff will be exactly the same, so it is important to use a reliable method to show whether any
differences may need specific focus. Even when the indicators suggest a large difference in terms of
the percentages or likelihood ratios, this difference may be unreliable if it is based on a small
number of people.
Indicator 1. Percentage of staff in each of the AfC Bands 1-9 and VSM (including executive Board
members) compared with the percentage of staff in the overall workforce. Organisations should
undertake this calculation separately for non-clinical and for clinical staff.

Current reporting year (March 2019):
Non Clinical

White

BME

2

66.7

3
4

Previous reporting year (March 2018):
Non Clinical

White

BME

33.3

Not
declared
0.0

2

100.0

0.0

Not
declared
0.0

100.0
59.1

0.0
36.4

0.0
4.5

3

100.0

0.0

0.0

4

61.9

38.1

0.0

5

66.7

33.3

0.0

5

73.1

26.9

0.0

6

52.6

36.8

10.5

6

50.0

37.5

12.5

7

63.6

31.8

4.5

7

53.6

39.3

7.1

8a

88.9

11.1

0.0

8a

81.3

18.8

0.0

8b

77.8

18.5

3.7

8b

65.4

34.6

0.0

8c

100.0

0.0

0.0

8c

88.9

11.1

0.0

8d

87.5

12.5

0.0

8d

83.3

16.7

0.0

9

50.0

25.0

25.0

9

60.0

20.0

20.0

VSM

100.0

0.0

0.0

VSM

100.0

0.0

0.0

Clinical - Non
Medical
5

White

BME

n/k

White

BME

n/k

0.0

100.0

0.0

Clinical - Non
Medical
5

100.0

0.0

0.0

6

66.7

33.3

0.0

6

61.5

38.5

0.0

7

70.0

30.0

0.0

7

75.0

25.0

0.0

8a

22.2

66.7

11.1

8a

20.0

70.0

10.0

8b

60.0

40.0

0.0

8b

71.4

28.6

0.0

8c

100.0

0.0

0.0

8c

100.0

0.0

0.0

8d

100.0

0.0

0.0

8d

100.0

0.0

0.0

VSM

100.0

0.0

0.0

VSM

100.0

0.0

0.0

Clinical - Medical

White

BME

n/k

Clinical - Medical

White

BME

n/k

Non-consultant
career grades

61.5

38.5

0.0

Trainee Grades

48.5

42.4

9.1

1

Narrative: At March 2019:
Non-clinical: BME staff are over represented at bands 2,4,5 and 6 and under represented in all bands
8a-VSM. There has been a year on year reduction of BME representation in bands 8a-9.
Clinical – non medical: BME staff are over represented in Bands 5,6,7m8a and 8b but under
represented in bands 8c, 8d and VSM
It is important to note that at 32.1% the CCGs BME employment rate is significantly above the local
BME population rate of 11.24%. The analysis of the spread of staff between grades helps us to identify
if there are any grades where BME staff are under, or over, represented, assuming that there is no
reason for white or BME staff to be in particular grades.
Indicator 2. Relative likelihood of staff being appointed from shortlisting across all posts.
Current reporting year (18/19):
White applicants 1.88 times more likely to be appointed from shortlisting.
Previous reporting year (17/18):
Not available
Narrative: A score of 1 is parity. The CCGs annual workforce equality data report, which uses a
different year end date so is not directly comparable, shows that for year ending October 2018 a White
applicant was 1.2 times more likely to be appointed from shortlisting than a BME applicant. Differences
in likelihood may be the impact of a different year end and better understanding will come from
looking at the next WRES report and next equality data report. The action plan includes actions training
for recruiting managers in fair selection.
Indicator 3. Relative likelihood of staff entering the formal disciplinary process, as measured by entry
into a formal disciplinary investigation.
Current reporting year:
No White staff entered the formal disciplinary process in year. 2.5% of BME staff entered the formal
disciplinary process in year. As no White staff entered the disciplinary process, a relative likelihood
calculation cannot be made.
Previous reporting year:
In year relative likelihood of BME staff entering forms disciplinary process was 0.73. This means that
BME staff were less likely to enter the formal disciplinary process than White staff.
Narrative:
This is a very small data set. In the reporting year 2 BME staff entered the formal disciplinary process
Indicator 4. Relative likelihood of staff accessing non-mandatory training and CPD.
Current reporting year (18/19):
White staff are 0.84 times likely to access non-mandatory training and CPD.

Previous reporting year (17/18):
Not available
Narrative: In the reporting year 60.25% of BME and 50.64% of white staff accessed non-mandatory
training and CPD.
Indicator 5. Percentage of staff experiencing harassment, bullying or abuse from patients, relatives
or the public in last 12 months.
Current reporting year (Staff Survey 2018):
White 14%
BME 4%
Previous reporting year (Staff Survey 2017):
White 13%
BME 4%
Narrative: A slight negative change for White staff but no change for BME staff. Action for further
investigation and action included in the WRES action plan.

Indicator 6. Percentage of staff experiencing harassment, bullying or abuse from staff in last 12
months.
Current reporting year (Staff Survey 2018):
White 22%
BME 33%
Previous reporting year (Staff Survey 2017):
White 22%
BME 22%
Narrative: No change for White staff but a negative change for BME staff. Action for investigation and action
included in the WRES action plan. Values workshops continue to be delivered within the CCG, this process
is to remind its leaders and employees that the CCG is committed to deliver these from the day new
staff join the NHS. They enable all staff to be well informed of what the CCG values are, what they
mean and how these would be measured - to ensure we are all aware of what our values are and what
they mean. The CCG use its values and behaviours to ensure that it recruits the right caliber of people
who can live, demonstrate and promote these within the organisation in a sustainable manner. By
positively reinforcing these values and embedding them into the CCG has positively diminished
concerns such as Bullying and Harassment in the workplace. Stamp Out Bullying Training to continue.
The CCG has arranged for additional questions to be included in the 2019 Staff Survey to look
specifically at the causes of bullying, harassment and abuse from colleagues/managers. The results of
this will lead to actions to address issues.

Indicator 7. Percentage believing that the CCG provides equal opportunities for career progression or
promotion.
Current reporting year (Staff Survey 2018):
White 88%
BME 62%
Previous reporting year (Staff Survey 2017):
White 89%
BME 75%
Narrative: Reduction of percentage of BME staff that believe that the CCG provides equality
opportunities for career progression or promotion. Action for investigation and action included in the
WRES action plan. The CCG has developed a local recruitment and retention strategy that focus on
promotion, more organisational learning and development opportunities, a work life balance and
supporting HVCCG to be an ‘employer of choice’.
Indicator 8. In the last 12 months have you personally experienced discrimination at work from any
of the following? Manager/team leader or other colleagues
Current reporting year (Staff Survey 2018):
White 8%
BME 18%
Previous reporting year (Staff Survey 2017):
White 7%
BME 22%
Narrative: Improvement for BME staff and slight negative change for White staff. Values workshops
continue to be delivered within the CCG, this process is to remind its leaders and employees that the
CCG is committed to deliver these from the day new staff join the NHS. They enable all staff to be well
informed of what the CCG values are, what they mean and how these would be measured - to ensure
we are all aware of what our values are and what they mean. The CCG use its values and behaviours to
ensure that it recruits the right caliber of people who can live, demonstrate and promote these within
the organisation in a sustainable manner. By positively reinforcing these values and embedding them
into the CCG has positively diminished concerns such as Bullying and Harassment in the workplace.
Stamp Out Bullying Training to continue.

Indicator 9. Ethnicity profile of the Board. Percentage difference between (i) the organisations’
Board voting membership and its overall workforce (ii) the organisations’ Board executive
membership and its overall workforce.
Current reporting year (March 2019):
White : 14.7%
BME : -17.7%
Previous reporting year (March 2018):
White : 15.8%

BME : -18.8%
Narrative: Slight reduction of difference in the year.

6. Are there any other factors or data which should be taken into
consideration in assessing progress?
This is the first year that the CCG has completed a full WRES report.

7. Organisations should produce a detailed WRES Action Plan, agreed by its
Board. Such a Plan would normally elaborate on the actions summarized
in section 5, setting out the next steps with milestones for expected
progress against the WRES indicators. It may also identify the links with
other work streams agreed at Board level, such as EDS2. You are asked
to attach the WRES Action Plan or provide a link to it.
WRES action plan attached.

Workforce Race Equality Scheme (WRES) – Action Plan 2019-22
(Plan may be amended each year following production of WRES reports)
Action

Deadline

Responsible Person

An annual workforce equality data report will be published. This report will
include learning from the Workforce Race Equality Standard and Staff Survey
results.
All recruiting managers will attend the CCGs recruitment and selection (R&S)
training.

March 2020, 2021and 2022

Equality and
Diversity Lead

Ongoing with reporting to the
Executive at quarter 2 and
quarter 4 end.

Recruitment &
Operational
Manager

Ongoing

Recruitment &
Operational
Manager
Recruitment &
Operational
Manager

Interview Panel Chairs will be required to confirm that they have attended
recruitment and selection training.

Equality and Diversity, including unconscious bias, training will continue to be
included in recruitment and selection training and training on competency
based selection processes will be included.
We will amend our Recruitment and Selection Policy to require all
recruitment to Band 8+ levels to include a non-subjective method of selection
in addition to interviews, as research suggests that interviews can be
subjective by their very nature.
We will undertake further analysis of the recruitment process and outcomes.
This will include equality data such as any increases in the recruitment of BME
staff appointed to posts at band 8 and above. This data will be used to
establish solutions to address any issues identified from the analysis.
We will monitor, by equality group, themes arising from informal employee
complaints/concerns raised through the Freedom to Speak Up Guardian.

The findings of and actions arising from exit/stay interviews will be regularly
reported.

March 2020

How we will know the action has
been met
Report published. Results
included in EDS2 evidence
Reports presented. To include,
but not limited to, percentage of
recruiting managers who have
attended R&S training and
percentage of panels where the
panel chair has attended R&S
training
Evidence of training being
delivered
Policy changed and compliance
monitored

Ongoing with reporting to the
Executive at quarter 2 and
quarter 4 end.

Recruitment &
Operational
Manager

Reports presented

Biannual reports on concerns
raised through the
whistleblowing policy and
speaking up guardian taken
to Audit Committee.
Ongoing with reporting to the
Board, Executive and Senior
Leadership Team at quarter 2

HR Business
Partner

Reports presented

HR Business
Partner

Reports presented

Workforce Race Equality Scheme (WRES) – Action Plan 2019-22
(Plan may be amended each year following production of WRES reports)
These reports to include variances in retention for BME staff
Ready Now and other BME leadership development opportunities will be
promoted to increase representation of BME staff at Band 8a+ levels in the
CCG.

and quarter 4 end.
Ongoing

The number of applications, number of successful applications, take up of
places and successful completion of the Ready Now and other BME
leadership development programmes will be reported quarterly to Executive
and annually to Board, as part of the annual workforce equality data report.
The take up of mandatory and non-mandatory training, analysed by equality
group, will be reported annually as part of the annual workforce equality data
report.

Quarterly to Executive.
Annually to Board.

We will further promote ESR self service and ask staff to update their
ethnicity details on the system to reduce “undeclared” categories on the
system.
The data set for ethnicity in disciplinary cases is very small and therefore it is
difficult to extrapolate from the WRES report data. We will therefore
implement learning reviews for all formal disciplinary cases as part of our
commitment to further monitor ethnicity and disciplinary matters.
We will review our current disciplinary practices to ensure alignment with the
national guidance on best practice contained in Baroness Dido Harding’s
letter of 24th May 2019 to all NHS organisations:
https://i.emlfiles4.com/cmpdoc/9/7/2/8/1/1/files/56794_letter-to-chairsand-chief-executives-24-may-2019.pdf.
Independent research will be undertaken to explore the discrimination
experienced disproportionately by BME staff and perceptions of equal
opportunities in career development, recommending appropriate remedial
action.

Head of
Organisational
Development and
Learning
Head of
Organisational
Development and
Learning
Head of
Organisational
Development and
Learning

Opportunities promoted and
taken up

Equality and
Diversity Lead

A reduction in the undeclared
numbers.

Ongoing

HR Business
Partner

Reviews taking place and
themes reported to Director of
Workforce.

March 2020

Assistant Director
of HR and ODL

Review report produced with
recommendations to Board

March 2020

Equality and
Diversity Lead

Research conducted and report
produced with
recommendations to Board

Annual report as part of the
workforce equality data
report. Data for BME staff to
be included in the annual
WRES report.
31 March 2020

Reports presented

Report published

Workforce Race Equality Scheme (WRES) – Action Plan 2019-22
(Plan may be amended each year following production of WRES reports)
We will investigate and report on the increase in BME staff reporting through
the staff survey that they have experienced harassment, bullying or abuse
from patients, relatives or the public in the last 12 months. An action plan to
address issues raised will be produced.
We will investigate and report on the increase in BME staff reporting through
the staff survey that they have experienced harassment, bullying or abuse
from patients, relatives or the public in the last 12 months. An action plan to
address issues raised will be produced
We will investigate and report on the difference between White and BME
staff’s confidence that the CCG provides equal opportunities for career
progression or promotion. An action plan to address issues raised will be
produced
Volunteer Speak Up Champions sourced from amongst our workforce will be
trained and launched as part of our ongoing campaign to stamp out bullying
in the CCG.

March 2020

HR Business
Partner

Report and action plan
produced.

March 2020

Equality and
Diversity Lead

Report and action plan
produced.

March 2020

Equality and
Diversity Lead

Report and action plan
produced.

December 2019

HR Business
Partner

Speak up Champions launched.

NHS Herts Valleys
Clinical Commissioning Group
Board Meeting
26 September 2019
Please refer to further guidance here N:\Nursing & Quality\8 Risk Management System\2. Board Assurance
Framework\BAF 201920\Current versions for front sheet reference when completing this front sheet.
Title Staff Survey report
Agenda item 17
NHS Official Sensitive: Commercial
☐ Check the box if paper contains commercial information which may be damaging
to the CCG, another NHS body or a commercial partner if improperly accessed.
☐ Check the box if paper contains personal information relating to an identifiable
individual where inappropriate access could have damaging consequences.

NHS Official Sensitive Personal
Purpose* (click
Decision ☐
appropriate box)
Author and job title

Approval ☐

Discussion ☒

Assurance ☐

Information only ☐

Responsible director and job title

Director signature

The director is signing to indicate their approval of the paper and to confirm that any EQIA, QIA or DPIA has been approved.

Juliet Rodgers, associate director
communications and engagement

Juliet Rodgers, associate director
communications and engagement

Short summary of paper

Provide brief background, context and key points from the paper
This paper summarises headlines from last year staff survey report and outlines actions
taken.

Recommendation(s)

The Board/Committee is being asked to:
the board is asked to note the report

Engagement with
Much of the work agreed as a result of feedback from colleagues , has come from
patients/public/staff and
the staff involvement group and the wider body of staff
other stakeholders
Links to Strategic Objectives (click on all boxes that apply)
Effective Engagement. We will continually improve engagements with member practices, patients, the public, ☒
carers and our staff to contribute to and influence the work of Herts Valleys CCG.
Quality. We will commission safe, good quality services that meet the needs of the population, reducing
☒
health inequalities and supporting local people to avoid ill health and stay well.
Transforming Delivery. We will work with health and social care partners to transform the delivery of care
☒
through the implementation of “Your Care, Your Future”, the Strategic Review in west Hertfordshire and its fit
with the wider STP strategy, “A Healthier Future”.
Affordable & Sustainable Care. We will ensure that we fulfill our statutory duty to deliver a financially
☒
sustainable and affordable healthcare system in west Hertfordshire.
Board Assurance Framework
Refer to latest BAF report here for current and target risk scores: N:\Nursing & Quality\8 Risk Management System\2. Board
Assurance Framework\BAF 201920\Current versions for front sheet reference

Ref.

Risk
Owner

Risk description

Current risk
score and
movement

Target risk
score

*Assurance
Level

16 ↓

8

Medium

4→

4

High

*Refer to assurance levels table below.

1.1

JR

1.3

JR

Risk that we do not engage effectively with a range
of our patients, population and stakeholders.
Risk that we have an unengaged staff body.

New strategic risks identified by this report
Other significant risks related to this report (from the Corporate Risk Register)
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Resource
implications

Covered by existing budgets

Potential conflicts
of interest
Equality and
quality impact
analyses (EQIA
and QIA)

None known

Equality delivery
system (EDS2)

Does your paper provide supporting evidence for HVCCG’s EDS2 portfolio?
Please refer to EDS2 guidance here: https://www.england.nhs.uk/wp-content/uploads/2013/11/edsnov131.pdf and indicate which goal your proposal/paper supports by clicking the appropriate box(es)

No EQIA applicable, but clearly there are issues in the staff survey in terms of equalities that we are
looking to address

Better Health Outcomes
Improved Patient Access and Experience

☐
☐

A Representative and Supported Workforce
Inclusive Leadership

☒
☒

Data Protection
Impact
Assessment
(DPIA)
Report history

Not applicable

Appendices

.none

None, but we have sent all staff a note to summarise the issues and actions included in this report.

*Assurance levels – use this guide to identify the level of assurance indicated in the risk table above.
Level
Details
**N.B. The executive summary for this paper should explicitly point to the evidence to support the assurance level indicated. For
example:
Very high – Where in the report is the evidence is to support the current strong position & how it will be sustained?
High – Where in the report is evidence of what is being done to strengthen controls and mitigate the likelihood of this risk
materialising?
Medium – Where in the report is the evidence of what is being done to address gaps in assurance and how successful is this
action proving?
Low – Where in the report is a statement of the urgent actions planned to address the lack of assurance?

Very high

High

Medium

Low

Taking account of the issues identified in this report, the Board can take reasonable assurance that
the controls upon which the organisation relies to manage this risk are suitably designed, consistently
applied and effective.
Taking account of the issues identified in this report, the Board can take reasonable assurance that
the controls upon which the organisation relies to manage this risk are suitably designed, consistently
applied and effective. However, we have identified issues that, if not addressed, increase the
likelihood of the risk materialising.
Taking account of the issues identified in this report, whilst the Board can take some assurance that
the controls upon which the organisation relies to manage this risk are suitably designed, consistently
applied and effective, action needs to be taken to ensure this risk is managed.
Taking account of the issues identified, the Board cannot take assurance that the controls upon which
the organisation relies to manage this risk are suitably designed, consistently applied or effective.
Action needs to be taken to ensure this risk is managed.
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1. Executive Summary
This report outlines work done to date and upcoming plans, to address issues raised in the 2018 NHS
staff survey report. It also reminds board members of the key findings of that survey. The work we
are doing supports the management of risks around an unengaged staff body and helps improve the
engagement.
2. Key findings
We were very pleased with the response rate, at 84%, up from 80% the previous year, and better
than the average surveyed by our provider.
2.1

Achievements
Positive organisational experience
o

63.6% of staff reported that they often or always looked forward to coming to work; an
increase on 2017 which reported 60.4% (average CCG rate for 2018 - 56.8%).

o

68.6% of staff would recommend Hert Valleys CCG as a place to work; an increase on 2017
which reported 62.6% (average CCG rate for 2018 - 63.8%).

Role
o

77.8% of staff reported that they were often or always enthusiastic about their job; an
increase on 2017 which reported 70% (average CCG rate for 2018 - 70.0%).

o

65.0% of staff agreed/strongly agreed that communication between senior management and
staff is effective; an increase on 2017 which reported 53.8% (average CCG rate for 2018 47.9%).

o

61.8% of staff agreed/strongly agreed that senior managers try to involve staff in important
decisions; an increase on 2017 which reported 48.5% (average CCG rate for 2018 - 41.9%).

o

55.4% of staff agreed/strongly agreed that senior managers act on staff feedback; an increase
on 2017 which reported 44.5% (average CCG rate for 2018 - 44.1%).

o

75.8% of staff were satisfied/very satisfied with the opportunities for flexible working
patterns; an increase on 2017 which reported 71.0% (average CCG rate for 2018 - 74.0%).
Appraisal and training

o

81.5% of staff received non-mandatory training, learning or development in the last 12
months; an increase on 2017 which reported 62.3% (Average CCG rate for 2018 - 66.5%).
Team working
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o

72.2% of staff agreed/strongly agreed that the team they worked in had a set of shared
objectives; an increase on 2017 which reported 68.7% (average CCG rate for 2018 - 70.9%).

2.2

Areas for improvement
Role
o

54.0% of staff either agreed or strongly agreed that they are able to deliver the care they
aspire to; a decrease on 2017 which reported 71.4% (average CCG rate for 2018 - 54.5%).

o

82.2% of staff reported working additional unpaid hours; an increase on 2017 which reported
78.5% (average CCG rate for 2018 - 70.5%).
Health/wellbeing

o

37.9% of staff were satisfied/very satisfied with positive actions taken by the CCG on health
and well-being; a decrease compared to 2017 which reported 64.8% (average CCG rate for
2018 - 30.3%).

o

56.5% of staff reported coming to work despite not feeling well enough to perform their
duties; an increase on 2017 which reported 49.2% (average CCG rate for 2018 - 50.7%).
Bullying/harassment/abuse/discrimination

o

15.8% of staff reported that they experienced harassment, bullying or abuse from other
colleagues; an increase compared to 2017 which reported 14.2%; (average CCG rate for
2018 at 12.0%).

o

16.4% reported feeling harassment, bullying or abuse from managers; a slight decrease on
2017 at 17.2% (average CCG rate for 2018 - 13.4%).

o

11.2% of staff felt that they experienced discrimination from their manager/team leader or
other colleagues; an increase on 2017 at 10.7% (average CCG rate for 2018 - 6.5%).

o

47.1% of staff experiencing discriminations felt this was on the grounds of their ethnic
background; an increase compared to 2017 at 30.8% (average CCG rate for 2018 - 27.3%).

3. Actions taken
The executive team and the staff involvement group examined the findings of the staff survey and
they were also shared with all staff, both by email and discussed at staff briefings.
As part of the process to identify and improve staff experience overall, and especially responding to
the staff survey results, we asked for further feedback during the staff conference and via an on-line
suggestion portal. SIG members have discussed these, and a number of actions to address a range of
issues have been taken or are underway. They include:
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New training programmes launched in 2018/2019 include ‘Resilience for success’ and ‘The
art of being brilliant!’



Values workshops available to all staff to promote and embed the right cultures and
behaviours across the CCG.



Monthly ‘Employee assistance programme’ newsletters sent to all staff, offering advice and
support.



Fourteen volunteer ‘speak up champions’ from across the CCG are being trained to support
staff who have concerns.



A ‘thank you’ card system was launched in July 2019. Managers and staff are encouraged to
show their appreciation by sending cards which are available on the intranet.



Long service and staff awards are presented annually.



Department leads are being encouraged to consider an email ‘curfew’ to reduce out-ofhours emailing, or put in place other measures agreed within individual teams.

4. Actions planned
Further initiatives that are planned and coming soon include:
 A range of wellbeing activities being reintroduced for which a small charge applies.
 Access to yoga classes and walking club in partnership with Dacorum Borough Council currently
being arranged.
 A new health and wellbeing calendar will be launched every six months so all staff are informed
and can access events, discounts and initiatives e.g. free health checks for the over-40s, gym
membership and national health awareness events.
 Introducing trained mental health champions, from within our workforce to promote a positive
culture in relation to mental health and ensure excellent staff support.
 Staff sharing inspirational ‘thought for the day’ messages on screens and screen savers.
 Using screen savers to celebrate diversity e.g. marking religious festivals and other cultural
events.
 Displaying ‘stamping-out bullying’ and harassment messages on screen savers and screens.
 Reminders to encourage staff to use the lunch area will be sent out regularly via the
communications team.
 ‘Let’s talk flexible working’ workshops for managers to promote the benefits of flexible working
within the CCG.
 Directors breakfasts being reinstated from September 2019 to provide staff with the opportunity
to ask questions and gain insight into areas of the CCG that may be of interest.
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 Access to ‘Neyber’ a free financial wellbeing provider will be launched during September 2019;
information will be provided to staff via the all-staff briefing and Webex sessions.
 Cycle-to-work scheme to be launched.

The executive team and staff involvement group have also been keen to explore further and hear
from staff with their suggestions about a couple of particular issues that came out of the survey. We
have requested that people come forward with further thoughts about these so that we can discuss
and progress them in the most effective way we can. These are:


Staff being able to deliver the care they aspire to.



Stamping out bullying/harassment/abuse/discrimination.

We have already done some work around the bullying issue and want to make sure that we
continuously improve in these and all areas.
5. Next steps
The next NHS staff survey launches in a few weeks and we are working with Picker to include
additional questions in the 2019 staff survey to help identify key behaviours that need
addressing. We will be encouraging staff to complete the survey and hoping that we achieve at least
as good a response rate as we had last year.

G1 HVCCG Front Sheet April 2019 v2.8

