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PURPOSE of the REPORT:

This report sets out the CCG’s Operational Plan for the two years,
2014/15 and 2015/16, including cross-references to the financial plans,
QIPP savings plans and Better Care Fund Plan that takes effect on 1
April 2015. These plans have to be submitted to NHS England on 4 April
2014 and become fixed points in the further development of the CCG’s
five-year strategy, 2014/15 to 2018/19, which is required to be
submitted on 20 June 2014 (and will be on the agenda for the public
Board meeting on 29 May 2014).
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The Governing Body is asked to agree the plans and confirm that they
can be submitted to NHS England and published on the CCG’s website
on 4 April 2014.
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Definitions
To approve
To ratify

An item of business that requires the Board to take a formal decision
An item of business where the Board is required to ratify the action(s) taken on behalf of
The Board, for example, by a formal committee established by the Board
To discuss
An item of business that requires discussion by the Board prior to agreement of a formal
resolution or a general policy steer to the executive officers.
To consider
A report containing a positional statement relating to the delivery of the CCG’s functions
for which the Board has a corporate responsibility but is not explicitly required to make a
decision.
To note
An item of business for which the Board is required to give due regard to but
for which there is not expected to be discussion.
For information An item of information that is of general interest but is not of significance to the
Board’s corporate or operational activities.

2

Operational Plan 2014/15 and 2015/16

1. Introduction
1.1. As reported to the Board in January, CCGs are required to produce five-year plans, including
detailed financial and operational plans for the first two years. Plans have to be bold and
ambitious and agreed with stakeholders through Health and Wellbeing Boards. Herts Valleys CCG
published a five-year Clinical Strategy in 2013 and much of the background work for what is now
being sought by NHS England will have been laid out in that document.
1.2. CCGs’ commissioning plans are intended to cover four key areas: strategic; operational; financial;
and the Better Care Fund (previously labelled the integration transformation fund).
1.3. The timetable for submission of plans and other key deadlines in the planning process is set out in
the table below:
Activity
First submission of plans
Contracts signed
Refresh of plans post contract sign-off
Reconciliation of commissioner and provider plans with NHS TDA and Monitor
Plans approved by Boards
Submission of final 2 year Operational Plans and draft 5 year Strategic Plans
Submission of final 5 year Strategic Plans (years 1 and 2 of plans will be fixed per 4 April
submissions)

Deadline
14 February 2014
28 February 2014
5 March 2014
From 5 March
2014
31 March 2014
4 April 2014
20 June 2014

2. Plan Submissions
2.1. A draft of the key financial plans for 2014/15 and 2015/16 was discussed at the January Board
meeting, prior to its submission to NHS England on 14 February. Since then, additional guidance
has been received from NHS England, including details of Running Costs allocations that were not
available at the January Board meeting. Further revisions have been made to the detail of the
financial plans as contract negotiations with providers have resulted in agreed values which
incorporate identified QIPP savings requirements, although a proportion of 2015/16 QIPP savings
remains unidentified at this point.
2.2. The Operational Plan for 2014/15 and 2015/16 attached to this report sets out the plans the CCG
has for responding to the needs of the west Herts population, commissioning high quality services
and securing improvements in them, within the available resources over the next two years.
2.3. Within the Operating Plan, the financial plans for 2014/15 and 2015/16 demonstrate achievement
of a 1% surplus each year and meet other nationally advised requirements around non-recurrent
spend and efficiency requirements. The 2014/15 QIPP savings are incorporated in contract values
and expenditure by programme is therefore shown net. In 2015/16 the unidentified balance of
QIPP savings remains as a bottom line target.
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2.4. Details of the QIPP plans and the monitoring tools that will be used to ensure delivery are included
as a separate section within the Operational Plan.
2.5. In addition, as part of the submission on 4 April, the Better Care Fund Plan, which is included as a
separate item on the Board’s agenda is cross-referenced. The Operational Plan as presented here
is aligned with the Better Care Fund Plan aspirations and financial content. Whilst the minimum
requirement upon the CCG in 2015/16 is to transfer £33.2m to the BCF, the intention is to transfer
£57.4m to the fund as set out in section 2.9 of that document.
2.6. The ‘Plan on a Page’ identifies the CCG’s vision for a sustainable local health and care system in
2018/19 but it is recognised that more work, particularly on the metrics to measure achievement
of the objectives is still required before this is finalised. The intention for the May Board meeting
(for 20 June submission) is that the Clinical Strategy published in October 2013 will be reviewed
and updated to provide a new five-year plan for the period 2014/15 to 2018/19 (effectively
extending the previous strategy by one year).
3. Conclusion
3.1. The work that the CCG undertook in 2013 to develop a Clinical Strategy puts it in a good position
to respond to NHS England’s requirements for a five-year plan covering 2014/15 to 2018/19. The
Operating Plan sets out in more detail the intentions, financial resources and savings requirements
in the first two years. These plans are also aligned with the Hertfordshire Better Care Fund Plan.
4. Recommendation
4.1. The Governing Body is asked to agree the plans attached to this report (and in the case of the
Better Care Fund Plan, appearing elsewhere on the agenda) and confirm that they should be
submitted to NHS England and published on the CCG’s website on 4 April 2014.
Appendices
1. Operational Plan 2014/15 and 2015/16
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Herts Valleys System Plan on a Page

1

Herts Valleys healthcare economy has, through partnership agreed a 5-7 year vision, which will transform health and care services in West Herts, addressing the challenges of improving
quality through better outcomes and patient experience, meeting the needs of the changing population, living within our financial means, ensuring sustainable services and tailoring
healthcare to meet individual need

Governance arrangements

2

System Objective One
Supporting people to stay well,
preventing ill health

System Objective Two
Empowering patients to take an
active part in their own care

4










Helping people to make healthy lifestyle choices, maintaining
their independence and reducing the likelihood of needing
professional support
Building services that focus on maintaining health and
preventing ill health
Helping patients with long term conditions to manage these
so they can stay as well as possible
Enabling patients and their carers to make the best possible
decisions for themselves about the tests and treatment that
they choose to receive
Better supporting carers to help the people that they care
for

5






Measured using the following success criteria

3



Health inequalities will be significantly reduced
People will live healthier longer lives

System values and principles

6
System Objective Three
Providing care and treatment in the
right place – at home or as close to
home as possible





Ensuring that primary care is the central focus for helping
people to access services that will keep them out of hospital
Expansion of 7 day working
Building a rapid response approach when people are at risk
of being admitted to hospital






System Objective Four
Patients will experience services
that are joined up






Building support and assistance which focusses on the
whole patient
Better coordination and control of the range of health and
social care services - patients to experience healthcare in a
way that feels personalised and connected.
Implementing joint strategies agreed with partners across
the local healthcare system

Strategic Partnership Group, the CCG Public Board,
the System QIPP Board and the Health & Wellbeing
Board
Annual review, engagement and update
Contract monitoring





The needs of patients are central to our
commissioning functions
We will do all we can to keep commissioning local
Integrity, honesty and transparency are our core
values
Mutual trust between clinicians, manager, patients
and the public is always promoted
Clinicians are at the heart of the commissioning
decisions
Decision making takes into account best value for
money as well as clinical quality
We will work collaboratively to commission the best
possible outcomes for our patients
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Herts Valleys Clinical Commissioning Group - Who are we?
Herts Valleys Clinical Commissioning Group covers a registered population of over 600,000 and is responsible for a
budget of £656 million. Created in shadow form in 2012, the CCG was authorised in February 2013 as part of the
second wave of CCG authorisations.

Our Localities
The CCG is made up of 70 member GP practices that work together in 4 geographic localities:



Dacorum



Hertsmere



St Albans and Harpenden



Watford and Three Rivers

The Locality Groups provide the best mechanism to engage all practices across the CCG and ensure
commissioning decisions best meet the needs of the local communities.
Engaging all member practices is an important aspect of the CCG’s development over the next
year. Locality Support Teams have been appointed and will ensure all practices are able to engage in planning
and decision making for their population.

The CCG Board
The membership of the CCG Board is as follows:






Eight General Practitioners who are practicing within the area of the CCG. Two General Practitioners are
elected as members of the Board from each locality.
Three lay members. One of the appointed lay members is designated the lay member with responsibility for
governance, and that member chairs the Audit and Remuneration Committees. A different lay member is
designated to have specific responsibility for championing the interest and involvement of patients in the
work of the CCG
A Secondary Care Specialist Doctor
Three ex-officio members: the Accountable Officer, the Chief Finance Officer and the Director of Nursing
and Quality.
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Clinical Commissioning Member Practices
Dacorum

Hertsmere

St Albans and Harpenden

Watford and Three Rivers

(20 practices)

(9 practices)

(13 practices)

(28 practices)

Archway Surgery

Annandale Surgery

Colney Medical Centre

Abbotswood Medical Centre

Bennetts End Surgery

Fairbrook Medical Centre

Davenport House Surgery

Attenborough Surgery

Grove Medical Centre

The Elms Medical Practice

Baldwins Lane Surgery

Highview Medical Centre

Grange Street Surgery

Callowland Surgery

Little Bushey Medical Centre

Harvey Group Practice

Cassio Surgeries (4)

Parkfield Medical Centre

Hatfield Road Surgery

Chorleywood Health Centre

Schopwick Surgery

Lattimore Surgery

Coach House Surgery

Theobald Medical Centre

The Lodge Surgery The

The Colne Practice The

The Red House Surgery

Maltings Surgery The

Consulting Rooms The

Haverfield Surgery

Midway Surgery

Elms Surgery

Highfield Surgery

Parkbury House Surgery

Gade Surgery Garston

Lincoln House Surgery

Redbourn Health centre

Medical Centre Holywell

The Village Surgery

Surgery

Boxwell Road Surgery
Coleridge Crescent Surgery
Everest House Surgery
Fernville Surgery
Gossoms End Surgery
Grovehill Medical Centre

Manor Street Surgery
Markyate Surgery

Manor View Surgery
Meadowell Centre

Milton House Surgery
New Road Surgery
Parkwood Drive Surgery
Rothschild House Surgery

South Oxhey Surgery
Park End Surgery

The Nap Surgery

Pathfinder Practice

The New Surgery

Prestwick Road Surgery

West Herts Medical Centre

Sheepcot Medical Centre

Woodhall Farm Medical Centre

Suthergrey House Medical Centre
Tudor Surgery
Upton Road Surgery
Vine House Medical Centre
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Our Challenges
Delivering high quality health and care services is challenging, and it will become more so in the coming years.
The profile of our population is changing and so are their healthcare needs. People are living longer and more
are living with complex health needs. Technological and social advances mean that there are opportunities to
provide care that is more local and more personalised, which is what people want. But with the opportunities
for better care come the challenges of a budget that is shrinking in real terms and will continue to do so for the
foreseeable future.
Despite West Hertfordshire being a relatively affluent area, there are some significant pockets of deprivation
and associated health inequalities. Balancing these will be a key focus for the system.
Meeting these challenges requires transformation of this health and social care system and the way it delivers
services, the quality and the cost-effectiveness of care. It is no longer feasible to commission services
independently of each other and the central principle of the system strategy is to ensure effective partnerships
across all health and social care providers and the broader group of agencies that can impact on the health and
wellbeing of our population.
In summary, four key challenges are driving the vision for the future. These are:





Meeting all the needs of our changing population
Addressing outcomes and patient experiences
Living within our financial means and ensuring sustainable services
Tailoring healthcare to meet individual needs

In response we will:
• Work with partners to build integrated services that minimise duplication and waste, and focus on the needs
of individuals and communities
• Commission services differently with effective contracts working in a more integrated way with social care
commissioners, particularly for services that are not provided in hospitals
• Work in ways that encourage primary care and all of our other providers to work together to deliver the right
high quality, cost-effective care, in the right place at the right time.

Financial Context
2013/14 Financial Position
NHS Herts Valleys CCG was authorised on 1 April 2013 and received two separate allocations, for
programme expenditure and running costs, from NHS England for the 2013/14 financial year. At 31
January 2014 (M10) the CCG reported a surplus of £4.5m, which was £1.4m more than the planned
surplus for this point in the financial year. The CCG is forecasting delivery of a 1% surplus of £7m at
31 March 2014 in line with its plan and the requirements set by NHS England at the start of the
financial year.
The CCG will achieve its financial target for 2013/14 but not in the way planned at the start of the
year. During 2013/14 NHS England confirmed the CCG’s programme allocation at the level published
in December 2012. Material changes to the programme allocation have been limited to a non7|Page

recurrent Winter Pressures addition of £1.4m announced in December 2013. Expenditure on
secondary care contracts, particularly in the acute sector, and on prescribing costs in primary care is
running ahead of budget. The year-to-date position and forecast outturn benefit from positive
variances on other budget headings, particularly in respect of reserves originally intended to fund
transformational change in the year. This means that the outturn surplus is largely supported by nonrecurrent sources. In 2014/15 the CCG faces an additional challenge therefore in order to recreate
the recurrent 1% surplus target going forward.
2014/15 and 2015/16 Financial Plans
NHS England published two-year programme allocations for CCGs in December 2013, implementing
a new weighted capitation formula that set fair shares target allocations at the same time. All CCGs
received growth of at least 2.1% in 2014/15 and 1.7% in 2015/16. Herts Valleys CCG was assessed
to be under-target on the new formula and received an uplift of 2.49% for 2014/15 and 2.27% in
2015/16, with allocations of £641.7m and £656.2m respectively. The figures for 2015/16 include a
requirement on the CCG to transfer at least £33.2m (£9.6m of which will be from central funds) to
Hertfordshire County Council as a contribution to the Better Care Fund being established that year.
More recently, the CCG was notified of its running costs allocations for the next two years. These
are £14.380m in 2014/15 (at £24.73 per head of relevant population) and £12.999m for 2015/16
(at £22.07 per head of relevant population). The 2015/16 figure incorporates the 10% reduction in
management costs agreed centrally as part of the last Spending Review.
The CCG is required to meet certain statutory financial duties:






Deliver operational financial balance in each and every year
Plan to deliver financial balance
Live within approved cash limit
Live within approved resource limits for programme and running costs
Achieve compliance with Better Payments Practice Code

The draft Financial Plan for the next two years has been based on:





Realistic outturn activity and financial values
Uplifts for demographic and other growth/agreed developments
Reductions for tariff/price deflation
Meeting NHS England requirements advised in ‘Everyone Counts – Planning for Patients
2014/15 to 2018/19’, including a non-recurrent reserve of 2.5% in 2014/15, reducing to 1% in
subsequent years; contingency reserve of 0.5% each year and a recurrent surplus of at least 1%

The impact of these assumptions identifies a need for QIPP savings in 2014/15 of £22.4m and in
2015/16 of £25.2m and the schemes through which it is planned to deliver these savings are shown
in the table that follows.
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QIPP PLAN
£k
Acute secondary care
Emergency admissions (including MRET)
Planned admissions / outpatient attendances
Other acute projects
Ambulance targets

2014/15

2015/16

10,253
6,857
765

2,100
2,300
1,050
2,000

2,500
1,000
1,000

2,750
3,000
200
1,439

Total

22,375

14,839

QIPP target

22,375

25,214

Medicines Management
Community services
RAID / IAPT
Back office costs (CSU)

Details of the CCG’s approach to QIPP and individual QIPP schemes and the benefits that they will
deliver are included later in this document.
Summary 2014/15 and 2015/16 Financial Plans
The table below sets out the key values from the Financial Plan, net of identified QIPP and agreed
investments. Contracts for 2014/15 have been negotiated with major local NHS providers including,
West Hertfordshire Hospitals NHS Trust, Barnet & Chase Farm Hospitals NHS Trust,
Buckinghamshire Healthcare NHS Trust, Luton & Dunstable Hospital NHS Foundation Trust, East
and North Hertfordshire NHS Trust, East of England Ambulance Service NHS Trust, Hertfordshire
Community NHS Trust and Hertfordshire Partnerships University NHS Foundation Trust (via the
Section 75 Agreement between the CCG and Hertfordshire County Council). Contract values with
Hertfordshire Community NHS Trust, Hertfordshire Partnerships University NHS Foundation Trust
and East and North Hertfordshire Hospitals NHS Trust were agreed at the end of February 2014 and
with West Hertfordshire Hospitals NHS Trust early in March 2014. Negotiations are continuing with
Barnet & Chase Farm Hospitals NHS Trust, Buckinghamshire Healthcare NHS Trust, Luton &
Dunstable Hospital NHS Foundation Trust and the East of England Ambulance Services NHS Trust (as
part of a consortium led by Suffolk CCGs) and it is anticipated that contracts with these providers
will be agreed during March 2014. Negotiations are also taking place via host CCGs and CSUs with
London-based NHS providers to agree contracts for 2014/15 to reflect the use of services by NHS
Herts Valleys’ patients. Historically, these contracts have taken longer to reach the point of
signature and the CCG’s ability to influence the timeline is small, in proportion to its share of the
providers’ income.

9|Page

Herts Valleys CCG
Financial Summary - 2014/15 to 2015/16
2013/14
Forecast
Outturn
£000
Programme
Allocation:Baseline
Recurrent Allocn adj (14/15)
Growth
Better Care Fund Allocation
Quality Premium
Surplus & brokerage b/f
other allocation adj
Running Costs
Total Allocation

PLAN
2014/15
£000

PLAN
2015/16
£000

2,270
3,133
14,440
645,553

625,710
393
15,561
0
0
6,969
0
14,438
663,071

641,664
0
14,565
9,585
0
6,969
0
12,999
685,782

377,496
69,975
54,823
21,468
68,605
924
11,550
2,456
397

373,505
71,812
55,612
23,028
70,211
0
14,943
4,479
408

370,210
72,745
53,585
24,118
73,008
0
15,735
4,537
420

5,360
765
2,575
7,753
0
0
0
14,440
0
638,587

2,697
642
4,969
16,042
0
3,316
0
14,438
0
656,102

2,732
676
5,034
6,658
33,164
3,429
10,000
12,999
-10,125
678,924

6,966

6,969

6,858

611,642
14,068

check

Costs:
Acute - other
Mental Health / LD
Community Services
Continuing Care / FNC
Prescribing
GP IT
Other Primary Care
Other Programme Costs
NHS Property Services
Marginal Rate Emergency Tariff
Credit
Reablement
Readmissions Credit
NR headroom
Better Care Fund
Contingency (0.5%)
Investments & other adj (cum)
Running Costs
QIPP unidentified (cum)
Total costs
Surplus (1%)
required surplus

% NR

6,631

6,858

5.33%

2.68%

Risks and Mitigations
NHS Herts Valleys intends to enter into realistic contracts with providers for 2014/15 that
adequately reflect the activity levels expected to be seen in the year. The CCG’s QIPP programme
will contribute to ensuring that the overall levels of activity and expenditure are delivered as
planned.
There are risks to the achievement of the financial plan: a number of these are identified below






It is not possible to agree contract values with key providers within the identified
affordable amounts
Once contracts have been agreed, activity and expenditure are above planned levels
QIPP schemes are subject to slippage and other variations that impact adversely on the
financial position
Risk sharing arrangements in place with other commissioners/providers fail to adequately
protect the CCG from additional expenditure in-year
Retrospective claims submitted on behalf of people seeking eligibility for NHS funded
Continuing Health Care exceed the CCG’s contribution to NHS England’s risk sharing arrangements
for 2014/15

In 2013/14 the CCG was able to use its non-recurrent reserves to deliver its planned surplus when acute
contract expenditure was higher than planned and QIPP schemes failed to deliver the expected savings.
The position for 2014/15 is much tighter, with less of the non-recurrent reserves uncommitted at the start
of the year and therefore a greater emphasis on QIPP projects working. The 2014/15 QIPP schemes have
the advantage of project ownership and clinical input and a clear understanding of the actions necessary
to generate the required savings.
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Our Priorities
During 2014-16 our priorities as a CCG are to:










Deliver the NHS Constitution Rights and Pledges
Achieve quality improvements in line with the NHS Outcomes Framework
Within the context of our 5 year vision, deliver a transformational service model which
includes the 6 defined characteristics of a high quality and sustainable system (Every Counts :
Planning for patients 2014/15 to 2018/19)
Deliver the 7 specified NHS ambitions (Every Counts : Planning for patients 2014/15 to
2018/19)
Progress the 5 system shared objectives
Maximise the benefits of the Better Care Fund
Be led by our 4 guiding principles
Continue to listen to patients and the public and ensure they influence commissioning
priorities
Deliver our clinical commissioning strategy alongside financial and quality improvements in
services through a robust, clinically led, programme approach with five key programme
areas

Partnership working
West Herts Strategic Partnership Group
Herts Valleys CCG is committed to delivering a vision which unites the strategic goals of the west
Hertfordshire health and social care system. This integrated approach is the most effective way of
achieving care which joined up, tailored to meet individual need and ensures the best possible
outcomes for the population.
In December 2013, NHS England released ‘Everyone Counts: Planning for Patients 2014/15 TO
2018/19’. This guidance makes a clear case for developing a modern model of integrated care to
1) Ensure tailored care for vulnerable and older people
2) Provide care that is integrated around the patient
In Spring 2013, before the ‘Everyone Counts’ guidance was issued, the CCG established the Strategic
Partnership Group. This group brings together leaders from the west Hertfordshire health and social
care system and has the following remit:



To support the implementation of the 5 year clinical strategy through close co-operation and
joint working.
To discuss opportunities to improve the quality of care and/or cost effectiveness of services
for the population of Herts Valleys and to find solutions to the challenges that all partners
face.

In addition to the CCG, the Strategic Partnership Group also has representation from:
West Herts Hospitals NHS Trust (WHHT)
Hertfordshire Community NHS Trust (HCT)
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Hertfordshire Partnership NHS Foundation Trust (HPFT)
East of England Ambulance Service (EEAST)
Hertfordshire County Council (HCC)
This group of system leaders has a key governance role in delivery of the clinical vision and the
system QIPP plans. It is instrumental in removing organisational boundaries and paving the way for
effective integrated working.

Other partnership networks
Health and Wellbeing Board and Local Government
The CCG has strengthened its links with district councils and has aligned its priorities with the Health
and Wellbeing Board.
Employment, community safety and sustainable communities are important factors in reducing
health inequalities, and services from independent providers such as community pharmacies,
dentists and opticians, as well as voluntary organisations, help to make up our complex health and
care system. It is important that we all understand how these aspects fit together to create a bigger
picture of health and wellbeing for our population, and that services are commissioned in this
context.

Secondary Health and Social Care Commissioning Team
The Secondary Health and Social Care Commissioning Team (formerly known as the Joint
Commissioning Team) forms part of Health and Community Services Commissioning
Directorate that commissions services for people with mental health problems, learning
disabilities and problems with substance abuse in Hertfordshire.
It is a partnership between Hertfordshire County Council, Herts Valleys and East and North Clinical
Commissioning Groups, bringing together the money we have to spend on health and social care
for these areas so we can ensure that we maximise the health and wellbeing benefits to the
population. Going forward this will be supported through the Better Care Fund and the partnership
will be strengthened by the joint appointment (HVCCG and HCC) of an Assistant Director of
Integration.
By pooling resources we will provide a single, straightforward route for service users and carers to
engage in the commissioning process and inform our plans, ensuring the delivery of the highest
quality of care for the people of Hertfordshire.
As we develop our integrated commissioning approach the use of Health and
Community Services Commissioning directorate will increase as the joint
commissioning arrangements roll out across other service areas. There are currently
Joint Commissioning Arrangements covering:


Integrated Community Equipment Service and Wheelchair Service - Storage, repair
and distribution.
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Between:
Hertfordshire County Council
NHS East & North Hertfordshire CCG
NHS Cambridgeshire and Peterborough CCG
Herts Valleys CCG


Adult Mental Health, Learning Disability, Child and Adolescent Mental Health (CAMHS) and
Drug and Alcohol Services.
Between:
Hertfordshire County Council
NHS East & North Hertfordshire CCG
NHS Hertfordshire Valleys CCG
NHS Cambridgeshire and Peterborough CCG

In 2014/15 HVCCG will be developing commissioning plans with Hertfordshire County Council and key
partners to ensure that we achieve our aspiration of delivering high quality integrated services to the
population of HVCCG in line with the aspirations of the Better Care Fund

Wider partnerships







The CCG also works closely with neighbouring CCGs and with a broad range of contracted providers
including:
Barnet and Chase Farm Hospitals NHS Trust
Luton and Dunstable NHS Foundation Trust
Buckinghamshire Hospitals Trust
East and North Herts NHS Trust.
Herts Urgent Care (HUC)
And with Central Eastern Commissioning Support Unit (CECSU), which provides a range of services on behalf
of HVCCG including:









Contracting
Business Intelligence
Finance and Performance Management
HR
ICT
Procurement
Communications
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The HCC Health Scrutiny Committee
The Scrutiny Committee scrutinises the planning, provision and operation of all Health Services
affecting residents of the county and acts as the statutory consultee in relation to proposals by local
NHS bodies for substantial development of the health service. HVCCG is committed to working
productively with the Committee to ensure that all proposals are offered the full opportunity for
public scrutiny.
NHS England, through the Hertfordshire and South East Midlands Area Team
NHS England is responsible for commissioning local Primary care services and a number of specialist
healthcare services. The CCG will work very closely with NHS England to ensure joint planning of
health provision and delivery of quality and cost effective care for the local population. This will be
achieved through regular Executive meetings with the Area Team and also through the challenge and
confirm sessions already in place.
HealthWatch - Hertfordshire
Herts Valleys CCG is excited to be building a relationship with HealthWatch Hertfordshire, based on
our previous successful relationship with local LINk. HealthWatch have nominated a representative
to sit on the CCG Board, and engage with HVCCG at all levels
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The Population of Herts Valleys CCG
The Public Health Team at Hertfordshire County Council and the Public Health Information Team at
the NHS Central Eastern Commissioning Support Unit are collaborating with HVCCG in order to
describe the population of West Hertfordshire across a range of indicators to inform priorities.
Key documents include –
1)
2)
3)
4)

Locality Profiles (due for publication 2014)
Health Summary NHS Herts Valleys Clinical Commissioning Group 2013
Health Challenges for Hertfordshire
Hertfordshire JSNA

The following outlines some of the key findings.
Over half a million people live in HVCCG. At the 2011 census, approximately 20% of residents were
aged under 16 years, 64% were of working age (16-64 years) and 15% were aged 65 years and over.
Compared to regional and national population breakdowns there is a slightly higher proportion of
children and adults of a working age living in HVCCG.

HVCCG
East of England
England

0-15 years
20.4% (115,600)
18.9%
18.9%

16-64 years
64.1% (362,300)
63.4%
62.0%

65 years and over
15.5% (87,600)
17.6%
19.1%

The chart below breaks this down further, showing the number of people registered with Herts
Valleys CCG’s practices by sex and 5-year age band. The darker outlines show the profile of the
England population.
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The population is expected to increase by 23% by 2035, with the number of people aged over 65
years predicted to increase by 68%.
In 2011, approximately 85.4% of residents of HVCCG were White, 2.6% Mixed, 8.4% Asian or Asian
British, 2.9% Black or Black British and 0.7% Other.
Deprivation
Although Hertfordshire is considered an affluent county there are considerable differences in
deprivation levels. For example, compared to the rest of England, 24.2% of the population of Watford
live in the two most deprived divisions, whereas 67.8% of the population of St Albans and Harpenden
live in the least deprived. The darker areas in the map below show the most deprived areas, the
lighter the least deprived.

Life Expectancy
All of our localities have a higher male life expectancy than the England average of 78.9 years. The
England average for female life expectancy is 82.9 years and Watford is similar at 82.5 years while all
other localities are higher.
There is clear variation across the CCG, and while life expectancy in some parts of Herts Valleys CCG is
estimated to exceed 84 years of age, in some of the more deprived wards such as Northwick in Three
Rivers and Elstree in Hertsmere it is up to seven years lower.
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Causes of Premature Mortality
Circulatory diseases (including heart disease and stroke) account for 32% of all deaths and 24% of
premature deaths (those aged under 75). Both nationally and in Hertfordshire there has been a rapid
decline in the number of premature deaths from circulatory diseases in the last decade, in part due to
reduced smoking prevalence. However, circulatory disease is still a major cause of death and is more
common in deprived and disadvantaged groups.
Chronic obstructive pulmonary disease (COPD) is a progressive disease of the respiratory system. The
biggest single cause of COPD is smoking, indicating potentially preventable deaths. There has been a
slight decline in the mortality from COPD in HVCCG. However, although the rate is similar to the East
of England average, it masks a range from 4.9 (St Albans and Harpenden) to 10.3 (Dacorum) per
100,000 population.
Herts Valleys CCG has lower rates of premature death from cancer in all localities compared to
England. While mortality has fallen between 1993 and 2010 there is variation amongst the HVCCG
localities which reflects smoking rates and deprivation.

Lifestyle Factors
Smoking
In our local population it is estimated that almost one in five adults smokes, with the Three Rivers
area having the highest estimated prevalence of 22%. Watford has the highest rate of smoking
attributable mortality (181 per 100,000 population) followed by Hertsmere (179 per 10,000). The
lowest rate was in St Albans and Harpenden (149 per 100,000).
9.8% of women are estimated to smoke during pregnancy across the CCG.
Excess Weight and Physical Activity
Excess weight can contribute to a number of health problems, such as type 2 diabetes, lower back
pain, heart disease and stroke. Using a classification adopted by the World Health Organisation in
2000, those adults with a BMI (Body Mass Index) in the range 18.5 to 24.9 are defined as having a
health weight. Those adults with a BMI in the range 25 to 29.9 are defined as being overweight and
those with a BMI of 30 or above are obese.
Percentage of adults (16+) with excess weight (BMI>24.9) in Hertfordshire
80%
70%
60%
50%
40%
30%
20%
10%
0%
Welwyn
Hatfield

Watford

St. Albans

North
Hertfordshire

Hertsmere

Stevenage

Three Rivers

Dacorum

East
Hertfordshire

Broxbourne

Hertfordshire

England
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Data from the Active People Survey 2012 estimates that Dacorum has the highest percentage of
adults with excess weight in HVCCG with 64.4%, and Watford has the lowest with 57.8%.
Levels of physically active adults are higher in HVCCG compared to the England average of 56% with
St Albans and Harpenden having the highest rate of 65.8%.
Childhood obesity is measured in a slightly different way due to the growth changes that children
experience. In St Albans and Harpenden 10.3 % of children are obese in year 6, which is the same
level as England. The other localities have higher levels of obesity than the England average, with
Watford being the highest with a level of 19.1%
Alcohol related hospital admissions
The number of recorded hospital admissions for all alcohol-attributed conditions has risen
significantly in Hertfordshire and all districts between 2007/08 and 2010/11.
Watford and Hertsmere have significantly higher recorded rates of alcohol related harm admissions
than the Hertfordshire average. Dacorum and St Albans and Harpenden had significantly fewer
alcohol related admissions than the Hertfordshire average.
Long term Conditions
GP recorded Prevalence
Hertfordshire JSNA and GP practice QOF register for 2012/13 identify that there are a number of
areas where we have a high recorded prevalence of particular diseases. For example,


Depression (18+) – there is a recorded prevalence of 5.92% in Dacorum and 6.4% in
Hertsmere, compared to an average of 5.84% for England.



Dementia - There is a recorded prevalence of 0.59% for dementia in Hertsmere compared to
an average of 0.57% for England.



Diabetes – Watford and Three Rivers has a recorded prevalence of 5.14% for Diabetes Mellitus
(17+) and Hertsmere a prevalence of 5.23% compare to the HVCCG average of 4.81%.

We are also supporting the public health commissioned NHS Health Checks programme in order to
increase identification of risk factors and help prevent heart disease, stroke, diabetes, kidney disease
and certain types of dementia. The local programme includes a pulse check to identify atrial
fibrillation. With public health in the local authority we are developing pathways to support lifestyle
changes, including weight management services.
Improving quality of life for people with long term conditions
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The GP patient survey measures the proportion of people who feel able to manage their long term
condition, and the 2012/13 survey found that 68% of people in HVCCG feel able to manage their
condition, which is the same proportion as the England average. However, there is a substantial
amount of variation at individual practice level indicating a need for development of selfmanagement approaches.
Percentage of people who provide unpaid care (Carers)
Herts Valleys CCG recognises the role carers play in supporting us to deliver and manage wellbeing
and illness across our population. Over 9% of our population provide unpaid care. As commissioners,
we see one of our major roles as providing services that support carers to care and to maintain their
wellbeing. A number of our initiatives focus on supporting carers.

Health and Wellbeing Strategy
HVCCG is working with partners on the Hertfordshire Health and Wellbeing Board to deliver the
countywide strategy ‘ Healthier People, Healthier Communities.’ This strategy sets out the
commitment to tackling health inequalities in Hertfordshire, and the ambition to increase the number
of years that people in Hertfordshire are healthy and free from disability.

The nine priorities identified by the Health and Wellbeing Strategy are as follows:
Healthy Living
 Reducing the harm caused by alcohol
 Reducing the harm caused by tobacco
 Promoting healthy weight and increasing physical activity
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Promoting Independence
 Fulfilling lives for people with learning disabilities
 Living well with dementia
 Enhancing quality of life for people with long term conditions
Flourishing Communities
 Supporting carers to care
 Helping all families to thrive
 Improving mental health and wellbeing

For each of the priorities there are specific achievements and expectations set out. Some specific
examples of this include:
 A reduction of 2% per year of 16-24 year olds reporting unsafe sex under the influence of
alcohol
 Reduce smoking in women so that fewer than 7% of women smoke throughout pregnancy
by the end of 2015
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Dacorum

Hertsmere

St Albans

Three Rivers

Watford

Hertfordshire

England best

England average

Herts Valleys CCG*

Measure

CCG

1 Deprivation

%

0.0

1.6

0.0

1.9

0.0

1.0

0.0

20.3

2 Proportion of children in poverty

%

15.0

14.3

9.2

12.0

15.5

14.0

6.2

21.1

per 1,000

1.7

2.0

1.3

2.1

4.3

2.0

0.0

2.3

%

60.1

65.5

71.3

78.3

79.7

65.8

81.0

59.0

5 Violent crime

per 1,000

8.3

8.5

7.4

5.2

15.4

9.9

4.2

13.6

6 Long term unemployment

per 1,000

5.2

4.9

3.4

3.6

6.5

5.5

1.2

9.5

Health Profiles 2013 indicators (please refer to the
Indicator Notes below this table for definitions of
profile indicators)

3 Statutory homelessness
4 GCSE achieved (5A*-C inc. Eng & Maths)

7 Smoking in pregnancy

%

9.80%

9.8

2.9

13.3

8 Starting breast feeding

%

76.60%

76.6

96.0

74.8

9 Obese children (Year 6)

%

13.6

12.8

10.3

15.0

19.1

14.1

10.3

19.2

per 100,000

57.0

22.2

20.6

18.4

29.1

28.0

12.5

61.8

per 1,000

23.8

17.8

15.5

19.7

22.9

22.7

11.7

34.0

12 Adults smoking

%

18.7

19.4

19.0

22.3

16.6

19.4

8.2

20.0

13 Increasing and higher risk drinking

%

23.0

21.8

23.8

22.3

22.5

22.9

15.7

22.3

14 Healthy eating adults

%

32.7

32.9

36.8

34.2

32.2

32.7

47.8

28.7

15 Physically active adults

%

58.1

56.1

65.8

64.7

58.9

58.2

68.5

56.0

16 Obese adults

%

22.5

22.3

17.3

18.6

17.3

21.4

13.9

24.2

17 Incidence of malignant melanoma

per 100,000

15.7

15.2

14.7

3.2

14.5

per 100,000

109.9

78.5

15.4
117.
8

9.6

18 Hospital stays for self-harm

10.0
143.
7

114.9

110.2

51.2

207.9

19 Hospital stays for alcohol related harm

per 100,000

1314

1551

1219

1374

1576

1402

910

1895

per 1,000

4.1

4.6

4.1

2.5

8.7

5.2

0.8

8.6

%

4.6

5.1

4.0

4.9

5.1

4.9

3.4

5.8

22 New cases of tuberculosis

per 100,000

5.6

12.3

7.2

6.4

20.2

8.7

0.0

15.4

23 Acute sexually transmitted infections

per 100,000

1005

584

629

655

957

713

162

804

24 Hip fracture in 65s and over

per 100,000

420

417

387

409

538

431

327

457

10 Alcohol specific hospital stays (under 18)
11 Teenage pregnancy (under 18)

20 Drug misuse
21 People diagnosed with diabetes
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25 Excess winter deaths

ratio

18.6

18.9

13.1

17.1

22.6

19.4

-0.4

19.1

26 Life expectancy - male

years

80.6

80.0

81.3

80.2

79.2

80.2

83.0

78.9

27 Life expectancy - female

years

84.3

83.6

84.6

84.7

82.5

83.8

86.4

82.9

per 1,000

3.2

3.9

3.1

3.2

3.9

3.5

1.1

4.3

29 Smoking related deaths

per 100,000

175

171

157

180

188

176

122

201

30 Early deaths: heart disease & stroke

per 100,000

49.1

48.8

47.2

49.2

58.7

51.8

29.2

60.9

31 Early deaths: cancer

per 100,000

96.3

98.6

94.3

92.3

100.8

97.7

77.7

108.1

32 Road injuries and deaths

per 100,000

32.7

49.0

43.2

36.9

24.8

35.4

13.1

41.9

28 Infant deaths

Significantly better than Hertfordshire average
Not significantly different from Hertfordshire average
Significantly worse than Hertfordshire average
No significance can be calculated
pop.= population
*; Relevant CCG: Both East & North CCG and Herts
Valleys CCG are based around localities rather than
districts.
Compiled by Central Eastern Commissioning Support Unit
Source: APHO and Public Health England
Indicator Notes

standardised rate per 100,000 pop. aged under 75, 2009-2011. 32 Rate per 100,000 pop., all ages, 20092011.
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So what do we have to do?
National Context - Policy and Drivers
The NHS is tasked with the translation of key national policies and drivers to create local strategic priorities to
meet the needs of their local population. Herts Valleys CCG commission services in alignment with this national
context.
Key National policies and drivers include:
 The NHS Constitution
 The NHS Mandate
 Everyone Counts – 2014/15 to 2018/19 planning guidance
 A Call to Action

The NHS Constitution
The NHS Constitution sets out two core purposes:
 The Rights of Patients and the Public and the NHS Pledges to them
 The Responsibilities of Patients and the Public to the NHS and its resources
HVCCG is committed to delivering the performance standards in the NHS Constitution throughout
2014/15 and 2015/16 (see appendix a). The CCG’s own constitution reflects these purposes and clearly
lays out our Vision and Values.
Over the last few months we have been working with our staff and localities to develop a set of values that reflect
what matters most to us about the organisation. This are now embedded within the HVCCGs revised constitution.
They are:

1. Being: Caring and respectful.




Make sure that at the heart of all our decision-making, is consideration of the impact on patient care.
Treat everyone-including colleagues- with courtesy, listening to and respecting everybody’s opinion.
Support colleagues and partners

2. Having: Ambition, courage and high standards.





Do things that are going to make a positive difference to local people
Are optimistic that as a team - with partners and the public- we can change things
Expect ourselves and each other to produce high quality work
Are not be afraid to do things differently to improve patient care

3. Making sure we: are open, transparent, honest and straightforward




Share our mistakes; and be prepared to say ‘sorry’
Acknowledge that mistakes happen – and learn from them
Give each other honest and straightforward feedback
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Celebrate and share good practice when things have gone well
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4. Working: with partners and the public – as a team






Actively Involve partners and local people in planning and decision-making – in genuine partnership
Ask for people’s views and act on what they tell us
Explain how we’ve reached decisions
Co-operate fully and enthusiastically with colleagues in other teams to achieve aims
Appreciate everybody’s contribution

5. Empowering and energising: clinicians, staff and local people




Encourage and support new ideas
Let colleagues and teams get on with projects
Embrace and encourage enthusiasm

6. Learning: to be the best we can




Understand that we can always do better
Learn from others about how to do things better
Spend time learning new things

The NHS Mandate
The NHS Mandate sets out the strategic objectives for the NHS and the key areas for commissioners to include in all
their work. These objectives align with our local priorities and programmes covering Older People, Mental Health,
Children’s services, Planned and Urgent care. It will be through our programmes that we will deliver these strategic
objectives. The five objectives are shown below:
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Everyone Counts Planning Guidance 2014- 2019
The Everyone Counts guidance supports the development of local commissioning by defining 6 characteristics of a
high quality and sustainable system and by detailing 7 key ambitions. These characteristics and ambitions are listed
in the table overleaf, alongside system vision objectives and guiding principles.

System Vision – Delivering a Healthy Herts Valleys
‘Delivering a health Herts Valleys’ sets out a framework for commissioning services over the next five to seven
years. It will guide us in our decision making, so that we commission high quality, sustainable and affordable
services in a planned way to secure the best possible care for our patients and public.
To ensure that this new strategy is effective and serves the needs of our population, it has been developed with a
wide group of our GP members, nurses and other healthcare professionals, local authorities and other statutory
bodies, together with the public themselves.
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Our commitments
6 characteristics of a
high quality and
sustainable system

7 specified NHS
ambitions

4 system guiding
principles

4 CCG Strategic
Objectives

New approach to ensuring
that citizens are fully
included in all aspects of
service design and change
and that patients are fully
empowered in their own
care
Wider primary care,
provided at scale.

Securing additional years
of life for the people of
England with treatable
mental and physical
health conditions

Supporting people to
stay well, preventing ill
health

To commission services
that meet the needs of
the changing population
and address inequalities.

Improving the health
related quality of life of
the 15 million+ people
with one or more longterm condition, including
mental health conditions.
Reducing the amount of
time people spend
avoidably in hospital
through better and more
integrated care in the
community, outside of
hospital
Increasing the proportion
of older people living
independently at home
following discharge from
hospital.

Empowering patients to
take an active part in
their own care

To improve the quality of
services and deliver
better patient outcomes
and experience.

Providing care and
treatment in the right
place –at home or as
close to home as
possible

To coordinate health and
social care through
partnership working
enabling patients to
better manage their own
health and care.

Patients will experience
services that are joined
up

To be well governed and
live within our means,
while providing
sustainable services

A modern model of
integrated care.

Access to the highest
quality urgent and
emergency care.

A step-change in the
productivity of elective
care.

Specialised services
concentrated in centres of
excellence.

Increasing the number of
people with mental and
physical health conditions
having a positive
experience of hospital
care
Increasing the number of
people with mental and
physical health conditions
having a positive
experience of care
outside hospital, in
general practice and in
the community.
Making significant
progress towards
eliminating avoidable
deaths in our hospitals
caused by problems in
care
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Quality and Safety

What is our Role?
The Health and Social Care Act (2012) places statutory duties on clinical commissioning groups to:
 Promote continuous improvements in the quality of the health services they are
responsible for commissioning;
 Support continuous improvements in the quality of primary medical care.
We believe that ensuring all services for our population are high quality is the essential core of our
purpose as a Clinical Commissioning Group and has to be at the heart of all of our priorities and
our commissioning plans. However, this alone is not enough. We also need to ensure that we are
continuously improving the quality of care we offer to local people through planning, commissioning
and monitoring of services.
How have we and how will we respond to the Francis Report?
The publication of the Francis Report (2013) has reinforced the need to put patients at the centre of
everything we do in the NHS. For us this means that we will:
 Continue to talk to patients and the public about what is important to them for their
healthcare needs
 Use a wide range of information and feedback to constantly measure quality of care.
 work with our service providers to assess the quality of services and make improvements
when they are needed
 be open with patients and the public when care and services do not meet the standards we
want to deliver
In order to respond to the Francis report we have undertaken a gap analysis against the
recommendations for commissioners within the report. We have developed an action plan to
address any deficits identified.
We will be working with health providers in both the NHS, the independent sector and voluntary
organisations to ensure they implement all relevant actions. This will be monitored in our quality
review meetings.
We will also be working with our Patient & Public Involvement network to ensure we get
meaningful feedback on their experiences of care.
We believe that quality has to be the organising principle for all our work as a commissioner.
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Patient Choice
We recognise patients’ choice is a really important feature in empowering patients to take more
responsibility for their own health and healthcare choices. All practices offer patients a choice of where
they are referred to and we encourage GPs to use the Choose and Book system for patient
appointments. Many do but we are focusing again this year on improving the uptake of Choose and
Book and also facilitating online booking, including in Primary Care, through promotion of the new NHS
England Enhanced Service.
What is Our Approach to Quality?

NHS England (2013) has identified the three dimensions of quality from a patient’s perspective.
These are:

Patient
Experience

Clinical
Effectiven
ess

Safety

High quality of care requires all three dimensions to be working together for each and every patient,
whether an adult or a child, in all services including physical healthcare and mental healthcare, and
in all care environments. This should occur whether this is in the patient’s own home, the GP
surgery, community clinics, and nursing homes or in hospital.
These three dimensions form the basis for the NHS Outcomes Framework which is illustrated below.

NHS Outcomes Framework
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Each of the five Domains has a set of underpinning indicators, improvement areas and quality standards to
ensure a consistent and standardised set of outcomes for all healthcare interventions.
The Domains are supported by National Institute for Care Excellence (NICE) quality standards. NHS Herts
Valleys CCG is improving quality of care for the local population through its work
programmes that deliver the 5 Domain outcomes in health and well-being services. Key areas are:










Use of national and local Commissioning for Quality and Innovation (CQUIN) schemes to raise the
quality of care delivered by our providers
Provision of data and information to clinicians and locality leads to inform decisions on
commissioning and delivery of services
Use of a robust programme management office to measure outcomes and variations from trajectories
of initiatives within programmes to ensure that changes in service delivery provide improved outcomes
and benefits for patients
Offering opportunities for shared learning and practice to support peers to review and reduce
variation
Providing a process for clinicians to put forward new ideas to the Portfolio steering group via their
locality leads , identifying the improved quality and patient experiences
Ensuring that all commissioned services reflect the Compassionate Care Strategy (also known as
the 6Cs) which every clinician should work to
ensure that safeguarding arrangements for both adults and children are effective and support the
most vulnerable in our communities
Ensuring that reporting and monitoring of serious incidents drives learning and
improvement in patient care
Ensuring that the healthcare associated infections are kept to a minimum, monitored and manage

We have a Quality and Patient Safety Committee whose membership is made up of lay members, clinical
representation, locality managers, the CCG Board nurse and patient representatives, with additional attendance
from public health. The committee meets monthly with a minimum of 10 meetings a year.
The purpose of the group is to monitor the quality of care including patient experience, safeguarding, clinical
effectiveness and outcomes, patient safety, specialised services and health inequalities. This includes reviewing
data on patient surveys, serious incidents, never events, complaints, clinical audits, research, workforce,
education and training, feedback and user views.
The work of the Quality and Patient Safety Committee is reported to our public Board meetings in order to
provide assurance on the quality of care that patients and the public are receiving.
In the coming year we will develop a Quality Strategy with our providers which will set out what excellent quality
looks like. This will be used in all aspects of our work including planning, contracting and monitoring services.
The strategy will be explicit about our quality initiatives and the Key Performance Indicators we will use.
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Safeguarding Adults & Children
The publication the Working Together to Safeguard Children (2013) guidance and the increasing focus on
safeguarding adults at risk of harm, which was highlighted nationally in the report into Winterbourne View (CQC
2012) the Francis Report and the Keogh Report, makes safeguarding a particularly important area for us as
commissioners. We want to ensure that both adults and children within Hertfordshire are free to thrive in safe
environments at home, in care settings, in educational establishments and at work.
To achieve this we are working closely with our colleagues in social care, with the Safeguarding Boards for both
adults and children and with all of our commissioned services. We have a small team of staff who are working in
relation to safeguarding children and we have recently recruited a new lead for safeguarding adults to give
greater focus to this work in Hertfordshire going forward. We await the implementation of the Care and Support
Bill which is due in April 2015, which contains specific legislation in relation to adults at risk of harm and
recommends actions for the safeguarding board
We will be working proactively with our providers to ensure services meet national standards in relation to
safeguarding and we will audit the standards they achieve. We will also be monitoring outcomes which
demonstrate that adults and children are being kept safe; this will include key performance indicators such as
pressure ulcers and the number of incidents which are considered for review as serious case reviews. These will
be some of the key elements in relation to quality reporting in Herts Valleys CCG.

Equality and Diversity
We are committed to integrating Inclusion and Equality into everything that we do.
Our inclusive approach is currently being developed, will embrace our obligations under the Public Sector Equality
Duty and the refreshed Equality Delivery System2 and align these to our response to addressing local health
inequalities.
HVCCG recognises the importance of working in partnership with service users, carers, local people, community
groups, including those that have protected characteristics and those whose voices are seldom heard.
We have enhanced our governance structures to provide strong leadership for embedding inclusion and equality
into the organisation. Our aim is to mainstream the undertaking of Equality Analysis as part of our business case
process.
All staff including members of the Board receive equality training.
We are working in collaboration with our local partners, equality networks, to share data, information and best
practice so that collectively, we can improve our performance and service delivery.

Herts Valleys CCG is proud of our track record for inclusive commissioning that addresses the diversity of the
population and for our commitment to equality across services. Listening to seldom heard groups is
embedded in our listening culture and supports us to commission the right services. We believe our close
working relationships with organisations that particularly represent those with protected characteristics
allows us to commission the right services and to involve everyone in our commissioning decisions.
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Some examples of this are:





There is a population of travellers within the CCG and we are working to develop appropriate health and
well-being services that reflect their particular health issues
We recognise that some men’s health outcomes are poorer than the national average and are looking at innovative
ways of including health and well-being messages and services into everyday life for our male population who
traditionally tend to wait longer than women do before they use health services. This delays the beginning of
treatment for men with some conditions and leads to poorer outcomes
We have a comprehensive programme of initiatives within our elderly and complex care programme that
considers the very specific needs of the older person to ensure all their needs are met
We have been working with Stonewall to provide training and awareness on gay, lesbian and transgender issues in
healthcare to our board members, ensuring we champion equality across the organisation.
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NHS Quality Premium
In 2013/14 NHS England identified a number of key enablers of change:
 NHS services, seven days a week
 More transparency, more choice
 Listening to patients and increasing their participation
 Better data, informed commissioning, driving improved outcomes
 Higher standards, safer care
These remain central to the plans that CCGs are required to make for 2014/15. High standards of quality are at
the heart of everything the NHS does and 7 day services, a key driver of quality, are moving from aspiration to
reality
Proposed Quality Premium Targets for 2014/15
Area

Proposed Or Mandated Target

Reducing potential years of lives lost through causes
considered amenable to healthcare and addressing locally
agreed priorities for reducing premature mortality

3.2% reduction between 2013 and 2014 calendar years

Improving access to psychological therapies (IAPT)
Reducing avoidable emergency admissions

15% of prevalence by 2014/15
a) a reduction, or a zero per cent change, in emergency
admissions for these conditions for a CCG population
between 2013/14 and 2014/15; or
b) the Indirectly Standardised Rate of admissions in 2014/15
at less than 1,000 per 100,000 population.

Addressing issues identified in the 2013/14 Friends and
Family Test (FFT), supporting roll out of FFT in 2014/15 and
showing improvement in a locally selected patient
experience indicator

To be finalised

Improving the reporting of medication-related safety
incidents based on a locally selected measure

1% increase in number of reports for each provider (provider
defined representing over 10% of CCGs activity in Q1 to Q2
of 2013/14)

A further local measure that should be based on local
priorities such as those identified in joint health and
wellbeing strategies

Under consideration

Proposed Outcome Improvement Targets for ‘Everyone Counts’
Area
Reducing potential years of lives lost through causes
considered amenable to healthcare and addressing locally
agreed priorities for reducing premature mortality

Proposed Target
3.2% for next 5 years

Improving access to psychological therapies (IAPT)

15% in 2014/15
16.5% in 2015/16

Dementia diagnosis rate

Ambition for improving health related quality of care for
people with long term conditions

50% in 2014/15
53.5% in 2015/16
Improvement of 1 point per 100 patients per year on the
EQ-5D scale

Ambition for increasing proportion of people having a
positive experience of hospital care

Annual improvement of 10 less ‘poor’ responses per 100
patients in patient experience survey

Ambition for increasing proportion of people having a
positive experience of care outside hospital, in general
practice and in the community

Annual improvement of 0.5 less ‘poor’ responses per 100
patients in primary care patient experience survey
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In addition to these national targets, HVCCG has a local quality premium target:
Ensure that 75% of people with long term conditions feel supported (as measured by the LTC 6 questionnaire) in
terms of involvement in decision-making, receipt of information, support from the health care team and confidence
in their ability to take the right actions to maximise their health

Delivering Quality, Innovation, Productivity and Prevention (QIPP Programme)

The Financial Context Section outlines a QIPP challenge of £22.4m for 2014/15 and £25.2m for 2015/16. This
section describes how the challenge has been identified, and the plans in place to address this.
The QIPP target is the difference between the predicted cost of commissioned services in future years, based on
the 2013/14 outturn and the historical trend if nothing changed, compared to the available funding allocated to
Herts Valleys CCG by NHS England each year.
During 2013/14 the CCG has worked with providers to agree how the QIPP target can best be jointly achieved,
whilst continuing to improve the quality of services for the local population. The 2014/15 QIPP plan builds on
work started as part of the CCG’s development of clinical programme initiatives in 2013/14. In addition to the
programme-based outputs, the QIPP plans going forward also identify further opportunities for actions with the
providers.
The following table shows the target impact by provider (and within providers by the appropriate points of
delivery).

QIPP Financial savings 2014/15 - £000
Sum by Trust
WEST HERTFORDSHIRE HOSPITALS
BARNET AND CHASE FARM
EAST AND NORTH HERTFORDSHIRE
LUTON AND DUNSTABLE HOSPITAL
BUCKINGHAMSHIRE HOSPITALS
Other
MRET Reserve
Total savings £000

NON
ELECTIVE
2,884
129
9
133
11
7,087
10,253

Other £4.7m comprises:
HCT Beds Review
RAID / IAPT
Medicines Management
Miscellaneous projects

£1m
£1m
£2.5m
£0.2m

ELECTIVE
1,539
32
21
35
83

OUTPATIENTS
1st Atts
2,888
530
116
179
177

OUTPATIENTS
FU incl.
procedures
917
171
45
50
75

OTHER
580

4,685
1,710

3,888

1,259

5,265

TOTAL
8,808
862
190
398
346
4,685
7,087
22,375

Delivery and monitoring of the plan will form part of the work of the programme. The overall delivery of the
plan will be the responsibility of the System QIPP Group, jointly chaired by the HVCCG AO and the WHHT CEO,
responsible to the Strategic Partnership Group and the CCG Board. All local providers will be members of this
System QIPP Group as will CCG Clinicians from the programme groups and HCC.
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The summary table below outlines for each scheme a lead owner, brief description, and the next operational and
reporting steps to be taken. These will be developed further in the coming weeks to ensure improved risk
assessment and financial return in each of the first two financial years of the planning period.
1.

Reducing the number of emergency admissions: savings to be achieved £10.3m

Indicators and measures

Reducing emergency admissions by the amount they have increased in value since 2011/12
(over and above the growth to be expected from the change in population structure) will
save c £7.9m – measured by reduction in emergency admissions; this requires an 11%
reduction at WHHT and a 7% reduction at L&D.
There is considerable variation between localities in the level of emergency admissions per
1,000 patients, weighted according to need (measured by the acute component of the PBC
allocation toolkit). While differential locality growth may explain part of the growth in
emergency admissions at Watford, the variation between localities currently remains
unexplained and needs to be addressed. The assumption is that there is also variation
between practices within the better-performing localities which will yield opportunities to
offset any double-counting of locality variation and 2-year growth. The assumption is that
the higher rate localities can perform at the rate of the HVCCG “average”. Unexplained
variation between localities and practices in rates of emergency admission: £2.2m measured by reduction in emergency admissions in specific localities. Total % reduction
required = c 2%
Within the above, addressing variation in UTI There was evidence that education/selfmanagement, exercise/rehabilitation and telemedicine in selected patient populations, and
specialist heart failure interventions can help reduce unplanned admissions. admissions have
potential to save £0.2m.The total spent on UTIs is c £4.4m.
Admissions for trauma vary between localities and the high-rate localities do not overlap
with high localities overall. This suggests there is either a clinical or a coding issue - which
needs to be addressed. measured by reduction in emergency admissions for trauma and
orthopaedics in specific localities (total value £200k)
Valuation of savings: All emergency admissions savings are valued at 100% of average tariff
paid: 30% of the total saving will come from the contract, the other 70% from the MRET
investment reserve which in the HVCCG financial plan is assumed, before savings, to be fully
spent.
In the case of Barnet and Chase Farm, it is assumed that savings will reduce the Trust
contract at 100% tariff rate, since this contract is currently below threshold.
The % reduction required to achieve the financial target is c 10% of PBR non-elective activity.

CCG Programme: Planned and Primary
Programme Leads: Avni Shah Assistant Director Planned & Primary Care, Kevin Barrett, GP, Chair Watford & Three
Rivers Locality, Clinical Lead for Planned & Primary Care
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How will the savings be achieved?
Evidence from literature review on reducing non-elective (NEL) admissions (Kings Fund as well as Cochrane review
by Bristol University) indicates there is NO ONE MODEL which will reduce admissions and there is a need to test
models out in different settings. The approach this year is to build on the success of the projects from 2013/14 and
through the implementation of Primary Care Plus Model.
Key Primary Care Plus projects to support the delivery of QIPP target include:

Home First
The Home First project includes 2 key components which includes rapid response and virtual ward through an
integrated multidisciplinary health and social care team to provide rapid response to patients over 18 who require
urgent intervention but not needing acute diagnosis. The success of the model in Hertsmere has provided a solid
foundation to develop the emerging Primary Care Plus Model of wrapping health and social care around groups of
practices and to deliver rapid response across Herts Valleys. The model is currently being rolled out across the
whole of Watford as the next phase, working collaboratively with our three main partners for community and social
care – HCT, HPFT and HCC - who have responded to the CCG emerging model with a view to work collaboratively
together amongst themselves to implement this. The advantage of this is that there is a need to pool resources
such as therapists across the community and social care, have fewer hand offs between multidiscipline with colocation and have ONE trusted assessment per patient which will provide consistency and continuity to the patientcentred care which has been evidenced to improve their care, outcomes and reduce admissions.
Early success includes reduction in admissions of patients with UTI, exacerbation of long term conditions and fall
without significant injury.
Ambulatory Case Sensitive Pathways
Ambulatory care sensitive (ACS) conditions are chronic conditions for which it is possible to prevent acute
exacerbations and reduce the need for hospital admission through active management, such as vaccination; better
self-management, disease management or case management; or lifestyle interventions. Examples include
congestive heart failure, diabetes, asthma, angina, epilepsy and hypertension. Evidence has shown primary care is
well placed to delivery this care in a primary community setting.
Areas of implementation for 2014/15 include implementation of management of cellulitis including more
administration of intravenous antibiotics in the community, working collaboratively with public health to expand
the work on vaccination programmes and implementation of key pathways such as rapid response for COPD
patients in the community, implementation of the falls pathway and diabetes red hot foot.
Case Management and Person-centred Care Planning
Case management - a collaborative process of assessment, planning, facilitation and advocacy for options and
services to meet an individual’s health needs through communication and available resources
to promote quality cost-effective outcomes. Evidence has shown that targetted case management has some impact
on reducing non-elective admissions.
Under the umbrella of Primary Care Plus, the CCG has plans to implement enhanced case management of patients:
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a. In a care home setting (nursing, residential and extra care living) irrespective of age, especially better
managing vulnerable groups of patients such as learning disability, mental health etc.
b. Patients over 75 years of age very dependent and living at home as identified through the risk stratification
tool
c. Advance Care Planning for patients in their last years of life which has shown a decrease in patients dying in
hospital and an increase in dying in their preferred place of choice.
d. Patients between 19-74 at risk of readmission identified through the risk stratification tool
e. Enhanced case management through implementation of care planning for patients with long term
conditions such as Diabetes, COPD, Heart failure in Primary Community setting
f.

Targeted approach to supporting self-management for patients with Long Term Conditions such as COPD,
Heart Failure and Diabetes including piloting a telehealth project for patients with heart failure working
collaboratively with community and Out of Hours services to manage these patients better at home and
hence avoid admission.
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2. Reducing elective demand: Total savings to be achieved £6.6m
Indicators and measures

 Addressing unexplained variation between localities and practices in rates of elective
admissions overall: £0.8m. This represents c 0.8% of the cost of all elective admissions and c
2.4% of the cost for Watford locality. Measured by reduction in volume and cost of elective
admissions by locality
 Addressing unexplained variation between localities and practices in rates of elective
admissions for T&O: £0.7m. This represents c 2.5% of the cost of all elective T&O admissions
and c 7.6% of the cost for Dacorum locality. Measured by reduction in volume and cost of
elective T&O admissions by locality
 Addressing non-demographic growth over the past 2 years in rates of outpatient 1st
attendance: £3.6m. The volume of 1st outpatient attendances has grown by c 20% over the last
2 years. A small proportion of this is due to an increase in consultant to consultant referrals.
This financial savings is based on reducing the volume of 1st attendances by 15%. Measured by
reduction in volume and cost of 1st outpatient attendances by locality
 Impact on follow-ups of reducing rates of outpatient 1st attendance: £1.2m. Assuming that the
reduction in 1st outpatient attendances is achieved, and that the contractual cap on follow-up
ratios is effective, there should be a corresponding reduction in follow-up attendances. A
conservative estimate of a lag of 6 months is made here. Target reduction: 7.3% Measured by
reduction in volume and cost of follow-up outpatient attendances by locality
 Procedures of limited clinical value : £250k – measured by volume and cost of PLCV
 Consultant to consultant referrals: £300k - measured by volume and cost of c-to-c referred 1st
outpatient attendances
 Valuation of savings: All elective are valued at 100% of average tariff paid.

CCG Programme: Planned and Primary
Programme Leads: Avni Shah Assistant Director Planned & Primary Care, Kevin Barrett, GP, Chair Watford &
Three Rivers Locality, Clinical Lead for Planned & Primary Care
How will the savings be achieved?
Managing elective (planned) hospital activity by systematically reviewing and auditing referrals with a view to
benchmarking against other practices and improving referral quality and by ensuring patients are fully involved in
decision-making is one of the goals identified in the CCG overarching Clinical Strategy under planned and primary
care. For 2014/15 there are a number of work streams being implemented to support this including:
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A. Local Incentive Scheme to improve quality and manage demand
Following detailed discussions of what works and does not and looking at the evidence on referral managements
system, it has been proposed to implement a local incentive scheme to improve quality and appropriateness of
referrals and management demand more effectively in Primary Care.
Peer review and feedback
A common theme is the need for improved feedback loops in referral processes and intervention at practice level
monthly referral review meetings which have shown:
 a reduction in hospital referrals and where appropriate patients are managed better in the primary care
setting of alternative community providers,
 reduction in variation in referral rates both within the practice and across practices,
 improved referral letter content
 improved pre-referral work-up before referring to secondary care providers
 increased awareness of clinical guidelines/pathways and hence improved knowledge
Practices will be collating referral data for the top 10 specialties which will be discussed at the monthly practice
meetings, benchmarking this data on a quarterly basis with the rest of the practices and comparing them to the
acute data from SUS. Detailed case reviews will take place within practices for areas of top 4 specialties.
Practices will be given monthly data from CCG on all areas of elective and non-elective to support these discussions
locally.
B. Advice from Specialists and Education
The Kings Fund paper on Seven Principles of Referral Management clearly signals that changing referral behaviour is
a major change management task that will require strong clinical leadership from both primary and secondary care.
For 2014/15 the CCG builds on the project initiated through the regional innovation funding of GPwSI providing
advice to clinicians via email. The service has been reviewed with a view to make a few changes including the
turnaround time for response to referring clinician and making the system a lot smoother in terms of accessing the
information.
C. Alternative Community Services
During 2013/14 the CCG undertook a number of reviews of community services: the outcomes of the reviews are
currently being implemented which will further support managing demand in a primary community setting. Some
of the big areas of implementation for 2014/15 include:






Commissioning of a Prime Contracter Model of Gynaecology Services
Procurement of an enhanced community respiratory service building on the success of community COPD
service with a reduction of 80% activity from acute outpatient setting
Revised specification with outcome measures and key performance indicators to be monitored for
community diabetes, district nursing and podiatry service
Service line review of ENT and audiology and Dermatology services
Implementation of Early Supported Discharge for patients with stroke to enhance their quality of life and
better outcomes in the community

Through better case management of targeted patients as mentioned above under Primary Care Plus, the aim would
be to encourage appropriate use of alternative community services which will be highlighted through peer review
on a monthly basis.
The CCG has been successful in securing additional funding from the Strategic Cancer Network to work
collaboratively with the acute trust to identify stable cancer patients who can be managed appropriately through
enhanced care management in primary care. It has been agreed to implement this for prostate in the first instance
with the view that lessons learnt will be translated to other cancer areas.
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All new services commissioned will include a triage and peer education element in order to ensure the service
provides timely feedback to the referring clinician to improve the quality and appropriateness of referral.
D. Clinical Guidelines
Work is ongoing to develop guidelines and pathways for clinicians which supports referral facilitation. The plan in
place is for all the guidelines and pathways to be easily accessible via the CCG intranet and internet in the first
instance with a view to explore integrated, interoperable referral facilitation tool(s) which will support all the GP IT
systems across Herts Valleys.
E. Contractual Levers
Following detailed discussion the following acute contractual levers are in place for 2014/15 to support this further.
a. Benchmark First to Follow up ratio for a number of specialties and introduction of caps and penalties via the
contract
b. Agreement to develop a schedule of direct access tests with agreed local tariffs to improve access and
ensuring recording and charging of these are separate to the outpatient data – this is on schedule for
implementation from July 2014/15
c. Review the C2C policy to ensure there is clarity when referring intra-specialty or inter-speciality and the
agreed charges as follow ups and not firsts.
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3. Community Beds (HCT) savings to be achieved £1m
Indicators and measures



HCT and HVCCG have committed as part of contract negotiations to ensuring better value for money
from existing resources and to secure £1m of system savings in 2014/15. HV CCG have been flexible
with regard to the approach of this saving which could include service changes or back office savings



Success will be evidenced partly by the fact that HCT will not be relying on financial support to offset
the impact of the tariff deflator on their contract income.



KPIs for this programme may include:


Average Community Hospital LOS



Time of day & Day of Week for transfers



Number of beds allocated to GP’s for admission prevention



Number of patients in Units over 25 days and or ALOS



Number of days of delay between Patient declared Clinically Stable to Actual
Discharge Date



Time spent on Bed Meetings and other Capacity Management



Unoccupied Bed Days



Numbers of days lost on to the Acute Trust housing Clinically Stable Patients



Number of Acute Admissions that could have been managed in the Community

CCG Programme: Urgent Care
Programme Leads: Natasha Kerrigan, Assistant Director Urgent Care; Keith Hodge, GP, Board Member, Clinical
Lead for Urgent Care
How will the savings be achieved?
There will be multi-faceted approaches to reducing spend on bed based services including:
-

Review of intermediate care and enablement beds (across health and social care)
In-patient flow and matron coaching relating to patient discharge
Review of current service configuration and suggestions for future model activity and cost base
Focus of the transformation agenda through such changes in the delivery of services as Primary Care Plus as
well as our integration agenda (focussed through the Better Care Fund)
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Existing projects already underway:
-

Stroke bed reconfiguration
Discharge to Assess
CQUIN development
Expansion of the community outreach services such as Home first and rapid response

Acceleration of planned projects
-

In-patient flow and matron coaching relating to patient discharge. A focus on patient flow and seamless
patient care should ensure Community Hospitals will be:
 Better informed about their true causes of delay by delay type which will clearly identify
opportunities to improve whole systems working to improve outcomes and ease the burden of
reporting delays
 In a stronger position to predict Estimated Discharge Dates
 Reducing average Length of Stay through rigorous management of delays and proactive
management of the patients clinical journey
 Able to communicate clearly with partners on patient needs
 Measure delay from the date of Clinical Stability
 A more detailed recording mechanism for escalation to partners
 A methodology for recognising patients admitted to community units that are not benefitting from
the commissioned model of care
 Understand the delay costs in bed days, as well as costs related associated with Self-funding
patients
 Identify future commissioning needs

This will assist the system working more efficiently within its current bed base, whilst allowing the progression of
the linked work stream areas to describe and populate the further commissioning model for community care.
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4. RAID and IAPT (£1m)
Indicators and measures





RAID


National evidence to indicate effectiveness of RAID



Locally, the current RAID service has shown a reduction in LOS for all patients with a MH code.
Average LOS for patients with a mental health code was 6.42 days. Average LOS for the same
period in 2013 after RAID became operational was 5.85, a reduction of 0.57 days



Savings from A&E admission avoidance and ward admission avoidance for people with a MH code.

IAPT


Savings are expected to come from:



An average 0.7 less outpatient procedures per service user



An average 1.5 fewer inpatient bed nights per service user



An average 3.2 less GP consultations per service user



Total going through treatment = 2,665



Average saving per service user = £340



Total saving: 2,665 @ £340 = £906,100

CCG Programme: Integration
Programme Lead: David Evans, Assistant Director of Integration
How will the savings be achieved?
Rapid Assessment Interface and Discharge Service (RAID)
The RAID service is being expanded in 2014/15. RAID is an enhanced mental health liaison service which has been
evaluated and shown to deliver significant improvements in quality, system-wide cost savings and improvements in
overall urgent care delivery.
Patients with a physical illness are 3 to 4 times more likely to develop a mental illness than a member of the
average population:




One quarter of acute inpatients have mental health problems.
Patients admitted to an acute setting have a 28% chance of also having a diagnosable psychiatric
disorder.
A further 41% have sub-clinical symptoms of anxiety or depression.
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The rates of psychiatric illness for older adults in general hospital beds are as follows: up to 40%
have dementia, 53% have depression and 60% have delirium.
Evidence suggests that identifying and treating the mental health needs of acute inpatients early
has a direct impact on the recovery of their physical health
Liaison services can improve care and bring costs savings as patients can be discharged earlier if
their mental health needs are addressed.
Services can also bring savings for HVCCG by reducing re-attendances

The current service also provides:





Significant workforce development and training both formal and informal – 281 people have been
trained since the inception of RAID
Follow-up work with people on wards – this usually involves 2-4 visits but for some individuals
much more intensive support has been provided with up to 10 visits taking place.
A total of 489 follow up visits have been carried out from the start date to the end of September
2013
Occasional one-off outpatient follow-ups by the consultants where this may prevent the need for
on-going services needing

The current RAID service has shown a reduction in LOS for all patients with a MH code.
Average LOS for patients with a mental health code was 6.42 days. Average LOS for the same period in 2013 after
RAID became operational was 5.85, a reduction of 0.57 days






Savings and quality improvements as the RAID training programme is embedded within the acute Trust
Savings are likely to result from improving support for frequent attenders and addressing the needs of
people with MUS
Savings resulting from people getting help early and being enabled to return to their own home rather than
being admitted to residential or nursing care
Savings from A&E admission avoidance and ward admission avoidance.
Reduction in LOS

Concerning the impact on NHS costs, evidence reviewed in Naylor et al. (2012) shows that co-morbid mental health
problems are typically associated with increases of 45-75% in the costs of physical health care for long-term
conditions. Increases of this order are observed across a wide range of physical health conditions and are based on
costs measured after adjustment for the severity of physical disease.
Improved Access for Psychological Therapies (IAPT)
Additional funding for HPFT to increase capacity in their service provision from 7.2% of the prevalent population in
2013/14 to 10.9% in 2014/15 and 2014/15. The total prevalent population in the HVCCG area is 72,042.
An extra 2,665 people per year are expected to receive IAPT treatment as a result of this investment (3.7% of
72,042). More than half of these are expected to clinically “recover”.
Savings are expected to come from:
 An average 0.7 less outpatient procedures per service user
 An average 1.5 fewer inpatient bed nights per service user
 An average 3.2 less GP consultations per service user
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Total going through treatment = 2,665,
Average saving per service user = £340
Total saving: 2,665*£340 = £906,100
People with long-term conditions such as diabetes, COPD and those who had a stroke are more likely than the
general population to suffer from depression or anxiety. NICE-compliant talking therapies have been demonstrated
to positively benefit these groups, and enable them to manage their conditions better, leading to further savings.
There are next steps which need to be taken to ensure these savings and further savings (both already under way
and being funded by the additional investment):


Development of a wider clinical network, making links between physical health services and pathways so
that psychological therapies are offered appropriately to people with long term conditions being treated in
all parts of the health system



Easier referral routes for individuals and other healthcare professionals – with a self-referral form and
electronic referrals.
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5. Prescribing
Indicators and measures


GP Prescribing








The GP prescribing budget has been set at a figure which is net of the required saving of
£2.5m
HVCCG’s cost of prescribing per ASTRO-PU is amongst the lowest in the country and we will
measure whether it continues to be so
There is a range of incentivised KPIs developed for the localities.
Secondary care
The secondary care prescribing target saving is £1m
This will be measured by comparison of contracted spend v actual spend which is on a costper-case basis
If the practices live within their GP prescribing budget and the acute savings deliver the £1m
in the plan the total savings achieved will be £3.5m compared to the £2.5m assumed in the
budget.

CCG Programme: Planned and Primary Programme Leads: Avni Shah Assistant Director Planned & Primary Care,
Kevin Barrett, GP, Chair Watford & Three Rivers Locality, Clinical Lead for Planned & Primary Care
How will the savings be achieved?
The CSU Medicines Optimisation Team will lead on a number of initiatives as follows:
Target Area

Objective

Initiatives

Cost effective prescribing
reviews

Practices implement cost
effective prescribing








Local Decisions
Implementation

To make recommendations
based on evidence and
implementation

 HMMC
 PCMMG

Secondary Care – excluded
drugs

To ensure payment for
commissioned treatments at
NHS price.

 commissioning arrangements with providers
 prior approval
 validation

Prescribing Key
Performance Indicators
2014/15

Practices supported to
achieve KPI implementation



Prescribing of

Reduction of inappropriate

 Adhere to local guidelines

Drug-Drug switches
Formulation changes
Dose optimisation
Alternative Brand ‘scripts
Review & Stop
Branded generics

KPIs
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Antibacterials

prescribing

Encouraging Pharmacy
First scheme

To reduce prescribing of
treatments for minor
ailments as well as
preventing GP appointments
and A&E attendances

 Working with HVCCG communications team to
publicise campaign

Specials

Reduce spend on ‘Specials’

Unlicensed medications, Drug Tariff specials
Individually made items brought in by a pharmacy

28-day Prescribing

Reduce waste

 Majority of scripts changed to 28 days duration

Good Practice Prescribing
Processes

Improve efficiency in
prescribing process and
reduce waste

 Repeat prescribing policies in place and utilised
 Repeat dispensing set up and utilised
 Electronic Transfer of Prescription set up and
utilised

Rebates

Income from contractual
prescribing initiatives with
Pharma

 Identify rebates available, implement if
appropriate
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Target Area

Care Homes

Objective

Improve safety and quality
of medicine use

Initiatives






Reduction of meds use
Activity Cost avoidance
Medication errors 
Savings opportunities
 patient experience

 Maximising uptake
 Transition from EMIS LV to Web to correct authn
issues
 Exploring low acceptance rates
 review of products prescribed
 Practices  retrospective prescription supplies

ScriptSwitch

Improved acceptance of
savings switches and
information messages

Stoma / Incontinence /
Catheter / Appliances

Improvement and
rationalising of prescribing
for bowel and bladder care

Sip Feeds, Infant Feeds

Improve adherence to locally
agreed guidelines

 Improving review of products prescribed

Woundcare & Dressings

Improve adherence to locally
agreed guidelines

 Improving review of products prescribed

Managing Prescribing
Charging Process

Ensure CCG only pays for
own prescribing

 Correct practice processes for GP moves

Delivering our priorities

We have established five clinical programmes to deliver our strategy, all of them led by local clinicians with senior
management support.
They are responsible for developing the strategic vision for services and establishing and implementing plans
to achieve this. This is being done through collaboration with clinical staff, professionals in social care, local
health and care providers and local people.

The five clinical programmes, which span the full range of services commissioned by us, are:
 Older People and Complex Care
 Mental Health and Learning Disabilities
 Children, Maternity and Young People
 Urgent Care
 Planned and Primary Care
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Each programme will:
 Design and implement sustainable patient-focused services for the population of West Hertfordshire for the
short, medium and longer term, that deliver evidence-based high quality care and patient experience
and value for money within available resources
 Highlight areas of identified need or service gaps and areas of inequality and work with localities to
address them appropriately
 Ensure people receive care in an environment that reflects their clinical and social needs
 Identify opportunities for service innovation developments
 Ensure that health and social care system resources are used to best effect
 Respond to national and local priorities, and specify the changes required to outcomes and patient
experience
 Deliver according to our guiding strategic principles and building blocks.
The five programmes are developing a series of projects to deliver these priorities, using local, national and
international evidence to shape their plans, and are working closely together where there are areas of overlap.

Older People and Complex Care
People are living longer and more have complex health and social care needs. Perhaps more than for any other
group, changing the way we commission health and care services for older people and those with complex
needs will have a dramatic impact on people’s experience and wellbeing and on our ability to create more
effective and efficient services. This is because care for this group is generally delivered across a number
of providers and settings, and the opportunities for more joined-up working, early intervention and better
supported self-care are significant.
The Older People and Complex Care Programme will commission services that help to reduce the current
high reliance on acute hospitals, taking a whole-system approach to ensuring that people remain in their
own homes as long as possible, that they are given the support and information they need to stay well and
independent, and that services are integrated to share information and resources to ensure care is wrapped
around the person and their needs, including at the end of their lives
Priorities for older people and patients requiring complex care are influencing the overall direction of travel for
the CCG and as such these are consistently promoted through and integrated with the Planned and Primary Care
agenda.

Mental Health
One in six of the population experiences mental ill health issues at any one time. In West Hertfordshire, it is
estimated that 7% of the population over 65 have dementia but less than 40% have a formal diagnosis. Around 7%
of men and 15% of women aged 65 and over are thought to have depression, and 2.4% have a learning disability.
Physical and mental health and wellbeing are closely linked and have mutual impact – for example, people with
long-term conditions are more likely to suffer depression and, conversely, depression may lead to an inability to
adopt healthy lifestyle habits.
Achieving better outcomes in mental health and disability services requires a focus across all health and social
services and involves all of our partners. The Mental Health Programme will ensure that appropriate importance is
given to mental health and learning disability in the commissioning and design of local health services. We will
rebalance funding for crisis support and prevention from inpatient services to community specialist services, and
will drive reorganisation, so that access to mental health and learning disability services is simple, quick and
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effective. We will also be open to working with new providers and will build on our relationships with the voluntary
sector to support their development and promote innovation.
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Children Maternity and Young People
Evidence shows that pregnancy and the earliest years are critical to the future health and wellbeing of children and
adults. Early identification of and intervention in problems has significant potential to prevent ill health and reduce
mortality and morbidity for children and young people while improving health expectancy in later life. Providing
children and young people with the information and skills to live healthier lives is a key part of this. From conception
and at each stage of childhood, promoting health and wellbeing requires a multifaceted family-focused approach,
encompassing effective public health interventions as well as improvements in disease prevention and treatment.
Integration of children, maternity and young people services is fundamental to improving health
outcomes,especially for those children and young people with complex needs and long-term conditions. The
Children, Maternity and Young People Programme has established a strategic network of all partners including
education, health and children’s social care services and young people to ensure that services are commissioned in
away that brings about improvement in outcomes for children and young people and reflect the needs and
preferences of local maternity users, families and children and young people themselves.
Urgent Care
Urgent, unplanned and emergency care accounts for almost a quarter of our commissioning budget. Urgent care is
delivered in a variety of settings, such as urgent care and through the NHS 111 service, but all too often people are
being treated in A&E departments when more appropriate services are available in primary or community care,
often because of lack of understanding, access and signposting. Better integration to improve the flow of patients
through the urgent care system, plus better availability and access to primary care-based services and community
support, has the potential to increase the quality of care, patient experience and service efficiency dramatically.
The Urgent Care Programme’s commissioning vision is focused on striking the balance between innovation in
healthcare and approaches to providing care, and implementing proven solutions that work, achieve high reliability
and reduce variation in care. It will work with the Urgent Care Network to improve system design and delivery,
achieving a better balance between capacity and demand, making it easier for patients to navigate, and maximising
the positive impact on patient outcomes and experiences.
Primary Care
Primary care is at the heart of any patient-centred, locally delivered health and care system, but despite the number
of high quality effective GP services across the area, too much care is still provided in hospitals. Traditional dividing
lines between GPs, hospital and community-based services mean that care is often fragmented and prevention
continues to receive a lower priority than treatment services. The system is not in step with social and technological
developments that have changed patient preferences. Care still relies too heavily on individual expertise and
expensive professional input even though patients and users want to play a much more active role in their care and
treatment and to access services in different ways. The Planned and Primary Care Programme will shift the focus
back to the important relationship between patients and their GP practice, harnessing that relationship to promote
and support patient self-management, to work in partnership with social care and acute and community trust
providers, and to engage and leverage the voluntary sector. Services will be moved from secondary to primary care
settings. This will require a significant shift in culture and organisational capability, and will involve working across
boundaries to ensure that patients experience seamless health services, regardless of who is providing them.
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Programme Plans

Programme Workstream

Mental Health Programme

Initiatives

Dementia programme

Community Service Review

Working with social care HPFT and voluntary groups to redesign services to
better meet the growing needs in the community – both the patients and the
carers
Supporting the roll out of reconfigured Community Mental Health Teams,
offering a range of recovery based interventions for service users in three multidiscplinary teams.

Mental Health model of care
implementation

New Models of 24/7 Care being implemented in year by

RAID (Rapid Assessment Interface and
Discharge service)

The RAID Service, operating initially from Watford General Hospital, provides an
enhanced liaison service, identifying and supporting people with mental health
issues, facilitiating early discharge and where possible preventing the need for a
bed.

HPFT. This includes the development of services in the community and the
reduction of acute MH beds.

It also provides a range of interventions including signposting,
support, psychosocial interventions, therapeutic interview, brief
psychotherapeutic interventions and pharmacotherapy.
Effective liaison with other parts of the health and social care system, including
physical health consultants and clinical staff, primary care, CAT teams, IOT
teams, specialist mental health teams and community teams, other emergency
services, social care services and the voluntary sector and independent
organisations including Carers organisations.
This service is running as a pilot throughout 2014 and the outcomes will be
reviewed at the end of the year.

Learning Disabilities

Sign up to the Mencap Charter and working across the health system to ensure
that reasonable adjustments are made for people with a learning disability.
Implementing and monitoring the recommendations from the Winterbourne
View report.
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Clinical Outcomes/ Measures and Indicators







Reduce length of time to assessment in A/E
Improved care for people with a MH problem in their own environment
Reduction in unnecessary admissions to acute MH beds and acute trust beds
Reduction in length of stay for mental health patients in acute hospitals
Reduced risk of harm in an acute setting through risk assessment and management
Reduction in the number of people developing mental ill health by early identification,
diagnosis and treatment on wards.
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Children, Maternity and Young People,
Initiatives

Maternity

16-18 year old mental health

Review and potential reorganisation of community maternity services with WHHT and
improved communication across primary health care teams
Maximising the benefit of the move of maternity care into
children’s centres to promote neonatal and child health. Pilot as above has commenced
beginning 2013 and awaiting review report 28.2.14
Bilirubin monitors have been purchased and placed in children centres to promote neonatal
care in the community.
Review of mental health services for 16-18year olds (and early intervention and
psychosis services for 14-25 year olds)- this would be an Investment in extending
the Crisis Intervention Team to cover 9am -9pm and provide additional resource to
A&E through provision of a CAMHS liaison worker and increased medical input. This
model would therefore increase capacity and improve access to the Crisis
Intervention Team by extending the hours to 9am - 9pm. This option would enable
appropriate diversion from A&E by providing an extended service. It would also fund
the substantive implementation of the pilot at Watford General Hospital, allowing
for a liaison worker 9am to 9pm and additional medical support to attend
assessments either in the community or in A&E depending on demand. Business case
currently under review with a view to be completed in May


Implementation of High Impact
Changes from recent Children’s
services review by NHS Institute











Review of children’s centres and the best ways to maximise capacity and the
benefits for local families. This will link to the project above by September
2013.
Using ERPHO data at practice level to identify outlying practices and work with
them to highlight good practice and support less well performing practices.
Initial scoping to be completed by the end of May 2013.
Targeted/developed/use of information e.g. Choose well for your child. First
pilot to be completed by the end of June. The lesson plans are in the infancy
stage. Whilst we have all the original materials are in place they need updating,
the engagement with schools to ensure buy in to get the plans on the
curriculum is still yet to be done. key stakeholders from Health watch and public
health are fully on board and engaged. Draft plan now in place.
Developing pathways (adopt work from Luton) for seven high volume pathways two pathways to be in place by the September 2013.
Adopt consultant hotline to give GPs direct access to paediatricians (this has
reduced A&E attendances in Suffolk by 30%) by the end of September 2013.
Maximise use of pharmacies for education/ information for families in liaison
with the LPC - first initiative to be in place by August 2013.
Investigate whether CYP mental health assessments are resulting in A&E
attendance (this was occurring in E&NH CCG area) - immediate priority.
Scope the use of Rapid response nurses/clinicians to be added to the community
service - attached to pathways (this approach is being piloted in Luton currently
and will produce data in October 2013).
Maximising the use of the Better Referral Management (paediatrics) service
which shows an 81% reduction in referrals. Practices not using the service to be
targeted by the end of April 2013.
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Clinical Outcomes / Indicators and measures


Better education during pre-natal period about services and common health issues in children



Full compliance with A Call to Action measures



Reduction in unscheduled admissions for children – target 8%.



Reduction in variation among GP practices of referral and attendance rates



Reduced outpatient referrals



70% of treatment delivered at the first point of contact within 3 years
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Programme Workstream

Urgent Care

Initiatives
HomeFirst/Rapid Response service

Model to be rolled out across HVCCG in 2014/15 to:

Elements of the service

Prevention of admission

Rapid discharge from WHHT

Prevention of admission via A&E and Ambulatory care

Prevent inappropriate admissions to hospital by providing an integrated rapid
response to older people experiencing a crisis

Ensure timely discharge from Watford General Hospital back to their homes with
integrated community support if necessary

Integrated Point of Access (IPA)

12 month pilot started in January 2013. In December 2013 it was proposed by the IPA
group to extend the contract by one year to enable the service to be redesigned, allowing
further integration. IPA is run by Hertfordshire Community Trust and provides a 9am 6.30pm, professionals only, telephone line for referrals to adult social care and HCT core
adult community teams. This streamlines access to these services and enables GPs to
make one call to access support for patients in the community. The pilot will continue to
be monitored and revised as necessary to ensure it delivers the improvements to coordinated care.

Emergency Ambulatory Care
service

Agreed with WHHT this involves the development of
ambulatory emergency care pathways, enabling GP and patient access to advice,
diagnostics and treatment for same day emergency treatment. A bespoke unit opened
at Watford General Hospital in January 2014 and operates 7 days a week (08.00 – 20.00
week days, 11.00 – 19.00 Sat/Sun). It is staffed by acute physicians, junior doctors and a
dedicated nursing team. In collaboration, the Trust will identify and implement further
pathways for roll out during 2014/15; pathways to be targeted should be determined by
the Directory of Ambulatory Emergency Care and local data (including NEL admissions
and A&E attendances)

st
Expansion of Private Ambulance Service This service is currently in place until 31 March to help alleviate undue pressure in the
ED at Watford General Hospital. The CCG has commissioned 2 private ambulances to
for GP heralded A&E calls

convey GP heralded patients to the hospital within a 2 hour window to try and smooth
the flow and prevent blockages at peak times of the day

Community integrated discharge
team (IDT) at WHHT

The newly formed IDT (social care, HCT and acute) enables rapid

WHHT A&E Demand Management
(linked to Ambulatory Care) Clinical
Navigators

A 7 day Clinical Navigator is now in post to ensure that patients

assessment of patients within 72hrs. They are based in A&E and cover A&E/Acute
Medical Unit/Short Stay/Clinical Decision Unit. The IDT carry out daily ward rounds
Monday to Friday to support discharge planning. This helps to ensure effective and
timely discharge to the most appropriate setting for the patient.

who could be cared for in the community are not admitted to hospital. The service aim is to
transfer 6-7 patients each weekday to a community setting instead of acute hospital care.
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WHHT A&E Demand
Management (linked to Ambulatory
Care) Clinical Navigators

A 7 day Clinical Navigator is now in post to ensure that patients

Urgent primary care capacity
management

Working with 111 and Herts Urgent Care to develop improved in

who could be cared for in the community are not admitted to hospital. The service aim is to
transfer 6-7 patients each weekday to a community setting instead of acute hospital care.

and out of hours primary care support for patients otherwise at risk of attending A&E

Clinical Outcomes/ Indicators and measures

•

•
•
•

Reduction in avoidable emergency admissions
Increased ambulatory care pathways managed in community and primary care
Better co-ordination of care for patients in an emergency and improved satisfaction levels
Reduction in bed base length of stay
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Planned and Primary Care (Incorporating Priorities for
Older People and Those With Complex Care Needs)

Programme Workstream
Initiatives for 2014/15 & 2015/16
Primary Care Plus– Out of Hospital Care
Services and improving health related
quality of care for people with long term
conditions

Will provide more flexibility, accessibility and timely care closer to people’s homes.
The aim is to encourage people to live independently, and to give them greater
choice and control over their health, enhanced health related quality of care with
patients with long term conditions.
Redesign and develop of Service Specification for a number of areas including
Gynaecology, ENT, Dermatology, Opthalmology, Direct Access to Diagnostics for
Cardiology, Community Enhanced Respiratory Services in Feb to May 2014
Advertise the service and procure by Jan 2015
Mobilise and start monitoring the contract by March 2015
Enablers required



Clinical Vision Strategy
IT infrastructure to support patient information flows between a range of
providers

Local stakeholder support
Other areas of review of existing services include community services such as
podiatry, community specialist nursing including diabetes and heart failure.

Primary Care Plus – Development of Health Closer integration of health and social care is a dominant theme in public policy
with primary care at the centre of transformation. Herts Valleys CCG is working on
and Social Care
a patient centred Primary Care Plus model wrapping a range of community and
social care around a geographically defined area with third sector and specialist
input. It is proposed to wrap services around a population of at least 50,000 if not
more to make it cost-effective.
Building on the success of the rapid response pilot in one locality it is proposed to
phase in rapid response and virtual ward across Herts Valleys CCG. Key principles
include having ONE trusted Assessment, Co-Location. Pooled therapists etc
This is linked very much to the plans around Better Care Fund, with our current
three main providers for community health physical and mental and social care
coming together to respond to the emerging model of Primary Care plus clusters.
The capacity might include (as outlined in the better Care Fund Plan:




Dedicated homecare capacity to be managed within the team, which
could replace nursing capacity if necessary, and could also act as a rapid
response to facilitate early discharge from acute settings. A new ‘hybrid’
role could be developed, which has elements of a domiciliary care worker
and a Healthcare Assistant.
Social workers of Care Coordination Officer capacity for the teams.

Initial plan is to wrap adult community services with a focus in the first instance of
Older People but then phasing in services for other adult and children services as
we move towards re-commissioning of Children Centres.
Review of Community Nursing and Community will further support the
development of the robust primary care plus community health and social care
model.
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Prevention – Whole System Approach

The Clinical Strategy enforces the focus of designing clinical services with a clear
focus on early diagnosis and prevention. This is a whole systems approach which
includes implementing ambulatory care sensitive pathway in primary and
community to manage these patients appropriately hence preventing an
admission. Through the development of primary care plus and building
communities it is proposed to embed prevention across the whole system between
Health and Social Care.
Key areas of work in 2014/15 include:
Development of Ambulatory care Sensitive Pathways during 2014/15 to support
primary care to manage these patients better in primary care before they reach
into acute and emergency
Closing the prevalence gap of key long term conditions such as Hypertension, AF
through case finding in Primary Care General Practices through enhanced
commissioning beyond the contract.
Expected Outcomes:

Reduction in the gap between expected and observed prevalence for
long term conditions

Referral Management



Reducing health inequalities



Reducing premature mortality

Referrals into acute are on an increase for both outpatient as well as elective
admissions. Managing elective (planned) hospital activity by systematically
reviewing and auditing referrals with a view to benchmarking against other
practices and improving referral quality and by ensuring patients are fully involved
in decision-making is integral to the work plan for planned and primary care
Building on the work on better referral management work through provision of
advice via GpwSI in key specialties the CCG is proposing a local incentive scheme
around referral management system which looks at
a.
b.
c.
d.

referral rates benchmarked against local and national
audits to support reflection and identify gaps in service provision to
support commissioning
Education and learning and access to specialist input either via telephone
or email
Development of local guidelines and pathways and access to these on a
shared system

The referral management will also include compliance of procedures of limited
clinical value, consultant to consultant referrals and first to follow up ratios.
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Primary Care Plus – Enhanced Primary Care
Commissioning

The Kings Fund Paper on Transforming Health Care System (April 2013) and
“Improving the Quality in General Practice” (April 2011) identifies a number of
priorities to action to transform primary care. Based on the patient profile of Herts
Valleys, the CCG is progressing well on developing enhanced service specification


Improving case management through care planning for any patient at
risk of admission and readmission and patients with long term
conditions.



Improving access to phlebotomy in primary care for patients following
extensive feedback



Increasing services in primary care such as management of leg ulcer,
anticoagulation



Ensure advance care planning for patient in their last years of life



Protected learning time to drive up quality

Specification are currently in draft form for implementation in first quarter of
2014/15
Further work in 2014/15 is to be focused on self-care and empowering patients to
manage their own condition through access to self care /self management courses
generic as well as specific for long term condition as well as

Stroke Pathway

The CCG has identified the need to reconfigure stroke care services working
very much collaboratively with the Cardiovascular network to provide
services that are clinically effective, deliverable, financially affordable, and
consistent with the exacting standards of stroke accreditation, within a
configuration that is sustainable for the longer-term.
The areas identified as requiring action within the reconfiguration include for
2014/15:
• Establishing effective comprehensive access to stroke thrombolysis
• Strengthening access to stroke therapy in and out of hospital
• Providing effective early supported discharge for patients who would benefit
• Improving education and support post-stroke
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Cancer care improvements

Cancer is another high priority for CCG as one of the areas to improve early
diagnosis through education and practice audits; commission end of treatment
summaries for all cancer patients to handover monitoring and follow up to
primary care where possible; review practice specific cancer statistics profiles with
practices to help them devise action plans to improve outcomes
Under Primary care plus – the CCG is looking in the first instance to begin work in
Prostate Cancer.
The aim for the project is to test best practice service models to commission follow
ups of suitable men living with and beyond prostate cancer in primary care with
appropriate access to range of services in the community including health and
wellbeing and rapid access back into specialist care via the Multidisciplinary Team if
required.
The objectives are to:
a.
b.
c.
d.
e.

Ensure care is tailored to patient’s holistic needs and access to services is
available and equitable.
To bring care closer to patients home through safe and comprehensive
follow up delivered by up-skilled/trained primary care staff
Improve patient outcomes through promotion and access to health and
wellbeing support clinics in the community
Improve the patient experience
Improve the first to follow up ratio in the acute which will lead to
releasing consultant and specialist nurses to focus on new appointments
and delivering holistic care assessments in patients with advanced
disease

Learning from this can then be spread to other cancer areas.
Similarly work is underway with public health team to look at improved screening.

End of Life Care

The End of Life Care Strategy is nearly complete and awaiting approval in first
quarter 2014/15. Key area of implementation include:


Improve EOLC information and data sharing between professionals Commissioning an Electronic Palliative Care Coordination System (EPaCCS)



Develop ‘whole system commissioning model’ for EOLC in Herts Valleys - May
involve commissioning prime provider(s), SLAs and/or partnership agreements
across hospices, HCC, acute and social care to ensure better integrated EOLC



Commission an extended hours ‘single point of access’ for EOLC

Other areas will include advance care planning, education and training of difficult
conversations and identifying patients in the last years of life.

Medicines management improvements

Increase uptake and compliance of scriptswitch at practice
level and of agreed formularies with the acute Trusts, standardisation of glucose
test strips, review of dietetic feeds, SIP feeds, OTC medicines and delivering on a
number of prescribing quality markers
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Clinical Outcomes/ Indicators and measures

Expected Outcomes:
 Patients reported an increased level of support to manage their long term
condition using LTC6 DH validated questionnaire









Increase in recording patients preferred choice of death
Reduction in numbers of patients dying in hospital
Increase in patients living independently at home
Improvement in goal based outcomes
Reduction in safeguarding issues
Reduction in Non Elective admissions and A&E attendances
Reduction in ambulance service call outs from nursing residential homes
Reduced length of stay for this targeted population






Reduction from 2013/14 in new and follow up appointments
Reduction from 2013/14 in elective cases
Improved access to services in community
Increased use of scriptswitch across all practices and more co-ordinated prescribing across
primary and secondary care
Reduced use of procedures of limited clinical value
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Supporting delivery of our priorities

Delivery of the 5 year system vision will be supported by a series of building blocks, covering seven key themes :
1
Better use of technology, data and information flows
The NHS collects vast amounts of data and we can use this much more intelligently, systematically and
transparently. By developing appropriate information and information management systems we will support
much more effective healthcare, and enable the vision of the five clinical programmes for single points of
entry and integrated care pathways.
We will develop a robust IT strategy, in line with the national information management and technology
strategy, which sources and supports practical solutions to technological barriers.
Key targets during the 5 year period are:
• Full review and implementation of Summary Care Records as appropriate
• The ability to track patients through entire care pathways
• Timely, detailed comparative analysis to assist in reducing unwarranted variation and improve outcomes
• Development and use of telehealth and telecare where appropriate
• Enabled safe and effective mobile working to support healthcare delivered outside of hospitals
• Support for and implementation of national initiatives such as online appointment booking (e-Referral)
• Improved information systems in primary care.
Benefits will include:
• Better information exchange so that clinicians have access to key patient data to make decisions and the
risk of gaps and duplications in care is reduced
• Patients able to access their records and to share them with others involved with their care
• Improved case and pathway management, including using information to inform our decisions around
healthcare rather than just report on it (predictive rather than retrospective)
• Better information available to patients and commissioners on service outcomes – to inform choices and
commissioning priorities.
2

Improved integration - seamless services

We want people who live in this area to experience services that are truly seamless, with effective signposting,
co-ordination of care and exchange of information supporting every patient’s journey. As a health and care
system we will be more united in our goals and priorities around the health of our population and reduce the
gaps and duplication that patients sometimes experience, through better co-ordination of services across
different service providers and between health and social care.
We will use the mechanisms of effective service specifications and CQUINs (Commissioning for Quality and
Innovation) schemes, which pay providers for achieving particular quality outcomes. These will be applied to
all appropriate contracts to incentivise collaborative working and to align all parts of the health and social care
system better to focus on the things that matter most for patients.
This approach will include the adoption of whole-pathway outcomes based commissioning, for example
aligning services to support older people and those with complex care needs to live full and independent lives
in their own homes. We will engage patients and their carers to understand the clinical outcomes that we
really need to influence and then ensure that our provider partners are lined up to achieve these.
In order to commission seamless services more effectively we will make sure that more budgets are pooled
across health and social care. This will help us to address patients’ physical, mental health and social care
needs simultaneously and encourage more innovation around how we design services.
Through developing more integrated services, we can also help tackle some of the health inequalities in West
Hertfordshire, and will work closely with GPs in the four localities to increase the range of services that we
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commission to this end.
3

Clinicians at the forefront

We are already benefitting from the contributions of Herts Valleys’ GPs and their practices – our members.
Clinicians are now at the forefront of local decision-making and we will harness this clinical leadership to:
• Spearhead the necessary changes to clinical and operational models and forge new ways of working
across professional boundaries. This recognises the role of local clinical involvement in service redesign
and engaging with clinicians across our providers and partners in health and social care to develop the
most appropriate services
• Implement and embed clinical innovation. This might include being more rigorous and systematic about
the way in which care is delivered (reducing unwarranted variation) or introducing new technologies and
approaches to delivering care, such as telemedicine and telehealth
• Produce a comprehensive workforce strategy that matches the needs of this clinical strategy covering,
for example, clinical leadership development, health and care skills development and the promotion of
research to support the delivery of our guiding strategic principles.
Plans to move services closer to patients in more local settings mean it will be important to ensure that we
have the right clinical, nursing and healthcare support workforce, in the right place. Any shift in location must
be safe and enable delivery of services which are not just more accessible, but which provide a better patient
experience and excellent outcomes. Consideration needs to be given not only to numbers of staff, but to
areas of expertise, skill mix, training needs and work patterns. In establishing timelines for the delivery of
change, close attention will be paid to anticipated workforce needs at a stage early enough to ensure that the
appropriate skill mix is in place. This will require a change in the skill sets available within primary care, and we
will explore the possibility of extending roles, as well as increasing mobility of the workforce, supported by new
technology. In future seven-day working will become the norm.
We want to make sure that our providers can deliver the right services into the future. We are tackling this
challenge against a backdrop of an ageing GP workforce, with fewer newly qualified medics entering general
practice and 20% of GPs in Herts Valleys eligible to take retirement over the next five years.
4

Best use of estate and overheads

In order to deliver higher quality, more accessible services for all, we will ensure that our healthcare partners
make best use of the buildings and equipment available. Rebalancing healthcare towards home, primary care
and community based settings and away from major hospitals will require facilities, particularly in primary
care, that are fit for purpose and have the capacity for the right amount of clinical consultation space.
We will ensure that our healthcare system has the right balance of acute, community, primary and homebased
services and that we spend less on overheads and management costs through collaborative working.
Commissioning more services to be delivered 24/7, particularly where those services have an impact on
clinical outcomes, will be better for patients and mean that our expensive assets are being used efficiently.
We will work closely with our partners to produce a new joint estates plan. A review of the system-wide
estate with the county and district councils will, for example, look at and how we can develop under-used,
well-located buildings for joint use, such as weight management clinics. We will also identify opportunities
to create multipurpose sites that offer easy access for patients and an environment that feels safe, comfortable
and convenient.

5

Engaging patients and the public

Close involvement with patients and the public give this clinical strategy its validity. Their input will continue
to sit at the heart of what we do, and how we draw-up and implement more detailed plans. We will also
make sure that we benefit from this vital contribution from local people through seeking and responding to
feedback on what’s working well and what’s not.
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Our patient and public engagement will be coordinated from different perspectives. We will:
• Use the local knowledge and insight from our CCG Locality Patient Groups to gain a better picture of the
issues, concerns and priorities that are raised in specific localities
• Include strong patient representation in each of our clinical programmes, to ensure that new services are
jointly designed from the outset and that we are focusing on what really matters to patients
• Continue to engage actively with patients and patient/public representatives in setting our priorities as the
clinical strategy evolves
• Let people know what the public has been telling us and what difference it has made to our plans and
to services.
We will offer local people the opportunity to engage with us in different ways – we know that not everyone
wants or is able to get involved in time-consuming discussions and workshops. We will make sure that people
know how they can make constructive comment on an ad hoc basis, or be on our public membership list to
receive key information. And we will use social media too, so that a broader range of local people can have
conversations with us about the things that matter to them.
6
Changing the culture
The changes outlined in this strategy will require people to work and think differently. We will work with
our partners to ensure the new way of doing things is understood and welcomed by staff, professionals,
local people and patients.
We are committed to creating a positive culture that enables change, that supports those delivering change to
be inspirational and innovative, and builds the services our population needs. Major change and clinical service
transformation is dependent upon a strong and effective ethos across the healthcare system, including:
• Commissioner and provider executives provide visible leadership and support for the proposed changes
• Clinicians lead and drive implementation
• Clinicians and other staff at all levels, together with wider stakeholders, are engaged in delivering
service changes
• Working patterns are designed around the needs of patients and effective service delivery, for example
seven-day working and more outreach services
• Providers and commissioners jointly own and support change programmes
• Health and social care works more collaboratively and more effectively with the voluntary sector and
focuses on home and primary care.
The HVCCG board has agreed a set of values (outlined in Appendix A) - the six things that matter most in the
work we do. We will work with our staff, clinical leads and membership to ensure these become integral to
how we work day-to-day and contribute to the change we need.
7

Training, education, research and leadership

Throughout all aspects of our work will be a strong commitment to developing and training a workforce across
the whole system, that can adapt to the challenges required in delivering care as close to home as possible.
Many of our 70 member practices and partners have a strong heritage of training and we will build on this
to embrace the opportunities provided by the changing educational and training landscape. We will deliver
Health Education England’s aim to develop the skills and capabilities that we have in primary care (for example
specialist GPs and practice nurses) as well as in the wider healthcare system. Some examples of this are:
• Protected time for clinical education meetings, with an emphasis on partnership working between HVCCG,
hospital, community and other providers
• Better Referral Management Scheme, which is helping GPs to understand the range of treatment options
available to patients with complicated clinical conditions, and is now being adopted by other CCGs in the UK
• A dedicated education and training section on our website.
There will be a strong emphasis on innovation and we will actively promote research in our member practices
working with the Academic Health Science Networks (AHSNs) and Clinical Research Networks (CLRNs) to
support this. We will also work closely with Health Education East of England, Public Health and the Health and
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Wellbeing Board, University of Hertfordshire, pharmacists, dentists and the Strategic Clinical networks and
Senate for East of England.

Summary of building block activity

Building Block

Better use of
technology
and information
flows

This is what we said









Develop IT Strategy
to underpin delivery
of Clinical
Programmes and
wider CCG IT needs
Create mechanisms
to ensure data is
shared effectively to
improve patient
experience and
provide better care
across all care
settings
Work with all care
providers within CCG
locality to develop
IM&T Strategies that
are consistent and
integrate with each
other to ensure care
for patients is a
patient centric as
possible Ensure that
IM&T is factored
into Commissioning
contracts such that
providers are
encouraged to use
IM&T Develop
Telehealth Systems
Improve Referral
Systems
Assess prescribing
software
Develop data sharing
mechanisms
Remote working for
community nursing
and midwives
New technology for
efficiency7

This is what we are doing


















Creation of IM&T
Strategy Group
Developing
Understanding of clinical
programme needs
Development of IM&T
Strategy
Deploy Summary Care
Record to all GP
Practices within the CCG
Deploy Medical
Interoperability Gateway
(MIG) within the CCG
Work with all partner
organisations to ensure
IM&T Strategies are
consistent
Working with CSU
Commissioning staff to
ensure IM&T included in
contracts.
Telehealth meeting took
place mid-January to
start process
MIG and SCR re data
sharing
Engaging with
Bedfordshire re Pathway
work
Communication and
information flows being
mapped re maternity
pathway with view to
options appraisal being
prepared end of February
2014
MedeAnalytics to be
looked at for Risk
Stratification
Project to enable Patient
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Improved
Integration



Pathway redesign
Data sharing
Methods of
identifying complex
patients
Patient access to
own records
Develop Selfmanagement tools
Develop advisory
services on line or
via Apps
Reduce number of
contacts prior to
treatment
Model patient flow
and operational
performance
Develop signposting
Apps
Monitoring and
Remote Treatment
Technology
We want people to
experience seamless
services with
effective
signposting, coordination of care
and exchange of
information.









access to records to start
soon as part of GP IT
Working with team on
understanding ways that
IT could support
HomeFirst more
innovatively then
currently being used
Working with team on
possible deployments of
new system to Hospices
to give greater sharing of
data with other services
such as Community
Palliative team

Working on Primary Care
Plus and also specifically
the concept of Care
Navigators in the
localities to understand
resources, signpost
connect coordinate and
improve patient journeys
and outcomes. Plans are
also in place to develop:
Home from hospital, Care
Home Premium and
integrated community
hubs.
The Better Care Fund
plan is currently being
developed and a 'draft'
was sent to the Area
Team on 14th February,
with final sign off on by
HVCCG Board on 27th
March and Health and
Wellbeing Board on 28th
March.
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Best use of estate
and overheads




We must make the
best use of estates
and overheads.
We will ensure that
our healthcare
system has the right
balance of services
and more are
delivered 24/7 and
in shared facilities







Engaging patients
and the public





Changing the culture






Engaging patients
and the public for
their input
Develop further
engagement in
clinical programmes
Continue with
public and
community
engagement



We will require
people to work and
think differently.
We will support
partners to make
sure that new ways
of doing things are
welcomed by staff
and local people
We will make sure
everyone
understands the
reason for change.









System Estates Strategy
Group has been
established, first group
meeting took place on
6th March
Mapping of all west Herts
public sector estate is
underway
Agreement reached on a
joint system approach to
estate planning
Looking at extended
hours in both Primary &
Secondary Care
Prepare for refreshed
strategy to go to board,
following discussion with
colleagues, PPI
committee etc.
Draft plans –
communications &
engagement team with
clinical programme leads
includes formal PPI
committee; conversation
cafes; locality patient
groups; involvement in
special events and
groups; clinical
programme engagement;
reader panel; regular
membership information;
and via social media
Commissioner and
provider executives to
provide visible leadership
and support for the
proposed changes
Organisational
Development plan is
being reviewed. HVCCG
Values agreed and
communicated to Board
and staff as the template
for the way we work.
A restructure of staffing
has taken place to ensure
that the organisation is
best placed to deliver its
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vision.

Training, education,
research and
leadership/Clinicians
at the Forefront










We are committed
to developing and
training a workforce
that can adapt to the
changes required.
There will be an
emphasis on
innovation and we
will actively promote
research in our
member practices,
working with
regional and national
bodies
We will reshape the
workforce,
redefining roles,
skills and capabilities
to provide services
that local people
want.
We will harness
clinical leadership to
deliver changes.
Delivery of Health
Education England’s
aim to develop skills
and capabilities in
primary care












HVCCG Organisational
Development Plan is in
place, TERL Group meets
on a regular basis and the
link with practices has
been established and is
being developed.
Health Education England
Practice Education
Contract is in place.
There is a new proposal
to have monthly
protected learning time
for practices.
A link is being established
with Clinical Research
Network: North Thames
is being developed. PPI
representation is now
present within the TERL
Group. Link with NHS
leadership academy has
been initiated.
Information on
leadership development
opportunities are being
cascaded when received.
It is envisaged that a
primary care working
group will run in tandem
with the TERL group.
Nursing training will form
a large part of the early
agenda and there is
aspiration to manage the
budget for specialist
training for GPs, which
has traditionally been
held by the Deaneries
and is now with LETB

Better Care Fund
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The draft ‘Better Care Fund’ (BCF) provides us with an opportunity to pull together a number of existing
strategic programmes currently being delivered. All have actively engaged relevant providers in
development work across health and social care providers in support of future plans. BCF is seen as a real
opportunity to go up a gear in terms of integration, building on years of partnership working.
As part of the development of the Better Care Fund, workshops have taken place across Hertfordshire
throughout 2013/14, alongside bespoke engagement events that have brought together the collective
strategic vision of providers within the system to ensure a joined up strategy for the coming years.
Programme approaches have been developed across health and social care with a view to supporting the
delivery of a 5 year integrated commissioning plan.
To ensure that the BCF is successful, effective and serves the needs of our population, it has been
developed with a wide group of our GP members, nurses, healthcare professionals, local authorities and
other statutory bodies, voluntary and community sector.
This has been done through collaboration with clinical staff, professionals in social care, local health and
care providers and local people.
Evidence shows the benefit of engaging patients, their carers and families about their care and treatment
– they are likely to experience greater satisfaction, have fewer unwanted treatments and achieve better
outcomes
One of Hertfordshire’s guiding principles in designing the BCF plan has been to engage with patients and
carers of all ages through workshops and engagement events that empower them to take an active part in
designing services and supporting their own care.
We have developed this plan through a continuous process of engagement with service users and the
public ensuring to ensure the plan has validity and is owned by the whole of Hertfordshire. Their input will
continue to sit at the heart of what we do, and how we draw-up and implement more detailed plans, and
we will seek and respond to feedback on what’s working well and what’s not.
Hertfordshire’s current joint commissioning arrangements are supported via a series of strategic
commissioning groups on which service users and carers input into the future service design and
commissioning decisions and patient and service user forums throughout the county.
We are fully committed to ensuring all plans for the BCF include service user and carer involvement
throughout the process from front line delivery to strategic commissioning decisions.
HVCCG’s public engagement events, and the Programme Networks, have been engaging patients and
carers in the integration agenda since before the CCG’s became a statutory body.
Vision and schemes
1. Improving quality through better outcomes and patient/service user experience
We have set ambitious goals for service user/patient outcomes to address areas where we know that they
can be improved – such as avoiding premature deaths from cancer, heart disease and stroke – and to
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monitor and scrutinise performance. We are aligning these priorities to those of Hertfordshire’s Health
and Wellbeing Board.
Delivering improved patient experience means ensuring that people feel informed and empowered to
make decisions about their treatment and to be treated with dignity and respect. We will take notice of
patients’ comments and complaints as well as formal data from providers of care to identify what should
be done differently.
Patients and carers involved in the development of this strategy told us about what is important to them,
including:






Having someone who can help to navigate your way around a complex and sometimes confusing
system
Clinicians who respond to you as a person, not as a diagnosis
Ensuring that there are appropriate connections and exchange of information, so that everyone who
Needs to understands your social and medical history
Being given meaningful information in order to make valid, informed choices.

2. Meeting the needs of our changing population
The population profile of our area is changing dramatically. In the next 20 years there will be:






23% population increase
68% increase on over 65’s
More people living with complex health conditions and social care needs
Rising number of children and young people
Growing cultural diversity

These changes will place increasing and changing demands on health and social care. In response, for
example, we will need to design better, more effective services for conditions such as heart disease,
dementia and diabetes, and ensure we respond to different cultural values and preferences in the way
healthcare is delivered.
3. Tailoring health and social care to meet the individuals needs
Increasingly, health and social care services can be designed around the needs and preferences of
individual patients. For example, cancer patients can now receive highly personalised drug treatments,
delivered flexibly in a choice of treatment settings and locations.
At the same time many patients and carers also want to take greater control of decisions about their care.
Our challenge is to ensure that, wherever possible, we can enable patients to do this and to align health
and social care services more closely to their needs. Services that are more integrated will support this organisational boundaries and technical contracts will not get in the way of delivering effective care and
achieving good outcomes for patients.
4. GP’s will be the care centre for Hertfordshire – Primary Care Plus
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We will invest in supporting GP’s in becoming the centre of care in Hertfordshire by developing a model of
primary care plus. This will ensure that we build on the new requirements of GMS including named GP for
patients aged 75 and over, practices taking responsibility for out-of-hours services and individuals being
able to register with a GP away from their home. Flexible provision over 7 days will be accompanied by
greater integration with mental health services and a closer relationship with pharmacy services.
We will ensure that targeted care for the frail, elderly and most complex will be delivered within the home
setting wherever the person’s home is (including outside of residential care).
In practice we will work towards ensuring:
Patient Centred Care
Self-management and control
Community Support
Hertfordshire residents live fulfilling lives

Over the next five years we will intensify our joint planning and delivery of health and social care.
Working closely with providers, we will remodel the landscape of provision across Hertfordshire. We will
use intelligence gained through the Joint Strategic Needs Assessment (including mapping the assets in
communities) along with support from colleagues within Hertfordshire’s Public Health team.
Key to this will be enabling culture change across all professionals in health and social care to maximise
good health outcomes rather than waiting for crisis to occur.
Our in depth experience of joint commissioning and partnership approaches to managing services will
ensure we robust governance processes are in place. Final accountability will lie within the Hertfordshire
Health and Wellbeing Board.

Our aim is to ensure that high quality integrated health and social care services are available to the people
of Hertfordshire ensuring that they are able to live fulfilling lives in their community by:







Focusing on ensuring that preventative services that delay the loss of independence/decompensation are in place the ensure people remain health at home.
Giving people access to user-friendly information and advice about staying well and independent
so they can avoid the need to use services for as long as possible
Co-ordinating services around the person (not the diagnosis)
Improving outcomes and experience of all service users by reducing premature mortality and
reducing morbidity
Creating integrated teams and pathways in the community that prevent unnecessary admission to
hospital and residential care homes
Enabling people to remain as healthy and independent for as long as possible.

We believe this will reduce duplication, delay and waste and promote efficiency and efficacy of a
refocused health and social care system, with services centred around the patient rather than the patient
shoe-horned into available services.
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From 14/15 we will:






Enhance and improve the ability of professionals to share patient information enabling joined up
integrated care to take place.
We will redesign current community service provision creating:
o Better resourced primary care that can deliver co-ordination of care to the most vulnerable
o Multi-disciplinary teams wrapped around primary care hubs
o Case management led by primary care
o Develop an integrated risk management approach linking the POA DES to the learning from
the Home First virtual wards
o Rolling out rapid response teams (building on learning from the Home First pilots) that
ensure the most vulnerable are able to avoid destabilising attendance and admissions in
the community and able to live independently in their own homes.
As well as preventing unnecessary use of secondary care, we will invest in services that enable and
support swift discharge from hospital into the community with enhanced home care and
residential services.
Review and redesign the Intermediate Care bed base to support more care at home and better
flow from acute.

How will you measure these aims and objectives:
We will have to improve the quality and accessibility of key datasets to inform commissioning and show
progress.
Ongoing engagement with patients, carers and their groups, particularly Healthwatch Hertfordshire and
key voluntary organisations.
Friends and family test and ‘Having Your Say’ questionnaires.
We acknowledge as a system that measuring outcomes of these future changes that an improved level of
data sharing across multi-disciplinary teams is required. To enable us to measure these changes we will
be developing bespoke IT solutions to ensure that patient records are maintained thoroughly by all
providers and portals so multi disciplinary teams are able to track patients and service-users through their
journey.
The tracking point will be through an individual’s NHS number ensuring that health and social care
providers have access to the same information enabling continuity of care and quality of care to improve.
Primary Care Plus – Rapid Response
Primary Care Plus (Home First) – rapid response is an integrated health and social care service currently
being piloted in two Hertfordshire localities: Hertsmere in Herts Valleys. The service started in January
2013 and includes integrated teams of community matrons, district nurses, therapists, social workers and
homecare workers. There are two elements of the service, a proactive virtual ward which manages
patients at high risk of an unplanned hospital admission and a reactive rapid response service which
responds to patients in crisis within 60 minutes.
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Both services have recently been evaluated which has shown a positive impact on quality and satisfaction
and it has shown promising signs that there has been an impact on unplanned admissions.
We are currently planning extensions to both pilots with the intention of integrating core social care and
community health services into this new way or working which aligns to the CCGs' and social care
commissioning plans as well as the principles and priorities outlined in the Joint Health and Wellbeing
Strategy. We are also planning how best to integrate mental health services within the model. The
intention is to roll out the new model for working across the whole county by April 2015.
Rapid Response homecare
Access to 16,000 hours per annum of rapid response homecare from a number of providers to enable fast
discharge from hospital. 95% of people who are ready to be discharged from hospital who benefit from
rapid response homecare get this service within 24 hours.
Flexible Hospital Team and West Herts Delayed Discharge Team
A peripatetic social work team who can be deployed at acute hospital sites to deal with peaks in delayed
discharge activity. Delayed discharges from hospital attributable to social care are maintained at an
average of 6 days across the county per week or fewer.
Social care purchasing budgets
Care budgets (various care types) associated with people assessed as being of 'substantial' need when
assessed by national social care Fair. Access to Care Services (FACS) criteria. 100% of new people who are
eligible for on-going social care services at
both the 'substantial' and 'critical' Fair Access to Care Services (FACS) national criteria are provided with a
personal budget which meet their needs. The range of savings to be made by adjusting the criteria to
meet 'critical' needs only is £7.85M - £28.56M which would impact health budgets.
Homecare plans

Our future commissioning model has been built on the following key ambitions:






To provide services users and their families with a wider range of support that can flex to meet their
needs without having to change providers
To build more resilience in to the health and social care system – targeting resources where they are
most needed and up skilling the workforce
To provide better value for money by optimising the use of voluntary sector and universal services
To integrate pathways of care with health, and to commission with health to support these pathways
To encourage innovation, working with providers and service users to find solutions to existing and
future challenges.

Home From Hospital
The enhanced Home from Hospital (HfH) Pilot has been running for approximately 3.5 months with
originally 500 hours per week being guaranteed by two providers. This provide social care with an
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enhanced service for supporting discharge from hospital and enabling individuals to become more
independent and reduce the risk of decompensation.
Carer Navigators:
We will enhance our current Carer Navigator service that provides 'local navigators' who will be trained on
social care services and voluntary sectors in their local areas including Hertshelp. This will provide swift
access to community support services enabling people to receive the right service at the right time.
Our plan ‘Delivering a Healthy Herts Valleys’ sets out how we plan to reconfigure hospital services in to
focus on the needs of our patients. Unscheduled and unplanned emergency care accounts for almost a
quarter of our commissioning budget, Urgent care is delivered in a variety of settings, but all too often
people are being treated in A+E departments when more appropriate services are available in primary or
community care, often because of lack of understanding, access and signposting. Better integration to
improve the flow of patients through the urgent care system, plus better availability and access to primary
care-based services and community support, has the potential to increase the quality of care, patient
experience and service efficiency dramatically.
We want:
More people being treated where it is most appropriate, such as in primary care or community settings
whether they walk in themselves or are brought by ambulance. A&E focusing on treating patients who
need their services and doing this speedily, improving outcomes and experience for patients. Patients who
need to be admitted to hospital flowing seamlessly through, in line with the expected pathway, and being
discharged home as soon as possible. The health and social care system effectively predicts demand and
manages flow throughout the year. Integrated 24/7 health and social care rapid response support
available across the area so that GPs and primary care colleagues can help keep people at home. Health
and social care providers working in an integrated way with shared pathways that focus on patients’
needs.
Our vision through the BCF is to:
Develop a fully integrated hospital discharge system
Review and implement new urgent care pathways
Develop a primary care rapid response access service in the community which include community beds
Develop a control centre approach to monitoring and escalating emergency care issues
Develop a public education programme to raise awareness of the better alternatives so A&E is not used as
a front line
service for primary care
We will be investing primary and social care pathways to reduce hospital stays by number and length.
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HVCCG QIPP savings of £25m planned for 2014/15 and c3.5% pa which estimated could amount to in the
region of £90 million for subsequent years and if not delivered will have significant impact on the health
and social care economy in Hertfordshire. For this reason the BCF strategy to invest in Primary Care Plus
alongside enhanced homecare and hospital discharge services will aid the delivery of these challenging
targets.

Delivering Financial Stability
Financial stability is important in ensuring that the CCG is able to invest resources into
commissioning priorities to meet the needs of the population.
NHS Herts Valleys CCG is tasked with leadership of the local health economy. This includes ensuring
that the services required by local people and commissioned by the CCG are clinically and
financially sustainable. All local NHS bodies are committed to working together in partnership,
including sharing of financial plans and performance reports to enable a joint review of financial
sustainability to be conducted. This is likely to be a piece of work commissioned by the CCG and
completed in the first quarter of 2014/15.
The CCG must also ensure recurrent delivery of financial savings associated with QIPP programmes as
well as continued delivery of quality. It is therefore important that all commissioning discussions and
contract negotiations are established with this principle as its foundation.
NHS Herts Valleys CCG has in place robust mechanisms to achieve QIPP programmes and financial
balance. QIPP will support delivery of innovation and improvements in quality and will be achieved
through working with clinicians, providers and patients to redesign pathways of care.
The CCG will ensure that it has the robust internal financial monitoring processes in place to alert
budget holders, practices, localities and the Board to any variances and the need to take corrective
action as swiftly as possible. Finance reports to the Board in 2013/14 have provided more up-to-date
information and a greater emphasis on forecasting the outturn position. Analyses for practices and
localities were delayed in the early months of the new organisation but since December 2013 have
been re-introduced and will continue to be provided to the existing timetables, ensuring accurate
recording of activity and financial information at more detailed levels. The same rigour and processes
will be applied to monitoring the financial impact of QIPP schemes and programme budgets where
these are established.
In recognition of the new commissioning landscape and financial responsibilities of CCGs and other NHS
bodies, CCG Board members will be provided with high quality financial training from the CCG’s finance
team and from external sources, such as the NHS Leadership Academy’s ‘Essential Finance for CCG
Leaders’ course.
The CCG has in place good financial governance arrangements. These are subject to independent
internal and external audit assurance and operate together to ensure that the financial information
presented to the CCG at all levels is accurate and capable of being relied upon for decision-making.
A priority for 2014/15 is to conduct an assessment, against the CCG’s published Clinical Strategy and
78 | P a g e

commissioning plans, of the short and medium-term financial viability of all NHS organisations within
Herts Valleys. This will help to identify what transformational changes are required in order to ensure
that the financial allocations provided to the CCG by NHS England are used to commission the right
services, from the right providers, in the right place for the CCG’s population.
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