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1.

Herts Valleys: An Overview of the Clinical Commissioning Group

About Herts Valleys Clinical Commissioning Group (HVCCG)
1.1

Herts Valleys Clinical Commissioning Group covers a registered population of over 620,000 and is
responsible for a budget of c£707 million for 2015/16.

Our Localities and Member Engagement
1.2

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

1.3

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. Engagement with member
practices is a major focus. We hold a number of formal engagement sessions including the GP
Forum, the Practice Manager Group and the GP Clinical Leads Network. Localities are represented
on our four clinical Programme Groups and have established specific ‘Plans on a Page’ to focus
attention where the local population need arises (see Appendices 2 & 3). These are consistent with
our Strategic Objectives and Commissioning Intentions, derived in conjunction with public health.

1.4

Locality specific public health profiles have been developed, (see Tartan Rug, Appendix 2), identifying
priority areas to inform these plans. For 2015/16 localities have been more closely involved in the
annual business planning cycle, which was agreed during 2014/15. This improved engagement has
significantly influenced the commissioning intentions, the identification of transformation (or
Quality, Innovation, Productivity & Prevention (QIPP)) opportunities, and the development of the
ethical criteria for making our final commissioning decisions together.

1.5

During 2015/16 locality teams will be required to refocus their role as the CCG progresses the cocommissioning of primary care services with NHS England.

1.6.

We believe a key factor to success will be through our approach to working with others. Our values
outlined below have been developed by the organisation for the organisation and underpin all of our
work.
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Our Values

Being: caring and respectful
This means we:
 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.

Having: ambition, courage and high standards
This means we:
 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 afraid to do things differently to improve patient care.

Making sure we: are open, transparent, honest and straightforward
This means we:
 Share our mistakes; and be prepared to say ‘sorry’.
 Acknowledge that mistakes happen – and learn from them.
 Give each other honest and straightforward feedback.
 Celebrate and share good practice when things have gone well.

Working: with partners and the public – as a team
This means we:
 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.

Empowering and energising: clinicians, staff and local people
This means we:
 Encourage and support new ideas.
 Let colleagues and teams get on with projects.
 Embrace and encourage enthusiasm.

Learning: to be the best we can
This means we:
 Understand that we can always do better.
 Learn from others about how to do things better.
 Spend time learning new things.

It goes without saying that our values are built into our plan at every stage and
into all the work we undertake.
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Our Ambition & Strategic Context: “Your Care Your Future”
1.7

Our Objectives and Ambition:
The CCG has refreshed its strategic objectives for this year and for the longer term to reflect our
ambition of working together and delivery. For 2015 – 2018, these are:
1. We will continually improve engagement with patients, carers, the public and member practices
so that they contribute to and influence our work and activities.
2. We will commission safe, high quality services that meet the needs of the population, reducing
health inequalities and supporting local people to stay well and avoid ill health.
3. We will work with health and social care partners to transform the delivery of care through the
implementation of Your Care, Your Future, the strategic review in west Hertfordshire.
4. We will ensure that there is a financially sustainable and affordable healthcare system in west
Hertfordshire.

1.8

Your Care, Your Future: In November 2014, building on Herts Valleys’ Strategic Plan (refreshed in
October 2014) a west Herts system-wide strategic review, Your Care, Your Future was started. This
review is exploring how health and social care can be improved for future generations and reflecting
on the need to cater for a changing population with more complex health and care needs, as set out
in the national Five Year Forward View (Appendix 10). The Review will continue to inform our
commissioning decisions and the delivery of our operational plan as we move through the year.
Your Care, Your Future is led by the CCG on behalf of a partnership between the CCG, Herts County
Council (HCC) and the local NHS Trusts – West Herts Hospitals Trust (WHHT), Herts Community Trust
(HCT) and Herts Partnership Foundation Trust (HPFT). The Review will seek to answer the following
four key questions:
 How well are patients’ needs met by the current health and social care system across West
Hertfordshire?
 What are the opportunities to meet future health and social care needs of the West Hertfordshire
population more effectively and efficiently?
 How should health and social care services across West Hertfordshire be configured to realise
these opportunities?
 What organisational form(s) and commissioning / contracting model(s) best support the delivery
of the preferred future configuration of services?

1.9

The partnership has agreed a set of joint principles to underpin the Review:
 Putting people not our organisations first when planning health and social care services for the

future.
 Ensuring quality and equality will be at the heart of all that we do, and in developing plans,






organisations commit to upholding and improving the quality of care for people.
Ensuring that no decision is made on behalf of health and social care patients and customers
without working with them to develop ideas and initiatives.
Planning, commissioning and delivering services, according to population needs and evidencebased practice, within the resources available to us as a health community.
Being honest and transparent with all stakeholders to build trust in the programme; this will
include sharing the challenges we face and being open about our cost saving schemes (CIP and
QIPP plans) for the West Hertfordshire health and social care system.
Working together constructively to develop coherent plans for the west Hertfordshire health and
social care system.
5|Page

 Not taking unilateral action that potentially affects our Strategic choices or results in a cost or

workload shift to other organisations which would destabilise it without prior review and
discussion at the Programme Executive and further if necessary.
 Planning to operate within our collective financial means.
These principles have resulted in the ambition and vision as set out overleaf (Page 7).
1.10 The Review will be delivered through the four CCG led clinical programmes, (Urgent Care, Planned &
Primary Care, Mental Health & Learning Disabilities and Children, Young People & Families), and are
supported by a series of enabling ‘building blocks’, see Section 6. The Review will continue
throughout 2015 and has already launched the Case for Change. Some core facts about the
challenges facing our local system are shown below. There will be sustained engagement through to
Autumn on how we all want to work together in the future, as shown in the ‘Vision’ diagram. Further
information can be found in Appendix 1.
1.11 The Case For Change – The Challenges:
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Our Key Areas of Focus & Our Challenges
Building on the backdrop of the system drivers for change, some of the operational priorities for
the CCG include:
1.12

Primary Care Capacity, Integration and Transformation
Integrated Commissioning with Local Authority
 Integrating our services and governance structures, through the Better Care Fund (section 6.16)
 Implementing the outcome of the CAMHS review (from June 2015)
 Building our communities themselves to be aware of all the opportunities to either self care or
receive care in different settings, using our community navigators and technology
 Working more closely to get best use of our estate, technology and workforce.
Co-Commissioning with NHS England
 Commissioning services differently with effective contracts working in a more integrated way with
social care commissioners, particularly for services that are not provided in hospitals.
 Developing primary care and supporting them to work in a more joined up way
 Improving the capacity in primary care to take on additional work from secondary care.
 Working 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.

1.13 Urgent Care and Partnership Working
 Significant funding was released by the CCG in 2014/15 to support partner organisations to






develop robust winter plans, yet the system was still under significant pressure with high demand
for services nationally. For 15/16, these schemes will be evaluated in relation to the activity,
learning and impact on the local urgent care providers.
Clearing the backlog of Referral to Treatment Time (RTT) at our 2 main providers and delivering
the constitutional standards around 18 weeks
Delivery of the Accident and Emergency (A&E) performance of 95% of people will be seen in four
hours.
Implementing the new Dementia Strategy, improving early diagnosis and support and achieving
the dementia diagnosis target
Partnership working is key to the delivery of solutions as a system. The priority attached to
implementing an Urgent Care Centre at WGH evidences this commitment.

1.14 Delivering the Strategic Review
 Transforming the health and social care system and the way it delivers services, together with

improving the quality and the cost-effectiveness of care
 Keeping strong partnerships to deliver future strategic agenda, whilst facing operational issues.
 Keeping partners engaged through challenging discussions about future services for patients and
establishing joined up services. Minimising duplication and waste, and focusing on the needs of
individuals and communities, whilst remaining sustainable.
 Your Care, Your Future has outlined the case for change, and the programme of work will
continue through Autumn this year, clarifying options at the end of 2015/16 after significant
clinical and stakeholder input.
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1.15 In summary, three key areas of focus in 2015/16, as stated in our summary Plan on a Page (page 10),
are:
1. To increase access to and use of, primary care services by increasing capacity and continuing to
build health and social care teams wrapped around general practice populations through
transformation of community services. Delivery will be supported by Co-commissioning
Primary Care with NHS England and increased integration via the Better Care Fund.
2. To improve delivery and integration of the urgent care services including the development of
an urgent care centre at Watford General Hospital
3. To complete the Strategic Review – Your Care, Your Future – and start the implementation of
identified priority areas.

Well Being, Reducing Inequalities and Prevention
1.16 The CCG is committed to work with and respond to our local population, our patients and carers
about how they can contribute to their own well being. The other element, is how we can support
them in doing that. Our Health and Wellbeing Board (see Section 8) has oversight and seeks
assurance about the activities undertaken county wide to both prevent and address issues of health
and wellbeing. We are working together with Herts County Council more than ever before, with the
integration of budgets in the ‘Better Care Fund (BCF)’ detailed later in this plan to identify
opportunities to work together to address local issues and identify community based solutions. The
community navigators are just one excellent example of this (see Appendix 5).
1.17 HVCCG is committed, along with partners to deliver the countywide strategy, ‘Healthier People,
Healthier Communities’, addressing inequalities in health (Section 8 and Appendix 4). The CCG and
Health and Wellbeing Chair now meet to jointly forward plan the areas for discussion and we move
into this year with a schedule for joint agenda planning for 2015/16 aligned with CCG and other
partner agencies’ committee schedules. The Health & Wellbeing Strategy will be refreshed during
15/16, for publication in April 2016. Prevention is a key theme of the 15/16 work programme and all
partners including the CCG will be active participants in the delivery of a combined prevention
strategy. The current nine key priorities for the Health and Wellbeing Board are in Section 8.
1.18 There will be a main theme for each Health & Wellbeing Board meeting from June 2105 onwards, as
well as key operational areas:










Monitoring the Better Care Fund
Refresh of the Health and Wellbeing Strategy and wider consultation
Developing the Children and Young People’s Strategy
Monitoring the development of Joint Children’s Services Commissioning
Receiving and overseeing the implementation of the CAMHS review countywide
Overseeing the Year of Mental Health (launch in July and starting September 2015)
Monitoring Seven Day Working
Monitoring End of Life Care commissioning and outcomes
Identifying and encouraging the commissioning of opportunities to improve health Inequalities
across the population.
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2.

Herts Valleys CCG ‘Plan on a Page’

Three key areas of focus for 2015/16
1.
2.
3.

To increase access to and use of, primary care services by increasing capacity and continuing to build health and social care teams wrapped around general practice populations
through transformation of community services – enabled by Co-commissioning with NHS England and increased integration via the Better Care Fund.
To improve delivery and integration of the urgent care services including the development of an urgent care centre at WGH.
Complete the Strategic Review - Your Care, Your Future – and start the implementation of identified priority areas.

Access

Outcomes

Quality

 Meet all NHS Constitution standards and Mandate
commitments including:
 Achievement of 95% A&E standard from April 2015.
 Clearing of backlog and delivery of 18 week targets by
Q4 for all providers.
 Cancer targets to be achieved, including 62 days from
April 2015.
 Achieve and maintain 15% IAPT target from April 2015.
 Support practices to identify patients and implement
shared care standards for dementia diagnosis to achieve
the 67% target.
 Review the dementia pathway and implement best
practice.
 Continue to improve capacity in and access to Primary
Care, with co-commissioning at the fore.
 Improve patient access to phlebotomy in primary care and
improve management of leg ulcer and anticoagulation.
 Improve availability of care closer to home through the
Community Navigators, Stroke Early Supported Discharge,
Discharge to Assess and introduction of the Complex Care
Premium.

 Increase spending on mental health services in
2015/16 to support parity of esteem and
improve outcomes.
 Continue reduction in potential years of lives
lost through causes amenable to healthcare
with target of 3.2% per annum.
 Improved patient satisfaction demonstrated
through Friends and Family Test (target tbc).
 Continue to exceed 50% recovery rate for
those accessing psychological therapies.
 GP clinical leads review JSNA and public health
data within localities to identify areas of focus
for 2015/16 to reduce life expectancy gap.
 Commission for prevention by working with
public health to align prevention plans with
clinical programme and locality developments.
 Implement the recommendations of the
CAMHS review to improve the outcomes for
children and young people’s mental health.
 Co-commissioning primary care medical
services improving access for patients.

 Improve patient safety through reduced never events and
SIs compared to 2014/15.
 Review all new serious incident and never event
declarations and assurance of immediate mitigations within
72 hours of declaration.
 CCG is one of 6 NHS England Compassionate Care pilot sites.
 Refocus the Clinical Partnership Group to build clinical
relationships across organisations and agree actions for
whole system clinical improvements for patient care and
implement.
 Continue to improve patient and public engagement in
service improvement.
 Review Continuing Health Care commissioning and
implement outputs.
 Implement the Community Beds review recommendations.
 Implement the recently launched Carers strategy.
 Build on the Values and behaviours work within the CCG
and with partners across the system.
 Continue to focus on system wide leadership and clinical
development.
 Re-procurement of services

Delivering value

Transformation programmes, reconfiguration plans and reprocurements

Financial resilience; delivering VFM for taxpayers and patients and procurement:
 Plan to deliver 1% financial surplus.
 Strategic Review underway to ensure long-term financial resilience.
 Clear contract metrics and robust contract management.
 Productivity improvements derived from QIPP programme.
 Procurement policy to deliver VFM.
 Full integration of BCF plans and QIPP.









Strategic review – Your Care Your Future.
Living Well - Integrated Care Programme.
Community Navigators and increased voluntary sector engagement.
Development of Health and Well Being Hubs.
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Workforce Schemes to breakdown organisational boundaries with experiential placements.
Leading system on enhancing primary care workforce.
Partnerships with patients at the centre of all our work.

Our Focus 2015/16
2.1

As can be seen from the detail included in our ‘Plan on a Page’, we have highlighted some of our
major priorities in year. The detail for each area of focus can be found in the following sections:

Quality

•
•
•
•

Quality & Safety (Section 7)
Commissioning for Quality (Sections 4,7)
Organisational and Workforce Development (Section 6)
Your Care Your Future, Strategic Vision (Section 1)

Access

•
•
•
•

Partnerships, System Collaboration, Your Care Your Future (Sections 1,3)
Commissioning Intentions (Section 4)
Quality & Safety (Section 7)
Transformation through our Clinical Programmes & Enablers (Section 6)

Outcome

•
•
•
•

Health Inequalities, Healthy Lifestyles (Section 8)
Transformation (Section 6)what does
Adding Value - Financials (Section 9)
Commissioning Intentions & Strategic Vision (Sections 1,4)

• Financial Resilience (Section 9)

Delivering
Value

Transformation

• Productivity & Innovation, QIPP (Section 6)
• Integration of Funds - Better Care and QIPP (Sections 6,9)
• Strategic Review, Your Care Your Future, Partnerships, (Sections 1,3 )

• Integrated Care, Clinical Programmes, Enablers (Section 6)
• Organisational & Workforce Development (Section 6)
• Partnership and Engagement (Sections 3)
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3.

Partnership Working

Strategic Partnership Group – Health & Social Care System
3.1

Our partnerships with the public, our patients, our staff and our partners in the delivery of health and
social care, as well as involvement of the voluntary and community bodies are fundamental to the
delivery of integrated and sustainable services for the future. The CCG has a strong reputation for its
partnership work and this section emphasises our commitment and assurance processes for delivery.

3.2

The diagram below illustrates the regular senior engagement in our partnership arrangements, showing
how the main pieces of work link to the Strategic Partnership Group, including the Strategic Review, Your
Care, Your Future (Section 1).

Source: System governance agreed by SPG as at November 2014

Integrated Working - Better Care Fund
3.3

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 with the Local Authority is the
most effective way of achieving care which is joined up, tailored to meet individual need and ensures
the best possible outcomes for the population. Co-commissioning of Primary Care with NHS England is
the other key delivery arm (see section 3.11 below).

3.4

Hertfordshire was required to pool a minimum of £65.61m of health monies with social care monies.
Yet, Hertfordshire went further and agreed to pool £230 million of health and social care budgets in
order to transform the way we deliver services to our residents. A selection of our Better Care Fund
(BCF) projects are shown below, which are underpinned by two key enablers of workforce and
technology / data sharing:
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3.5

HomeFirst
Stroke Early Supported Discharge
Discharge to Assess
Community Navigators
Complex Care Premium.

All of these are explained in more detail in both Section 6 and Appendix 5, along with details of the
financial contributions. The governance arrangements are in Section 10.

Working with Partners to Develop Planned and Primary Care
3.6

Primary Care is the foundation stone on which we will build the new model of care for the west
Hertfordshire population. Over 2015/16 we will focus on integrating primary and community services to
support patient-centred, locally delivered health and social care. Traditional dividing lines between GPs,
hospital, community-based and care services mean that care is sometimes 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.

3.7

We are currently developing our strategy for Primary Care services delivered by General Practice and a
plan for transforming adult community health services. We recognise other Primary Healthcare
Professionals such as dentists, community pharmacists and optometrists’ services play a vital role in
health promotion, screening, provision of health advice and treatment and can contribute to providing
more care out of hospital and play a role in managing demand for other health services. As we develop
the programme and implement the key objectives of the draft strategy of Primary Care, it will give us
opportunities to enhance and embed work this further.

3.8

There are three objectives (that also apply to our community strategy, section 6):
 Proactive Care
 Accessible, Quality Care
 Co-ordinated Care

Proactive Care
3.9 To ensure we deliver a proactive and personalised programme of care and support tailored to support
the health and wellness of patients in the area, there are key enablers that have been prioritised
following various stakeholder engagement events. These include:
 Self care:
- Improved knowledge about conditions and treatment gives increased confidence in self care,

which then increases motivation to change behaviours. The result is patients that feel more
empowered to take part in their own self care.
 Utilising modern technology:

-

Modern IT systems for individual practices
Connectedness across the local health economy
IT foundation for GP collaborative groups/federations
Telehealth.

 Patient involvement, engagement and communications including awareness.
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Accessible, Quality Care
3.10 The CCG is committed to providing a responsive timely and accessible service, for different preferences
and access needs. There are 4 key enablers identified to deliver Accessible Quality Care.
 Improved Access:

- Availability of primary, community services 7 days a week – example building on the success of
Prime Minister Challenge Fund pilot – Watford Care Alliance.
- Through co-commissioning having named GP for every patient and continuity of clinician where it
is preferred to availability of same day appointments with GP or nurse when necessary through
the improved capacity proposals.
 Fully utilised Estates:

- Improving the physical access and quality primary care infrastructure.
- Working with strategic partners to maximise resources to invest in primary care facilities.
- Develop a common approach with local authorities to support primary care developments through
planning arrangements.
 Improving the quality of primary care:

- Benchmarking, outcome base commissioning.
- Early detection through case finding and enhanced care management.
- Develop programmes of work including key public health areas such as influenza targeting at
population level and working across groups of practices.
 Workforce development:

- Working with Health Education England, GPs Practice Nurse.
Co-ordinated Care
3.11 The CCG is committed to providing care and support that is integrated across health and social care and
is focussed and centred on patients’ needs to improve the health outcome of West Hertfordshire. To
ensure we are delivering co-ordinated care, there are 3 key enablers:
 Co-commissioning – this is a key enabler to deliver the HVCCG Primary Care Plus Plan through:

- Improved outcomes and quality of primary medical services.
- Providing strategic leadership to the development of primary care.
- Working in partnership with other NHS organisations to improve and modernise the primary care
infrastructure.
 Integrated Care – Working from a robust foundation of commissioning enhanced community services

delivered in a co-ordinated and timely way wrapped around groups of practices in a locality provides
opportunities to transform a number of adult community services across Herts Valleys. There are 2
workstreams under the planned and primary care programme which include:
- Care co-ordination through enhanced Health and Social Care teams including physical and mental
health
- Rapid response
 Development of GP Providers – collaborative working or federations. We recognise that in order to

meet the healthcare challenges, some scaling up primary care is essential.
3.12 Whilst most are in their infancy GP provider groups have ambitions to move outpatient consultations
(ENT CATs, Gynaecology CATs); there is the opportunity to employ secondary care specialists on a
sessional basis; and options to develop models of in reach care into care homes.
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4.

Our Commitments, Criteria and Commissioning Intentions

Our Key Policies and Drivers
4.1

The CCG is responsible for the translation of key national policies and drivers into local strategic priorities
and actions to meet the needs of their local population. We commission services in line with this
national context, taking guidance from national policy. These key national policies and drivers include:







4.2

The NHS Constitution
The NHS Mandate
Everyone Counts Planning Guidance 2014-2019
NHS Five Year Forward View (Oct 2014)
The Forward View Into Action – Planning for 2015/16 (Dec 2014)
CCG Strategy – Delivering a Healthy Herts Valleys (2014-18).

All of these are explained in more detail in Appendix 10 and have contributed significantly to the content
of both our strategic plan and our operational plan.

Our Commitments
4.3

During 2015-16 our priorities as a CCG are below, some of which are highlighted in our Plan on a Page:
 Deliver the NHS Constitution Rights and Pledges
 Achieve quality improvements in line with the NHS Outcomes Framework
 Strengthen alignment of our plans with the Five Year Forward View (2014), and the Forward View into







Action (Dec 2014), focusing on prevention, new service models and greater integration
Maximise the benefits of the Better Care Fund and the integrated working that it supports
Be led by our 4 CCG strategic objectives (refreshed in March 2015)
Continue to listen to patients and the public and ensure they influence commissioning priorities
Deliver the 7 specified NHS ambitions (Everyone Counts: Planning for patients 2014/15 to 2018/19)
Deliver our clinical commissioning strategy - financial and quality improvements in services through a
robust, clinically led approach with four key programme areas
Progress the west Herts Strategic Review, Your Care Your Future.

2015/16 Commissioning Intentions
4.4

HVCCG Board signed off the Commissioning Intentions in January 2015. These were developed based
upon key drivers in the HVCCG Clinical Strategy and reflect priorities in each of the Localities. This
included GP membership as well as practice management, patients, carers and individual clinical and
contract leads.

4.5

Our Commissioning Intentions (CIs) focus on improving quality, value for money, partnership working,
outcome development and building capacity. The design of the CI’s has been to show this focus across,
Primary Care, Acute Care, Community and Mental Health Services, Ambulance Services and Service
Integration. In addition CI’s have also reflected the operational changes that have taken place during
2014/15 including taking in-house a number of functions from Central Eastern Commissioning Support
Unit. These have included Contracting, Business Intelligence, Finance, Medicines Management and
Continuing Healthcare.
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4.6

Detailed intentions can be found at Appendix 6, however key themes include:








Building capacity and primary care and community based services
Development of improved quality and outcome measures
Use of benchmarking and best practice to set KPI’s
Focus on delivery of NHS Constitution targets for 18 weeks RTT and A&E 4 hour waiting time
Continued development of alternatives to emergency admissions.
Improvement of discharge system flow processes
Improve service specifications and KPI’s for key community services:
- Integrated Community Nursing; Diabetes; MSK
 Promotion and delivery of 7 day working
 Improve communications timeliness and quality between secondary and primary care

4.7

We will utilise the revised 2015/16 contracting structures to deliver these intentions and will monitor
progress throughout the year. The HVCCG governance structure will ensure that commissioners and
providers are held to account for progress in achieving the goals set out, and HVCCG looks forward to
working with colleagues to commission high quality responsive local services during 2015/16.

Ethical Commissioning Criteria & Delivery of Transformation
4.8

Our commissioning intentions have been cross referenced with our Strategic Plan aims and objectives,
and have had contributions and input from all of our member localities and stakeholders.

4.9

Over last year and this year we have developed and refined a clear set of ethical commissioning criteria,
again with much discussion, input and debate with members and patients, with a process for adding a
ranking or weighting to specific criteria in order to objectively assess all types of business cases. This has
been implemented for the first time as part of our planning cycle. A copy of our ethical commissioning
principles can be found at Appendix 7). These were signed off by The Board in Nov 2014.

4.10 The outcome is a set of business cases which have been reviewed through our clinical programmes, with
input from clinical leads within the localities, as well as a clinical sponsor for each business case. This is
the start of the process, as clearly there is more work to do on the implementation and evaluation of the
business cases.
4.11 There has been much attention paid to the initiation of business cases, the format and information
supplied, the metrics used to assess success and the planning of milestones into the business cases
themselves too. The process has involved a probability bias – ie to ensure there is limited optimism in
the delivery plans and a realistic view of implementation plans (and therefore savings) have been taken.
Clearly this is part of an ongoing review and the closer relationship of programme management support
and the clinical programmes will assist in this process.
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5.

System Performance, Access and Outcomes

CCG Contract Performance
5.1

The key themes from our Plan on a Page to meet out Access and Outcome targets are highlighted within
the context of our four clinical programmes, which are the delivery focus of our commissioning
intentions. This needs to be seen against the context of our current performance and the priority areas
that we need to address alongside making improvements and changing the way we work.

5.2

The CCG reports regularly on its performance across a number of domains, including quality, contract
performance, finance and QIPP (quality, innovation, productivity and prevention). An integrated
approach to performance is taken, involving coordination of monthly data collections. The result is a
standard list of dashboards which are shared with the Board and the CCG’s Quality and Performance
Committee (see below). Performance against the ‘Seven Sentinel Indicators’ can be found at Appendix 8.

Access – Our Plan on a Page
 Meet all NHS Constitution standards and Mandate commitments including:








- Achievement of 95% A&E standards from April 2015
- Clearing of backlog and delivery of 18 week targets by Q4 for all providers
- Cancer targets to be achieved, including 62 days from April 2015.
Achieve and maintain 15% IAPT target from April 2015
Support practices to identify patients and implement shared care standards for dementia diagnosis to
achieve the 67% target
Review the dementia pathway to implement best practice
Continue to improve capacity in and access to Primary Care, with co-commissioning at the fore
Improve patient access to phlebotomy in primary care and improve management of leg ulcer and
anticoagulation
Improve availability of care closer to home through the Community Navigators, Stroke Early Supported
Discharge, Discharge to Assess and introduction of the Complex Care Premium.

5.3

The CCG is responding in a number of ways to ensure that current underperformance is improved:
 18 week RTT underperformance is being addressed through focused activities to reduce the backlog

of patients, including the creation of additional capacity within local NHS and other providers. The
CCG continues to work closely with WHHT and the TDA to reduce the backlog as quickly as possible,
with commitment to clear 50% of the backlog by the end of February 2015, and 100% by Dec 2015.
 For ambulance waiting times Remedial Action Plans are in place at a regional and local level with clear

trajectories for improvement. EEAST have presented their plans for improving performance to the
HVCCG Commissioning Executive. Herts Valleys CCG is part of a consortium arrangement with
ENHCCG, Beds and Luton sector with ENHCCG as lead commissioner.
 A&E 4 hour wait performance is subject to close monitoring and action by the CCG through the urgent

care team. This includes working with WHHT to implement ECIST recommendations, implementing a
Winter Resilience Plan and holding daily calls with WHHT to manage daily operational pressures.
 Performance against cancer waiting times improved in Autumn 2014, largely due to the

implementation of a Cancer Recovery Plan, overseen by the Cancer Action Group. Underperformance
during December 2014 is viewed as transient and due to overall system pressure affecting elective
capacity.
 Underperformance against stroke targets is being addressed by the multi-agency, Stroke Action

Group which is implementing a Recovery Action Plan. It is expected that performance will improve inline with this action plan and as winter pressures ease.
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1. Performance against Key National Indicators - CCG
May-14

Jun-14

Jul-14

Aug-14

Sep-14

Oct-14

Nov-14

Dec-14

Jan-15

Year to
date

93.6%

87.2%

82.1%

93.9%

83.6%

93.8%

95.0%

96.3%

96.5%

96.7%

90.9%

90.3%

85.7%

89.0%

90.2%

36.0%

47.9%

87.8%

96.4%

94.9%

91.6%

94.0%

75.4%

96%

97.6%

95.4%

95.2%

94.9%

97.1%

93.9%

97.1%

95.5%

97.6%

95.7%

94.5%

95.4%

Cancer 31 day - Subsequent treatment for cancer - Surgery

94%

99.0%

96.2%

100.0%

88.1%

96.7%

97.4%

100.0%

100.0%

100.0%

94.4%

93.9%

96.5%

Cancer 31 day - Subsequent treatment for cancer - Drugs

98%

98.9%

98.3%

100.0%

98.6%

98.0%

100.0%

98.9%

98.9%

100.0%

100.0%

100.0%

99.3%

Cancer 31 day - Subsequent treatment - Radiotherapy

94%

94.3%

96.7%

96.5%

97.5%

95.2%

96.9%

92.6%

95.7%

98.7%

100.0%

95.5%

96.4%

Cancer 62 days - 1st treatment following an urgent GP referral

85%

83.9%

91.2%

80.3%

80.0%

65.7%

74.7%

72.3%

71.2%

79.2%

74.4%

74.5%

76.8%

Cancer 62 days - 1st treatment following referral from Screening
Service

90%

97.5%

92.0%

88.9%

92.3%

94.7%

83.3%

100.0%

100.0%

100.0%

100.0%

100.0%

94.8%

Cancer 62 days - 1st treatment following consultants decision to
upgrade

85%

92.6%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

66.7%

90.9%

75.0%

90.0%

91.6%

Ambulance Category A - Red 1 (immediate life threatening and most
time critical) response arriving within 8 mins - commissioner

75%

76.5%

72.9%

67.0%

59.0%

69.5%

63.3%

71.7%

76.5%

78.2%

69.0%

74.8%

70.4%

Ambulance Cat A - Red 1 (immediate life threatening & most time
critical) response <8 mins - East of England Ambulance Trust (EEAST)

75%

73.6%

69.1%

66.3%

65.7%

66.4%

69.1%

71.1%

73.5%

73.6%

71.7%

73.5%

70.1%

Ambulance Category A - Red 2 (life threatening but less time critical
than Red 1) response arriving <8 mins - commissioner

75%

74.8%

67.7%

67.5%

60.4%

61.8%

65.6%

63.5%

68.2%

68.8%

60.2%

68.7%

65.2%

Ambulance Category A - Red 2 (life threatening but less time critical
than Red 1) response arriving <8 mins - EEAST

75%

69.4%

61.4%

61.0%

60.5%

59.7%

61.1%

62.6%

62.6%

64.2%

61.1%

64.9%

61.9%

Ambulance Category A ambulance arrival <19 mins - commissioner

95%

96.7%

95.8%

94.8%

94.0%

92.6%

95.5%

94.2%

95.7%

95.9%

93.3%

95.3%

94.7%

Ambulance Category A ambulance arrival <19 mins - EEAST

95%

92.9%

91.0%

90.1%

90.3%

89.3%

90.3%

91.5%

90.5%

91.9%

90.3%

92.1%

90.8%

18 week Referral to Treatment (RTT) for completed admitted
adjusted patients

90%

82.9%

83.7%

83.2%

82.6%

82.0%

80.6%

78.5%

78.5%

79.2%

79.5%

79.3%

80.5%

18 week Referral to Treatment for completed non admitted patients

95%

92.9%

93.0%

93.7%

90.6%

90.9%

90.7%

87.3%

89.3%

86.5%

87.6%

87.2%

89.6%

18 week Referral to Treatment - Incomplete pathway

92%

88.4%

89.6%

89.3%

87.1%

86.5%

85.1%

85.3%

84.8%

85.2%

85.2%

87.0%

86.8%

0

28

6

2

2

4

2

1

7

8

3

0

35

Diagnostic tests - % of patients waiting 6 wks or less

99%

94.8%

96.7%

97.7%

98.0%

98.1%

97.8%

97.9%

98.9%

98.7%

98.1%

97.1%

97.9%

A&E total time in Department - less than 4 hours
(CCG Proportion as a Proxy)

95%

94.8%

95.3%

94.0%

93.4%

94.6%

95.9%

92.6%

92.6%

90.4%

88.4%

82.3%

92.1%

Admitted directly onto an acute stroke unit within 4 hours of arrival
to hospital

90%

65.5%

77.8%

61.9%

66.1%

83.7%

71.4%

65.9%

59.3%

69.4%

57.9%

46.2%

63.3%

Stroke patients spending at least 90% of their time on a stroke unit

80%

80.4%

82.2%

75.6%

86.2%

85.4%

78.6%

77.8%

75.9%

74.3%

78.9%

63.0%

77.6%

High risk Transient Ischaemic Attack (TIA) patients not admitted,
treated within 24 hours

60%

69.0%

58.6%

74.1%

82.4%

55.6%

33.3%

26.3%

33.3%

75.0%

75.0%

35.3%

65.7%

Receive thrombolysis following an acute stroke

12%

23.7%

18.6%

25.6%

30.2%

26.2%

14.8%

24.4%

9.1%

23.3%

30.6%

20.8%

22.7%

Patients with low risk TIA treated within 7 days onset

65%

58.8%

57.9%

61.9%

64.7%

47.1%

56.5%

50.0%

100.0%

48.6%

51.6%

55.0%

54.8%

Indicator

Plan

Cancer 2 week waits following urgent GP referral for suspected
cancer

93%

94.7%

Cancer 2 week waits - Breast Symptomatic where cancer not
suspected

93%

Cancer 31 day - 1st definitive treatment from diagnosis

Number of patients waiting more than 52 weeks on incomplete
pathways

2013/14 Apr-14

Trend

Focus on Activity & Business Intelligence
5.4

Internally within the CCG, there has been and will continue to be a huge commitment to the use of business
intelligence and the sharing and understanding of data. A new team has been formed with some core
priorities for 2015/16, a mixture of detailed analysis, shared knowledge and proactive behaviour:
 Becoming a more information sharing organisation both with our staff and our practices. This

incorporates the Information packs being re-developed for localities now.
 Understanding the detail of emergency admissions and what's changing.
 Understanding our planned / elective patterns and use of all providers – and what’s changing.
 Provide the organisation with baseline data from which we will be able derive parameters which will

form the basis of a statistical control process.
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6.

Transformation Activities, Quality, Innovation, Prevention &
Productivity (QIPP)

Transformation, reconfiguration – Key Themes, our Plan on a Page








Strategic review – Your Care Your Future (Section 1)
Living Well – Integrated Care Programme
Community Navigators and increased voluntary sector engagement
Development of Health and Well Being Hubs
Workforce Schemes to breakdown organisational boundaries with experimental placements (Enablers)
Leading system on enhancing primary care workforce (Enablers)
Partnerships with patients at the centre of all our work

Overview
6.1

Changes in the way that services are delivered and organised will be required in the coming years in
order to deliver the CCG’s priorities. A rigorous transformation infrastructure has been established by HV
CCG compromising four Clinical Programmes and five enablers (our 7 ‘building blocks’), supported by a
Programme Management Office (PMO).

6.2

The Clinical Programmes cover the following areas:





6.3

Mental Health and Learning Disabilities
Children, Maternity and Young People
Urgent Care
Planned and Primary Care.

The enabler workstreams are:






Engaging the public and our patients
Improved Integration – seamless services
Better information flow, data intelligence and use of technology
Best use of facilities, estates and overheads
Organisational Development, comprising:
 Changing the Culture
 Training, Education, Research and Leadership
 Clinicians at the forefront.

6.4

As the Clinical Programmes and enablers are the vehicle for sustainable delivery of our strategic
objectives and priorities they have a key role to play in delivering our quality, innovation, productivity
and prevention challenge (QIPP); including the financial target associated with the QIPP challenge.

6.5

New transformation / QIPP workstreams and projects for 2015/16 have been subject to scrutiny in
relation to the evidence base for the opportunity and how this translates into local benefits especially
improvements in efficiency and quality.

6.6

All transformation / QIPP opportunities which require investment are documented using the CCG’s
business case template and are subject to an evaluation and prioritisation process, based on agreed
ethical principles, prior to approval to proceed. The CCG Commissioning Executive undertook this
process in February 2015.
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Quality, Innovation, Productivity and Prevention (QIPP)
6.7

NHS England requires all CCGs to identify the financial target associated with the QIPP challenge. This is
the difference between the predicted cost of services we commission to meet the needs of our local
population, and the funding allocated to HVCCG by NHS England. In future, these needs will change
largely due to changes in the size and age profile of the population served by HVCCG.

6.8

During 2014/15 the CCG has worked with a range of stakeholders to agree how our QIPP challenge can
best be jointly achieved. This included identifying how we will achieve the savings to close the gap
between what we spend and the funding we receive for 2015/16 and in future.

6.9

The QIPP plan for 2015/16 builds on our work to ensure clear contract metrics and robust contract
management. This is combined with establishing our clinical programmes in 2013/14; and they continue
to improve the quality and efficiency of the services we commission in partnership with providers of
clinical services and patients.

6.10 In our 2015/16 QIPP plan we describe the opportunities for improving the efficiency of the services we
commission using contract metrics and contract management as transactional savings. The actions by
our clinical programmes to redesign and deliver services differently are known as transformational.
6.11 The total QIPP financial challenge on programme services (excl. running costs) for 2015/16 is £17.49m,
c2.5% of the total programme allocation. A breakdown of the transactional and transformational
components are shown in the tables below.
QIPP Summary lines for plan
Optimising the purchasing and the prescribing of
medicines for patients
Performing amongst the top 25% of CCGs for access to
Procedures of Limited Clinical Value
Ensuring clear metrics and assurance of Ambulatory
Emergency Care charges: savings from ‘tariff’ validation
Better Care Fund initiative – Reconfiguration of
Continuing Health Care services contract
Patient Transport Services contract: savings from reprovision costs
Ambulance Services contract: savings from
reconfiguration of consortium costs
Ensuring clear metrics and assurance of internal
consultant to consultant referrals and ratios of first to
follow up outpatient appointments
Improving productivity from the Improving Access to
Psychological Therapies services
Total transactional

Savings opportunity
£Ms (net)
2.80
.93
.31
0.35
0.48
0.69

2.14
0.3
8.00
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QIPP Summary lines for plan
Improving the management of long term conditions in
primary care
Enhanced Community Respiratory Service
Better Care Fund initiatives
Redesign of service pathways
Care Homes initiatives
Improving management of lengths of stay for planned
and urgent care
Managing variation in primary care: Performing
amongst the top 25% of CCGs for access to 1st
outpatients for 6 specialities
Total transformational
Unidentified QIPP
Overall Total Programme QIPP

Savings opportunity
£Ms (net)
2.79
0.95
0.74
0.93
1.50
0.80
1.70

9.37
0.13
17.49

6.12 The savings identified above are based on a review of the financial benefits that are expected to be
delivered by the workstreams and projects being led by the Clinical Programmes. New workstreams and
projects for 2015/16 have been subject to detailed scrutiny and prioritisation to ensure that they are
well designed and that their intended benefits are robust.
QIPP scheme examples include:
6.13 Delivery of improvements in the management of long term conditions will be supported by a long term
conditions specification to support case management of patients; this will include identification of
patients (case finding) and delivery of personalised care in primary care.
6.14 Our enhanced respiratory service was established part way through 2014/15 so during 2015/16 this
service will be able to deliver planned and urgent care in the community for significantly more patients.
6.15 Our Better Care Fund initiatives (Section 3 & 6), describe how we will reduce urgent care admissions and
support patients to leave hospital in a more timely manner, once they are medically fit for discharge.
6.16 We have developed a number of community based services for example in ENT, dermatology and
musculoskeletal specialities and are implementing improvements for a number of care pathways such as
falls, end of life care and cardiology. Delivery and development of these services will mean that more
patients can receive their care in the community setting avoiding unplanned admissions to hospital and
reducing the need for attendances at hospital outpatient appointments.
6.17 We are implementing to target improvements for some of our most vulnerable patients, living in care
homes. This uses a quality improvement team and emergency care practitioners to address both the
causes of unplanned admissions and treat more residents in the home setting when they are in need of
urgent care.
6.18 Monitoring & Mitigation: In order to ensure our QIPP plan is delivered, the Planning and Transformation
Team will support the monitoring of the transformation workstreams led by each of our four clinical
programmes. Each workstream has an identified clinical lead, an Accountable Director, and delivery lead.
At least one outcome KPI has been identified and agreed for each workstream along with savings and
investment profiles (where applicable), activity impact profiles and high level project plans. These will be
monitored and reported against on a monthly basis supported by progress narrative. Monthly reports
for all the clinical programmes will be presented and reviewed at the relevant executive and programme
forums during 2015/16.
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QIPP Summary lines for plan
Management of long term conditions
Enhanced Community Respiratory Service
Better Care Fund initiatives
Other pathway redesigns
Care Homes initiatives
Management of lengths of stay
Total transformational

Savings opportunity
£Ms (net)
2.17
0.95
0.57
0.52
1.10
0.64
5.86

Unidentified QIPP
Overall Total Programme QIPP

1.90
17.49

6.19 Given the changes in the size and age profile of the population served by HVCCG we know our
transformation plan and QIPP challenge will need to continue beyond 2015/16 and an outline of our
QIPP / transformation milestones up to 2018/19 is shown below.

• Strategic Review
INTEGRATION
INTEGRATION
LOCALITIES &
• Organisational Dvpt Strategy • 7 day working
• Single therapy PLANNED
• IM&T Strategy
• Early Supported
service
• Dementia Care
• Estates Strategy
Discharge
• Capitated
in Community
• Medicines Mgt review
• Healthy child
budgets
• Organisational
INTEGRATION
programme
• Flexi-bed service
development
• Health & Social Care
• Children’s Urgent Care • Crisis response
for integrated
Partnership
Pathways
for Children/
workforce
• Discharge to assess & Trusted• Community capital
Young People
Assessor
• Rapid response
• Integrated Health
• Dementia early diagnosis
• Single point of access
& Social Care
• Increasing Access to Psycho- LOCALITIES & PLANNED
teams
Therapies
• Clinical Pathways
• Hospice
• Watford Care Alliance
• Care closer to home
Development
• Expansion of RAID
eg, MSK
LOCALITIES &
• Early Supported
• Personalised care
PLANNED
Discharge/Stroke
• MDT working
• Primary Care - at
• EoLC Strategy
• Community Services
scale
LOCALITIES & PLANNED
Review
commissioning
• Primary Care Plus
• Development of
RESILIENCE
• Increasing Capacity in
Localities
• OOH/111
Primary Care
• Value based
redesign
• Care Navigation
commissioning
• Carer Strategy
• Cancer review
RESILIENCE
• LTC case management
• Admission avoidance
RESILIENCE
• Urgent Care Streaming
• Ambulatory Emergency
Care Review

LOCALITIES &
PLANNED
• Patient/user
experience
• Review MDT
process

Whole
Systems
integrated
care business
as usual
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The Clinical Programmes
Outcomes – Key Themes from ‘Our Plan on a Page’









Increase spending on mental health services in 2015/16 to support parity of esteem and improve
outcomes
Continue reduction in potential years of lives lost through causes amenable to healthcare with target of
3.2% per annum
Improved patient satisfaction demonstrated through Friends and Family Test (target tbc)
Continue to exceed 50% recovery rate for those accessing psychological therapies.
GP clinical leads review JSNA and public health data within localities to identify areas of focus for
2015/16 to reduce life expectancy gap
Commission for prevention by working with public health to align prevention plans with clinical
programme and locality developments
Implement the recommendations of the CAMHS review to improve the outcomes for children and
young people’s mental health
Co-commissioning primary care medical services improving access for patients

6.20 Planned and Primary Care Programme
Planned and Primary Care Programme Priorities for 2015/16
Our vision is clear that “We want people to experience services that are truly seamless, with effective
signposting, co-ordination of care and exchange of information supporting every patient’s journey”.
 Our patients in Herts Valleys have told us how much they value primary and community care services,

and that they increasingly want to be able to access a wider range of services without having to
attend hospital. Over the last year, the CCG has been developing new models of care for Primary and
Community Services under Primary Care Plus with a focus on three key elements:
- Commissioning high quality services from Primary Care
- Developing a model for Older People through wrapping of Health and Social Care team around

groups of practices in localities
- Exploring new models of care for planned elective care – transforming delivery of outpatient

services.
 The Planned and Primary Care Programme is re-emphasising the development of partnerships

between patients and their GP practice and harnessing that relationship to: promote and support
patient self-management; to work in collaboration with social care, community, acute and specialist
providers; and to engage and best utilise our voluntary sector. This will require services to work
collaboratively through pooling of resources and information with a significant shift in culture and
organisational capability. It will involve working across boundaries to ensure that patients experience
seamless health services, regardless of who is providing them. The priorities outlined below build on
the achievements of the 2014/15 plan which has provided a strong foundation to implement the
priorities for 2015/16 in order to achieve our objectives.
 The key areas of focus for planned and primary care are to develop the primary care strategic

direction (section 3.6); transform community adult services; commission high quality services from
General Practice; develop end to end pathways of care; and work closely with the enabler
workstreams.
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Transformation of community adult services
 Integrated Health (community nursing therapies, mental health and Social Care Team). Building on

the success of rapid response in Hertsmere locality and more recently with the roll out of rapid
response across Watford Locality, the CCG is developing a model of care across Herts Valleys on
transforming adult community services. This will bring a number of elements of the programme
together under a model of care including, single point of access, enhanced integrated health and
social care (community nursing, therapies, physical mental health and social care) providing core and
enhanced rapid response with access to community flexible beds (enablement/intermediate care)
and step down from acute and community to discharge and enablement in the patient’s own home.
The benefits are the ability to pool resources such as therapists across the community and social
care; have fewer transfers of care between care givers with co-location; and have one trusted
assessment per patient. This will provide consistency, continuity and patient-centred care which has
been evidenced to improve the care outcomes and reduce admissions (see Appendix 5).
The model also provides the platform to align other services, such as the co-ordination hub (as
outlined in our End of Life Care Strategy), Hertfordshire equipment services to integrated health and
social care teams, provision of home care.
 Implementation of a Complex Care Premium in which nursing homes are supported in the care of

patients with the most complex needs through payment of an enhanced rate, or ‘Premium’. 10
residential and 10 nursing homes begin the necessary training in 2015 and benefits will include
improved patient outcomes, reduced acute lengths of stay & DToC, less falls, greater patient
involvement in care, reduction in unplanned health service usage and a change of culture and lasting
improvement in quality of nursing home care (see Appendix 5).
 Community Navigators - At the end of 2014/15 we commissioned 5 community navigators across the

4 localities. The role of the community navigator is to provide support to patients who are struggling
to find local services (particularly voluntary) to meet their health and wellbeing needs, and who
cannot use HertsHelp. By signposting and arranging for individuals to benefit from local support
services, individuals build personal and community resilience and alleviate pressure on GPs and
statutory services. Benefits include improved patient outcomes, improved sense of wellbeing and
greater involvement with the community, increased mobility, confidence, ability to remain
independent for longer and reduced pressure on GP surgeries and statutory services (see Appendix 5).
 Implementation of End of Life Care Strategy. Key deliverables for 2015/16 include:

- Commissioning of a co-ordination hub for End of Life Care with an Electronic Palliative Care
Coordination system (EPaCCS). Through the coordination hub and EPaCCS evidence has shown
that the CCG will achieve ‘the right intervention at the right time by the right provider’.
- Advance Care Planning across the system from primary care to community services.
- Training of workforce with a priority for 2015/16 being staff in care homes and general practice.
 New services for people in care homes including more primary care support to reduce hospital

admissions, introduction of a Care Home Improvement Team / Emergency Care Practitioner to reduce
ambulance conveyances and medicines optimization review to reduce medication errors and waste.
Commissioning high quality services from General Practice
 In recognition of the increasing number of patients who have more than one Long Term Condition

(LTC) and the desire to treat patients with a much more holistic approach, “the More than Medicine
Approach, Herts Valleys CCG has developed a service to be commissioned from general practice that
seeks to case find patients with long term condition and improve care for people with co-morbidities,
so that patients receive their care as efficiently and holistically as possible.
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 Primary Care will be commissioned to use “The House of Care” framework in providing an individual

care and support planning process in a systematic way in order to have more productive
conversations focussed on what matter to the patients.
 This builds on the introduction of specific Comprehensive Geriatric Assessment/Holistic Assessment

for frail elderly patients in care homes and now in their own home.
 Both components of the specification ensures all patients including vulnerable groups – patients with

learning disability, mental health etc have access to the same level of service.
 Co-commissioning primary medical services is a key enabler to deliver our objectives. In 2015/16, the

CCG will be moving into co-commissioning arrangements with NHSE to commission primary medical
services. This has already provide opportunities to be involved in the procurements of APMS
contracts in Herts Valleys ensuring these contracts have a focus on delivery of improved patients
outcomes and areas of delivery as outlined in the JSNA and our CCG objectives.
Development of End to End Pathways
 Transforming Outpatient Care – Evidence has shown that outpatient services are those which do not
require a patient to be admitted for a stay in hospital and hence can be delivered in a different way.
As outlined under the achievements of 2014/15, planned and primary care programme conducted a
number of reviews of specialty services which have informed future models of care.
 Redesign and Specifications – Our plans are to redesign Gynaecology services, ENT and audiology,
Direct access to ECHO and 24 HOUR ECG, Dermatology and Ophthalmology services.
 Referral Management through a Clinical Decision Support System - Evaluation in 2014/15 of the local
incentive scheme has provided evidence of lack of developed pathways across the CCG for the top 10
specialties and Procedures of Limited Clinical Value. The CCG has been reviewing various available
Clinical Decision Support Systems with the aim of integrating with all the three GP clinical systems
across Herts Valleys. Evidence from other areas suggests that implementing a clinical decision support
system supports:
- compliance with care pathways
- personalising recommendations at the point of care
- enabling better patient outcomes
- minimising clinical variance and inequalities in treatment
- promoting medicines optimisation
- reducing unplanned care costs
- reducing unnecessary admissions.
 Stroke Services – CCG implemented Early Supported Discharge from October 2014 with an aim to
reduce average length of stay for stroke survivors by between 5-7 days, reduced long term home care
costs and improved outcomes and independence. For 2015/16, the CCG is embedding Early
Supported Discharge into mainstream contract to focus on “mini strokes”.
 Cancer Improvement Plan: To improve services for prostate cancer sufferers by testing best practice
service models to commission follow ups of suitable men living with and beyond prostate cancer in
primary care. To ensure appropriate access to a range of services in the community including health
and wellbeing and rapid access back into specialist care via a multidisciplinary team if required.
 Primary Care Plus Phlebotomy Service will be renewed and embedded beyond June 2015 resulting in

high quality care close to home with improved access and minimised waiting times.
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Clinical Outcomes / Measures and Indicators
Patients report an increased level of support to manage their long term
condition. Using LTC6 DH validated questionnaire
Increase in recording patients preferred choice of place to die
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 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

Target
75%
Part of EoLC
100%
98%
Comparison
2013/14 figures
Comparison
2013/14 figures
Comparison with
2013/14 figures
QIPP

Enablers - Primary Care Infrastructure and Capacity
 Ensuring that there is an appropriate primary care workforce in place and being trained for the future

begins with having reliable information about our current workforce and how it compares to other
CCG areas. This is supported by strategic workforce planning and our Members via the Training,
Education, Research and Learning Enabler (TERL) which has been working alongside Health Education
England (HEE) to develop a baseline position for the primary care workforce and then act on any
areas where resources aren’t optimally developed. Further details are in the Enabler section and in
Appendix 9.
 Supporting joint work and appropriate infrastructure to deliver and improve services within localities.

This is supported by the Estates enabler Group, and has been supported nationally in year by the
introduction of the Primary Care Infrastructure Funs, specifically focussed on broadening the
spectrum and focus of services provided in primary care.

6.21 Mental Health Programme
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 only around 40% of those people have a
formal diagnosis recorded with their GP. 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 are rebalancing funding for crisis support and prevention from inpatient services to community
specialist services, and are driving reorganisation, so that access to mental health and learning disability
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services is simple, quick and effective. We are working with new providers and are building on our relationships
with the voluntary sector to support their development and promote innovation.
Mental Health Programme Priorities for 2015/16
 Dementia programme to meet the growing needs of those living with dementia, improve diagnosis

rates and improve access to services. Includes enhanced dementia support for patients and their
carers providing support and advice for people with dementia and their carers before they get to
crisis point, so reducing the number of hospital admissions, A&E attendances and admissions to care
homes for those living with dementia.
 Access to psychological therapies and maintaining levels achieved during 2014/15 will be monitored.

These have increased over the past two years as result of additional funding and capacity.
 Continued delivery of the RAID service following a successful 18-month pilot such that the service

becomes business as usual.

Clinical Outcomes / Measures and Indicators
Reduce length of time to assessment in accident and emergency
Improved care for people with a mental health problem in their own
environment
Reduction in unnecessary admissions to acute mental health 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

Target
7.5%
95%
15% access to IAPT

 Cross-cutting with other programmes, additional services for adults with complex needs to ensure

people are supported to stay well, preventing ill-health, patients and carers are empowered to take
an active part in their own care, patients will receive their care and treatment in the right place and
patients will experience services that are joined up.
 Implementation of Mental Health Crisis Care Concordat, to include 24 hour emergency support;

preventative response; Section 136 and review of crisis functions.
 Implementation of Transforming Care for people with learning disabilities (reduction in number of

people in health settings).
 Implementation of Learning Disabilities Self Assessment Framework improvement plan.
 Development of HPFT Specialist Learning Disability Service to support adults with behaviour that

challenges.
 HPFT implementation of Care and Support Act requirements (particular focus on information and

advice/triage).
 Reduction in use of secondary commissioning for adult inpatient services by supporting current

community based acute services.
 Review of services and treatment options for people with Personality Disorder.
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 Delivery of services to meet new mental health waiting time targets.

6.22 Children’s, Maternity and Young People Programme (CMYP)
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 and life 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 CMYP
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 a way that brings about
improvement in outcomes for children and young people and reflects the needs and preferences of local
maternity users, families and children and young people themselves.
CMYP Programme Priorities for 2015/16
 Review of children’s centres and the best ways to maximise capacity and the benefits for local

families.
 Development of a strategy for CMYP.
 Implementation of High Impact Changes from the Children’s Services Review.
 Review of mental health services for 16-18year olds (and early intervention and psychosis services for

14-25 year olds) to include an investment in extending the Crisis Intervention Team to cover 9am9pm and provide additional resource to A&E through provision of a Children and Adolescent Mental
Health S liaison worker and increased medical input.
 Development of urgent care for children and young people at Herts Urgent Care to reduce pressures

on A&E, provide care closer to home and provide quick, efficient treatment of primary conditions.

Clinical Outcomes / Measures and Indicators
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

Target
8%
Comparison 2013/14
figures
Comparison 2013/14
figures
70%
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6.23 Urgent Care Programme
Urgent, unplanned and emergency care accounts for almost a quarter of the commissioning budget for Herts
Valleys CCG. Urgent care is delivered in a variety of settings, such as urgent care centres 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. 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 commissioning vision for the urgent care programme 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 is working with partners organisations via the
governance structure which supports the System Resilience Group and locally with primary care clinicians
through the Urgent Care Network, to improve system design and delivery, achieve a better balance between
capacity and demand, and maximising the positive impact on patient outcomes and experiences.
Urgent Care Programme Priorities for 2015/16
 System Resilience Group: During the latter part of 14/15, the governance structure for operational

and strategic urgent care was re-engineered and strengthened. This now ensures a timely and
consistent focus on urgent care issues across partner organizations within west Hertfordshire.
Working closely with partners from the local health and social care sectors remains a key priority for
the urgent care programme for 15/16 as only by doing so, can we ensure appropriate integration and
support, which is particularly important at times of system pressure and escalation. In order to
ensure that the Urgent Care team is resilient enough to support at all necessary points of the system,
the team structure has been amended, with all new posts being filled in early 2015.
 A robust programme will be developed via the urgent care programme team to ensure that thorough

and clear monitoring is in place, incorporating progress updates, clear specifications and development
of KPI’s for all system resilience/winter pressures funding released in year.
 Development of the non-weight bearing (NWB) pathway. In October 2014 the CCG commissioned 5

NWB beds in Hill House Nursing Home which have been utilised to 95%. More beds were then
commissioned (10) from Forest Care Village Nursing Home; these beds have also been utilised to 95%,
demonstrating on going progress to move patients who are medically fit for discharge out of an acute
hospital setting. We will build on this in 2015/16 following evaluation of the scheme, with a view to
expand the project where feasible and where a strong evidence base exists as proof of concept.
 Ambulatory Emergency Care (AEC) pathway development and implementation at WHHT, to build on

progress made in 2014/15. This is to ensure that the AEC Service is delivering services to the correct,
appropriate cohort of patients as per the service specification. Additionally, the cost effectiveness of
the model will be revisited in relation to the potential for QIPP schemes to be developed, via the reprofiling of the financial model for AEC users.
 Integrated Discharge Team (IDT): During 15/16, the urgent care programme team will work with

colleagues within integrated services to evaluate the progress and review the learning from the
development of the IDT. The team, based at Watford General has brought together health and social
care colleagues to expedite the discharge of medically fit service users who have ongoing assessment
needs. Evidence during 14/15 indicates the many benefits of integrated discharge planning but
further work is needed in 15/16 to fully understand the impact of the IDT both in terms of increased
and timelier discharges but also in relation to the qualitative benefits of an integrated service model.
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 Discharge to Assess Capacity. A key part of the urgent care programme for 15/16 will be the joint

evaluation with the integrated team of the use of the additional Discharge to Assess capacity, by
which patients are discharged when medically fit and assessed by social care and community teams
for ongoing care in the community or in their own homes. For 14/15 it was agreed to commission 15
discharge to assess beds and 12 live in carers to provide 24 hour live-in care, with a view to reduce
delayed transfers of care and improved rehabilitation outcomes 91+ days after discharge. A further
29 discharge to assess beds were commissioned early 2015 for an eight week period, to enable
further discharges to take place from local provider organisations. A full evaluation of this scheme is
underway to learn and review for 15/16. To ensure that should the discharge to assess model be
implemented further in year, cost and activity benefits are clear and all partners are able to utilize the
additional capacity in a clear and timely manner.
 ‘Reception Point’ at WHHT: A new development for the urgent care programme for 15/16 will be the

feasibility of developing “Reception Point “. This is a face to face version of NHS 111. It has been
successfully trialed in Blackpool and has reduced emergency department attendances significantly. It
is also very useful for collating and analyzing data for A&E attendances. This is achieved by navigating
patients to appropriate services elsewhere as well as A&E. The success of reception point will be
predicated on solving issues with IT compatibility, which WHHT are working on.
 Developing an Urgent Care Centre (UCC) at WHHT linked to the A& E department. This would be a

significant step forward and is a priority to progress in 2015/16. A&E would be “front ended” by a
primary care provision. This model has been successful in some cases, particularly where GPs work
within an UCC at the front end of A&E. The evidence base demonstrates that these types of models
support the achievement of the 4 hour standard, reducing hospital admissions and successfully
signpost to appropriate community services. This project will be co-produced with colleagues from
WHHT and a working group will be convened early 2015 under the aegis of HVCCG Clinical Lead for
Urgent Care, to look at the issues, benefits and possible models. The target is to get initial elements
of an UCC in place for April 2015 and if proof of concept is established, to further develop the model
in year, geared towards developing a longer term, sustainable service.
 Re-procurements at Hemel (UCC) and GP Out of Hours / 111 Service. Hemel Hempstead Urgent Care

Centre was commissioned in 2008 with WHHT and expires in 2016. A programme is being put
together to develop the re-procurement exercise that will see a new service set up in April 2016. The
GP Out Of Hours & the 111 Service contract expires in August 2015. This will be extended for a further
year, during which we will engage with Patients and GP members in partnership with ENHCCG to
develop a new model of OOH care provision that will serve the needs of our populations. The new
service should be in place for September 2016. However, given that there are key linkages between
the two re-procurements together with the outcome from ‘Your Care, Your Future’ and Professor
Willetts report nationally, work will be done wherever possible in year to ensure alignment, to enable
the development of urgent care services for west Hertfordshire which suit current and future needs
and are developed from the views of local people, services users and locality commissioning needs.

Clinical Outcomes / Measures and Indicators
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
Improved A&E 4 hour wait performance.
Clear communications and signposting for service users
Timely hospital discharges for both complex and simple cases

Target
Comparison
2013/14 figures
95%
60% (Friends and
Family Test)
95%
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6.24 Our Enablers
This plan is supported by a series of five enablers, covering seven key building blocks for us to address that are
essential to the delivery of all of the Clinical Programmes. These themes were identified by the public, patients
and professionals involved in designing the clinical strategy and are essential to the success of many of the
changes that have already been identified, and are forefront in the ‘Your Care, Your Future’ system review:






Engaging the public and our patients.
Improved Integration – seamless services.
Better information flow, data intelligence and use of technology.
Best use of facilities, estates and overheads.
Organisational Development & Workforce:
 Changing the Culture.
 Training, Education, Research and Leadership.
 Clinicians at the forefront.

Key Streams of Work for the Enablers – Our Plan on a Page
 Baseline & Evidence to support our GP and Primary Care Workforce & Needs.
 Refresh of the Organisational Development Plan.
 Values and Behavioural Competencies:






 Leading to Behaviours based Appraisals; and
 Values and Behaviours based Recruitment Process.
Clarification of Job Descriptions and Roles for Clinicians in lead roles for CCG.
Supporting personal development, leadership skills & succession planning.
Working with the Workforce Partnership Group.
Lead for the ‘Enhancing Primary Care’ workstream, linked to Health Education England Workforce
Transformation Group.
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All of the above need to be worked on in partnership with others, across all sectors that provide or
support health and social care delivery, no matter how large or small. It is the little things that matter a
lot when receiving and giving care to others, so it is in the delivery and the manner in which we approach
any changes that will be the key to its success. A fundamental part of moving forward is the Strategic
Review, Your Care, Your Future. We agree that we need to sure of adding value and services are valued,
looking where and how services are provided. Sustainability is fundamental, with the ability to make
agile decisions and respond to changing needs as appropriate.
The enablers, or building blocks programme pools expertise, information and resource within west
Hertfordshire to address some of the fundamental areas that will need to be developed and prepared so
that, locally, we can be responsive to the challenges that will come as a result of implementing changes.
6.25 Engaging the public and our patients
As detailed in the sections covering Partnership, Quality and Commissioning in this plan, the CCG
recognises the value of the people living within its communities and its commitment to involving patients
at every level of the commissioning process was recognised at a national awards ceremony as early as
November 2012.
Their input will continue to sit at the heart of what the CCG does, and how it draws-up and implements
more detailed plans. The CCG will seek and respond to feedback on what’s working well and what’s not.
Engagement with patients and the public will be underpinned by core principles:

Throughout the life of this plan, the CCG will continue to:
 Use the local knowledge and insight from 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 clinical programme, to ensure that new services are

jointly designed from the outset and that we are focusing on what really matters to patients.
 Engage actively with patients and patient/public representatives in setting priorities.
 Let people know what the public has been telling the CCG and what difference this has made to plans

and to services.
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Sponsored by the National Association of Primary Care and Pulse, our weekly publication for GPs the CCG
won “best patient engagement initiative” for their three-level approach to engagement, which
comprises:
 A membership model which offers patients regular information, through a combined health and

social care newsletter.
 ‘The People Bank’ which involves patients with long term conditions in specific areas of work such as

the redesign of the Diabetes footcare pathway.
 Patient representatives who take part in meetings local to where they live, the PPI Committee which

is a sub-committee of the CGG Board, and with a patient representative and a Patient Champion who
are members of the Board.
In March 2014, building on this early success, the Herts Valleys was shortlisted for an NHS England
Excellence in Participation Award. With partners Healthwatch Hertfordshire, Viewpoint and Herts County
Council this award celebrated work done by and with the Transgender community in Hertfordshire.
We will offer local people the opportunity to engage with us in different ways. We know not everyone
wants or is able to get involved in time-consuming discussions and workshops, so 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. We will use social media too, so a broader range of local
people can have conversations with us about the things that matter to them.
We have worked with other local NHS organisations and developed a Patient Leadership Programme so
patient representatives can become stronger influencers. A pilot started in September 2014 and we run
a full programme of ‘conversation events’ that bring together a range of people, including GPs and local
people, to discuss a variety of health topics, ensuring that all views are fed into the commissioning work
we do. This type of format is particularly good at enabling the sharing of different perspectives. Recent
events include: a conversation on supporting patients with diabetes, held in partnership with Diabetes
UK; and others on creating dementia friendly communities which included a Dementia Friends session,
facilitated with Alzheimers Society.
We are currently leading a project to strengthen the role of practice patient groups. This is about
building a picture of activity in west Herts and identifying and sharing good practice. The project will also
deliver a locally devised toolkit and form a network with the patient resource that exists at practice level.
We see the value of patient and carer stories and have held two workshops with patients, carers and
other stakeholders to develop ways to use stories to influence the commissioning of service.
6.26 Improved integration - seamless services
We want people to experience services that are truly seamless, with effective signposting, co-ordination
of care and exchange of information supporting every patient’s journey. Through our strategic review,
Your Care, Your Future, we shall establish a single common baseline of current patient need and how the
system’s resources are being used to address this need. This will reduce gaps and duplication, as well as
identifying the underlying drivers of spend, allowing us to make better and more effective use of the
existing capacity and resources to embed integration and create seamless services.
We shall incentivise collaborative working through CQUIN (Commissioning for Quality and Innovation)
schemes, which pay providers for achieving particular quality outcomes, and effective service
specifications for all appropriate contracts. We shall also align the health and social care system to better
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 needs to live full and independent lives
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in their own homes. We will engage patients and their carers to understand the clinical outcomes we
really need to influence and then ensure that our provider partners are lined up to achieve these.
To commission seamless services more effectively we will make sure more budgets are pooled across
health and social care. This will be achieved through actively rolling out the Better Care Fund, designed
to progress integration and build on years of partnership working. Doing so will help us address patients’
physical, mental health and social care needs simultaneously, encourage more innovation around how
we design services and ensure delivery is better joined-up. Through developing more integrated services
and working closely with the GPs in the four localities, we can help tackle some of the health inequalities
in west Hertfordshire and increase the range of services that we commission.
6.27 Best use of technology, data and information flow
The NHS collects vast amounts of data and we aim to use this much more intelligently, systematically and
transparently – together with our partners. Developing joined-up information systems will support more
effective, integrated healthcare. We also want to work with our population to ensure technology
supports them become valuable assets in our communities and co-produce sustainable change for better
health outcomes. There are many innovative ways we can assist patients with their own self
management and prevention of ill health.
Incorporated into national frameworks and guidance, there are key areas that the NHS will need to
invest in its infrastructure to achieve these key policy drivers:
Personalised Health and Care 2010:
 On line access to patient GP records by April 2015.
 80% of referrals electronically by October 2016.
 NHS Number as primary identifier – monitored within contracts.
 Structured, coded discharge summaries available electronically – legally binding requirement by
October 2015 for all providers.
Five Year Forward View: (in relation to technology & information)
 Delivery of multi-provider services
 Data giving ‘once only’ (for patients and clinicians) for full information and patient pathway delivery.
Next Steps
We have already used some transformation funds to support a strategic estate review and improvement
in IT solutions to facilitate greater staff mobility and home care delivery (promoting out of hospital care
and delivery). This approach also seeks to increase use of telecare and other such assistive technology.
This work will support the Better Care Fund in Hertfordshire.
 We expect the Strategic Review to confirm further priorities in using technology to support care

delivery in different settings and agile working for staff across organisations.
 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.
 We are part of the Hertfordshire Health and Social Care Data Integration Board (which is county-wide

and across organisations. There is an overarching theme to identify innovation and support to
changes in clinical pathways during 2014-16). The three workstreams are as follows:
- Intelligence – what information we collect and how we use it.
- Systems, Technology and Estates – Reviewing systems and technology across the county and

ensuring that multi-organisational teams can work effectively together.
- Information Sharing – Data sharing, Information Governance, single messages to patients.
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 The HVCCG led IM&T Strategy Group is a key group for this programme, and works in partnership

with the local providers, with clinical input to focus attention on key areas for consideration.
6.28 Best use of estate, facilities and overheads
Working closely with our partners to produce a joined up estates plans in 2015/16, reflecting the
proposals which will be the output of the Strategic Review in 2015. 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, welllocated 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.
The enabling work is underway with cross organisational representation from our local providers, NHSE
and statutory bodies. A key element of this work is to work ensure that the estate configuration follows
the clinical strategy, using public health demographics and Geographical Information Systems to map
facilities and census data to share with our clinicians to influence their decisions about estate and
premises by locality.
We will ensure our healthcare partners have access to inform one another about making the 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 that are fit for purpose
and have the capacity for the right amount of clinical consultation space as well as an appropriate
workforce.
We will ensure 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. We will link the various enabler workstreams, given the integration between technology and
facilities required, as well as workforce factors.
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. Detail on our Estates ‘Vision Moving Forwards’ and priorities for the next 12 months can be
seen at Appendix 9.
6.29 Organisational Development and Workforce
We will continue to develop our organisation in ways which will bring our members to the forefront of
our decision-making, alongside our patients and stakeholders.
In developing a new organisational strategy, we want to ensure that we are holding ourselves to
account, as well as others, through how we act and how we deliver outputs. Our values are clear, and
these will follow with our approach to open, transparent and agile decision making, commissioning and
monitoring those decisions. We are a key facilitator of delivery and our work with others is a key enabler
for the local population. Our organisational strategy will cover our approach to strategic workforce
development, integrated working and the priority of both training & development as well as values and
behaviours. Detail on our Workforce ‘Vision Moving Forwards’ and priorities for the next 12 months can
be seen at Appendix 9.
6.29i Changing the culture
The changes outlined in this strategy will require people to work and think differently. 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. We will work with our
partners to ensure the new way of doing things is understood and welcomed by staff, professionals, local
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people and patients. This includes particular focus on the implementation of outcomes from the Francis
and Keogh reports.
Major change and clinical service transformation are dependent upon a strong and effective ethos across
the healthcare system, engendering trust and building relationships:
 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.
 Providers and commissioners jointly own and support change programmes.

6.29ii 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.
 A dedicated education and training group – piloted primary care workforce survey (Appendix 9)
 Emphasis on innovation and promotion of research in our member practices working with the

Academic Health Science Networks (AHSNs) and Clinical Research Networks (CLRNs) to support this.
 Close working with Health Education East of England, Public Health and the Health and Wellbeing

Board, University of Hertfordshire, pharmacists, dentists and the Strategic Clinical networks and
Senate for East of England.
 Strategic workforce planning with Beds & Herts Workforce Partnership Group.
As healthcare demand and delivery changes the workforce needs to adapt and so we support the
ambition to achieve 7-day-working and have a technology literate workforce. More importantly we will
ensure that the workforce is nurtured in a culture of patient centricity to ensure a positive experience of
care at all times. Improving access to services across the seven days of week has been targeted as a
national priority through the Better Care Fund and the ‘NHS Services, Seven Days a Week’ programme,
following evidence of variation in mortality rates, patient experience, and readmission rates at weekends
compared with weekdays.
NHS and social care organisations in Herts Valleys have agreed that the best way to meet the challenge is
by developing a whole system strategy and working towards agreed aims in partnership. A key milestone
is to meet the 'clinical standards' for achieving seven day working by 2017. Other actions include:



Mapping services and demand for services available during 'core hours' and 'out of hours'
(weekends and evenings).
Developing costed options for improving out of hours services - both short-term targeted
improvements and long-term planning.

Specific areas being taken forward at present include:
 Watford Care Alliance – Prime Minister Challenge Fund pilot in the Watford Locality.
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 Investment in additional workforce capacity in General Practice (£1.5m recurrent).
 Leading a Scheme for Enhancing Recruitment, Retention, including education and experiential

placements for GPs and Practice Nurses, as a pilot for Herts and Beds Workforce (£250k - 2015-17)).
6.29iii Clinicians at the forefront
We are already benefitting from the contributions of Herts Valleys GPs and their practices – our
members – and clinicians are at the forefront of local decision-making. We acknowledge the importance
of ensuring all our clinical decisions are made with the best clinical intelligence, to provide safe and
effective services.
Clinical validation is a fundamental part of our governance and assurance process. 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 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.
Work proactively with the Strategic Clinical Networks (SCN’s) to continually source new evidence for
transformative health and care programmes.
Plans to move some 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.
We are working as part of the Beds and Herts Workforce groups on the transformation and strategic
planning for workforce development, across primary, secondary, local authority and also carers and
voluntary organisations.
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7.

Quality and Safety

Focus on Quality – Our Plan on a Page
 Improve patient safety through reduced never events and SIs compared to 2014/15.
 Review all new serious incident and never event declarations and assurance of immediate mitigations within

72 hours of declaration.
 CCG is one of 6 NHS England Compassionate Care pilot sites.
 Refocus the Clinical Partnership Group to build clinical relationships across organisations and agree actions








for whole system clinical improvements for patient care and implement.
Continue to improve patient and public engagement in service improvement.
Review Continuing Health Care commissioning and implement outputs.
Implement the Community Beds review recommendations.
Implement the recently launched Carers strategy.
Build on the Values and behaviours work within the CCG and with partners across the system.
Continue to focus on system wide leadership and clinical development.
Re-procurement of services

7.1

Herts Valleys Clinical Commissioning Group (HVCCG) is committed to ensuring that all NHS services are of
the highest quality and this is reflected in the core purpose of our CCG. Quality is at the heart of all of our
priorities and our commissioning plans.

7.2

In Lord Darzi’s report, ‘High Quality Care For all’ (DH 2008) he sets out that quality should be at the
centre of all decision making within the NHS. Herts Valleys CCG recognises that in order to commission
for high quality healthcare a number of key factors should be consistently considered and should be a
key responsibility for all NHS staff. Lord Darzi describes quality as spanning three themes and these form
the basis for the NHS Outcomes Framework, which alongside the Adult Social Care and Public Health
outcomes frameworks, sits at the heart of the health and care system (see Appendix 4).




Patient Safety
Clinical Effectiveness
Patient Experience.

Scrutiny of Quality and Performance
7.3

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.

The CCG has established a monthly Quality and Performance Committee to monitor the performance of the
CCG’s commissioned providers and provide reports to the CCG’s public Board. Membership of the committee
is made up of lay members, clinical representation, locality managers, the CCG Board nurse and patient
representatives, with additional attendance from public health. Areas of particular focus are:







Patient experience, including information relating to complaints, surveys and patient feedback.
Patient safety, to include information of serious incidents and never events.
Clinical effectiveness; including NICE guidance and clinical audits.
Safeguarding, children and adults.
Health Inequalities.
Workforce, education and training.
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Quality Strategy
7.4

The CCG has developed a Quality Strategy with our stakeholders, members, the public and our providers
which set out what excellent quality looks like. This is being used in all aspects of the CCG’s work
including planning, contracting and monitoring services. The strategy is explicit about our quality
initiatives and the Key Performance Indicators we expect to see and monitor. It also includes a Quality
Toolkit to help all providers understand what HVCCG expects from its commissioned services.

7.5

The strategy highlights that there are other key elements to ensure that commissioned services are of
high quality which include access, culture and patient engagement, the interrelationship is shown below.
The model links to the Organisational Developmental work which is a key enabler, supporting the
delivery of our Clinical Programmes (Section 6).

7.6

High quality of care requires all of these 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. The Quality Strategy includes a set of Quality
Objectives with set priorities that the CCG will be delivering (Appendix 11).

7.7

There have been a number of key work streams undertaken during the last 18 months which the CCG will
continue to build on throughout 2015/16 and beyond to ensure that we commission quality services for
the people of West Hertfordshire. These work streams include the following key areas:
Clinical Partnership Group
Contracting for Quality, CQUINs
The Francis Report : CCG Response
Compassion in Practice
Quality Leads, Quality Alert System, Quality
Visits
Quality of Care in Care Homes

Continuing Health Care
Transforming Care
Safeguarding Adults and Children
Patient Stories
Patient Choices
Personalised Health Budgets
Equality and Inclusion

Hertfordshire Health Economy Clinical Partnership Group
7.8

The Hertfordshire healthcare economy clinical partnership was established 2 years ago to improve
clinical partnership working across West Hertfordshire, engaging with acute clinicians and primary care /
community providers. HVCCG has taken the opportunity presented by changes in Executive leadership
to review and refresh the Group.
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Next Steps:
With the new terms of reference, the Group will be refreshed with new input from all NHS providers in
West Hertfordshire. The membership will be extended to include social care colleagues to consider
system wide issues. The Group will continue to build stronger clinical relationships across organisations
and challenge itself to agree and implement changes which deliver clinical improvements for patient care
& specific pathways across the system.
Contracting for Quality
7.9

HVCCG uses enhanced local quality measures and CQUINs that reflect the priorities of the CCG to build
on the National NHS contract and nationally mandated CQUINs and to continually promote safe,
effective and high quality care in all services.
Next Steps:
Contracts will continue to be used to ensure visibility of the quality of services for the people of West
Hertfordshire. A number of priority areas have been enhanced within the national contract for 2015/16,
for all providers of NHS services to the population of West Hertfordshire including:
 Learning disabilities; including sign up to MENCAP Charter, evidence of accessibility to services

(including a CQUIN within the Mental Health Trust).
 End of Life Care; including advanced care planning and evidence of choice of place of preferred death.
 Improved mortality, including embedding of the use of the sepsis care bundle.
 Medication including increased reporting of medicine related incidents and safe prescribing and





liaison with general practice.
Stroke; including reporting against key metrics and cross health economy CQUINs.
Robust reporting of complaints, incidents and serious incidents; including evidence of duty of
candour, themes and trends in order to minimize avoidable harm.
Evidence of local implementation plans to address national initiatives e.g. Francis, Berwick,
Winterbourne, compassion in practice, etc.
Equality and Inclusion; including wider reporting of the equality characteristics for areas such as
incidents and complaints (more detail later in this section).

7.10 CQUINs will continue to be used to promote innovation in quality in all providers during 2015/16. These
will focus on the key priorities for the CCG and the people of West Hertfordshire including:





Safer patient flow
Stroke care
Leadership in nursing
Diabetes, including outcome goals for patients and identification of “hidden diabetes”.

The Francis Report: Response by the CCG
7.11 The publication of the Francis Report in 2013 reinforced that patients should be at the centre of
everything in the NHS. In order for the CCG to be confident that this is the case in all our work, we
developed a Maturity Matrix so that as an organisation, we could evaluate our position against the key
elements of Francis and identify any areas for further progress. This includes areas such as the CCG’s
culture, the relationship with other commissioning colleagues as well as providers and also contract
setting and monitoring processes.
The results of that exercise identified that the CCG has firm foundations related to the delivery of the
recommendations but should continue to strengthen the mechanisms in place for contract setting and
in-year monitoring. We also identified positive steps taken in regard to patient engagement and that the
CCG has ensured that patients and the public are encouraged to share their views about what is
important to their healthcare needs. Their views are then considered during service improvement
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planning. The CCG will continue to work with other NHS and social care organisations in order to assess
the quality of the services provided in order that further improvements are made.
The outcomes of the Francis Report are now embedded within the CCG’s programmes of work to ensure
that the key findings are built into all commissioning decisions. The CCG has also embedded the key
principles from Francis and other national initiatives within the programme of quality visits to its
providers.
Next Steps:
The key recommendations of the Francis recommendations are being embedded within the broader
organisational development programme to ensure that the recommendations are reflected within the
values and aims of the CCG and become business as usual within the CCG.
Compassion in Practice
7.12 HVCCG is one of eight CCGs across England that has been hosting a Care Maker to work with the CCG as
part of a national pilot project. Care Makers are individuals working in the NHS who have voluntarily
pledged to support Compassion in Practice, the national strategy for nurses, midwives and care staff
launched in December 2012, by acting as ambassadors and role models in their daily roles. Compassion
in Practice is underpinned by six enduring values and behaviours - the '6cs': Care, Compassion,
Competence, Communication, Courage and Commitment.
The CCG believes there is real potential for Care Makers to support the planning and commissioning of
compassionate care within West Hertfordshire. They will be able to offer the CCG front line clinical
experience and insight with a focus on patient experience, safety and quality improvement while getting
a deeper understanding of how we plan health care.
The CCG’s Care Maker has been introduced to the different teams within the CCG and has recruited
volunteers for a mindfulness trial called Headspace to promote the workforce to reflect and be mindful
and be courageous by caring for their mental wellbeing. It is hoped that this learning will impact on the
providers, frontline staff and ultimately the patient care.
Next Steps:
 The Nursing and Quality Team, as well as the CCG’s Care Maker, will be talking to other Care Makers
within our provider organisations so that we link with them to encourage peer support.
 We will use quality visits to highlight how the 6Cs are being demonstrated.
 We will be exploring ideas to further support our workforce in relation to compassionate care.
 We continue to ensure that all commissioned services reflect the Compassionate Care Strategy (also
known as the 6Cs) through embedding within the quality schedule of the contracts.
Locality Quality Leads
7.13 Locality Quality Leads have been identified for each locality within Herts Valleys, to develop a more
robust mechanism for sharing quality issues between the Nursing and Quality team and each of the
localities. The Locality Quality Lead aims to support the localities to embed quality in all of their work
and to develop a process for ensuring that any issues identified by GPs and other staff in general practice
are fed into the quality and contract monitoring process with each commissioned provider.
Next Steps:
This initiative was implemented in 2014 and will continue to be used to drive quality within each locality
and enhance communication and sharing of intelligence with member practices during 2015/16. The
Locality Quality Leads are participating in a programme of support for General Practices to facilitate their
compliance with CQC standards.
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Quality Alert System
7.14 A Quality Alert System has been developed to provide an electronic platform for members of General
Practices to report quality issues relating to providers of care to Herts Valleys residents and allow our
member practices to engage more actively with the commissioning and monitoring of services within
Herts Valleys. The system has been piloted and is now being rolled out across all GP practices.
Next Steps:
The collection of concerns and issues through the use of the Quality Alert System will allow the nursing
and quality team to identify key issues, themes and trends. This will be triangulated with other data for
each provider to ensure that the overall picture we are seeing of each provider reflects the experience of
our members. We will use the information to inform commissioning intentions, contract negotiations
and feed into the on- going quality review of all providers. Regular reports of concerns and actions taken
to address, will be provided to localities within Herts Valleys to enhance GP engagement in
commissioning and reported to our board via the Quality and Performance Committee.
Quality Visits
7.15 A programme of quality visits to all of our key providers is active, including acute, community, mental
health providers and care homes. The purpose is to seek assurance regarding all aspects of care
delivered and to support and provide recommendations to help improve the quality of care.
Next Steps:
The programme of visits will continue to be delivered. Areas of best practice and learning as well as areas
of concern are identified during the visits and acknowledged within the report so that balanced feedback
can be shared. Reports will continue to be shared with the providers who are required to respond with
action plans for improvement as necessary. Implementation of these plans will be monitored through
the Clinical Quality Review Meetings with providers. This has been embedded within all contracts.
Quality of Care in Care Homes
7.16 Quality Improvements and maintaining compliance in delivery of good quality care in Care Homes and by
Home Care providers has been a significant focus for HVCCG. A programme of quality visits to nursing
and residential homes, in collaboration with Hertfordshire County Council, are in place.
Next Steps:
A Care Home improvement plan has been developed, which will enhance the quality of care and aim to
reduce acute admissions from homes. A key focus of this work will be to address those homes falling
below acceptable standards as well as those homes with the highest acute admission rates.
Continuing Healthcare
7.17 We are committed to embedding and further improving the Continuing Health Care (CHC) Service within
the CCG. This will include working with our key partners through schemes and plans such as the Better
Care Fund, the implementation of the Care Act (including the Carers Strategy) and the further
development of Personal Health Budgets.
Next Steps:
 Scope and establish programmes of work that will support the delivery of the CHC National Quality
Assurance Framework.
 Establish more robust links between CHC services and PHB provision.
 Work with Hertfordshire County Council colleagues to achieve integration and collaboration in
relation to contracting, procurement and quality monitoring of care homes and Home Care Providers.
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Transforming Care (Winterbourne View)
7.18 ‘Transforming Care’ refers to the Department of Health (DH) response to the failings of care at
Winterbourne View, an independent hospital for adults with learning disabilities, and subsequent failings
across other health provision for people with learning disabilities and behaviour that challenges
services. The DH set a programme of action, including requirements for NHS Commissioners who have
responsibility for funding health placements for people with learning disabilities which included:
 By June 2013, all current placements will be reviewed, everyone in hospital inappropriately will move

to community-based support as quickly as possible, and no later than June 2014 (June 2014 was later
changed to a milestone, rather than deadline).
 By April 2014, each area will have a joint plan to ensure high quality care and support services for all
people with learning disabilities or autism and mental health conditions or behaviour described as
challenging, in line with best practice.
 As a consequence of this programme, there will be a significant reduction in hospital placements for
this group of people.
7.19 Within Hertfordshire, a ‘project Transforming Care Team’ has been in place, which consists of an
operational team within Health Community Services and a commissioning resource in the Integrated
Health & Care Commissioning Team to lead on this work. However, there is now recognition that this
work is business as usual. There has been agreement to make the Transforming Care Team permanent
and a business case has been developed to add a Forensic Health Team to work alongside the current
team. This will ensure that the current work programme is established and developed for the future
across age groups.
Next steps:
 There is an overall aim for Transforming Care to become ‘business as usual’ and ensure the










Transforming Care Team, HPFT, Health Community Services and Commissioning develop as one and
continue to learn from and develop on work to date.
Progress moves for the current cohort of people in independent/secure services to include
contingency plans in place on discharge.
Work with HPFT and Care Managers with regard to the Specialist Residential Service and consider all
individuals within the context of the wider service.
Continue to develop community services to support people with complex needs by working with
HPFT, Children’s services and NHS England Specialist Commissioning to prevent future admissions.
This will include the development of a forensic team to support the work of Community Assessment
Treatment Team.
Develop local protocols to support the prevention of hospital admissions across services.
Develop effective local contract and monitoring arrangements to review newly established
community services under the Transforming Care Agenda.
To develop a Risk Register in relation to the Transforming Care Agenda.
To look at new and innovative ways to support work including possible establishment of Circles
Network a community solution to support people with forensic backgrounds living in the community.

Safeguarding Adults and Children
7.20 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 team of staff who are working in
relation to safeguarding children in line with the Working Together to Safeguarding Children (2013)
requirements e.g. a Designated Nurses for Safeguarding Children/Looked After Children (LAC) and
Designated Doctors for Unexpected Death, Safeguarding Children and for LAC.
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At the end of 2013, Hertfordshire was inspected by Care Quality Commission (CQC) in relation to
Safeguarding Children and Looked after Children (LAC). CQC found that we needed to do more to
support Looked after Children. As a result of this we have put in place an action plan which includes
redesigning and re-commissioning the LAC service. This will improve the health services for all children
who are taken into care by the local authority.
We have a Head of Safeguarding Adults to give greater focus to this work in Hertfordshire going
forward. During 2014 we have worked closely with the local Authority to prepare for implementation
of the Care and Support Bill which is due in April 2015. This Bill contains specific legislation in relation
to adults at risk of harm and recommends actions for the safeguarding board. We have developed
both a Safeguarding Children Strategy 2014-16 and a Safeguarding Adults Strategy, which have both
been approved by the CCG Board.
Next Steps (Adult)
 Implementation of the Adults Safeguarding Strategy.
 Work with the newly appointed chair of the Hertfordshire Adult Safeguarding Board to ensure that
all vulnerable adults in Hertfordshire are protected appropriately.
 Work proactively with our providers to ensure services meet national standards in relation to
safeguarding adults. We will audit the standards they achieve to monitor outcomes which
demonstrate that adults are being kept safe; this will include key performance indicators such as
pressure ulcers. Continue to work with the Local Authority to implement and embed the Care Act
work streams.
 Play an active role in the implementation of the recommendations of the Co-ordinated Action
Against Domestic Abuse (CAADA) review into Domestic Violence.
Next Steps (Children)
 Review and refresh of the Children’s Safeguarding Strategy and continued implementation
including an enhanced model of GP engagement.
 Implementation of the new service specification for Looked After Children health Services and
monitor the outcomes following implementation
 Support and monitor our providers to ensure services meet national standards for safeguarding
children including monitoring incidents which are considered for review as serious case reviews.
 Continue to participate in Serious Case reviews as necessary.
 Contribute to the Multi Agency Safeguarding Hub (MASH) including additional funding.
 Work with local partners to enhance the detection and prevention of Child Sexual Exploitation.
Personal Health Budgets
7.21 People eligible for Continuing Healthcare funding have had the “Right to Have” a Personal Health Budget
(PHB) since October 2014. We are committed to improving our offer of a PHB within the Continuing
Healthcare services. A permanent Project lead is now in place to drive
this agenda forward within
HVCCG. Work is currently being focussed on ensuring that our back office and finance systems are in
place to support those individuals that a PHB will benefit.
We are also working to ensure that policies and procedures are in place to support the offer. We have a
PHB nurse in position within the CHC team, to ensure that the offer of a PHB is mainstreamed. We are
working to improve communications about HVCCG’s work with PHB to internal and external
stakeholders. This links to the person centred care planning, using the model of ‘House of Care’, which is
being commissioning as part of the specification for Older People and Enhanced Care management for
patients with long term conditions.
Next steps:
 To learn lessons from the initial implementation of PHBs and continually improve practice and use
this to develop a training programme for staff.
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 Refresh the PHB steering group.
 Explore the expansion of HVCCG PHB offer given that as of April 2015 people with Long Term

Conditions will have the “Right to Ask” for a PHB. Thus, scoping work is taking place to explore what
this means for HVCCG and the groups that will benefit from this.
Patient Stories
7.22 HVCCG Board is committed to ensuring that the patient voice is at the centre of all commissioning
decisions and a decision. Patient stories have been used during 2014 within the bi-monthly public Board
meetings to provide a patient view of the decisions and focus of the CCG.
Next steps:
Each CCG Public Board is themed to align with the CCG programmes, the theme of the Board will
continue to be supported by patient stories to ensure that the patient’s voice is well represented in all of
the Board’s discussion and decisions.
Patient Choice
7.23 HVCCG recognises that patients’ choice is an important feature in empowering patients to take more
responsibility for their own health. All GP practices offer patients a choice where they are referred to and
GPs are encouraged to use the Choose and Book system for patient appointments.
Next Steps:
The use of Choose and Book has been enhanced within 15/16 contracts and will continue to be embedded
within General Practice.

Equality and Inclusion
7.24 We are committed to integrating Equality and Inclusion into everything that we do. Herts Valleys CCG is
proud of its track record for inclusive commissioning that addresses the diverse needs of our population.
Listening to patients, carers and community groups including the equality and other seldom heard
groups, is embedded in our values and supports us to commission the right services.
We have:
 Published our new Equality and Inclusion Strategy 2014-17 which will embrace our obligations under
the Public Sector Equality Duty, the refreshed Equality Delivery System 2 and aligned these to our
response to addressing local health inequalities.
 Introduced a new Equality and Quality Analysis guidance and template, which includes 'carers' as our
tenth characteristic group and also takes account of other seldom heard groups.
 Undertook equality briefing for all our teams, including the Board.
th
 Published our second Equality Information on 30 January 2015.
 Taken a lead through our Organisational Development Group for delivering the Equality and Inclusion
Strategy and so staff are supported to delivery our Equality Obligations and Strategic Action Plan.
Next Steps:
 We will establish an internal Equality Leadership Network to drive, develop, co-ordinate and monitor
our equality performance.
 Embrace NHS England’s Equality Delivery System 2 and Workforce Race Equality Standard
requirements into our commissioning/contracting decisions and monitoring as appropriate.
 Provide training for staff to undertake Equality and Quality Analysis.
 Continue to collaborate with local partners, to share equality information and best practice so that
collectively we can improve our equality performance and service delivery.
 Establish an Equality Forum to enhance our engagement with equality and other seldom
heard groups.
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8.
8.1

Health and Wellbeing Challenges
NHS England published a ‘Call to Action’ in 2013 to set out the challenges facing the NHS and seek
engagement with professionals and the public about possible solutions. A key component of this
document was the concept of Commissioning for Prevention which charged commissioners and their
partners with developing long term strategic plans which would improve health and wellbeing. These
strategic plans had to be aligned with Operational Plans such that specific projects and schemes could be
linked with improved health and wellbeing in the longer term. This has been reinforced in the Five Year
Forward View, and the Forward View Into Action (2014)

Health and Wellbeing Strategy
8.2

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. There are a number of factors that have an
impact on health inequalities, shown below. We have examined these in closer detail in relation to our
population characteristics, and the focus of our actions is outlined in Appendix 4, linked to the
contributory factors.

8.3

The nine priorities identified by the Health and Wellbeing Strategy are listed below, themed in the three
categories of Healthy Living, Promoting Independence and Flourishing Communities. For each of these
priorities there are specific achievements and expectations set locally, a couple of examples are given
below. Our local actions for 2015/16 can be found in more detail in Appendix 4.

Healthy Living
 Reducing the harm from tobacco:

- Reduce smoking in women so that fewer than 7% of pregnant women smoke throughout
pregnancy by the end of 2015.
 Reducing the harm caused by alcohol:
- A reduction of 2% per year of 16-24 year olds reporting unsafe sex under the influence of alcohol.
 Promoting healthy eating and maintaining a healthy weight.
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Promoting Independence



Fulfilling lives for people with learning disabilities.
Living well with dementia:
- Increasing the percentage of people with dementia who have this noted on GP registers to 67% by
2015
- Recusing waiting times for EMDASS so that 90% of people are seen within 6 weeks of referral
- Increasing the percentage of people diagnosed with dementia who have been offered an end of
life care plan.
 Enhancing quality of life for people with long term conditions:
- Reduced rates of emergency admissions for COPD and CHD
- Improved satisfaction with services and support (GP patient survey)
- Reduce emergency admissions in HomeFirst areas.
Flourishing Communities
 Supporting carers to care:

- Reducing the average number of months spent caring before getting support
- Increasing the number of young carers who are supported by services
- Improving the score for carer reported quality of life.
 Helping all families to thrive.
 Improving mental health and emotional wellbeing.

The Population Characteristics of Herts Valleys CCG
8.4

The Public Health Team at Hertfordshire County Council and the Public Health Information Team have
collaborated with HVCCG in order to describe the population of west Hertfordshire across a range of
indicators to inform priorities. The public health teams are a key contributor to our system wide review
and we are working closely to align timetables of the work underway to enable decisions about future
services in a timely manner.
Our resulting information sources (noted below), offer the following key findings:
 Hertfordshire Joint Services Needs Assessment (JSNA)
 Summary Document Hertfordshire JSNA
 Locality Health Profiles for HVCCG.

These are all key drivers of the work in our localities and in our clinical programmes. The detail of the
findings and specific programmes of work which are addressing these health inequalities can be found in
the Appendix 4.
Key areas of focus that are being addressed through our clinical programmes, localities and enablers:
 Life expectancy & Premature mortality:

-

Liver disease
Cancer
Excess weight
Respiratory disease
Stroke.

 The area identified as priorities under the Health & Well Being ‘Healthy Living’ workstream:

- Smoking
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- Excess weight and physical activity
- Alcohol.

Long term conditions
8.5

Hertfordshire’s Joint Strategic Needs Assessment (JSNA) and GP practice Quality Outcome Framework
(QOF) registers 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 a national average of 5.84%.
 Dementia - there is a recorded prevalence of 0.59% in Hertsmere compared to a national average of

0.57%.
 Diabetes (17+) – Watford and Three Rivers has a recorded prevalence of 5.14% and Hertsmere a
prevalence of 5.23% compare to the HVCCG average of 4.81%.
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9.

Financial Context

Delivering Value – Our Plan on a Page
Financial resilience; delivering VFM for taxpayers and patients and procurement:
 Plan to deliver 1% financial surplus
 Strategic Review underway to ensure long-term financial resilience
 Clear contract metrics and robust contract management
 Productivity improvements derived from QIPP programme
 Procurement policy to deliver VFM
 Full integration of BCF plans and QIPP

2014/15 Financial Position
9.1

The second year of NHS Herts Valleys CCG has seen the emergence of financial performance challenges.
In October 2014 (Month 7) the CCG reported that it was behind its planned year-to-date surplus for the
first time and this has been repeated in subsequent months, although the CCG has continued to forecast
achievement of a 1% (£7m) surplus at 31 March 2015.

9.2

The causes of the pressure on the CCG’s budget in 2014/15 include a failure to achieve the planned
Quality, Innovation, Productivity and Prevention savings plan for the year, which is reflected in higher
levels of activity, particularly non-elective, at acute providers. In addition, there has been volatility around
the expenditure forecasts for prescribing and continuing healthcare in 2014/15, with the latter resulting in
a pressure of over £2m on the budget.

9.3

The CCG has been able to maintain its forecast surplus by underspending on mental health and primary
care budgets and by using its reserves, held as a contingency and for transformation purposes, to support
the bottom-line. In addition, and with the agreement of NHS England (Midlands and East region), the CCG
has utilized its refund from the Legacy CHC Risk Pool contribution to offset acute sector expenditure
rather than to increase its planned surplus for the year.

2015/16 Financial Plan
9.4

In December 2014 NHS England published revised allocations for CCGs for 2015/16 using the weighted
capitation formula agreed the previous December and uprating the quantum available for distribution
following the Chancellor of the Exchequer’s decision to increase available NHS funding for 2015/16.

9.5

The outcome of NHS England’s decisions for Herts Valleys CCG is that the allocation for 2015/16
increased by £21m compared to the indicative 2015/16 allocation identified in December 2013. This
means that the CCG will have a Programme Allocation of £677m in 2015/16. NHS England’s decision
prioritized CCGs furthest away from their target shares of the national allocation and as a result Herts
Valleys is now 3.29% below target (compared to 4.72% below target on the previous figures).

9.6

In addition to the increase in allocation, NHS England set out a number of additional planning
requirements for 2015/16 which have a financial component. These are summarized below:
 CCG spending on mental health services in 2015/16 to increase in real terms, and grow by at least as
much as each CCGs allocation increase.
 CCGs to work with other commissioners to invest further in CAMHS services.
 Provider efficiency requirement of 3.8%.
 Assumed cost inflation of 3%.
 Tariff uplift of 1.93%.
 Overall activity growth of around 3%.
 Marginal rate for non-elective activity above baseline increased from 30% to 50%.
 A requirement for 1% non-recurrent expenditure reserve.
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9.7

In addition to the CCG’s Programme Allocation, which is applied to the commissioning of services for the
CCG’s 627,000 population, the CCG receives a separate Running Costs allocation to meet its internal
organisation expenditure. For 2015/16 the Running Costs allocation is £12.999m, a reduction of 10% on
the previous year’s allocation.

9.8

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.

9.9

The draft Financial Plan for 2015/16 has been based on:






Realistic outturn activity levels uplifted for anticipated growth in 2015/16.
Assessment of the impact of the draft 2015/16 tariff proposals on 2014/15 prices.
Meeting ‘The Forward View into Action: Planning for 2015/16’ requirements upon CCGs.
Inclusion of QIPP savings requirements in planned expenditure.
Contributing to the Hertfordshire-wide Better Care Fund in line with the BCF Plan approved in
December 2014.

Summary 2015/16 Financial Plan
9.10 The table below sets out the key values from the expected outturn for 2014/15 and the 2015/16 Financial
Plan:
Revenue Resource Limit
£ 000

Total

2014/15 blank1
656,121
18,930
675,051

2015/16
699,898
6,969
706,867

Income and Expenditure
Acute
Mental Health
Community
Continuing Care
Primary Care
Other Programme
Total Programme Costs

400,201
69,513
55,775
25,259
81,797
22,099
654,644

397,565
74,934
58,635
25,106
89,847
37,176
683,263

13,438

12,999

-

3,535

Total Costs

668,082

699,797

£ 000
Surplus/(Deficit) In-Year Movement
Surplus/(Deficit) Cumulative
Surplus/(Deficit) %
Surplus (RAG)

2014/15
6,969
1.0%
GREEN

2015/16
101
7,070
1.0%
GREEN

Recurrent
Non-Recurrent

Running Costs
Contingency
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Risks and Mitigations
9.11 Herts Valleys CCG intends to enter into realistic contracts with providers for 2015/16 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.
9.12 There are risks to the achievement of the financial plan and a number of these are identified below:






There is no agreed national tariff for relevant activity for 2015/16 for all providers.
There has been a delay to the Standard NHS Contract document for 2015/16.
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.
 Current and retrospective claims submitted on behalf of people seeking eligibility for NHS funded
Continuing Health Care exceed the CCG’s budget and contribution to NHS England’s risk sharing
arrangements for legacy claims.
9.13 In 2014/15 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. For
2015/16 reserves are generally smaller than in 2014/15 but the belief is that planned activity levels and QIPP
schemes are much more realistic. This should ensure that there is less variance from the financial and activity
plan and therefore less need for recovery action in-year.

51 | P a g e

10. CCG Board and Governance Arrangements
10.1 The governing body of the CCG is known as the CCG Board which currently includes 15* members:
 Two general practitioners from each of the four locality areas, one of whom is the appointed Chair of

the CCG.
 *Three lay members, one of whom is the Deputy Chair of the CCG. Among these members, one has
the responsibility for governance matters and one for public and patient participation.
 A Secondary Care Specialist Doctor.
 Three ex-officio members (the Accountable Officer, the Chief Finance Officer and the Director of
Nursing and Quality).
*To implement the co-Commissioning agenda the CCG has increased its Board membership from 15 to
16 with the appointment of an additional lay member with a legal background to Chair the Joint
Committee.
10.2 The role of the Board is to:
 Ensure that the CCG has appropriate arrangements in place to exercise its functions effectively,

efficiently and economically and in accordance with the CCG’s principles of good governance.
 Determine the remuneration, fees and other allowances payable to employees, office holders or

other persons providing services to the CCG.
 Approve any functions of the CCG that are specified in regulations.

The CCG Board may also have functions of the CCG delegated to it by the membership of the CCG which
will be set out in the articles of the constitution/scheme of reservation and delegation and the standing
orders of the CCG.

Changes with Co-commissioning
10.3 One of the aims of co-commissioning is to help align the commissioning system and to develop better
integrated out of hospital services based around the diverse needs of local populations.
Co-commissioning provides the opportunity to break down traditional barriers in how care is provided
and is one of a series of changes detailed in the NHS Five Year Forward View. Care provided outside of
hospital is to become a much larger part of what the NHS does, with services being better integrated
around the patient. Co-commissioning has the ability to enable greater collaboration between
commissioners across local health economies and wider geographical and organisational footprints.
Supported by our members and the Local Medical Committee (LMC), we held a vote with member
practices about the two options, recognising that the CCG was already at the ‘engaged’ stage:
 Co - Commissioning of Primary Medical Services with NHS England from 1 April 2015.
 Delegated commissioning from 1 April 2015.

The outcome of the ballot:
 49 out of 70 practices (70%) responded to the ballot and 39 practices (79% of responders) voted for
Co-Commissioning.
10.4 Therefore we are working with NHS England and our members to address the governance and
membership arrangements, and similarly amend changes needed in the constitution. We have initiated
shadow joint meetings, and will have a formal Joint Committee between Herts Valleys CCG and NHS
England Central Midlands Sub-region to oversee this arrangement.
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Governance Structure
Health and Wellbeing Board
10.5 As stated in the introduction to this plan, the Health and Wellbeing Board has oversight and seeks
assurance about the activities undertaken county wide to both prevent and address issues of prevention,
health and wellbeing, particularly with the use of the Better Care Fund. The governance arrangement for
pooling our budgets is shown below.
HVCCG Board

HVCCG
Commissioning
Executive Group

Planned and
Primary Care
Programme
Group

Health and Wellbeing
Board

Herts County
Council

Joint HVCCG and
HCC Executive
Group

Urgent Care
Programme
Group (SRG)

HCS and CS
Board

Mental Health and
Learning Disability
Programme Group

Children, Young
People and
Maternity
Programme Group

Planning, Performance and Engagement Groups
Key: Blue shaded: decision-making
Orange shaded: partnership group (recommendations only)
Grey shaded: partnership group which reports into the System Resilience Group

10.6 The Programme Group is required to monitor the performance of services within the remit of the Group’s
role and duties and to use this information to inform recommendations to HCC HCSMB/Children’s
Services Board and HVCCG Commissioning Executive Group.
When new or additional funding is required the Group will receive, scrutinise and make recommendations
on business plans, including recommendations on proposed funding sources. The Urgent Care
Programme Group reports to the System Resilience Group (SRG) but this is not shown on the diagram
below for clarity for these Terms of Reference. The Group members shall inform the Programme Group
of their own organisation’s strategic decisions in order to share developments which may have systemwide implications.
Any feedback from the Group members should be taken back to member organisations so that
Hertfordshire strategies are informed by partner feedback wherever possible. Any changes to the
Group’s delegated authority of financial, performance or services decisions will be agreed through
member’s respective organisation scheme of delegation.
10.7 National Voices have undertaken significant engagement to establish what is important to people who
use services, across a wide range of conditions, disabilities and needs. Our vision for integrated working is
that patients and service users will receive person-centered coordinated care, which means:
“I can plan my care with people who work together to understand me and my carer(s), allow me
control, and bring together services to achieve the outcomes important to me.”
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Health and Social Care Commissioning Team
10.8 The 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. This will be
supported through the Better Care Fund and the partnership has been strengthened by the joint
appointment (HVCCG and HCC) of an Assistant Director of Integration.
10.9 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.
10.10 As we develop our integrated commissioning approach the use of the Health and Community Services
Commissioning directorate will increase as the joint commissioning arrangements roll out across other
service areas. These already exist for:
 Integrated Community Equipment Service and Wheelchair Service - Storage, repair and

distribution. Between:
Hertfordshire County Council; NHS East & North Hertfordshire CCG; NHS Cambridgeshire and
Peterborough CCG; and 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;
and NHS Cambridgeshire and Peterborough CCG.

The HCC Health Scrutiny Committee
10.11 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 continuing to working
productively with the Committee to ensure that all proposals are offered the full opportunity for public
scrutiny.

Local Government
10.12 The CCG has also strengthened its links with district councils and all localities are represented at the
various responsible authority groups hosted and chaired by district councils. The CCG Accountable Officer
is a member of the Chief Executive Coordinating Group, which brings together the district councils, county
council and the CCG.
10.13 Employment, community safety and sustainable communities are important factors in reducing health
inequalities. It is important that we 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.

NHS England, through the Midlands and East of England Regional Team
10.14 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
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sessions already in place.

Strategic Resilience Group
10.15 The System Resilience Group (SRG) is the forum where all parties across our local health and social care
system come together to undertake the regular planning and oversight of service delivery, particularly in
relation to urgent care and joint working. This includes capacity to deliver national performance
expectations (95% of patients seen in A&E within 4 hours; 90% of patients referred for care treated within
18 weeks), and the co-ordination and integration of services to support aspirations and the
implementation of the Better Care Fund.
Membership includes Herts Valleys CCG, executive representation from all local providers, Healthwatch
Hertfordshire, NHS England and the TDA. the SRG is a decision making forum with broad objectives to:
 Bring urgent care, planned care, primary care and social care together to determine the appropriate

arrangements for the delivery of quality services to meet population needs within our geographical
footprint (HVCCG).
 Address issues which have previously hindered whole system improvement.
 Agree, initiate and monitor the implementation of local changes identified across partner
organisations.
 Recommend and authorise financial plans to ensure System Resilience.
10.16

In achieving these objectives, the SRG will ensure:
 Capacity planning for elective and non-elective care takes place.
 System partners work together to further system integration to achieve agreed outcomes.
 System-wide performance is monitored, and actions are agreed and undertaken to improve
performance against agreed standards.
 Delivery of System Resilience (Winter Plan) schemes, monitoring impact and where appropriate taking
decisions to stop schemes not demonstrating the predicted or desired impact on system performance.
 Seek additional views and support in areas that impact upon elective and non-elective care.
 Utilise independent analytical reviews to renew thinking relating to demand and capacity in the local
system.
The SRG will monitor the delivery of system improvements, with a programme of work structured under 4
core workstreams:
 Demand Management – targeting prevention, new pathway development and avoidance of A&E

attendance and hospital admission.
 Hospital Flow – targeting improvements in acute hospital performance across planned and unplanned

care.
 Discharge / Out of hospital flow – targeting improvements in whole-system working to support

discharge of patients out of acute and community hospital services, reducing delays and supporting
patients to return home.
 Capacity/Escalation – overseeing the roll-out and utilisation of short term capacity to enable system
resilience, managing escalation system-wide and emergency preparedness, and evaluating and
planning system resilience activities.

Healthwatch Hertfordshire (HWH)
10.18 We have established a solid working relationship with Healthwatch Hertfordshire as they help us to plan
and design services based on the views, experiences and needs of patients, carers and the public.
A HWH representative is a non-voting member of the CCG Board, member of our Patient and Public (PPI)
Involvement Committee and the Chief Executive facilitates our Planned and Primary Care Network. HWH
are active stakeholders within our Strategic Review, Your Care Your Future and we are doing joint work
with them to engage with communities who traditionally find it difficult to have their say.
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11. Appendices
Appendix 1: Your Care, Your Future: West Hertfordshire Strategic Review
Appendix 2: The Tartan Rug - Informing Our Localities
Appendix 3: Locality ‘Plans on a Page’ - A reflection from 2014/15
Appendix 4: The Population Characteristics of Herts Valleys CCG :
Health and Well being
Appendix 5: Integrated Commissioning & our “Better Care Fund” Initiatives
Appendix 6: Commissioning Intentions 2015/16
Appendix 7: Ethical Commissioning Principles
Appendix 8: Performance against Seven Sentinel Indicators
Appendix 9: Enablers ‘Vision moving forward’ and Priorities
Appendix 10: Our Key Policy Drivers & NHS Outcome Framework
Appendix 11: Quality Objectives
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Appendix 1: Your Care Your Future
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Appendix 2: The Tartan Rug - Informing Our Localities via Joint Services Needs Assessment Data
Public Health England publishes 32 ‘Health Profile Indicators’ on an annual basis. The indicators follow a life course perspective and the ‘Tartan Rug’ on the following page provides a
visual representation of the most recent data for Hertfordshire. The indicators are colour-coded to show whether performance is significantly better, similar or worse than the Hertfordshire
average.
Health Profiles 2014 indicators
(for definitions see Indicator Notes)

Measure

Dacorum

1 Deprivation
2 Children in poverty
3 Statutory homelessness
4 GCSE achieved (5A*-C inc. Eng & Maths)
5 Violent crime (violent offences)
6 Long term unemployment
7 Smoking status at time of delivery
8 Breastfeeding initiation
9 Obese children (Year 6)
10 Alcohol specific hospital stays (under 18)

%
%
per 1,000
%
per 1,000
per 1,000
%
%
%
per 100,000

11 Under 18 conceptions
12 Smoking prevalence
13 Physically active adults
14 Obese adults
15 Excess weight in adults
16 Incidence of malignant melanoma
17 Hospital stays for self-harm
18 Hospital stays for alcohol related harm
19 Drug misuse
20 Recorded diabetes
21 Incidence of TB
22 Acute sexually transmitted infections
23 Hip fracture in 65s and over
24 Excess winter deaths
25 Life expectancy at birth (male)
26 Life expectancy at birth (female)
27 Infant mortality
28 Smoking related deaths
29 Suicide rate
30 Under 75 mortality rate: cardiovascular
31 Under 75 mortality rate: cancer
32 Killed and seriously injured on roads
Better than Hertfordshire average
Worse than Hertfordshire average

per 1,000
%
%
%
%
per 100,000
per 100,000
per 100,000
per 1,000
%
per 100,000
per 100,000
per 100,000
ratio
years
years
per 1,000
per 100,000
per 100,000
per 100,000
per 100,000
per 100,000

Hertsmere

St Albans

Three Rivers

Watford

Hertford-shire

England best

0.0
1.6
14.6
14.0
2.8
2.9
57.2
63.9
6.0
5.9
4.5
5.2
Unavailable at district level

0.0
8.8
1.8
73.9
5.1
3.3

1.9
11.8
2.4
76.9
4.2
3.9

0.0
14.9
4.4
73.7
11.7
6.6

12.5
17.3

10.9
13.8

16.7
25.0

18.5
25.6

1.0
13.7
2.4
66.3
7.1
5.4
9.0
78.0
14.7
20.6

0.0
6.9
0.0
81.9
4.1
2.3
2.3
94.7
12.7
15.2

England
average
20.4
20.6
2.4
60.8
10.6
9.9
12.7
73.9
18.9
44.9

17.4
17.7
58.8
21.5
61.8
13.8
113
472
5.2
5.1
8.3
713
560
17.5
80.4
83.8
2.9
259
6.0
71.0
131.6
35.0

14.2
12.1
68.5
11.2
45.9
3.6
50
365
2.5
3.7
0.0
264
403
6.4
82.1
85.9
1.1
186
4.8
55.7
114.0
16.9

27.7
19.5
55.6
23.0
63.8
14.8
188
637
8.6
6.0
15.1
804
568
16.5
79.2
83.0
4.1
292
8.5
81.1
146.5
40.5

15.4
36.3

13.0
15.7
14.6
11.6
17.4
20.8
16.2
15.5
49.2
58.6
62.6
53.3
25.2
20.2
15.5
24.0
64.4
61.2
59.6
63.9
11.4
8.5
14.1
12.9
134
113
90
133
463
512
409
543
4.1
4.6
4.1
2.5
4.8
5.2
4.1
5.1
6.9
13.0
7.1
6.9
District level data not published locally due to quality issues
645
688
501
616
13.6
21.5
12.9
13.5
80.3
80.7
81.7
80.3
84.5
83.5
85.3
84.5
2.6
3.6
1.7
3.4
264
259
222
246
7.3
76.1
77.6
62.0
65.1
126.2
134.1
116.1
125.6
32.1
49.8
42.5
33.4
Similar to Hertfordshire average
Not compared / district level figures unavailable

23.6
14.3
53.9
20.9
57.8
12.5
120
540
8.7
5.3
17.7
605
28.9
79.2
82.3
2.7
271
77.0
137.8
26.1
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Appendix 3: Locality ‘Plans on a Page’ - A reflection from 2014/15
Dacorum
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Hertsmere
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St Albans and Harpenden
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Watford and Three Rivers
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Appendix 4: The Population Characteristics of Herts Valleys CCG
Over half a million people live in the area covered by 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.

Source of data - JSNA NHS Herts valleys CCG Health Profile - January 2013

Table 1: Population of Hertfordshire 2001-21

Dacorum
Hertsmere
St.Albans and Harpenden
Watford
Three Rivers
HVCCG
Hertfordshire
England

2001

2011

2021

137,800
94,500
129,00
79,700
82,800
523,800
1,034,000
49,138,800

145,300
100,400
141,200
90,700
87,900
565,500
1,116,000
53,107,200

155,300
112,500
154,600
95,300
99,300
617,000
1,234,100
57,687,800

2001-2011
increase
5%
6%
9%
14%
6%
8%
8%
8%

2011-2021
increase
7%
12%
9%
5%
13%
9%
11%
9%

The number of people over 65 years of age is set to increase by 22.4% in Hertfordshire between 2011 and
2021; this is slightly lower than the projected increase across England (23.6%). A district / CCG breakdown
of numbers of current and future older people is shown below.
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Table 2: Projected number of people aged over 65yrs by locality

Dacorum
Hertsmere
St. Albans
Three Rivers
Watford
Herts Valleys CCG
Hertfordshire

60-74yrs
2011
2021
19,800
23,400
13,800
16,200
18,900
20,600
2,700
14,600
9,800
11,200
75,100
86,000
150,500
174,200

75-85yrs
2011
2021
8,200
9,100
5,700
6,700
7,600
8,600
5,200
6,100
3,900
4,600
30,600
35,000
61,600
71,100

85yrs+
2011
3,400
2,700
3,200
2,200
1,600
13,200
25,400

2021
4,600
3,800
4,200
4,100
2,300
19,000
36,600

Source of data - Hertfordshire JSNA Summary document 2014

The population of HVCCG aged over 85yrs is predicted to increase to 19,000 by 2021, an increase of 44%
from 2011 levels.
In 2011, approximately 85.4% of residents of west Hertfordshire were White, 2.6% Mixed, 8.4% Asian or
Asian British, 2.9% Black or Black British and 0.7% Other (source of data Herts Valleys CCG Equality
Information January 2014).
Deprivation
Hertfordshire ranks among the 10% least deprived counties in England, however, all the localities in HVCCG
contain small pockets of deprivation. The degree of deprivation that people experience has a major impact
on their health and where high levels of deprivation exist, health outcomes are relatively poor. The darker
areas on the map below show the most deprived areas, the lighter the least deprived.
NHS Herts Valley CCG

Index of Multiple Deprivation 2010 by Middle Super Output Area
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Life Expectancy
Despite CCG residents generally having higher than average life expectancy, there is clear variation across
the CCG. For example Harpenden South ward in St Albans has the best life expectancy in the whole of the
county with 86 years of life. At the other end of the spectrum, Holywell ward in the Watford district has
the worst life expectancy with only 74.8 years of life. (Health Challenges for Hertfordshire JSNA 2014). The
localities will be targeting the specific issues in their areas – according to their ‘tartan rug’ (see Appendix 5)
of health focus and building on information from the ‘Case for Change’, which will be published in Spring
2015 as a result of the ‘Your Care, Your Future’ review.

Causes of Premature Mortality
There are five major causes of premature mortality (deaths occurring under the age of 75 years) are:






Cancer
Heart disease
Stroke
Respiratory disease.
Liver disease

(Reference – Living Well for Longer, Department of Health, 2014)
Cancer
Hertfordshire has fewer premature deaths from cancer compared to other areas, being ranked 23rd out of
150 local authorities. However, when comparing Hertfordshire to the 15 areas with similar levels of
socioeconomic deprivation, the county performs less well. Overall, Hertfordshire is ranked 11 th out of 15
within this group and for premature deaths from lung cancer, Hertfordshire is ranked 12th out of 15.
Preventive measures, such as smoking cessation are a high priority for HVCCG, but there is also a consensus
that the priority for reducing premature mortality from cancer is to improve the stage of
diagnosis. Delivering early diagnosis is likely to be dependent on measures across public health and the
NHS, and this will include effective population screening, raising awareness of symptoms in general
practice, early and accurate diagnosis by GPs and ensuring access to diagnostics.
Heart Disease and Stroke
Both nationally and in Hertfordshire there has been an 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, accounting for 32% of all deaths and 24% of premature
deaths. Nationally, Hertfordshire is ranked 43rd out of 150 local authorities with regard to premature death
from heart and stroke. However, when compared to the 15 local authorities with similar levels of
deprivation (least deprived), the county is ranked at the bottom of the group.
Key risk factors are smoking, high blood pressure, poor diet and low levels of physical activity and these are
priority areas for action for both the CCG and also the Health and Wellbeing board. HVCCG is also working
closely with the local stroke unit to improve performance against the key targets. During 2014 an ‘Early
Supported Discharge Service’ for stroke patients was launched in HVCCG.
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Respiratory Disease
Respiratory disease covers a range of conditions from asthma to chronic obstructive pulmonary disease or
COPD. COPD is a progressive disease of the respiratory system, and the biggest single cause is smoking,
indicating potentially preventable deaths. As with the other major disease groups, Hertfordshire performs
well nationally, ranking 41st out of 149 local authorities for premature mortality due to respiratory disease.
Again, however, Hertfordshire does less well when compared to peers, ranking 13th out of 15.
Stopping smoking and reducing air pollution are important interventions, are priority areas for HVCCG and
partner organisations. HVCCG procured a new respiratory service during 2014, and have clear pathways to
smoking cessation and a pulmonary rehabilitation programme.
Liver Disease
Liver disease is causing increasing numbers of early deaths in England every year, having risen 20 per cent
between 2000 and 2009. There are more than 200 types of the disease, together affecting almost 2 million
people in the UK. Hertfordshire is ranked 27th out of 149 local authorities nationally, and 9th out of 15
comparator local authorities with similar levels of deprivation.
Key risk factors for liver disease include alcohol, obesity and hepatitis. The Health and Wellbeing board
have identified the need to Reduce the harm caused by alcohol as one of the priority areas for
Hertfordshire. HVCCG is represented on the Herts Drug and Alcohol Management group and identification
and brief advice (IBA) is being promoted by health professionals and community pharmacists.

Lifestyle Factors
The 3 following areas have also been identified as priorities under the HWB ‘Healthy Living’ workstream:
 Smoking
 Excess weight and physical activity
 Alcohol.

Smoking
In our local population it is estimated that almost one in five adults smokes, with the Hertsmere area
having the highest estimated prevalence of 20.8%. Watford has the highest rate of mortality attributed to
smoking (271 per 100,000 population) followed by Dacorum (264 per 100,000). The lowest rate was in St
Albans and Harpenden (222 per 100,000). 9.0% of women are estimated to smoke during pregnancy across
the CCG (data source Hertfordshire Tartan Rug, Appendix 2). The following targets for smoking have been
set in conjunction with the Health and Wellbeing Board:
Objective 1 - Reduce smoking in every district to 18.5% or less by 2015.
Objective 2 - Reduce smoking in young people, so that less than 9 per cent of 15 year olds smoke by 2015.
Objective 3 - Reduce smoking in pregnancy so that less than 7% of pregnant women smoke throughout
their pregnancy by the end of 2015.
Through the HWB the CCG is committed to support delivery of the target. Below are examples of activities
being delivered to achieve the target:
 A Hertfordshire-wide tobacco control alliance established in 2014.
 Implementing the recommendations of the CLeaR / Public Health England review on tobacco control for

Hertfordshire (report pending).
 Local support by Hertfordshire Stop Smoking Service.
 Having an identified tobacco control lead officer and an elected member champion.
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 Ensure each district has a local tobacco control plan for 2014-2015.
 Collaborative work on the communications linked to nation campaigns delivered locally e.g. Stoptober,

National No Smoking Day.
 Contacts established to link HCC, CCG and NHS providers to promote brief intervention and referral

pathways.
 Developing a harm reduction approach for more addicted/hard to reach smokers.
 Smokers using e-electronic cigarettes are supported to quit through local providers.
 Sign up to the NHS Statement of Support for Tobacco control.

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 healthy 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. The following obesity targets have been set in conjunction with the Health and Wellbeing
Board:
Objective 1
To stop the increase in overweight and obese children in our worst MSOA areas Callowland, Central (both
Watford district) and Maple Cross / Mill End (Three Rivers), 2011/12 baseline by 2016 and then reverse
this.
Through the HWB the CCG is committed to support delivery of the target. Below are examples of activities
being delivered to achieve the target:





Supporting the uptake of breastfeeding within children centres.
Developing a tier 1 service (i.e. preventative service) in primary schools.
Supporting a weight management programme in the community for children (aged 5- 15 years).
Working in partnership to increase the number of schools that have active travel plans in areas with high
rates of childhood obesity.
 Promoting ‘Change for Life’ national campaign locally.
 Bee Zee Bodies project commissioned for Under 6’s in Watford commissioned by public health.
Objective 2
To stop the increase in overweight and obesity in adults in our worst district areas (Dacorum and Three
Rivers) by 2016. Baseline uses 2012 data.
Through the HWB the CCG is committed to support delivery of the target. Below are examples of activities
being delivered to achieve the target:
 Commissioning a county wide weight management intervention in the community for adults who are








obese (BMI 30+) with services being prioritised in areas with the highest adult obesity rates, ie (weight
watcher and slimming world) and HVCCG are actively referring into these.
Commissioning a men’s healthy weight management programme.
Continue to commission health checks.
Commission a pilot initiative for healthy workplaces that includes healthy weight.
HVCCG are part of the Herts-wide steering group developing an exercise referral and physical activity
framework.
HVCCG has committed funds to a joint bid with Sport England and ENHCCG which, if successful will
support increased physical activity in areas of deprivation.
Locality links with local projects – including ‘Get Set Go’ Dacorum.
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Objective 3
All districts to achieve a year-on-year increase in adult participation in physical activity 2013-2016. Baseline
uses 2012 data.
Through the HWB the CCG is committed to support delivery of the target. Below are examples of activities
being delivered to achieve the target:





Working closely with the districts/boroughs to increase local opportunities for physical activity.
Commission Hertfordshire Health Walks.
Supporting “Year of Cycling”.
Reviewing and commissioning a county wide Exercise on Referral Scheme.

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

Red = significantly higher than Hertfordshire
Green = significantly low er than Hertfordshire

Source: Active People Survey (Sport for England)

Data from the Active People Survey 2012 estimates that, within west Hertfordshire, Dacorum has the
highest percentage of adults with excess weight at 64.4%, and Watford has the lowest, at 57.8%. Levels of
physically active adults are higher in west Hertfordshire compared to the England average of 56% with St
Albans and Harpenden having the highest rate of 62.6%. Childhood obesity is measured in a slightly
different way due to the growth changes that children experience. In St Albans and Harpenden 10.9 % of
children are obese in year 6, the same level as England as a whole. The other localities have higher levels of
obesity than the England average, with Watford being the highest with a level of 18.5%.
To stay healthy, adults aged 19-64 should try to be active daily and one recommendation is to aim for at
least 150 minutes (2 hours and 30 minutes) of moderate-intensity aerobic activity such as cycling or fast
walking every week. The 2012 data from the Active People survey found that 56.1% of Hertsmere residents
were physically active, compared to 65.8% in St Albans and Harpenden.
Alcohol related hospital admissions
The number of recorded hospital admissions for all alcohol-attributed conditions has risen significantly in
Hertfordshire as a whole and across all localities between 2007/08 and 2012/13.
Watford and Three Rivers have significantly higher recorded rates of alcohol-related harm admissions than
the Hertfordshire average. St Albans had significantly fewer alcohol-related admissions than the
Hertfordshire average. The following targets have been set with the Health and Wellbeing Board:
Objective 1 - Annual improvements in alcohol related crime and violence in Watford.
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Objective 2 - Reduction in numbers of alcohol-related hospital admissions.
Objective 3 - Reduce alcohol attendances in A&E departments in Watford General Hospital.
Through the HWB the CCG is committed to support delivery of the target. Below are examples of activities
being delivered to achieve the target:
Target populations who are drinking excess amounts by:
 Using health checks to identify, give brief advice and refer to treatment services as appropriate. CCG is

represented on the Herts Drug & Alcohol Management Group.
 Identification and brief advice (IBA) by health professionals in hospital outpatient departments.
 Identification and brief advice (IBA) by community pharmacists with direct referral to treatment

services.
 Alcohol liaison nurses in Watford and Lister hospitals.

Undertake public education campaigns to inform the population about the longer term health risks of
excessive drinking e.g. by supporting “Dry January”.
Other service related changes are included in our Transformation section, linked to the Clinical
Programmes, eg including a scheme for Audit-C based alcohol assessment and intervention in community
pharmacies; and plans to evaluate the alcohol MECC in antenatal booking to reduce drinking in pregnancy.

Long term conditions
Hertfordshire’s Joint Strategic Needs Assessment (JSNA) and GP practice Quality Outcome Framework
(QOF) registers 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 a national average of 5.84%.
 Dementia - there is a recorded prevalence of 0.59% in Hertsmere compared to a national average of

0.57%.
 Diabetes (17+) – Watford and Three Rivers has a recorded prevalence of 5.14% and Hertsmere a
prevalence of 5.23% compare to the HVCCG average of 4.81%.
Public Health have established a Self-management steering group, on which HVCCG is represented. Eresources have been developed and a project to roll out motivational interviewing techniques is underway.
Changing the way we are commissioning services and associated actions are covered in the Transformation
section - within the Planned and Primary Care and Mental Health & Learning Disability clinical programmes.
Improving quality of life for people with long term conditions
The GP patient survey measures the proportion of people who had enough support from local
sources/organisations to help manage their long term condition, and the 2014 survey found that 60% of
people living in the Herts Valleys area feel able to manage their condition, this is slightly below the England
average of 64%. However, there is a substantial amount of variation at individual practice level indicating a
need for development of more consistently effective self-management 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.
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Appendix 5: Integrated Commissioning and Examples of our “Better Care Fund” Initiatives

Hertfordshire BCF Gross Contribution (£000) 2015/16 by
organisation
Hertfordshire Local Authority Social Services
24,971

NHS East and North Herts CCG Minimum
Contribution
NHS Herts Valleys CCG Minimum Contribution

29,233

110,674

1,000

NHS Cambridge and Peterborough CCG
Minimum Contribution
31,426

NHS East and North Herts CCG Additional
Contribution
NHS Herts Valleys CCG Additional Contribution
33,164
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Better Care Fund Initiative
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Better Care Fund Initiative
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Better Care Fund Initiative
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Better Care Fund Initiative
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Better Care Fund Initiative
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Appendix 6: Commissioning Intentions
Programmes
Urgent Care

Planned &
Primary Care
NOTE: a
number of
intentions will
cross cut across
acute, primary
and
community.

Acute Care

Community Services

Mental Health

Primary Care

Ambulatory Emergency Care (AEC)
 WHHT potential for local tariff to be reviewed.
 Possible charge for telecon advice.
 No charge of A&E tariff where a patient is AEC.
 Clarify ward attenders, follow up v first
outpatients.
 Undertake clinical audit within AEC
 Non-elective patient care delivered at a site
other than Watford general (i.e St Albans or
Hemel sites) will be incentivised (in line with
ECIST recommendations).
 Expansion of hot clinics.
 Development of a GP led Urgent Care Centre.
 2015/16 CQUIN linked to WHHT to incentivise
discharges
(in
line
with
ECIST
recommendations).
 Subject
to
receipt
of
full
ECIST
recommendations and report intentions will be
updated.
CHC
 Review methodology for completion of CHC
assessment in hospital.
 Review the ability to incentivise change in
approach (approach similar to Re-admission).
Contract Metrics
 C2C: Redefine the acceptability criteria for C2C
policy in order to ensure C2C within specialty
are coded as follow ups. C2C for Pain
management to be referred back to the GP and
adherence to policy is subjected to annual audit
by GP leads from CCG on a sample of C2C
referrals in the acute.
 Embed F:FUP ratios for top decile
benchmarking.
 Target shift from Day Case to outpatient for
each acute trust by 8%.
 Ensure an appropriate length of stay for certain
specialities are targeted on providers.
 Agree local tariffs for a list of Direct Access
diagnostics and to be recorded separate to
outpatient SUS.
 Improve the timeliness and quality of discharge
summaries from each acute trust.
 Carers Policy: we will negotiate a policy with all

 In line with the ECIST recommendations,
incentives will be given in order to increase
community provision available for patient care.
Therefore reducing reliance upon bed based
services.
 2015/16 CQUIN to incentivise discharges (in line
with ECIST recommendations).
 Subject to receipt of full ECIST recommendations
and report intentions will be updated.
 Review availability and capacity of OPAT therapies
delivered in a community.
 Develop admission avoidance working closely with
social and Primary Care in line with ECIST
recommendations.

 Ensure mental health teams are actively engaged in
supporting people in urgent need to ensure they
receive holistic mental and physical health
assessments in determining treatment options.
 People with learning disabilities to be flagged on
admission and development of metrics to monitor
length of stay and common conditions (i.e. evaluate
impact of LD DES).
 Implementation of Crisis Care Concordat to ensure
urgent care services respond appropriately to people
with mental health crisis.

 Develop admission avoidance working closely with
social and community services in line with ECIST
recommendations.
 Development of a GP led Urgent Care Centre.

Falls
 Decommissioning the Falls Liaison Service
(effective from 1st October 2015) and commission
local integrated exercise schemes in each HVCCG
Locality with partner agencies to support the
prevention agenda.
Stroke
 Commission evidence based, outcome focused
integrated stroke services including:
o a proactive approach by all health and social
professionals to recognise patients at risk of
stroke or TIA and services to mitigate and
minimise the risk of stroke and TIA.
o access to high quality acute stroke care that
provides patients with specialist stroke care
while in a hospital bed. (Standards in line with
Midlands & East specification).
o Early Supported Discharge for stroke.
o access to high quality community stroke/neuro
rehabilitation with specialist stroke/neuro care

Pathway Redesign
 HVCCG intends to test the market for a redesign
of ENT and audiology services during 2015/16.
 HVCCG have identified that the Dermatology
pathways would benefit from a more integrated
approach across primary, community and planned
secondary care including co-commissioning with
NHSE E around enhanced services for Minor
Surgery in General Practice. HVCCG intends to test
the market for an integrated Dermatology Service.
 Review MSK including Pain pathway and service
delivery models during 2015/16 with a view to
commission an integrated service for 2016/17. In
the interim 2015/16 will include a revised
specification to be implemented for community
MSK CROPS service by April 2015.
 Commission a primary care headache pathway,
shifting appropriate neurological out-patient
attendances from secondary to primary care.
 Design services around the patient to avoid
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Programmes

Acute Care

Community Services

providers to bring them in line with the 3 year
Carers Strategy.
Pathway Redesign
 HVCCG intend to procure a Lead Accountable
Provider Gynaecology Service to transform
Elective In-Patient, Outpatient and Community
Gynaecology services into a single, integrated
system - moving away from payment by results.
The service provider will deliver the majority of
services to service to patients within the
community setting. The new service will be
expected to work closely with primary care
clinicians, fostering a community focus for the
care of patients with gynaecological conditions.
 Develop a robust specification for acute
Diabetes service including the commissioning of
insulin pumps and red hot foot pathway.
 Commission an integrated Acute and
Community Parkinson’s and Epilepsy Service to
provide Rapid Response, facilitate discharge and
support neurology out-patient clinics and
reduce emergency admissions.
 Develop and implement pathway for managing
tertiary referrals for Acquired Brain Injury
patients, and investigate potential to provide
enhance local Acquired Brain Injury Services.
Cancer:
 Embed Inter-transfer policy for cancer patients
in all acute contracts.
 Use the learning from the Cancer Review and
embed in all acute contracts.
 Ensure choose and book is implemented for all
2WW and Urgent Appointments from all acute
providers.
 Work collaborative with the trusts and network
to develop pathways to direct access
diagnostics and early intervention for cancer
pathways.
Medicines Management
 HVCCG intends to commission infliximab
biosimilar for all new patients in pathways
where
this
treatment
is
currently
commissioned.
 PbR excluded drugs to be managed by hospital
pharmacy within agreed budget. Overspend on
budget will be subject to audit.

in the community.
o Implementation of local pathway of case finding
Atrial Fibrillation across the health system and
appropriate case management including
optimal use of resources in line with the
guidance on choice of NOAC by Hertfordshire
Medicines Management Group. This will impact
from Primary to acute providers.
End of Life Care
 Partnership agreement and contract review developing a whole-system end of life care
specification (including 7 day a week special
palliative care in the community; moving Marie
Curie nurse into WHHT IDT, improved coordination of care and access to advice. May
include re-design of CHC fast track (by October
2015).
 Workforce development for end of life care.
 Implementation of Electronic Palliative Care
Coordination System (EPaCCS) and coordination of
end of life care by April 2015.
 Re-commission 24/7 phone-based specialist
palliative care advice.
Integrated Health and Social Care Teams
 Continue collaborative working across partners to
implement the “Living Well” project – Integrated
Health and Social Care around groups of practices
with registered population.
 In advance of outcome of 'Living Well' project the
virtual ward element of HomeFirst will be
reviewed with a potential to just focus on building
robust rapid response and supported discharge.
Community Services Specifications/Pathway
 Redefine the service specification for community
nursing with robust KPI and outcome measures
for implementation from April 2015.
 Batch review of services’ specification within the
community for implementation for 2015/16
including adults and children services plus podiatry, Diabetes (including commissioning of
Diabetes support ethic group), bladder and bowel,
heartfailure, SLT etc.
 Review the commissioning of wound care
dressings prescribed by community nursing team
with a view to devolve the budget into the
community nursing budget.

Mental Health

 Continue collaborative working across partners to
implement the “Living Well project – Integrated Health
and Social Care around groups of practices with
registered population.
 In advance of outcome of 'Living Well' project the
virtual ward element of HomeFirst will be reviewed
with a potential to just focus on building robust rapid
response and supported discharge.
 Carers Policy: we will negotiate a policy with all
providers to bring them in line with the 3 year Carers
Strategy.

Primary Care
unnecessary multiple trips to hospital, particularly
for diagnostics.
Enhanced Primary Care
 Re-commission enhanced phlebotomy service
from primary care following the evaluation of the
current 12 month service.
 Commission enhanced improve access from
Primary Care following the evaluation of the
national pilot around Prime Ministers Challenge.
Present a business case in December for on-going
investment to improve access in primary care.
 Commission an enhanced service in Primary Care
to manage cancer follow up such as Prostate.
 Commission enhanced management of Long Term
Conditions including case finding for AF,
Hypertension, Diabetes, COPD and case
management in Primary Care.
 Scope further interventions with community
pharmacy
around
long
term condition
management which complements the enhanced
service through general practice.
 Review and re-commission new service model for
Ophthalmology with the current AQP contract for
ophthalmology coming to an end in October 2015.
 Implementation of Ambulatory Case Sensitive
(ACS) pathways across primary and community
services with a view to reduce Emergency
Admissions.
Co-Commissioning Primary Care with NHSE
 HVCCG intends to co-commission a number of
enhanced services from General Practice and
where appropriate work around developing joint
projects for community pharmacy during 2015/16.
 HVCCG also intends to work collaboratively with
NHSE and PHE around screening of Antenatal and
new born hearing to support the work around
Maternity Pathway, Bowel Screening to support
Cancer pathway and Diabetic Retinal Screening to
support the implementation of an integrated
diabetes service across all partners.
IM&T
 Electronic Prescriptions Services (EPS)- HVVCG
intends to ensure all GP practices are enabled to
implement EPS.
 Summary Care Record (SCR) – HVCCG intends to
ensure every patient to have their SCR on spine by
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Programmes

Children,
Maternity &
Younger
People

Mental
Health

Acute Care

Community Services

 HVCCG requires all clinicians to implement and
adhere to the recommendations from the
Hertfordshire Medicines Management Group
within 6 months of approval.
 To improve on going planning, HVCCG will
require providers to highlight any developments
in use of medicines which will have cost
pressure across the health system (Primary and
Community) to the Hertfordshire Medicines
Management Group by February 2015 to
support planning for subsequent year.
 Any in year changes to drug treatment
pathways by Hospital Clinicians will require
providers to complete a business case for
consideration to the Hertfordshire Medicines
Management Group, within 4 months of the
issue being raised by the CCG.
 HVCCG intends to commission growth hormone
product choice that delivers best value for the
health system.

 Commission health and wellbeing clinics to
support patients with cancer.
 Commission streamlined community neurorehabilitation – proposal to have a one lead
provider.
 Review with partners neuro-service specification
and identify key performance indicators which
reflect the different service streams within the
service e.g. Parkinson’s and MS Nursing, Acquired
Brain Injury Service, Neuro-rehabilitation, Rare
and Rapidly Progressing.
 Develop
and
co-produced
neurological
rehabilitation pathways with stakeholder group
(neuro-network)maximizing potential of voluntary
sector to support provision.
 Carers Policy: we will negotiate a policy with all
providers to bring them in line with the 3 year
Carers Strategy.

 Review of CYP continence services may deliver
recommendations for service design and
delivery in mid 2015. Reconfiguration of
continence provision possible in early 2016.

 Review of LAC health and wellbeing services may
deliver recommendations for service design and
delivery in mid 2015.
 Update/develop
community
paediatric
specification and review service capacity.
 Review of OT, SALT and Physio contract in HCT –
possible contract variation to ensure compliance
with SEND reforms. Review offer to meet needs
of children and young people with a personal
health budget and improve choice.
 Request for service line data for children and
young people up to 25yrs.

Mental Health

Primary Care
April 2015 (will include medication, sensitivities
and allergies plus major diagnosis) – enabling
providers information when treating patients.
 HVCCG intends to support practices to enable
patients to access online appointment booking –
allowing patients to be able to book a GP
appointment on line by April 2015.
 HVCCG intends to support practices to enable
Patient Access to Summary Care information –
patients to be able to access as a minimum
summary care level information on their GP
record – to enable patients to take control of own
care through more informed information.
 Deployment of MIG to support better information
to all providers and enable safer, joined up patient
care.

 Whole system review of CAMHS will deliver
recommendations for service design and delivery in
April 2015: reconfiguration of CAMHS provision
possible during 15/16.
 Re-design of acute emergency admission pathway
(early 2015).

 Implementation of a new maternity specification;
review of maternity services; revised maternity
dashboard in 2015.
 Working with public health commission lifestyle
services for pregnant women and new mothers.

 Review and evaluate current Mental Health
rehabilitation services and develop proposals to
improve these where appropriate.
 Sign the Mental Health Crisis Care Concordat and
developing plans to respond to the priorities identified
in this.
 Evaluate the effectiveness of the current Acute Day
Treatment Units (ADTU) and consider the
development of a third ADTU.
 Agree plans for mental health inpatient services to
improve access and reduce travel for people in East
and North Hertfordshire.
 Further development of Payment By Results to
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Programmes

Localities

Acute Care

 Commission direct access A&E senior clinical
opinion over and above access to Hot Clinics.

Community Services

 GP Access to step-up/down community beds.
 Better integration of community nursing services
with practices to improve communication and
consistency of service.
 Commission a social care co-ordinator to support
homeless and travellers.
 Commission Community Ophthalmology service.

Mental Health
respond to national requirements and underlying
finance and activity data to support this.
 Work with HPFT to develop Personal Health Budgets,
initially for people on Continuing Healthcare, and to
align systems and processes with social care personal
budgets.
 Continuing to focus on improving services for people
with multiple and complex needs. (including dual
diagnosis and personality disorder) through existing
contracts.
Aspergers and High Functioning Autism:
 Agree a Hertfordshire Autism Strategy and respond to
the priorities identified in this.
 Aspergers team - transfer of remaining social care
service users and funding from HPFT to Hertfordshire
County Council.
Learning Disability Services:
 Working with a range of agencies (including children’s
services) to improve the health and social care
response to people with learning disabilities with
behaviour that challenges as part of the legacy work
from Transforming Care and avoiding another
Winterbourne View scandal.
 Development of health services to routinely anticipate
reasonable adjustments required for people with
learning disabilities to use health services.
 Increasing the number of people with learning
disabilities using primary care services and engaging in
health promotion activities.
Dementia:
 Increasing the number of people diagnosed with
dementia through memory assessment services.
 Enhancing existing dementia support services for
people after diagnosis.
 Agreeing an updated Hertfordshire dementia strategy
and implementing the actions resulting from this.
 Supporting the development of dementia friendly
communities.
 Review IAPT/Dementia Pathways to see if the service
commissioned meets the needs of the population,
especially Older People and their carers.
 Improve information sharing about patients who
access Mental Health Services through the Single Point
of Access.

Primary Care

 Increase the availability of tele-health solutions to
support people to remain well at home.
 Review current access to language support
services. Dependent on the outcome of that
review consider re-commissioning to achieve
improved access.
 Commission a Rapid Response Service across all
localities.
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Appendix 7: Ethical Commissioning Principles
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Appendix 8: Performance against Seven Sentinel Indicators

Seven specified NHS ambitions

Metric

CCG Com submission

Q1

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

Potential years of life lost from
conditions considered amenable
to healthcare

2013 baseline
published
Sept
2014

Improving the health related quality of life of the
15million+ people with one or more long-term
condition, including mental health conditions

Health related quality of life for
people with long-term conditions
(measured using the EQ5D tool in
the GP Patient Survey)

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
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

Composite of all avoidable
emergency admissions indicator

E.A.1 PYLL (Rate per 100,000
population)
Baselines
2012 1751.6
2013 1,690.2
E.A.2 Average EQ-5D score for
people reporting having one
or more long-term condition
Baselines
2012/13 76.8
2013/14 76.2
Baseline
2012/13 1492
(2013/14 1385)
2014/15 1492

Making significant progress towards eliminating
avoidable deaths in our hospitals caused by
problems in care

SHMI Metrics

2013 = 1,690.2
2013/2014 (July 13
to
March
14)
baseline published
Sept 2014
2013/14 = 76.2
468
(yearly rate =
1872)

Where people are discharged to?

No indicator available at CCG level. Need to make
explicit links to related ambition as part of BCF, set
at HWB level

Patient experience of inpatient
care

Baseline
2014/15

128
121

Composite
comprised of GP
services and GP out
of hours

Baseline
2014/15

5.10%
4.75%

indicator

4.72%
for
2013/14
(Jul-Sept
2013
and
Jan-Mar
2014)
Target 30
Actual 33
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Appendix 9: Enablers ‘Vision moving forward’ and Priorities
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Enablers – TERL & Primary Care Workforce Survey
Surveys of primary care by HEE in March and September 2014 have provided a far better understanding of primary care resources (as well as allowing HEE to pilot
a Primary Care Web tool which will be rolled out across England in March 2015) including the following key findings:
 Average headcount staff numbers (26.8) are higher than the average for England (22.8). The Full Time Equivalent (FTE) is also higher at 17.2 compared to

15.7.
 Notably more patients per FTE staff member (568) than average for England (449) – HVCCG could explore further to understand any potential resourcing

impact.
 GP FTE at 5.3 is higher than the average of 4.4 for England although there will need to be significant increases in GP numbers to maintain this position

(120 extra GPs over the next 10 years).
 The average FTE for Nurses at 1.8 and particularly Direct Patient Care staff at 0.6 are below the England average (1.9 and 1.1 respectively).
 There are almost 2,000 more patients per Nurse FTE and 10,000 more patients per DPC FTE than the England average.

The findings indicate more of a specific need for recruiting and training nurses and Direct Patient Care staff. The CCG needs to explore the mix of roles,
particularly given the shift in services and moves to 7 day working and consider if there are sufficient roles to act as supply / feeder routes for the purposes of
succession planning and to support the building of capacity in the system.
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Appendix 10: Our Key Policy Drivers & NHS Outcome Framework
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. Therefore the CCG’s own constitution reflects these national values and standards and clearly lays out
how we are working with this locally in the Herts Valleys’.
We have worked with our staff and localities to develop our values which reflect what matters most to us as a
commissioning organisation. These values set out the framework for working with our patients and public and
our staff. These are now embedded within the HVCCGs revised constitution and may be found at the start of
this document.
For any organisation, upholding strong values and high standards is crucially dependent on the behaviours of
the individuals working within it. The CCG understands that the behaviours exhibited by its members and its
employees define the type of organisation it will become and is perceived to be. The CCG is dedicated to
nurturing the positive behaviours that underpin its defined values and during 2014 started to identify those
behaviours, with a view to building behavioural awareness into appraisal and recruitment processes during
2015/16.
The CCG recognises that both self and organisational reflection are healthy steps in the path to delivering the
commitments made in in the NHS Constitution and in its own local Constitution. This work is reflected in our
‘Enablers - Building Blocks’ programme and forms part of a broader organisational development programme
which will continue throughout 2015/16.
The NHS Mandate
The NHS Mandate sets out the five 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 national objectives are shown in the diagram 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 our own system objectives and guiding principles for west Hertfordshire.
NHS Five Year Forward View (2014)
Provides a view of how the health service needs to change over the next five years if it is to close the widening
gaps in the health of the population, quality of care and the funding of services. The Five Year Forward View
presents a case for change, examines what that change might look like and proposes ways of achieving it. It
requires focus on five key themes:
 Prevention of illness, including the implementation of a national evidence-based diabetes prevention

programme.
 Additional investment to transform primary care, mental health and local health economies.
 Integrated working to ensure that patients receive the standards guaranteed by the NHS Constitution.
 Giving doctors, nurses and carers access to the data, information and knowledge they need to deliver the

best possible care.
 Acceleration of innovation in genomic and genetic testing, medicine optimization and testing and evaluating

new ideas and techniques.
The Forward View Into Action: Planning for 2015/16 (Dec 2104)
Describes the approach for national and local organisations to make a start in 2015/16 towards fulfilling the
vision set out in the NHS Five Year Forward View, whilst at the same time delivering the high quality, timely care
that the people of England expect today. The document sets out aims for:





Planning together with confidence
A differentiated national approach
Achieving core standards
Maximising the value of local planning

System Vision – Delivering a Healthy Herts Valleys
‘Delivering a healthy Herts Valleys’ - our clinical strategy’ - 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 our strategic clinical vision and the impact of “Your Care Your Future”, 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 local people themselves.
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NHS Outcomes Framework
The NHS Outcomes Framework, alongside the Adult Social Care and Public Health outcomes frameworks, sits at
the heart of the health and care system. The NHS Outcomes Framework aims to provide a national overview of
how well the NHS is performing. It is also the primary accountability mechanism, in conjunction with the NHS
Mandate, between the Secretary of State for Health and NHS England; and drives up quality throughout the NHS
by encouraging a change in culture and behaviour focused on health outcomes rather than process.

Each of these 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. Herts Valleys Clinical Commissioning Group
(HVCCG) 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 include:
 The use of national and local Commissioning for Quality and Innovation (CQUIN) schemes to raise the quality

of care delivered by our providers.
 The provision of data and information to clinicians and locality leads to inform decisions on commissioning

and delivery of services.
 The 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 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 improvements in patient care.
Ensuring that the healthcare associated infections are kept to a minimum, monitored and managed.
Use of the Quality Toolkit from our Quality Strategy for all providers including primary care to ensure services
are meeting minimum standards.
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Our Commitments (Everyone Counts; Strategic Plan Objectives)

Six characteristics of a
high quality and
sustainable system
(Everyone Counts)

Seven specified NHS
ambitions (Everyone
Counts)

Four guiding
principles
(HVCCG Strategic
Plan)

Four HVCCG 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

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

Support people to stay
well, preventing ill
health

To deliver clinically sustainable
and affordable services that meet
the changing needs of the
population, address inequalities
and deliver our guiding principles
as outlined in the strategy –
‘Delivering a Healthy Herts
Valleys’ (see neighbouring
column)

Wider primary care, provided
at scale

Improving the health related
quality of life of the 15
million+ people with one or
more long-term condition,
including mental health
conditions

Empower patients to
take an active part in
their own care

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

A modern model of integrated
care

Reducing the amount of
time people spend
avoidably in hospital
through better and more
integrated care in the
community, outside of
hospital

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

To work with our partners to
transform health and social care
through the effective use of joint
funding

Access to the highest quality
urgent and emergency care

Increasing the proportion of
older people living
independently at home
following discharge from
hospital

Patients will
experience services
that are joined up

To improve engagement with
member practices, patients, the
public and carers, and to ensure
this is embedded within the CCG
governance structure

A step-change in the
productivity of elective care

Increasing the number of
people with mental and
physical health conditions
having a positive experience
of hospital care

Specialised services
concentrated in centres of
excellence

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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Progress of the Operational Plan Deliverables
Shown below are the areas that have been delivered or will be delivered within the agreed timescales as
defined in the 2014/15 Operational Plan:
Progress

Area

Early Supported Discharge
Roll out of rapid response across Watford
Revise and implement specification for podiatry service
Commission a prime contractor model for gynaecology services
Review ENT and audiology services and implement changes
Review dermatology services and implement changes
Revise specification for community diabetes service and implement changes
Revise specification for District Nursing and implement changes
Review consultant to consultant referral policy and implement changes
Reduction in spend on prescribing ‘specials’
Identify and implement available prescribing rebates income
Patients report increased level of support to manage their long term conditions using
LTC6 DH validated questionnaire
Increase in people dying in their place of choice and in recording that choice
Reduction from 2013/14 in new to follow up appointments
Reduction from 2013/14 in elective cases
Reduction in procedures of limited clinical value
Implementation of falls key pathway
Increased ambulatory care pathways managed in community / primary settings
Implementation of enhanced community respiratory service
Review of intermediate care and enablement beds
Implement enhanced case management of care home patients
Incentive scheme to improve the quality and appropriateness of referrals
Benchmark first to follow up ratios for a number of specialities and introduce caps
Identification of stable cancer patients who can be managed through primary care
Develop a schedule of direct access tests with agreed local tariffs
Reduce admissions of those aged 65 and over to acute care and maintain people’s
independence for as long as possible

Planned and Primary Care
Planned and Primary Care
Planned and Primary Care
Planned and Primary Care
Planned and Primary Care
Planned and Primary Care
Planned and Primary Care
Planned and Primary Care
Planned and Primary Care
Planned and Primary Care
Planned and Primary Care
Planned and Primary Care

Jointly commission a greater range of services removing organisational boundaries –
IDAT Therapy

Integration

Responsibly share data and information on patients so professionals understand
individuals needs

Integration

Enhance Care Navigators by providing training to ‘local navigators’
Introduction of peripatetic social work team to be deployed at acute hospital sites to
deal with peaks in delayed discharge

Integration
Integration

Improving quality of care for people with dementia

Integration

Developing services to prevent people being admitted to hospital unnecessarily –
Community navigators
Full implementation of Summary Care Records
Comparative analysis to reduce variation and improve outcomes
Implementation of national initiatives such as online appointment booking
Development of a robust IT strategy
Using local knowledge from CCG patient groups 360 degree survey
Protected time for clinical education meetings
Dedicated education and training section on the intranet
Organisation has agreed set of values

Integration

Planned and Primary Care
Planned and Primary Care
Planned and Primary Care
Planned and Primary Care
Planned and Primary Care
Urgent Care / Primary Care
Planned and Primary Care
Planned and Primary Care
Planned and Primary Care
Planned and Primary Care
Planned and Primary Care
Planned and Primary Care
Planned and Primary Care
Integration

Enablers
Enablers
Enablers
Enablers
Enablers
Enablers
Enablers
Enablers
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Appendix 11: Quality Objective
The Vision

The Priorities

The Core Themes

Patient Safety

1v

Prevent healthcare associated Infection

2

Safeguard Vulnerable Adults and Children

3

Learning from clinical incidents to reduce risk
and improve services

4

Monitor and act on variations in Mortality rates
(HSMR/SHMI)

Everyone in Herts

Clinical
Effectiveness

5

Ensure services are commissioned and delivered
using

the

available

evidence

base,

reduce

variations and are outcomes focused

Valleys will
access safe care
that is evidence
based and

6

Patient
Experience

Monitor and improve the experience of patients
accessing commissioned health care services

provides a
personalised and

7

responsive

Ensure that all providers are appropriately
registered with the Care Quality Commission

service.

(CQC)

Assurance

8

Ensure

effective

quality

input

into

the

evaluation

of

commissioning cycle
9

Strengthen

the

quality

commissioned services
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