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1. Foreword
NHS England’s ‘Five Year Forward View’ sets out how the health service needs to change, arguing for a
more engaged relationship with patients, carers and the public to promote health and wellbeing and prevent
ill-health. It sets out the vision for the NHS of the future and the steps that need to be taken to ensure a
sustainable health service which continues to provide comprehensive and high quality care for all.
The Suffolk Health and Wellbeing Board’s is committed to delivering the ‘Forward View’ locally and its vision
that people in Suffolk live healthier, happier lives supports the national direction. Organisations in west
Suffolk also want to narrow the differences in life expectancy between those living in our most deprived
communities and those who are more affluent through achieving greater improvements in more
disadvantaged communities. Care of the elderly is also a key feature of the vision given the rising age of the
local population.
In west Suffolk, the ‘system’, including all our local health services, care services, district and borough
councils, Suffolk County Council, the Clinical Commissioning Group, local GPs and the voluntary sector and
communities are developing a united vision, underpinned by a desire for a more integrated approach to
working and to provide joined up health and care services.
The case for integration is made stronger by the reductions in public sector funding which are placing severe
strain on all our organisations, meaning that we need to make a transformational change in how we deliver
services, in order to continue to provide high quality and comprehensive services for the people in west
Suffolk.
Organisations in west Suffolk are already committed to creating an integrated health and care system that
supports our population to keep well and to remain living independently with a good quality of life for as long
as possible. All partners are committed to delivering high quality person-centred services. They agree that
the only way to do this effectively is to work together to remove barriers and costs, and ensure that we spend
as much as possible of our budgets on the direct provision of care. The CCG believes that a more integrated
system will help us to manage demand pressures, as well as give us the ability to use our funding more
effectively.
During 2016/17, work will continue towards this system reform and redesign of the way t h e l o c a l health
and social care systems work. This will build on the successful ‘Connect’ Sudbury project and build a more
cohesive health and care system with cross-organisational working.
The CCG believes that if the system as a whole can create a shared vision, with shared principles and
priorities so much more can be achieved and thus the health and care organisations of primary care, acute
hospital, mental health trust, social care, public health and Clinical Commissioning Group have come
together and agreed to work together towards an Integrated Care System (ICS).
The key elements of the ICS are to develop a health and care model where:





people manage their own health and social care with the right support when needed;
communities are easy and supportive places to live with a health or care needed;
the health and care system is coordinated and effective;
higher cost interventions are replaced where possible with lower cost interventions.

The local infrastructure will ensure the continued delivery of high quality services and improved outcomes for
patients, and ensure that the local health system is sustainable in the light of the financial challenges it faces.
The health system will continue to work closely in partnership and with other stakeholders, as part of an
Integrated Care System, to ensure that the significant changes to the way that services are delivered
continue to provide value for money services that meet the needs of the local population.
This Operational Plan sets out how the CCG will drive forward the transformational changes in order to
continue to provide high quality and comprehensive services for the people in west Suffolk.
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2. National Background and Context
Introduction
In October 2014, NHS England published its “Five Year Forward View” setting out a clear direction for the
NHS for the next five years. It articulates a priority focus and radical upgrade in prevention and public health.
Furthermore, it is envisaged that when people do need health services, patients will gain far greater control
of their own care, and that the NHS will take decisive steps to breakdown the barriers in how care is provided
– delivering health and care needs a more joined-up and integrated way.

2.1

NHS Five Year Forward View

The ‘NHS Five Year Forward View’ (http://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf)
sets out how the health service needs to change, arguing for a more engaged relationship with patients,
carers and the public to promote health and wellbeing and prevent ill-health.
It sets out the vision for the NHS of the future and the steps that need to be taken to ensure a sustainable
health service which continues to provide comprehensive and high quality care for all. This iincludes the
better prevention of ill-health, empowering patients, engaging diverse communities, and stimulating the
development of better models of care, supported by innovative use of technology and workforce.
The ‘Forward View’ articulates how the health service needs to
address three primary aims:






Closing the health and wellbeing gap – tackling
health inequalities, implementing the national Diabetes
Prevention Programme, addressing obesity, and
promoting self-care;
Driving transformation to close the care and quality
gap – developing new models of care, sustaining and
enhancing access to primary care, transforming urgent
and emergency care, transforming cancer prevention,
diagnosis and treatment, improving mental health
services (including dementia), improving the quality of
care and safety, ensuring responsible prescribing of
antibiotics, rolling out seven-day services, delivering a
fully interoperable health and care system, developing
and retaining a skilled workforce, and implementing
innovation and learning;
Closing the finance and efficiency gap – delivering the required annual efficiencies, tackling
variation in demand, moderating demand growth, and improving workforce productivity.

The ‘Forward View’ establishes a significant move towards “place-based” clinical commissioning that will be
accelerated in 2016/17. The CCG will be given the ability to influence an increasing proportion of the total
local and regional NHS commissioning resources, including primary care and specialised services. This will
put them in a much better position to match investment decisions with the needs and aspirations of their
local communities, for example to improve primary care and mental health services. Linked to this, the CCG
will also be enhancing their joint commissioning arrangements with local government (e.g. for the operation
of the Better Care Fund – sec.6.5.1.2 refers).
In addition, there will be a continued and intense focus on delivering the requirements of the NHS Mandate
and patients’ rights and pledges as set out in the NHS Constitution (sec. 2.4 refers).
The CCG has fully embraced the direction established in the Forward View, and sets out within this
Operational Plan how delivery of this national strategy will be accelerated locally during 2016/17.

2.2

NHS Mandate

The Government’s Mandate to NHS England (https://www.gov.uk/government/publications/nhs-mandate2016-to-2017) sets out the objectives and direction for the NHS through to 2020 and how to achieve them.
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2. National Background and Context
For the first time, the objectives in the Mandate are underpinned by specific deliverables for 2016/17 and in
the years to 2020/21. The objectives are summarized below.








through better commissioning, improve local and national health outcomes, particularly by
addressing poor outcomes and inequalities;
to help create the safest, highest quality health and care service;
to balance the NHS budget and improve efficiency and productivity;
to lead a step change in the NHS in preventing ill health and supporting people to live healthier lives;
to maintain and improve performance against core standards;
to improve out-of-hospital care;
to support research, innovation and growth.

The objectives set out in the Mandate are core to delivering the ‘Forward View’ and ensuring a sustainable
health and care system. They also set the context against which this Operational Plan has been developed.

2.3

NHS Outcomes Framework

The NHS National Outcomes Framework, together with the Adult Social Care and Public Health Outcomes
Frameworks together support the Government’s desire to improve integration of services. The NHS
Outcomes Framework is structured around five domains, which set out the high-level national outcomes that
CCGs should be aiming to improve. They focus on:






preventing people from dying prematurely;
enhancing quality of life for people with Long Term Conditions, including mental health illnesses;
helping people to recover from episodes of ill-health or following injury;
ensuring that people have a positive experience;
treating and caring for people in a safe environment.

These outcomes have been translated into seven specific, measurable ambitions, or critical indicators of
success, against which the CCG will be aiming to demonstrate significant improvement:








securing additional years of life for people with treatable mental and physical health conditions;
improving health-related quality of life for people with Long Term Conditions, including Mental
Health;
reducing the amount of time people spend in hospital by having better more integrated care in
community;
increasing proportion of older people living at home independently following discharge from hospital;
increasing the number of people with physical and Mental Health conditions who have a positive
experience of hospital care;
increasing the number of people with a positive experience of care outside of hospital, in General
Practice and in the community; and
Making significant progress towards eliminating avoidable deaths in our hospitals caused by
problems in care.

Additionally, NHS England has identified three more key measures where there is an expectation of
significant focus and rapid improvement:




improving health - through promoting healthy environment and lifestyles;
reducing health inequalities - between communities and within communities; and
moving towards parity of esteem, ensuring an equal focus of improving mental health and physical
health.

It is acknowledged that significant changes to the way health service are delivered will be required if the
above outcomes and ambitions are to be fulfilled. A number of transformational ‘models of care’ are being
developed that will need to be in place in a high quality, sustainable health and care system. The CCG’s
approach to these is detailed further within this Plan.
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2. National Background and Context
Finally, there are four essential elements that will apply to all of the characteristics of a successful and
sustainable health economy. The essential elements are:





quality, focusing on patient safety, patient experience, compassion in practice, staff satisfaction,
seven day services, and safeguarding;
access; focusing on disadvantaged and minority groups, extending access in primary care;
innovation; delivering change through innovation, adopting and promoting best practice, continual
research and evaluation;
value for money; focusing on effectiveness, efficiency and improved procurement.

The diagram below summarises the national framework through which NHS England’s overarching vision will
be achieved, which will support delivery of the ‘Forward View’, and against which the CCG will aim to deliver
high quality service locally for the people of west Suffolk.

2.4

NHS Constitution

The NHS Constitution establishes the principles and values of the NHS in England. It sets out rights to
which patients, public and staff are entitled, and pledges which the NHS is committed to achieve. Under the
Constitution, patient’s rights and privileges include the delivery of:







patient admission, transfer or discharge within 4 hours from arrival in A&E;
ambulance response times;
maximum of 18 weeks from referral to treatment;
maximum of 6 weeks wait for diagnostic tests from referral;
cancer waits for referral and treatment;
mental health access waiting times.

The CCG has embraced these rights and pledges within this Operational Plan and sets out (sec.6.4 refers)
its plans to commission sufficient services to ensure it can deliver those rights and pledges for patients on
access to treatment.
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3. Local Background and Context
Introduction
In 2016/17, the CCG will spend around £298m on commissioning healthcare services for local people. The
CCG’s population is registered with 24 west Suffolk practices and is predominantly rural with the population
scattered in small towns and villages. Geographically, the area includes Forest Heath and St. Edmundsbury
local authority districts and part of Mid Suffolk and Babergh districts.

3.1

Demographic Profile

The number of registered patients in general practices
in the CCG was 243,117 (Qtr. 3 2014/15) persons of
all ages (males: 120,460; females: 122,657).
The number of persons aged 65 years and over
formed 21.8% (53,103/243,117) of the population of
registered patients in the area covered by the CCG.
The graph shows a population pyramid for the CCG.
16% of the CCG's registered population are under age
15 (England average 17.2%) and 9.5% are aged 75 or
over (England average 7.8%).
The resident population is projected to increase in
size, rising to 255,900 persons in 2036. In 2016,
persons aged 65 years and over will form 21.8% of
the resident population. In 2036, this is expected to
rise to 29.4% of the resident population.
3.1.1

Deprivation

West Suffolk is generally an affluent area, with pockets of relative deprivation in Bury St. Edmunds and the
small towns of Haverhill, Mildenhall, Newmarket and Sudbury. The most deprived general practice areas
include Haverhill Family Practice, Clements Christmas Maltings, Siam Surgery and Hardwicke House.
3.1.2

Life expectancy and main causes of death

Life expectancy in west Suffolk is relatively high. In 2010-12 life expectancy at birth in males was 81.0 years,
and males could expect to live 81.9% of their life in “good health”. In 2010-12 life expectancy at birth in
females was 84.5 years, and females could expect to live 80.2% of their life in “good health”. In 2010-12, life
expectancy at age 65 was 19.6 years in males and 22.1 years in females.
In the calendar years 2012-14 the main causes of death in west Suffolk CCG were neoplasms (29.7%),
diseases of the circulatory system (28.0%), and diseases of the respiratory system (13.4%).
3.1.3

Morbidity and mental illness

During the period 2008/09-2012/13, standardised emergency admission ratios for coronary heart disease
(87), stroke (89.2) and myocardial infarction (91.2) in west Suffolk were below the England average (100). In
2007-11, a standardised incidence ratios for all cancers (104.7), colorectal cancer (114) and prostate cancer
(138.3) were significantly above England as a whole (100). Dementia is a main cause of ill health in west
Suffolk, mainly in the elderly. It is projected that there will be 3,776 persons aged 30 years and over with
dementia in 2016 and 4,397 persons with dementia in 2021.
3.1.4

Lifestyle

In 2013 the estimated prevalence of smoking in persons aged 18 years and over in west Suffolk was 15.3%
(estimated number of smokers in CCG: 29,438; England: 18.4%). In 2011-13 the alcohol-specific mortality
rate in persons of all ages in was 9.4 deaths per 100,000 residents (60 deaths; England: 11.9).
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3. Local Background and Context
3.2

System Leadership

3.2.1

Suffolk Chief Officer Leadership Team

The Suffolk Chiefs Officer Leadership Team (SCOLT) is seen as the operational leadership group for the
public sector in Suffolk and its membership consists of the Chief Executives of the County, District and
Borough Councils in addition to the three CCGs in Suffolk and Suffolk Constabulary. The three main areas of
focus are:



3.2.2

The priorities for Suffolk with a specific remit around issues affecting local government and partner
agencies;
Supporting politicians and ensuring the democratic voice in wider public service discussions is heard
both locally and nationally;
Collaborating across public services with a mandate of working towards improved two-tier
government and integration;
Suffolk Public Sector Leaders Board

The Suffolk Public Sector Leaders (SPSL) is the strategic leadership group for government in Suffolk with
membership consisting of the Leaders and Chief Executives of all the Suffolk Councils, the Chair of the
Health and Wellbeing Board, the Police and Crime Commissioner and the Chief Constable. The Board
focuses on issues affecting government, with a particular focus on community safety, policing, health and
wellbeing issues, ensuring a strong Suffolk political voice in regional and national policy matters.
3.2.3

Suffolk Health and Wellbeing Board

The Suffolk Health and Wellbeing Board is the key strategic leadership group for health, care and wellbeing
and has a wider system-leadership focus. The Board is the forum where the CCG, together with Suffolk
County Council, District Councils and other key stakeholders from the local health economy agree and
address strategic priorities. Under this umbrella, the CCG and local authority colleagues are actively
engaged on a number of fronts (as well as developing the visions and ambitions that underpin this Plan).
The State of Suffolk Report 2015 report provided an updated overarching analysis of health and wellbeing in
Suffolk and highlights the following cross-cutting themes:





Stronger / resilient communities;
Embedding prevention;
Addressing inequalities;
Health and Care integration.

In addition, the 2015 Annual Public Health report has been published. This focuses on the importance of
prevention, specifically in the short to medium term (5-10 years) and pulls together the evidence that could
drive a real change for people in west Suffolk, helping people to live longer in good health. This sets the
background for Suffolk’s first “Prevention Strategy“ (sec. 6.1 refers).
The themes from the State of Suffolk Report have been embedded across the four Health and Wellbeing
Board priorities, and have been refreshed within the “Joint Health and Wellbeing Strategy (refresh 20162019).” The refreshed Strategy reflects the changing environment for public services in Suffolk and sets out
the four key outcome and associated priorities shown below.
The Strategy will deliver the overarching vision that people in Suffolk live healthier, happier lives, and will aim
to narrow the differences in healthy life expectancy between those living in our most deprived communities
and those who are more affluent through greater improvements in more disadvantaged communities.
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3. Local Background and Context

The Health & Wellbeing Board is committed to remove organisational barriers and to having relentless focus
on improving the health and care outcomes for people in Suffolk, with seamless services and support to
promote independence, and preventing further dependency on long term and emergency health and care
services.
3.2.4

Suffolk Commissioners Group

The Suffolk Commissioners Group exists to deliver a joined up approach to commissioning Suffolk services
for delivery of elements of the joint Health and Wellbeing Strategy and other areas of agreed joint working as
appropriate.
The key functions of the group are to:




3.2.5

identify and agree on areas of beneficial joint commissioning for priorities identified through the
H&WB Board;
agree plans to deliver the joint strategic aims where cross organisational commissioning is required;
scrutinise progress of the joint commissioning workstreams and remove blockages to progress;
deliver system leadership in the optimum use of resources to deliver the best overall outcomes for
Suffolk residents
System Resilience Group

The west Suffolk System Resilience Group (SRG) provides a forum for partnership working in order to
undertake day-to-day system resilience work to ensure effective operational management of the local health
and care system. The SRG forms part of the integrated health and social care governance structure,
answerable to the Suffolk System Leaders Partnership and ultimately to the Health and Wellbeing Board.
The key functions of the SRG are to:
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provide senior leadership oversight to the development and delivery of a locally defined joint vision
and plan that delivers on the joint Suffolk wide strategic aims and ambitions;
identify and agree on areas of beneficial joint working priorities;
scrutinise progress of the joint delivery workstreams and remove blockages to progress;
scrutinise system performance against the system wide metrics that require cross organisational cooperation;

3. Local Background and Context


3.2.6

deliver system leadership in the optimum use of resources to deliver the best overall outcomes for
west Suffolk residents;
Integrated Care System

The 'Forward View' argues that the NHS must take decisive steps to break down the barriers in how care is
provided between family doctors, and hospitals, between physical and mental health, between community
services and social care. It argues that we need to see far more care delivered locally and organised to
support people with multiple health conditions, not just single diseases.
The CCG believes that if the system as a whole can create a shared vision, with shared principles and
priorities so much more can be achieved than the CCG is able to do on its own. The CCG has committed
to remove organisational barriers and to having relentless focus on improving the health and care outcomes
for people in west Suffolk.
The health and care organisations of primary care, acute hospital, mental health trust, social care, public
health and Clinical Commissioning Group have come together and agreed to work together towards an
Integrated Care System (ICS).
The key elements of the ICS are:







a health and care model where:
 people manage their own health and social care with the right support when needed;
 communities are easy and supportive places to live with a health or care needed;
 the health and care system is coordinated and effective;
 higher cost interventions are replaced where possible with lower cost interventions.
a set of agreed principles and behaviours for joint working as a board;
the need for an agreed joint system transformation plan;
the need for financial and governance arrangements that align organisations and front line staff to
deliver the health and care model for the benefit of the population. This should support a greater
focus on locality working and co-location of provider teams;
joint working to be progressed further on enablers to the system, including IT, recruitment,
engagement & communication, training and development.

There are three key steps proposed for 2016/17 in the development of the ICS:


Development and Delivery of a System Transformation Plan (STP): To produce an agreed system
wide prioritised plan of actions to move the system towards the agreed clinical model. This will be
created in partnership between our commissioners and providers. Delivery of the plan will therefore
require organisations to work together, possibly pooling staff and financial resources, to deliver the
agreed changes.
Individual organisations will still produce internal savings plans for areas under their direct control but
individual redesign plans will be replaced by one system transformation programme.
The plan will need to give prominence to estates and workforce development – particularly how we can
co-locate provider teams in our localities – and ensure they have joined up IT systems. It will also need
to include the Primary Care strategy currently under development.



Agreement of New Financial Arrangements Between CCG and Acute Trust: As a first step towards
aligning financial incentives across the system, the proposal for 2016/17 is to move to financial
arrangements between the CCG and acute trust that incentivises both organisations to focus on the
actual costs of providing healthcare for individuals.
Details need to be negotiated but the proposal is for a percentage of the total per capita income received
by the CCG for the local population to be allocated to local acute and community care, any under or over
spend of actual costs (net of out of area income) will be shared on a pre-agreed percentage between the
CCG and acute trust. The intention is that both the CCG and acute trust are incentivised to reduce costs
through efficiencies and by promoting prevention and low cost interventions over higher cost
interventions.
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3. Local Background and Context
It is hoped that other organisations will join the financial risk share arrangement as the ICS develops.


Revised Governance Arrangements: The governance arrangements of organisations and the system
will need to be adapted to be fit for purpose to ensure successful delivery of these developments.
Specifically:



ensuring joint scrutiny, oversight and delivery of the system transformation plan;
ensuring arrangements are in place between the parties to the new financial arrangements
(initially the CCG and acute trust) to ensure that services delivered are of a high quality,
meeting performance targets and are value for money.
consideration of governance that supports greater locality working.

Some of the key areas of change for 2016/17 will be:

Service Improvement: Service improvement and redesign has largely been driven by provider-led
operational changes or CCG-led CQUIN or detailed service specifications, procurement and
monitoring against KPIs. Delivery of the system transformation programme will require clarity of
desired outcomes from commissioners and more joint working and incremental operational change.
Procurements will remain important for areas where external expertise, resources and innovation will
benefit the system.
The teams currently involved in service improvement activities will need to change the way they
work to ensure the system transformation programme is delivered with pace, focus and on the
ground change is implemented effectively.



Managing Quality and Performance of Services: Currently, provider organisations manage and
scrutinise this internally and the CCG provides external scrutiny. The CCG highlights areas of
concern and escalates through contractual means to ensure remedial action plans, where required,
and financially penalising providers for failure. The system currently has high quality and high
performing services relative to others and this cannot be lost.
During 2016/17, the CCG and acute trust will agree how to maintain the high levels of scrutiny and
delivery within the new financial arrangements and this will be extended to other organisations as
arrangements expand.



Financial Management: During 2016/17, resources will be re-focused to support the system to
understand cost drivers, identifying cost saving opportunities and monitoring the impact of changes
made. The finance teams will work more closely together as the financial position of organisations
becomes more reliant on the overall system financial position.



Organisational Meeting Structure: With more joint accountability and shared risk, organisations
and, in particular (in 2016/17) the CCG and hospital, will adapt meeting arrangements to ensure the
right people are engaging at all levels of the organisations to ensure things move at pace,
accountability is clear and that appropriate levels of scrutiny and challenge are in place. From late
2015, joint-Executive meetings were established on a monthly basis. These will continue to be
embedded in 2016/17 and widened to include other partner organisations as appropriate.

In summary, the local infrastructure will ensure the continued delivery of high quality services and improved
outcomes for patients, and ensure that the local health system is sustainable in the light of the financial
challenges it faces. The health system will continue to work closely in partnership and with other
stakeholders, as part of an Integrated Care System, to ensure that the significant changes to the way that
services are delivered continue to provide value for money services that meet the needs of the local
population.
3.2.7

Joint Commissioning Committee

Primary care is central to the new population-based health care models described in the Forward View. The
CCG established its Joint Commissioning Committee in 2015 to jointly commission primary care services,
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and will be working with NHS England on the continued local implementation of arrangements during
2016/17.
The Joint Commissioning Committee for the CCG has been set up so that there is representation from both
the CCG and NHS England. A Terms of Reference was presented and agreed at a preparatory and
introductory meeting in September 2015. The Terms of Reference comply with the national guidance for
CCGs taking up the joint delegation option for commissioning primary care services.
The CCG’s Constitution has been revised to take into account the changes required by the move to cocommissioning of primary care
and this is available on the CCG’s website at:
http://www.westsuffolkccg.nhs.uk/about-us/our-constitution/
The CCG acknowledges its obligations to meet in public, and will be holding its April 2016 Joint
Commissioning Committee in public.
The CCG will continue to work with NHS England to review the future arrangements for primary care
commissioning to ensure strong, sustainable and effective primary care services are embedded into the local
health economy which can deliver high quality health services that supports a healthy population.

3.3

CCG Clinical Priorities

The CCG has developed its own distinctive ambition (informed by the Joint Strategic Needs Assessments)
and underpinning priorities for 2016/17 to accelerate the delivery of the Five Year Forward View and provide
a local approach for delivery of the Health and Wellbeing Strategy. At the heart of this ambition is the view
that greater integrated working is the primary vehicle to improve the quality of those services locally. The
CCG, therefore, has the following ambition – “to deliver the highest quality health service in west
Suffolk through integrated working”.
Supporting the delivery of the CCG’s ambition are six clinical priorities, which are aligned to both national
and local frameworks:







develop clinical leadership;
demonstrate excellence in patient experience and patient engagement;
improve the health and care of older people;
improve access to mental health services;
improve health and wellbeing through partnership working;
deliver financial sustainability through quality improvement.

The CCG’s priorities will be delivered through the Integrated Care System, which will drive the local system
response to both national and local requirements.
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4. Commissioning for Better Outcomes and Healthier Lives
4.1

Planning Cycle

At specific times in the year, the CCG will review
its medium to long-term strategic plans and set out
its annual commissioning and operational plans.
The CCG adopts the planning model cycle set out
opposite.
Built into this process is an annual programme of
patient and public engagement that will give all of
our networks the opportunity to understand and
contribute to planning decisions.
Following the success of the last ‘Patient Revolution’
event in July 2015, we will be holding other events in
2016. This ensures stakeholder input into our
commissioning cycle and ensures that the CCG has
opportunity to feedback on how previous input was
used.
The CCG will maintain open channels for service user and carer feedback on service quality and the patient
experience. These include a range of routes, such as:




service user and carer surveys and feedback questionnaires;
informal and ad hoc reports from practices and local patient groups;
reports from complaints, patient advisory and liaison services and information requests

This type of feedback will link to the CCGs Clinical Quality monitoring function. Where possible, the CCG
would aim to address issues and resolve problems as quickly as possible as part of our day to day work, as
well as considering an analysis of feedback in regular performance and quality reports.

4.2

Commissioning Intentions

The framework of the CCG’s Commissioning Intentions is to deliver even better care for the people of the
west of Suffolk within a more sustainable system. The Commissioning Intentions also provide details of the
key initiatives and changes that the CCG expects to implement in 2016/17, setting out how the CCG will
implement its strategic vision of system reform and redesign, and deliver against its overarching ambition
and clinical priorities.
The full document can be found at
http://www.westsuffolkccg.nhs.uk/search_gcse/?q=commissioning%20intentions
Key to the CCG’s success is the strong relationships built with our partners, and this theme of joined-up
working will continue during 2016/17.
In order to achieve its key priorities, the CCG has organised the workload into four key workstreams:





Integrated Care (incorporating unplanned, emergency, continuing health care, ‘end of life’ and
cancer care);
Planned Care (incorporating elective care);
Mental Health, Children and Young People (incorporating maternity care);
Medicines Management

These are supported and facilitated by strategies focusing on prevention (with Public Health and Suffolk
County Council), Primary Care, information technology and workforce planning.
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Introduction
The ‘Forward View’ sets out how the health service needs to change, sets out the vision for the NHS of the
future and the steps that need to be taken to ensure a sustainable health service. Planning by organisations
will be increasingly supplemented by planning by place for local populations, removing barriers between
health and care organisations.

5.1

Sustainability & Transformation Plan

The west Suffolk heath and care system is creating its own ambitious local plan for accelerating delivery of
the ‘Forward View’ through production of its five year ‘Sustainability & Transformation Plan (STP) 2016/172020/21’.
Working a part of a planning ‘footprint’ which includes Ipswich & East Suffolk CCG, Suffolk County Council,
Public Health, North East Essex CCG, partners, patients and the public, the health and care ‘system’ is
developing a plan with a clear and powerful vision which will secure the continuity and sustainability of high
quality care for local people by 2020/21.
The STP will set out the overarching aims and plans in three sections focusing on:




West Suffolk CCG and Ipswich and East Suffolk CCG areas;
North East Essex CCG area;
Opportunities for joint working between Ipswich and Colchester Hospitals with an emphasis on
financial sustainability and quality outcomes.

The STP will be the overarching plan for the ‘footprint’ holding underneath a number of Transformation
Programmes which may be on different geographical area, i.e. some will be at CCG/Integrated Care System
(ICS) level and others pan-county.
5.1.1

Transformation Programmes

The vision underpinning the emerging STP is that “people in Suffolk live healthier, happier lives” (adopting
the Health and Wellbeing Strategy vision). The CCG believes that this vision will be achieved through four
interlinked programmes of transformation:




A step change in health prevention and the building of safer, stronger, resilient communities;
Transforming locality based care and support through health, care and other services
integration;
Creating sustainable acute and specialist care for our population.

The fourth programme underpins the delivery of the other three programmes:


Enabling better health and care through the development of innovative new models of care
and ways of working

The Transformation Programmes will be a key part of the STP and are being developed to deliver the
change required to meet our agreed health and care vision, principles and outcomes. The Transformation
Programmes will describe the priorities for the system in line with the Health and Care Review and building
on the Integrated Health and Care Model (approved by the system in January 2015). The Transformation
Programmes will deliver national planning requirements, local health and wellbeing priorities and other
specific system wide strategies
In line with plans for the creation of an Integrated Care System in west Suffolk (sec. 3.2.6 refers), the ‘system’
is seeking to adopt a more collaborative approach with joint teams focusing on productivity, pathways and
clinical innovation. As the detail of the Transformation Programmes are developed these will be incorporated
in contractual relationships between commissioners and providers.
The following overarching outcomes have been identified as part of the Health & Care Review, which reflect
national policy and direction and will be the driving force behind the Transformation Programmes:
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people manage their own health and social care with the right support when needed;
communities are easy and supportive places to live with a health or care needed;
the health and care system is coordinated and effective;
higher cost interventions are replaced where possible with lower cost interventions.

Each of the Transformation Programmes will be underpinned by a number of principles which will be core to
both planning and implementation:











focus on improving outcomes and reducing inequalities – what’s best for Suffolk and its people;
shared outcomes performance measures across the local system;
multi-year budgets which create financial balance across the system;
patient / population centred joined up care around geographic localities;
co-production with people who use services and those who work within them;
integration and whole system thinking across public services – provision, commissioning and backoffice functions;
letting go of organisational boundaries and barriers, but respecting individual identities;
better accountability and transparency across system partners;
efficient and effective approaches, simpler and joined up working;
focus on self-help, early help and prevention.

5.1.1.1 A step change in health prevention and the building of safer, stronger, resilient communities
By upgrading prevention and self-care and building safer, stronger, resilient communities, the system is
proposing to radically change the way people view and use public services, creating a new relationship
between people and public services. This will be done through four key developments:
1. Enable people to take responsibility for and manage their own health and wellbeing, including
through the use of technology;
2. Develop a range of networks which use utilising the collective assets of the private, voluntary and
community sectors, embedded in our communities localities, to supporting local people;
3. Significantly increase earlier intervention to prevent mental and physical ill health and identify the
‘missing thousands’;
4. Support children and young people to have the best possible start in life through implementing our
Families 2020 Strategy;
5. Working across Suffolk to ensure that Suffolk has an adequate supply of suitably located, well
designed, supported accommodation for those in need.
5.1.1.2 Transforming locality based care and support through health, care and other services
integration
The aim of this programme is to integrate health, care and other services within each locality across Suffolk
so as to enable people to stay well at home through four key developments:
1. Bring together the physical and mental health and care workforce, such as GPs, social workers and
district nurses, into Integrated Neighbourhood Teams working together to risk stratify, assess, plan
and target coordinated services so that people’s health and care needs are proactively met;
2. Developing and delivering sustainable primary and community care at scale;
3. Create coordinated access arrangements for urgent, emergency and planned health and care
services operating 24/7;
4. Develop 24/7 integrated health and care reactive responses to enable people to stay at home and to
leave hospital at the earliest opportunity with rehabilitation, recovery and end of life support as
appropriate.
5.1.1.3 Creating sustainable acute and specialist care for our population
The aim of this programme is to ensure that our population is served by sustainable acute and specialist
care based through four key developments:
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1.
2.
3.
4.

Improve the quality and safety of clinical services;
Improve productivity of our local acute and specialist care services;
Improve delivery of acute and specialist care;
Increase collaboration across acute and specialist care providers.

5.1.1.4 Enabling better health and care through the development of innovative new models of care
and ways of working
The aim of this programme is to radically change the way in which health and care services are both
commissioned and provided through seven key developments:
1. Develop two integrated care systems (West Suffolk and Ipswich and East Suffolk) as vehicles for the
transformational change needed;
2. Radically change the way in which health and care is designed, by adopting a more collaborative
approach between commissioners and providers. This will include integrated commissioning
arrangements across health and care and the development of innovative capitated, outcomes-based
contracting and payment models which ensure that financial incentives are aligned across the
system;
3. Develop and deliver innovative shared information and intelligence solutions to support improvement
in health and care as described set out in the Digital Roadmap;
4. Create a One Public Estate across Suffolk utilising public sector property assets as a single
resource and key enabler for change;
5. Develop an efficient, integrated and flexible workforce which is focussed on the holistic needs of the
individual rather than organisations;
6. Use public engagement, co-production and activation to underpin system transformation;
7. Develop, test and implement new ideas to address the health needs of the local population through
drawing on the collective expertise of all partners from health and social care providers, academia
and industry collaborators.
5.1.2

Engagement

The success of the Sustainability & Transformation Plan (STP) “depends on having an open, engaging, and
iterative process that harnesses the energies of clinicians, patients, carers, citizens, and local community
partners including the independent and voluntary sector and local government through the health and
1
wellbeing board”.
The following six principles for person centred, community
focused services have been identified nationally as critical
to the success of local health economies and require a
new model of partnership.
Engagement around the current health and care model is
ongoing but the ‘system’ will continue to work with existing
relevant forums and committees to ensure that the STP is
developed collaboratively.
For example, the CCG coordinated a west Suffolk clinical
stakeholder event on Diabetes in January and an urgent
care workshop in February 2016.
The CCG continues to work with the Community
Engagement Group (sub group of Governing Body) on the
wider development of plans.

“Delivering the Forward View: NHS Planning Guidance 2016/17 – 2020/21”
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5.1.3

Governance

The Governance arrangements for development, sign off, and delivery of the STP will ultimately be with the
Health and Wellbeing Board. However, ‘system’ and statutory body approval will be in accordance with the
following structure:
Overarching approval:

Health and Wellbeing Board

West Suffolk
ICS ‘shadow
board’

‘System’ approval:

WSHFT
Board

Statutory Body approval:

Developed by existing
joint working groups including:

Key
Pan Suffolk
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West Suffolk
only

West Suffolk
SRG

WSCCG
Gov.
Body

NSFT
Board

Suffolk Commissioners
Group

Suffolk
County
Council

Joint Commissioners
Group

6. Improving Services for Local People
Introduction
NHS England’s publication “Delivering the Forward View: NHS planning guidance 2016/17 – 2020/21” sets
out a clear list of national priorities for 2016/17 and longer-term challenges for local systems. Whilst
developing long-term plans for 2020/21, the NHS has a clear set of plans and priorities for 2016/17 that
reflect the NHS Mandate and the next steps on implementation of the ‘Forward View’.
This section sets out how the CCG, working with the wider health and care system, will aim to deliver those
priorities and, at the same time, achieve improvements in the quality and safety of services, and improving
health outcomes for local people.

6.1

Preventing ill health and supporting people to live healthier lives

Health and care system leaders in Suffolk requested an approach to prevention that would lead to reducing
health and care demand in the next 5-10 years. The focus of the 2015 Annual Report of the Director of
Public Health was how preventing ill health could decrease health and care demand in the short and medium
term. The report provided the needs assessment and evidence base for the “Prevention strategy for Suffolk
2016-2021 which suggests prioritised actions for the system to take forward.
The Health and Wellbeing strategy is the overarching prevention strategy for Suffolk with the aim of
increasing healthy life expectancy and decreasing health inequalities. The four strategic outcomes (sec.
3.2.3 refers) have “Embedding Prevention” as one of the cross cutting themes running through all the
outcomes.
The “Prevention Strategy for Suffolk 2016-2021” sets outs a number core priorities for action:





Priority 1: Improving early detection and treatment of hypertension, atrial fibrillation, chronic
obstructive pulmonary disease, diabetes and “frailty”;
Priority 2: Improving direct and indirect support to those who wish to change their lifestyle;
Priority 3: Creating community and personal capacity and enhancing community and personal
resilience;
Priority 9 (tbc): Identify patients at risk of developing diabetes and deliver targeted interventions in
conjunction with the national diabetes prevention programme.

The following section sets out how the Strategy will specifically address diabetes, obesity and dementia,
linking in with the Health and Wellbeing strategy.
6.1.1

Diabetes and Obesity

The Prevention Strategy sets outs a number of priorities to tackle diabetes and obesity. The CCG will work
closely with Public Health to support delivery of the Strategy and the key actions therein, which include:
 Priority 1: Improving early detection and treatment of…diabetes…
The key actions within this priority include:



Increasing the number of individuals diagnosed with diabetes and optimising their treatment;
Ensure NHS Health checks are delivered in a way that maximises impact;

Specifically, the strategy will look to improve the prevention and detection management of those with
Diabetes, and increase the coverage and maximise the impact of the NHS Health check, with a focus on
diagnosing and supporting people with the condition. In addition, the strategy will focus on improving the
management of Type 2 diabetes and increasing the proportion of patients with optimal treatment to
national good practice levels.
From April 2016, the new Healthy Lifestyle provider commissioned by Public Health (Leeds Beckett
University) will screen high risk groups for Diabetes and support them to increase their physical activity,
manage their diet, stop smoking and refer to general practice for medical support.
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The Strategy also aims to reduce the number of people diagnosed with Type 2 diabetes in Suffolk each
year through adoption of the national Diabetes Prevention Programme. The Programme is a joint
commitment from NHS England, Public Health England and Diabetes UK, to deliver at scale, an
evidence-based behavioural programme to support people to reduce their risk of developing Type 2
diabetes.


Priority 2: Improving direct and indirect support to those who wish to change their lifestyle.

The key actions within this priority include:





Increasing the proportion of those who are physically active in Suffolk with the specific focus on
the priorities agreed by the HWB: active aging, a physical activity habit for life, walking, cycling
and increasing activity amongst those with disability;
Increase the proportion of the Suffolk population with healthy weight by providing opportunities
for the Suffolk population to improve their diet and increase the support available to those at risk
who wish to decrease their weight;
Support the public and voluntary sector workforce to fully understand their role in promoting
healthy lifestyles including the promotion of the ‘Making Every Contact Count’ programme.

Priority 9 (tbc): Identify patients at risk of developing diabetes and deliver targeted interventions in
conjunction with the national diabetes prevention programme.

The key actions within this priority include:





Rollout of plans and components of the national diabetes prevention programme (NDPP);
Develop plans to take forward local activity in conjunction with the NDPP;
Work with GP practices, using pre-defined criteria, to identify patients at risk and stratify into high
and low risk;
Healthy lifestyle interventions for people identified as being at high risk of developing diabetes.

The CCG will work closely with Public Health to support rollout of the national programme locally across
west Suffolk. General practices will also be participating in the Diabetes Prevention Programme.
Specifically, the strategy will look to increase scale of intervention, supporting adults each year with
weight loss programmes which will include dietary advice and increased physical activity. It will also aim
to increase the proportion of those physically active in the population by offering a programme for 3,000
most at risk adults each year and implement and promote broad strategies that increase activity as part
of daily living which focus on Suffolk’s ambition to become the most active county in England.
Specific actions include increasing access to healthy food and the ability to make informed choices about
the food eaten in Suffolk and increase the scale of weight management support to those at risk provided
by the Healthy Lifestyle service.
Through the ‘Connect’ health and social care integration sites there will be risk stratification of patient
registers to identify families at greatest need of support to achieve healthy weight. Healthy Lifestyle link
workers in each Integrated Neighbourhood team will systematically ensure improved pathways into the
Healthy Lifestyle Service. Healthy Lifestyle link workers for all practices will increase referrals to Suffolk
Child Weight Management Service delivered by Leeds Beckett University from April 2016.
Making Every Contact Count (MECC) is an opportunity for interactions between health and care staff
and those from other organisations to increase appropriate referral to the lifestyle service for advice and
to deliver brief interventions and support. All provider organisations will be aiming to increase the number
of staff completing the free MECC training.
6.1.2

Dementia

The Prevention Strategy sets outs a number of actions to address dementia, and to improve the quality of
post-diagnosis treatment and support for people with dementia and their carers. The CCG will work closely
with Public Health to support delivery of the Strategy and the key actions therein, which include:
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Priority 3: Creating community and personal capacity and enhancing community and personal
resilience.

Specific actions include promoting and supporting the development of Dementia Friendly Communities
across Suffolk and promoting and supporting grant making through the Dementia Fund. In addition, all
‘Connect’ site activity commissioned by the Neighbourhood Networks workstream will have a focus of
addressing social isolation and loneliness as a key theme.
The CCG will further support the national ambition for “two-thirds of the estimated number of people with
dementia in England to have a diagnosis and appropriate post-diagnosis support”. The CCG will strive to
deliver this locally by March 2017 through its local action plan which includes developing a comprehensive
post-diagnostic service model for people with dementia and their carers for procurement in 2016/17. This
work is being undertaken jointly with Ipswich and East Suffolk CCG and Suffolk County Council;
The CCG are also working with social care to review the current services for people with dementia and their
carers and to propose a plan for aligning commissioning to improve the pathway of dementia care
particularly post-diagnosis. This will include future commissioning arrangements from 2016 onwards to
eliminate gaps, fragmentation and short term funding. The intention is to complete a new specification by
May 2016.
In 2016/17, the CCG will continue to re-commission community post-diagnostic support from third sector
providers in order to avoid service gaps whilst this review is under way.
Section 6.4.3.1 sets out the full range of commissioning activities the CCG is undertaking to improve the
diagnosis of dementia, the quality of post-diagnosis treatment, and support for people with dementia and
their carers.

6.2

Improving health outcomes by addressing poor outcomes and inequalities

6.2.1

Closing the gap in health inequalities

The CCG, working closely with Health and Wellbeing partners, including Public Health, will continue to
support the groups of people in west Suffolk that have worse health outcomes and experience of care. This
ongoing piece of work is aimed at closing the gap in inequalities by targeting initiatives to groups with lower
life expectancies.
The independent Acheson inquiry (1999) into inequalities in health highlighted the main determinants and
how to address them. The CCG, working closely with Health and Wellbeing partners, including Public Health,
have built on these findings to support the groups of people in west Suffolk that have worse outcomes and
experience of care. This focused piece of work is aimed at closing the gap in inequalities by targeting
initiatives to groups with lower life expectancies.
With our partners, the CCG is working on the implementation of the three most cost effective high impact
interventions recommended by the National Audit Office report on health inequalities:




increasing the prescribing of drugs to control blood pressure;
increasing the prescribing of drugs to reduce cholesterol;
reducing health inequalities by addressing the major factors contributing to increased risk of vascular
disease.

In addition, the CCG will continue to develop the Marginalised and Vulnerable Adults (MVA) service during
2016/17. This service helps facilitate access to primary care for six identified communities:
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homeless people;
refugees and asylum seekers;
migrant workers;
ex-offenders;
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gypsies and travellers;
other black and minority ethnic communities.

As well as helping these groups into the health system by registering with a GP, the service also provides
some outreach healthcare to some of the groups listed above. The MVA service makes use of a telephone
interpreting service as well as face-to-face interpreters to ensure it is accessible for people who do not speak
English as a first language
6.2.2

Reducing the gap in life expectancy for people with severe mental illness

The gap between life expectancy in patients with a mental illness and the general population has widened in
recent times. The higher death rate associated with mental illness has focused on the elevated risk of
suicide, whereas most of the risk can be attributed to physical illness such as cardiovascular and respiratory
diseases and cancer (80% of deaths). Studies suggest that, nationally, the gap in life expectancy in people
with mental illness could be as high as 20 years for males and 15 for females.
The CCG continues to work in partnership with health and social care commissioners and statutory providers
as key members of the Suffolk Joint Commissioning Group for Mental Health and Learning Disabilities, and
the Children’s Joint Commissioning Group (which both report to the Suffolk Health and Wellbeing Board and
support the delivery of the Health and Wellbeing Board Action Plan).
Through this, the CCG actively contributes to the planning and development of working arrangements which
will directly benefit the health and wellbeing of people with mental illness and supports the Health and
Wellbeing Board priorities, specifically in ensuring that people in Suffolk have the opportunity to improve their
mental health and wellbeing. This includes ensuring that mental health is everyone’s business, not just
health, social care and the voluntary sector but employers, education and the criminal justice system.
The CCG’s plans for mental health services will respond directly to the recommendations of the Suffolk Joint
Strategic Needs Assessments, specifically focusing on delivering the following:



Joint Mental Health Commissioning Strategy for Adults 2014-2019;
Suffolk Joint Learning Disability Strategy 2015-2020.

The CCGs programme of work aims to support physical health needs including:
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embedding the Improving Physical Health Care CQUIN with NSFT to reduce premature mortality in
people with severe mental illness;
address the social components which cause poor physical health such as housing, employment,
integration into society – our Plans for the Suffolk Wellbeing Service re-procurement and the Mental
Health Pooled Fund specifically target the social components of ill health;
recognition that mental ill health often starts in childhood and through our early intervention work
supporting Children, Young People and their families through joint working with partners on the
action plan for the Children’s Emotional Wellbeing Group and the commissioning of primary mental
health services and eating disorder services for children and young people. In addition, this will
include improved post and perinatal mental health support for mothers;
early intervention to prevent mental health problems escalating through the access targets of the
Suffolk Wellbeing (IAPT) Service and the re-modelling of the service specification to include targeted
work at mental health and long term physical health conditions;
improving our crisis response to help prevent the escalation of mental health crises ( better support)
both in the community through the Crisis Concordat and to look after people with mental and
physical health needs in our acute hospital;
developing an integrated post diagnostic service for people with dementia which supports the Suffolk
Integrated Care programme to improve the system response to people with long term health
conditions;
targeted work to improve the pathway of care for people with autism and learning disabilities.
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6.2.3

CCG Improvement & Assessment framework – measuring outcomes

NHS England will be publishing a new assurance framework for CCGs in 2016. CCGs will receive an overall
rating (based on a four point scale) of outstanding, good, requires improvement, or inadequate. This will
provide the overarching assessment of improving outcomes, service delivery and patient experience etc.
CCGs will also receive an annual assessment in relation to four key facets of their function and
responsibility:

The framework also includes the following six clinical
priority areas which will also have an annual summative
assessment on the four point scale. Underpinning this will
be a number of performance metrics against which the
CCG’s performance will be assessed. These will cover
areas such as efficiency, core performance, use of
technology, and prevention.
During 2016/17, the CCG will continue to give particular
focus on maintaining and improving performance against
the measures set out in the framework.

6.3

Creating the safest, highest quality health and care service

In its report ‘Quality in the new health system – maintaining and improving quality from April 2013’ the
National Quality Board set out its expectation that quality is the ‘organising principle of the NHS and that a
‘relentless focus on quality means a relentless focus on how we can positively transform the lives of the
people who use and rely on our services’.
The CCG is responsible for meeting the needs of its population though the commissioning of high quality
services and to work as part of the whole health and social care system to safeguard high quality and patient
safety through integrated planning or these services.
The Health and Social Care Act 2012 requires that CCGs have a duty to ‘exercise their functions with a view
to securing continuous quality improvement in the quality of services and the outcomes that are achieved
from this provision’. In setting the bar high for quality the CCG will work with its providers to ensure that not
only do they deliver the essential standards of quality and safety regulated by the Care Quality Commission
(CQC), but they also strive for excellence and innovation in practice to drive up those standards for patients
and their families
The CCG is committed to working with our acute hospital and organisations providing healthcare in our area
to ensure that our patients receive the best possible care, have a positive experience of healthcare and are
treated safely. The CCG is actively working with the public, patients, patient groups and patient advocates;
other commissioners, health regulators, employers and representatives of the professions to ensure
mechanisms are in place whereby we are made aware of poor and unsafe practice so we can act quickly to
protect patients.
The CCG will ensure it collaborates in the use and requests for information from providers in support of
quality, safety and regulation by CQC e.g. through quality surveillance groups and shared intelligence. It will
25

6. Improving Services for Local People
utilise datasets and metric available through the NHSIC to monitor and benchmark the quality of local
services.
The following sections set out how the CCG will develop and implement local plans to ensure the continued
focus on the safety and quality of the services it commissions.
6.3.1

Implementing plans to make improvements in quality particularly for organisations in special
measures

The CCG will ensure that provider contracts contain the quality and performance indicators required to
comprehensively and effectively monitor the totality of the individual provider performance against the five
domains of the Care Quality Commission’s (CQC) framework for assessment: Are services; safe, caring,
effective, responsive and well-led.
In recent times, one provider who the CCG acts as lead commissioner for has been inspected and rated
under the new CQC inspection regimen. Norfolk and Suffolk Foundation Trust were rated overall as
inadequate and placed in to special measures. The Trust’s ratings against the five domains of assessment
were:






Are services safe? Inadequate
Are services effective? Requires improvement
Are services caring? Good
Are services responsive? Requires improvement
Are services well-led? Inadequate

Where provider organisations find that they are in a position where they are designated as failing the CCG
will continue to seek to work in a collaborative and support way with the provider to improve quality
standards whilst enhancing levels of surveillance. This support will encompass:









Full engagement with regulatory improvement frameworks;
The offer of support to share expertise to develop routine quality monitoring systems and processes
within the organisation;
The routine and candid sharing of intelligence with the provider, regulators and associate
commissioners;
The constructive challenge to known or emerging areas of concern;
The active support for the development of improvement plans and the offer of resource to monitor
and test the implementation of these plans;
Increased regimen of CCG-led quality improvement visits, focused on identified areas of concern;
The offer of transformational service redesign to ensure that quality is built in to the patient pathway;
The use of contractual consequence where the failure to make progress is identified, examples of
where they have been used include staff mandatory training, Community Memory Assessment
Services, Care Programme Approach (CPA), 7-day follow-up and 12 month review.

Since NSFT has been in special measures progress has been made in:




Reducing the use of seclusion and restraint;
Improving board to ward communication;
Reviewing of the Trusts careers strategy.

Areas that continue to cause concerns are:





Reporting via the Trusts Lorenzo system;
Employees not understanding the Trusts visions and values;
Medication safety;
Adherence to the MHA code of practice.

The CQC are scheduled to inspect the Trust again in July 2016, and a concerted effort will be made between
now and then to improve the Trust’s rating.
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West Suffolk Hospital Foundation Trust were inspected in February 2016. The results of that inspection are
still awaited.
The CCG will continually monitor performance and will work with providers to understand the key issues
when performance drops below expected levels, why this has happened and to develop jointly agreed action
plans for improvement, which will then be monitored and tested through to full implementation.
The monthly clinical quality review meeting (CQRM) will be used to formally monitor the quality, safety and
patient experience of provider services. The CQRM will be used to review a series of themes including but
not limited to:












Serious Incidents and learning
Patient experience
Children and Adult Safeguarding
Harm Free Care
Serious Case Reviews
Care Quality Commission Reports
Infection control
NICE guidance – review and implementation
Maternity
Implementation of national report recommendations
Best practice examples

The CQRM will be used to monitor delivery against national, regional and local quality measures as set out
in the contract schedules and agreed datasets. Areas of poor quality, patient safety and patient experience
will be discussed and monitored through the meeting including review of root cause analysis and actions
taken to improve the quality of the service. The group will review and agree any necessary actions for quality
improvement and ensure robust clinical governance processes are in place. Action for improvement, will
then be monitored and tested through to full implementation and tested to assess effect and sustainability
A programmed schedule of quality improvement visits (QIV) will be developed to focus on priority areas of
concern based on the collaborative intelligence of the CCG and provider organisations. Quality improvement
visits based on the CQC’s five domains and key lines of enquiry relevant to the providers sector and
supported by representatives from the CCG and provider organization, will facilitate deep dive reviews into
areas of performance where concerns exist, enable sampling first hand of both patient and staff experience
and testing of the predominant organisational (learning) culture.
6.3.2

Monitoring avoidable deaths and reducing avoidable mortality

Through the ‘quality’ meetings with providers the CCG will continue to monitor provider reported SHMI,
HMSR and Dr Foster-published mortality rates. Mortality rates will then be internally reported on a monthly
basis to allow scrutiny by the CCGs Governing Body.
The CCG will maintain oversight of the work providers are progressing to reduce mortality rates through their
mortality review groups. The CCG attends these groups where possible, or review relevant minutes and
challenge where appropriate through the quality meetings.
The CCG will ensure that opportunities to reduce avoidable mortality are fully exploited through full scrutiny
of provider Cardiac Arrest audit reports and overview of the Serious Incident reporting framework,
highlighting missed opportunities where they exist.
The CCG will provide support for implementation and will monitor compliance with system or process
changes to either prompt the early implementation of treatment such as the “Sepsis bundle” or promote the
early detection of patient deterioration such as early warning systems.
The CCG will support, where appropriate, national publication of avoidable deaths per trust annually and
support NHS Improvement to help trusts to implement programmes to improve performance.
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6.3.3

Improving safety and learning

The CCG’s strategy will focus on embedding the five pledges outlined in the “Sign Up to Safety” campaign,
within the local healthcare economy, bringing them to life, helping others understand their role in improving
safety are working collaboratively across all providers creating the right conditions to improve safer care
across the health economy of Suffolk.
Adopting the pledges of the “Sign Up to Safety” campaign presents the opportunity for those taking part to
share their passion, knowledge and experience in patient safety with others, to help create broad-based
learning that’s shared throughout the NHS.
Putting safety first: Committing to reduce avoidable harm in the NHS by taking a systematic approach to
safety and making public locally developed goals, plans and progress. Instilling a preoccupation with failure
so that systems are designed to prevent error and avoidable harm
Continually learn: Reviewing incident reporting and investigation processes to make sure that we are truly
learning from them and using these lessons to make organisations more resilient to risks. Listen, learn and
act on the feedback from patients and staff and by constantly measuring and monitoring how safe your
services are.
Being honest: Being open and transparent with people about progress to tackle patient safety issues and
support staff to be candid with patients and their families if something goes wrong
Collaborate: Stepping up and actively collaborating with other organisations and teams; sharing work,
ideas and learning to create a truly combined approach to safety. Work together with others, joining forces to
create partnerships that ensure a sustained approach to sharing and learning across the system
Being supportive: Being kind to staff, helping them bring joy and pride to their work. Be thoughtful when
things go wrong; help staff cope and create a positive just culture that asks why things go wrong in order to
put them right. Give staff the time, resources and support to work safely and to work on improvements.
Thank your staff, reward and recognise their efforts and celebrate your progress towards safer care.
Progress towards a harm free care health economy in Suffolk will be monitored through a contractually
agreed set of performance metrics.
The CCG will monitor organisational adoption of the learning culture ethos through the incident /serious
incident reporting framework. The ultimate aim being to see increasing levels of reporting across all
providers reporting that is associated with decreasing levels of harms. Specifically related to the serious
incident framework the CCG will be expecting to see compliance with reporting and investigation timeframes,
robust investigation of incidents accompanied by comprehensive actions plans that are supported by the
resources and process to monitor them through full implementation. Through the framework, the CCG will
also expect each provider to explicitly comply with the statutory requirements to exercise their duty of
candour.
The adoption of a learning culture will also be monitored through whistleblowing concerns raised by staff and
the results of staff surveys including FFT and the national staff survey. Testing of organisational culture will
take place through the schedule of QIVs: Do staff feel comfortable to raise concerns? Do they get feedback
when they report an incident? Is learning from incidents routinely shared?”
6.3.4

Seven-day services

“Everyone Counts: Planning for Patients 2013/14” first signalled that the NHS will move to providing routine
services seven days a week. This will deliver a much more patient-focussed service and one which offers the
opportunity to improve clinical outcomes. The NHS Services, Seven Days a week Forum was established to
consider how NHS services could be improved and made available across the seven day week.
The Forum set out ten evidence-based clinical priority standards that were recommended as being adopted
by the NHS to end current variations in outcomes for patients admitted to hospitals at the weekend.
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Nationally, the roll out of seven-day services is required by 2020 in all hospitals across all ten standards, but
with an immediate priority to progress implementation of four clinical standards in all relevant specialties. The
CCG’s progress in the rollout of four clinical standards is set out below:


Standard 2 - Time to first consultant review: All emergency admissions must be seen and have a
thorough clinical assessment by a suitable consultant as soon as possible but at the latest within 14
hours of arrival at hospital.
As part of CQUIN Q2, West Suffolk Hospital FT reported compliance (via audit) with the 14 hour
standard as follows:



Acute Medical Unit (AMU) - weekdays 87%, weekends 65%;
Children’s Assessment Unit (CAU) - weekdays 85%, weekends 94%.

As part of the 2016/17 contract negotiation the CCG will be discussing with the Trust performance in
these areas and agreeing a plan to improve 7 day performance.


Standard 5 – Diagnostics: Hospital inpatients must have scheduled seven-day access to
diagnostic services such as x-ray, ultrasound, computerised tomography (CT), magnetic resonance
imaging (MRI), echocardiography, endoscopy, bronchoscopy and pathology. Consultant-directed
diagnostic tests and completed reporting will be available seven days a week:




Within 1 hour for critical patients
Within 12 hours for urgent patients
Within 24 hours for non-urgent patients

This standard measures diagnostics test within 1 hr. (critical patients – all tests except MRI) and 12
hrs. (urgent patients for CT, MRI and x-ray): CQUIN Q2 results were as follows:




Critical tests:

CT - weekday & weekend 100%;

Plain Film - weekday & weekend 100%

MRI - weekday & weekend - No referrals. /100%
Urgent tests:

CT - weekday 70%, weekend = 86% ;

Plain Film - weekday 95% ,weekend 93%;

MRI - weekday 100% , weekend - No referrals/100%

As part of the 2016/17 contract negotiation the CCG will be discussing with the Trust performance in
these areas and agreeing a plan to improve 7 day performance


Standard 6 - Access to Consultant-directed Interventions: Hospital inpatients must have 24 hour
access, seven days a week, to consultant-directed interventions either on-site or through formally
agreed networked arrangements with clear protocols.
Currently, no baseline data is available and this standard is not part of the current CQUIN scheme.
Standards were prioritised nationally after negotiation of 2015/16 contracts. As part of the 2016/17
contract negotiation the CCG will be discussing with the Trust baseline data and agreeing a plan to
meet the standard.



Standard 8 - On-going review: All patients on the AMU, SAU, ICU and other high dependency
areas must be seen and reviewed by a consultant twice daily, including all acutely ill patients directly
transferred, or others who deteriorate. To maximise continuity of care consultants should be working
multiple day blocks. Once transferred from the acute area of the hospital to a general ward patients
should be reviewed during a consultant-delivered ward round at least once every 24 hours, seven
days a week, unless it has been determined that this would not affect the patient’s care pathway.
Currently, no baseline data is available and this standard is not part of the current CQUIN scheme.
Standards were prioritised nationally after negotiation of 2015/16 contracts. As part of the 2016/17
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contract negotiation the CCG will be discussing with the Trust baseline data and agreeing a plan to
meet the standard.
6.3.5

Implementing the recommendations of the National Maternity Review

The NHS England led National Maternity Review was completed in 2015 with the remit of:




reviewing the UK and international evidence and make recommendations on safe and efficient
models of maternity services, including midwife-led units;
ensuring the NHS supports and enables women to make safe and appropriate choices of
maternity care for them and their babies; and
supporting NHS staff including midwives to provide responsive care.

The review was published in early 2016 and there is an expectation that the rate of stillbirths, neonatal and
maternal deaths and brain injuries that are caused during or soon after birth would be reduced by 50% by
2030, with a measurable reduction by 2020.
The CCG will work with with local providers of maternity care through existing and evolving quality and
transformation forums to deliver the visions of the “National Maternity Review: Better Births”:







Personalised, care centred on the woman, her baby and her family, based around their needs and
their decisions, where they have genuine choice, informed by unbiased information.
Continuity of carer, to ensure safe care based on a relationship of mutual trust and respect in line
with the woman’s decisions.
Safer care, with professionals working together across boundaries to ensure rapid referral, and
access to the right care in the right place; leadership for a safety culture within and across
organisations; and investigation, honesty and learning when things go wrong.
Better postnatal and perinatal mental health care, to address the historic underfunding and provision
in these two vital areas, which can have a significant impact on the life chances and wellbeing of the
woman, baby and family.
Multi-professional working, breaking down barriers between midwives, obstetricians and other
professionals to deliver safe and personalised care for women and their babies
Working across boundaries, to provide and commission maternity services to support
personalisation, safety and choice, with access to specialist care whenever needed.

In recognition of the need to advance the scrutiny of quality and patient safety within maternity services, the
CCG has worked with local providers of maternity services to both develop a framework for peer review of
these services and supported organisation learning through a thematic review of the serious incident
reported. Throughout 2016/17, the CCG will continue to work collaboratively to extend the peer review
arrangements to a greater geographical area to enhance the sharing of best practice and to also build upon
the thematic review of serious incidents to promote the culture of continuous quality improvement.
For 2016/17 the CCG will agree with local maternity services an agreed set of metrics that will be reported
through publication of a monthly quality and patient safety dashboard and monitored through the monthly
clinical quality review meetings.
6.3.6

Promoting appropriate antibiotic prescribing in primary and secondary care

The CCGs Medicines Management Team will continue to gather information on antibiotic usage within
Primary Care. The Infection Prevention & Control Lead will work with the CCG’s Medicines Management to
identify those practices with high antimicrobial usage to support a review of prescribing practices. There
being strong evidence demonstrating that primary care education and surveillance has been shown to aid
understanding and promote self-analysis of antimicrobial prescribing which can lead to reduced antimicrobial
usage.
Acute providers will report Defined Daily Doses (DDD) of antimicrobials used so that areas of high
prescribing can be identified and plans to reduced prescribing implemented, enabling year-on-year
improvements to be tracked
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The CCG recognise that the best way to reduce antimicrobial usage is to prevent infections. The Infection
Prevention & Control Lead will support all commissioned providers to ensure good standards of infection
prevention are embedded within all practices. Allied to the prevention of infection, the CCG’s Lead will also
work collaboratively with Public Health Suffolk to support immunisation campaigns within primary care.
The CCG is fully supporting clinical guidelines issued by NICE (http://www.nice.org.uk/guidance/ng15) on
Antimicrobial Stewardship which covers the effective use of antimicrobials in children, young people and
adults. The guidelines aim to change prescribing practice to help slow the emergence of antimicrobial
resistance and ensure that antimicrobials remain an effective treatment for infection
Locally the CCG is undertaking the following specific actions:


Suffolk antibiotic formulary 2014–16: The antibiotic formulary, which was developed in
collaboration with microbiologists from West Suffolk NHS Foundation Trust and Ipswich Hospital
NHS Trust has been widely distributed and is actively promoted to all prescribers. It is available on
the CCG’s website.



Antibiotic monitoring: Antibiotic prescribing reports are available for all GP practices on the
CCG’s website. They highlight formulary adherence, total antibiotic use, prescribing of antibiotics
that predispose to C.difficile infection and prescribing of other drugs such as NSAIDs, laxatives and
PPIs that also predispose to C.difficile infection. National benchmarking reports on the NHS
PrescQIPP website are scrutinised by the CCG’s Medicines Management Team and used to inform
where additional prescribing support is needed locally to manage inappropriate prescribing of
antibiotics.



ScriptSwitch messages: 19 of the 24 practices in the CCG have ScriptSwitch installed. Messages
are included that relate to safe and appropriate use of antibiotics.



Infection control nurse: Strong links have been formed between the CCG’s Medicines
Management Team and NHS Suffolk’s Infection Control Nurse, so as to gain intelligence on the
incidence of C. difficile infections locally and to develop strategies to minimise further outbreaks.



National initiatives: Nationally developed initiatives have been implemented locally, as described
in the ‘TARGET’ antibiotics Toolkit, published by Public Health England and Royal College of
General Practitioners, January 2015. Examples include



dissemination and promotion of the ‘Treating your Infection’ leaflet, with an aim of
increasing patient’s confidence to self-care and to facilitate the use of a back-up
antibiotic prescription;
display of posters and videos in waiting rooms to help improve patient’s knowledge
about appropriate antibiotic use.

The CCG will also be progressing a number of further initiatives during 2016/17. These include:
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Practice visits: The Medicines Management Team and Infection Control Nurse have planned joint
visits to practices where monitoring has shown excessive prescribing of antibiotics, or where the
incidence of C.difficile has been noted as higher than average. The aim of the visits is to discuss
the prescribing of antibiotics with prescribers and to promote appropriate antimicrobial stewardship.



Antibiotic strategy: The CCG’s strategy for improving antibiotic prescribing locally will be regularly
reviewed at Prescribing workstream meetings.



Antibiotic Formulary 2016-18: Plans are underway to update the current formulary, so that it is fit
for purpose for the next two years.



Co-amoxiclav: This has been identified as an antibiotic that has been used excessively in west
Suffolk and so a particular emphasis on containing prescribing is planned, in collaboration with
Prescribing Lead GPs.
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6.3.7

Patient experience & patient choice

6.3.7.1 Patient experience
The CCG will continually monitor the Friends and Family Test (FFT) response rates and results across all
providers, both for patients and staff in recognition that staff members who are respected and well treated
provide higher levels of care. The continual monitoring will allow the CCG to ensure that sample sizes for the
surveys are sufficient to produce valid results and that patient and staff satisfaction continually improves. The
CCG will work to collaboratively with providers though the contractual meeting process sharing experience
and best practice to both ensure that expected standards are achieved and then enhanced, so that full
benefits from the test can be realised.
Feedback on patient and staff members experience comes in many other forms. The CCG will work to
encourage and value feedback in all its forms (e.g. FFT and national patient and staff surveys, complaints,
PALS). Feedback will be triangulated, to check the validity of the information and identify trends, promoting
identification of priority areas for action. Through the CCG’s Quality Improvement Visit (QIV) programme
there will also be a predominant focus on the patient and staff experience - hearing first hand from these two
groups their experiences of the healthcare provider and testing that plans for improvement are being
implemented and are having the desired outcomes.
The CCG will continue to report, monitor and provide feedback regarding concerns raised by the public and
other agencies. Patient reported feedback will be used at all levels of the organisation to illustrate patient
experience and to determine commissioning intentions
Specifically, the CCG will closely monitor the feedback, from patients using the local maternity services,
through the national reported FFT, patient surveys, complaints, and informal concerns raised through Patient
Advisory Services and Healthwatch, together with any other intelligence.
Patient experience and complaints are reported to the Governing Body on a monthly basis as part of the
CCG’s Integrated Performance Report, thereby ensuring full transparency and openness.
The CCG will enhance the quality monitoring through regular dashboard reporting of maternity services and
triangulate this information with reported patient experience to identify priority areas for improvement or
service development.
The CCG will work collaboratively with the local providers of maternity services to agree proposals for future
services developments, ensuring that patient feedback is at the very heart of this process.
The CCG will continue to develop mechanisms to support the input of peers in to the quality review of local
maternity services by working hand in hand with local providers.
6.3.7.2 Patient choice
The NHS Mandate sets out the requirement for CCGs to significantly improve patient choice, including in
maternity, end-of-life care and for people with long-term conditions, including ensuring an increase in the
number of people able to die in the place of their choice, including at home. The CCG fully supports this
ambition and sets out below how local plans will contribute to the national ambition:
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Maternity: On publication of the national Maternity Review in early 2016, the CCG will develop local
plans that enable women to make safe and appropriate choices of maternity care for them and their
babies in line with national recommendations.



End of Life: The CCG already has a ‘yellow folder’ scheme in operation following the Marie Curie
Delivering Choice Programme implementation across Suffolk. Anyone identified as being within their
last year of life are given the opportunity to discuss their care wishes including their preference for
place of care and place of death. These wishes are recorded in the patient-held yellow folder so that
any individual involved in their care is able to view this information and include it in their assessment
of the patient at that time.
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The CCG is further developing the ‘yellow folder’ to become a more generic “My care wishes” folder
and to then re-launch across the system to ensure it is fully utilised. There is already an Electronic
Palliative Care Co-ordination System (EPaCCS) in place and the two initiatives will be tied together
to ensure as much information about patients’ care wishes is communicated across all providers to
ensure more patients are offered choice and achieve their preferred place of care.
In addition, the CCG is working as a system to agree one set of guidelines to support End of Life
services, working across primary and secondary care in close collaboration with our two Suffolk
Hospices. The aim being to reduce the number of documents that currently exist and to work in a
more integrated way across all organisations.
Latest data shows a continuing improving performance is relation to preferred place of care and
death, with more individuals dying within their usual place or residence (including care homes) and
a reduction in hospital and hospice deaths
6.3.7.3 Personal Health Budgets
Personal Health Budgets (PHB) have been in development since the publication of ‘Choice in Health &
Social Care, 2010-2015, Department of Health Policy’.
An Integrated Personal Budget is a budget jointly provided by health and social care (commonly known as a
joint funded package) which will also form an integral part the CCG’s PHB offer. The CCG will be developing
joint funding arrangements with Suffolk County Council for all non-Continuing Healthcare (CHC)
commissioning.
In April 2016, the CCG will publish its agreed Local Offer on how it plans to transform services currently
commissioned across all planned care pathways (including maternity) to ensure PHBs are an integral part of
the CCG’s Commissioning Intentions and delivery plans. The Local Offer will be agreed with the Suffolk
Health & Wellbeing Board in advance of publication.
Those people with a Learning Disability have been identified as a priority group and the CCG will be offering
those patients a PHB option in how they chose to receive their care from April 2016.
6.3.8

Improving Early Diagnosis of Cancer and tracking survival rates

In July 2015, the Independent Cancer Taskforce published ‘Achieving world-class cancer outcomes: a
strategy for England 2015-2020’. This reports sets out recommendations for a new cancer strategy for
England and includes a series of initiatives which emphasise the importance of earlier diagnosis and of living
with and beyond cancer in delivering outcomes that matter to patients. The strategy proposes six strategic
priorities over the next five years, including:



drive a national ambition to achieve earlier diagnosis:
transform the approach to support people living with and beyond cancer

The CCG, through its Cancer workstream, will implement the key recommendations of the strategy locally in
support of its primary objective to improve cancer outcomes by ensuring cancers are diagnosed promptly,
services are compliant with Improving Outcomes Guidance and care is delivered in the most appropriate
setting.
6.3.8.1

Early Diagnosis of Cancer

The CCG and local GPs have been involved in various initiatives to promote the benefits of early detection
which has included twice yearly cancer awareness education days as well as involvement with the Strategic
Clinical Cancer Network around taking part in the ‘Be Clear on Cancer Campaigns’.
Links have also been made with the ACE Programme (an NHS England led early diagnosis of cancer
initiative) that is delivered with support from Cancer Research UK and Macmillan Cancer Support. Its
objective is to put in place a central approach to help Accelerate, Coordinate and Evaluate (ACE) learning
from projects led locally by the NHS that are exploring best practice and innovative ideas, producing a
national body of evidence and evaluation that is robust and can be used by commissioners.
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The CCG submitted a ‘Weight Loss Pathway’ (which was accepted and through to the next second stage of
the programme) that was developed in partnership with west Suffolk GPs and our local acute trust clinicians,
aimed to ‘fast track’ individuals who present with weight loss but no other clearly identifiable symptoms that
place them on a tumour specific two week wait pathway.
The Cancer Commissioning Toolkit has published figures covering early detection and diagnosis, measuring
what percentage of cancers are stage 1 and 2. The CCG has been identified as the highest performing in
England for this metric, moving from 59.6% to 60.6% which is well above the national average of 45.6%.
Latest data indicates that the CCG is also the best performing CCG in the East of England for early
diagnosis, achieving just over 71% early diagnosis for all cancers. (Source: NHS EoE, SCN Qtr 2 2015/16
Cancer Intelligence Report).
6.3.8.2

Survivorship

The National Cancer Survivorship Programme, or Recovery Package, is aimed at supporting cancer patients
and their carers at the end of treatment - a time when many feel very isolated and require support in order to
move on with their lives. The programme has many elements, e.g. the HOPE programme, education days,
holistic needs assessment, end of treatment summaries and care plans all of which are aimed at supporting
patients to ‘self-manage’ post diagnosis and treatment.
Whilst many of these elements are already embedded and being routinely offered to cancer patients at the
end of treatment, the initiative is being further supported by Macmillan Cancer Support who are funding
additional nursing posts in order to ensure all cancer patients at the end of treatment have access to the
above programme.
The CCG will also be focusing on risk stratification of follow-up pathways. Urology was the focus during
2015/16 with plans now to look at breast and colorectal; again with support from Macmillan.
The CCG will focus on an identified group of patients in delivery of the National Cancer Survivorship Initiative
(NCSI) to ensure that those living with and beyond cancer get the care and support they need to lead as
healthy and active a life as possible, for as long as possible.
Risk-stratified pathways involve the clinical team making a decision about the best form of aftercare for a
person living with cancer. It will be based on:




their knowledge of the disease (what type of cancer and what is likely to happen next);
the treatment (what the effects or consequences may be both in the short term and long term);
the person (whether they have other illnesses or conditions, and how much support that they
feel they need);

These new pathways of care will be underpinned by care co-ordination systems and include robust remote
surveillance (so that patients will automatically be recalled if there is a problem identified in their test results)
and rapid access to appropriate services if the patient has a concern or there is suspicion of further disease.
Latest figures report that, in west Suffolk, 71.7% of people diagnosed with cancer in 2012 lived for over one
year. This was higher than the national average of 69.3%, and also the highest survival rate in East Anglia.

6.4

Maintaining and improving performance against core standards

The NHS Constitution sets out the rights and pledges to which patients are entitled, and to which the CCG is
committed to delivering.
Current performance against the key measures is shown at Appendix A.
The CCG will commission a sufficient level of activity to ensure the rights and pledges are met.
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6.4.1

A&E, Ambulances and Referral to Treatment (RTT)

The following national measures have been set for 2016/17:







95% of people attending A&E seen within four hours;
75% of Category A (Red 1) ambulance calls responded to within eight minutes;
75% of Category A (Red 2) ambulance calls responded to within eight minutes;
95% of Category A transportation time within eight minutes;
92% receive first treatment within 18 weeks of referral; no-one waits more than 52 weeks, including
offering patient choice;
1% of patients waiting 6 weeks or more for a diagnostic test.

A&E: The CCG is developing a strategic integrated urgent care model, building on the national urgent care
standards work, to design a single point of access and integrated service for urgent health and care to
provide appropriate support for members of the public. This will include ‘999’, ‘111’, A&E, Out of Hours and
urgent social care services. This model (sec. 6.5.2 refers) will directly support delivery of the A&E standard.
Ambulance: The CCG is currently working with the East of England Ambulance Service Trust (EEAST) on
recovery trajectories for 2016/17 to ensure that all mandated operational response standards will be
achieved.
18 weeks Referral to Treatment (RTT): The CCG’s main provider, West Suffolk Hospital FT, has
consistently met the 92% standard for the last six months at aggregate level and also for all specialties - with
an aggregate YTD position of 96.6%. The CCG does not expect this position will deteriorate in future. Robust
provider and CCG monitoring systems are in place so that both parties have timely warning of any
specialties which may potentially breach. Furthermore, the Trust has recently been awarded some additional
non-recurrent funds from NHS England to undertake a validation exercise to support continued delivery of
the standard.
The CCG will continue to commission sufficient activity to ensure that the national target for patients
receiving their first treatment will be within 18 weeks of a referral from their GP, and will work with providers
to ensure this standard is achieved.
The CCG proactively uses national benchmarking tools (e.g. Rightcare – refer to Section 7.3) and local
datasets to identify and reduce unwarranted variation between CCG and practice referral rates to enable
better management of demand, thereby ensuring the waiting times set out the Constitution will be achieved.
The trajectories for delivering each of the NHS Constitution standards for A&E and RTT in 2016/17 are set
out in Appendix B.
6.4.2

Cancer waiting times standards

The following national measures have been set for 2016/17:
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Cancer waits – 2 week wait:

maximum two-week wait for first outpatient appointment for patients referred urgently with
suspected cancer by a GP – 93%;

maximum two-week wait for first outpatient appointment for patients referred urgently with
breast symptoms (cancer not initially suspected) – 93%;



Cancer waits – 31 days:

maximum one month (31-day) wait from diagnosis to first definitive treatment for all cancers –
96%;

maximum 31-day wait for subsequent treatment where that treatment is surgery – 94%;

maximum 31-day wait for subsequent treatment where that treatment is an anti-cancer drug
regimen – 98%;

maximum 31-day wait for subsequent treatment where the treatment is a course of
radiotherapy – 94%;
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Cancer waits – 62 days:

maximum two month (62-day) wait from urgent GP referral to first definitive treatment for
cancer – 85%;

maximum 62-day wait from referral from an NHS screening service to first definitive treatment
for all cancers – 90%;

maximum 62-day wait for first definitive treatment following a consultant’s decision to upgrade
the priority of the patient (all cancers) – no operational standard set;

West Suffolk Hospital Foundation Trust performs well against all cancer standards, and they are currently all
being achieved for the 2015/16 YTD. Analysis at tumour site level indicates that where breaches do occur
they are in very small numbers and tend to be for Head & Neck and Lower GI cancers. Breach reports
indicate there are patient complexity/patient choice factors for the majority of these. However, there has
been isolated cases of where diagnostic delays has been a factor and work is ongoing to ensure sufficient
capacity is in place. The Trust has an action plan in place following NHSE Guidance issued in
August/October 2015 to make continual improvements in cancer services which will ensure adequate
diagnostic capacity is available during 2016/17 and through to 2020, and that the NHS Constitution
standards will be delivered.
The trajectories for delivering each of the NHS Constitution standards for cancer in 2016/17 are set out in
Appendix B.


One-year cancer survival rates
There is a requirement for the CCG to set a trajectory for one-year survival rates from all cancers, to
support the national ambition to achieve 75% by 2020 for all cancers combined (up from 69%
currently).
Latest figures report that, in west Suffolk, 71.8% of people diagnosed with cancer in 2013 lived for
over one year. This was higher than the national average of 70.2%, and also the highest survival
rate in the NHS East Anglia Area Team.
Over the past four years, survival rates in west Suffolk have increased by around 0.8% each year
which will provide a strong basis to support the CCG’s ambition to achieve the national target of 75%
by 2020.

6.4.3

Dementia diagnosis and accessing mental health services

The following national measures have been set for 2016/17:







maintain a minimum of two thirds diagnosis rates for people with dementia
achieve Improving Access to Psychological Therapies (IAPT) rate of 15%;
increase the number of people who have completed treatment and are moving to recovery to 50%;
proportion of people waiting 6 weeks or less from referral to entering IAPT treatment – 75%;
proportion of people waiting 18 weeks or less from referral to entering IAPT treatment – 95%;
percentage of people experiencing a first episode of psychosis treated within 2weeks of referral –
50%.

6.4.3.1 Dementia diagnosis
Dementia is a national `must do‘ to maintain a minimum of two thirds diagnosis rates for people with
dementia. The CCG continues to work with colleagues in Primary Care, Suffolk County Council (Adult
Services) and statutory providers to increase diagnosis rates for people with dementia. The IAPT service is
currently being re-procured and redesign plans during 2016/17 include ways to address physical and mental
health, social care and wellbeing. A review of the Dementia Intensive Support Team and Flexible Dementia
Services is planned and intended to be linked into the reactive care model/service (implementing the Health
and Care Review).
The CCG has implemented its own action plan to maintain a minimum of two thirds diagnosis rates for
people with dementia. In addition, the CCG is also directly engaged in a programme of work with primary
care to encourage and support the identification and referral of people with dementia so that 67% of those
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people with dementia are identified and are also able to access post diagnostic support. This includes the
development of dementia friendly practices, rolling out general practice workforce development initiatives
and a programme to support general practice to review and update their QoF Registers.
Delivery of the 67% standard is monitored on a monthly basis and additional interventional support will be
provided to practices when necessary.
Following diagnosis, and in order to ensure consistent care for people with dementia, their care plans are
included in the CCG’s shared care planning ‘My Care Wishes Folders’.
The CCG leads the programme to review and remodel the service offer for people with dementia in line with
the NHS England Transformation Plan ‘Well Pathway for Dementia’, on behalf of West Suffolk and Ipswich
and East Suffolk CCGs and working closely with Suffolk County Council, Primary Care and other system
providers through the Suffolk Mental Health and Learning Disabilities Joint Commissioning Group.
The care of people with dementia is an integral part of the reactive and proactive service model being
developed and, during 2016/17, the CCG plans to jointly procure a new model which will support people to
continue to live well with dementia and reduce the need for urgent hospital care or early admission to
residential care.
The CCG will review the Dementia Intensive Support Team and the Flexible Dementia Service and review
the post diagnostic services which offer proactive support and which are currently commissioned from the
voluntary sector. The aim is to procure a new model which responds directly to the needs highlighted
through extensive consultation with people with dementia and their carers.
The CCG will support the work of the National Institute for Health Research on the location of the Dementia
Institute. This is in line with our joint working approach across the Suffolk system through our membership of
the Health and Wellbeing Board’s Strategic Dementia Alliance and our continued involvement with regional
and national initiatives..
The CCG will be agreeing an affordable implementation plan for the Prime Minister’s challenge on ‘dementia
2020’, including actions to improve the quality of post-diagnosis treatment and support. In line with the
national dementia strategy, the CCG remains committed to increasing the dementia diagnosis rate and
invested in a Community Memory Assessment Service in 2014/15.
This service focuses on providing memory assessment in primary care settings and will see capacity
increase from around 500 assessments a year to over 1,500.
Along with Suffolk County Council and other members of the Health and Well Being Board, the CCG actively
promotes dementia friendly communities and individual member organisations to support the identification of
any action which could facilitate dementia friendly environments and improved working practices.
In general terms, the aim is to provide the best possible care and support, helping people to live well with
dementia for as long as possible, ultimately avoiding admission to hospital and residential care.
The process includes setting up local alliances which develop action plans which include making
improvements to the physical environment such signing in public buildings and shops to enable people with
dementia to navigate easily and enhancing awareness of dementia and how to interact with people
experiencing it through Dementia Friends training for public facing staff.
6.4.3.2 Improving Access to psychological therapies and treatment times
Evidence suggests that, where people with mental illnesses are able to access psychological therapies, this
has a significant impact on their quality of life. Improving access to treatment for those with mental health
illnesses is also a vital part of improving parity of esteem between mental and physical health.
The CCG is committed to improving access to therapies and improving access to treatment. Working with
Norfolk & Suffolk Foundation Trust (NSFT), an action plan has been developed specifically focusing on these
areas. The Service aims to meet the national target for the numbers of patients accessing psychological
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therapies to and to increase the number of people who have completed treatment and are moving to
recovery to 50%. The action plan will underpin delivery of this.
The CCG will improve the delivery of psychological therapies for people with primary mental health needs as
set out below:


the Wellbeing Service includes Improving Access to Psychological Therapies and the target for the
service for 2016/17 will be to maintain 15% access rates. The service is currently out to market for a
re-modelled service focusing on the whole life needs of people with mental and physical ill health in
a seamless service between physical and mental health services and between primary and
secondary mental health. The new service will be operational from July 2017.



the specification for the new Primary Mental Health Service from July 2017 is age- inclusive adjusted
to meet the needs of the local population including people with long term health conditions and
eliminate the gap between primary and secondary mental health services.

6.4.3.3 Improving Access and treatment for first episode psychosis
The access and waiting time standard requires that more than 50% of people experiencing first episode
psychosis will be treated with a NICE recommended package of care within two weeks of referral. Therefore,
this is a ‘two-pronged’ standard:
 a maximum wait of 2 weeks from referral to treatment; and
 treatment delivered in accordance with NICE Guidelines for psychosis and schizophrenia (all ages)
The ‘Joint Mental Health Commissioning Strategy for Adults for Ipswich and East Suffolk CCG and West
Suffolk CCG (2015 – 2020)’ sets out a specific action for the expansion of the coverage of early intervention
services to all patients experiencing a first episode of psychosis.
The current early intervention in psychosis service sits within the integrated delivery teams. A gap analysis is
being conducted and will highlight shortfalls in the number of staff required to be able to extend the current
service (ages 14 to 35) to being all age and to extend to the cohort with an ‘at risk’ mental state. The CCG is
working with NSFT to quantify this gap in resource and, as part of the 2016/17 negotiations, will be putting in
place plans to ensure achievement of the standard.
6.4.4

NHS Constitution – patient choice

Under the NHS Constitution, patients have the right to choose their GP practice, and to be accepted by that
practice unless there are reasonable grounds to refuse. Patients have the right to express a preference for
using a particular doctor within their GP practice, and for the practice to try to comply.
Patients also have the right to transparent, accessible and comparable data on the quality of local healthcare
providers, and on outcomes, as compared to others nationally. Patients also have the right to make choices
about the services commissioned by NHS bodies and to information to support these choices.
The CCG abides by the rights and pledges afforded by the Constitution and works with all providers and
patients to ensure those rights and pledges are delivered for the local population. The data on local
healthcare providers, and on outcomes, as compared to others nationally is widely available on national
websites, and local performance is reported to the CCG’s public Governing Body meetings.
6.4.5

Summary

The Standard NHS contract details the requirement for providers to comply with the NHS Constitution. The
CCG will monitor delivery of this through monthly contractual and Service Level Agreement (SLA) meetings
with providers, and apply contractual consequences for providers failing to meet the mandated operational
thresholds. These include sanctions that can be applied if planned operations are cancelled, feedback and
complaints.
If further escalation is required, under the terms of the contract, the provider is required to agree a Remedial
Action Plan, and actions will be set out to ensure remedy accommodates demand and peaks in activity.
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In addition, the CCG will attend provider operational meetings, as appropriate, to ensure that standards are
delivered and to ensure that areas of concern are escalated through the contractual monitoring processes.
The CCG regularly reports the latest contractual performance report by provider, including details of current
contractual consequences imposed. These are contained within the Integrated Performance Report in the
Governing Body papers available on the CCG’s website.
The CCG will continue to work with providers to ensure standards are maintained and delivered and will
work with them to redress underperformance as appropriate. Significant performance failure is risk-managed
through the Governing Body Assurance Framework (sec. 8.2 refers).

6.5

Integrating health and social care and improving out-of-hospital care

One of the CCG’s overarching aims is to see more services provided out of hospitals, a larger primary care
workforce and greater integration with social care, so that care is more joined up to meet people’s physical
health, mental health and social care needs.
However, it is also recognised that local people deserve access to the highest quality urgent and emergency
care services when they need it and the CCG will be continuing its work with partners and stakeholders to
deliver its vision for transforming urgent and emergency care services across west Suffolk.
The following sections set out the CCG’s vision for redesigning integrated health and care service models,
the progress made so far, and the further developments that will take place during 2016/17.
6.5.1

Integrating health and social care

Since November 2013, the CCG and Ipswich and East Suffolk CCG have worked closely with partners, in
particular Suffolk County Council (SCC) and Healthwatch, to engage the wider Suffolk community on the
future of health and social care services in Suffolk
Organisations in west Suffolk are already committed to creating an integrated health and care system that
supports our population to keep well and to remain living independently with a good quality of life for as long
as possible. All partners are committed to delivering high quality person-centred services. They agree that
the only way to do this effectively is to work together to remove barriers and costs, and ensure that we spend
as much as possible of our budgets on the direct provision of care. We believe that a more integrated system
will help us to manage demand pressures, as well as give us the ability to use our funding more effectively.
Locally, the model of integrated health and care, and improved access to high quality urgent and emergency
care, will be delivered through the Health and Care service model which will aim to:





work with system partners to deliver the agreed health and care model;
join up acute, primary care, community and social care services more effectively;
deliver efficiencies for the health and care system;
promote Suffolk as the location of choice for recruitment and retention.

The system as a whole has agreed to work together towards an Integrated Care System (ICSs) (sec. 3.2.6
refers). The ICS will be the vehicles for delivery of the Health and Care model and will be enabler for the
changes required to achieve financial and workforce sustainability whilst maintaining or improving the service
provided for the local population.
The system is seeking to adopt a more collaborative approach with joint teams focusing on productivity,
pathways and clinical innovation. The ‘Connect’ programme aims to take a new approach to the delivery of
local services for the west Suffolk population. It has been informed by the outcomes of the Health and Care
review and establishes the basis for a truly integrated health and care service model.
Sudbury was chosen as an early adopter site of this new integrated model and will provide the blueprint for
wider roll-out of ‘Connect’ across the remainder of west Suffolk. This will bring together the range of
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organisations supporting children, families, adults and elderly from across public services (both from
statutory as well as voluntary sectors) in partnership with the local population and communities to support,
sustain and build capacity to support individuals to live independent and health lives.
‘Connect’ recognises that whilst the vision for integrated care is common across west Suffolk, the concrete
changes that will deliver the vision are different in each area and as such the developments will be locally coproduced.
Working to develop Integrated Neighbourhood Teams and Neighbourhood Networks, the project aims to
develop a new integrated and sustainable approach to service delivery, which





ensure that services are delivered in the interests of place and local people first and foremost;
make more effective use of existing capacity, projects and initiatives;
works towards changing the demand for services, investing in services which ensure local people
are less dependent on costly interventions and remain independent;
make more sense and cuts out duplication.

To ensure that there is a structured approach to the project encapsulating all aspects of health and social
care, enablers such as workforce, integrated rehabilitation and reablement, access and information and
prevention will run as ‘golden threads’ throughout the Integrated Neighbourhood Teams and Neighbourhood
Networks Work streams.
It is recognised that other proactive work will develop alongside the ‘Connect’ implementation. For example:


Top 2% over-75s: This project aims to support the management of complex frail elders and to
reduce unplanned emergency attendances and admissions. It will continue to develop and embed a
frailty model of care across west Suffolk building on the ‘Fit for Frailty’ guidance and ensuring
positive end of life care through the development of Suffolk's ‘My Care Wishes’ plans.



Top 2% other: Working with primary and secondary care this project aims to identify those at high
risk of unplanned hospital attendance or admissions. Emphasis will be on specific groups of patients,
particularly frequent hospital attenders with respiratory conditions, heart failure and mental health
issues, in order to develop robust admission avoidance and assisted discharge procedures and to
support primary care in the management and support of these patients.



Care Homes: The overarching aim of the project is to reduce emergency A&E attendances and
acute admissions by 20% by improving the level and coordination of support to residents in care
homes though the provision of proactive case management, system coordination, workforce
development, improving quality and safety standards and creating a network of support for 47 care
homes across west Suffolk.

Across the system, a number of key projects relating to workforce are being pursued, which directly support
health and social care integration in west Suffolk:


workforce profiling: A report has been developed highlighting sector-based issues and opportunities.
In particular, it focuses on the following workforce indicators:
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workforce headcount and working time equivalent numbers;
workforce age demographics;
workforce attrition figures;
agency staff spend;
vacancy rates.

a focus group of health and social care professionals has been held to co-produce a framework for
an integrated leadership programme. Virtual Staff College and the Office of Public Management
have been commissioned to develop and run the programme, which has been branded ‘Think Big’.
Three projects, co-funded by Suffolk County Council and West Suffolk and Ipswich and East Suffolk
CCGs, have been identified to pilot the ‘Think Big’ programme.
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a worker shadowing pilot programme to improve health and social care integration commenced in
May 2015 and development of a wider Norfolk and Suffolk worker shadowing programme is also
being supported. In total, over 50 different pieces of work have been shared across the health and
social care system in Suffolk and Norfolk from established networks

6.5.1.1 Supporting ‘devolution’
The CCG continues to support implementation of a local devolution deal. In 2015, a proposal for devolution
for Suffolk and Norfolk was submitted to central Government.
The ambitious proposal makes the links between people, their health, wellbeing and safety; and places, the
infrastructure, housing and connectivity which is essential to productivity. Achieving this requires a
commitment to a new long-term relationship between central and local government and a joint approach to
long-term investment which provides the confidence for local businesses to deliver growth in Suffolk and
Norfolk
Local leaders are clear how devolution can maximise the potential to both grow the local economy faster
and transform public services to better enable local people to reach their potential. To facilitate this, the
proposal focused on a number of key policy priorities:







productivity, business support and inward investment;
housing and planning;
assets and Infrastructure (including flood management);
education, employment and skills;
public sector Productivity: Health, care and safety reform;
a new model for Public Sector Finance.

During 2016/17, the CCG will continue to work with national and local partners to support the progression of
a devolution deal for local people that drives delivery of the vision and ambitions of key partners and
stakeholders.
6.5.1.2 Implementing the Better Care Fund
The Department of Health (DH) and the Department for Communities and Local Government (DCLG) have
published a detailed policy framework for the implementation of the Better Care Fund (BCF) in 2016-17,
developed in partnership with the Local Government Association, Association of Directors of Adult Social
Services and NHS England. This forms part of the NHS Mandate for 2016-17 to 2017-18
The Better Care Fund requires local areas to formulate joint plans for integrated health and social care, and
to set out how the single ‘pooled’ budget will be used to facilitate closer working between health and social
care to provide consistent, joined-up, high quality services for everyone and achieves the best outcomes for
local people.
The BCF provides an opportunity to accelerate progress in delivering the vision of the Suffolk Health and
Wellbeing Board. In particular, the focus is on early intervention and prevention, ensuring services are
integrated at the point of delivery, that there are seamless services, including Mental Health, and a focus on
reducing loneliness and social isolation for older people.
Suffolk’s Better Care Fund Plan was approved via the Nationally Consistent Assurance Review (NCAR)
process in December. It will support the transformation local services to improve the lives of some of the
most vulnerable people in our society; giving them control, placing them at the centre of their own care and
support, and in doing so, providing them with better integrated care and support and quality of life.
The Fund provides an opportunity to accelerate progress in delivering the 5-Year Plan, supporting the aim of
providing people with the right care, in the right place, at the right time including a significant expansion of
care in community settings. The Fund encompasses a substantial level of funding (c£14.5m for Suffolk in
2016/17) to help manage system pressures and improve long term sustainability. This funding is not new
money but is already embedded in partners’ current allocations. To realise the efficiency and healthy living
gains reallocation decisions by all organisations will be required.
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For 2016-17, NHS England set eight conditions, which local areas will need to meet through the planning
process in order to access the funding. The conditions require:









That a BCF Plan, covering a minimum of the pooled fund specified in the Spending Review, should
be signed off by the HWB itself, and by the constituent Councils and CCGs;
A demonstration of how the area will meet the national condition to maintain provision of social care
services in 2016-17;
Confirmation of agreement on how plans will support progress on meeting the 2020 standards for
seven-day services, to prevent unnecessary non-elective admissions and support timely discharge;
Better data sharing between health and social care, based on the NHS number;
A joint approach to assessments and care planning and ensure that, where funding is used for
integrated packages of care, there will be an accountable professional;
Agreement on the consequential impact of the changes on the providers that are predicted to be
substantially affected by the plans;
That a proportion of the area’s allocation is invested in NHS commissioned out-of-hospital services,
or retained pending release as part of a local risk sharing agreement; and,
Agreement on a local action plan to reduce delayed transfers of care (sec.6.5.1.3 refers).

For 2016/17, CCGs and councils will be agreeing a joint plan to deliver the requirements of the BCF, which
will build on the 2015/16 plan, taking account of what has worked well in meeting the objectives of the fund,
updating it with current partnership structure and integration action plans, and reflecting the refreshed Health
and Wellbeing Strategy, as well as the great deal of work that has taken place within to integrate and
improve local services.
The BCF will explicitly support reductions in unplanned admissions and hospital delayed transfers of care,
and comply with the national BCF Policy Framework for 2016-17.
The table below sets out the current position in developing the BCF Plan for 2016/17:
National Conditions For The Better
Care Fund 2016-17
Plans to be jointly agreed

Current position
CCG’s transformation plans have been developed and are being
implemented with providers and commissioners across health
and care, along with other partners such as housing providers
and the voluntary and community sector.

Maintain provision of social care
services (not spending)

CCG’s plans for the maintenance of social care provision are
aligned to system transformation plans for developing integrated
care systems.

Agreement for the delivery of 7-day
services across health and social care
to prevent unnecessary non-elective
admissions to acute settings and to
facilitate transfer to alternative care
settings when clinically appropriate
Better data sharing between health
and social care, based on the NHS
number

A plan for 7 day provision is being developed.

Ensure a joint approach to
assessments and care planning and
ensure that, where funding is used for
integrated packages of care, there will
be an accountable professional
Agreement on the consequential
impact of the changes on the providers
that are predicted to be substantially
affected by the plans

CCG’s transformation programmes are developing integrated
working which will include a joint approach to assessment and
care planning.
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Digital road maps are in development. Customer level
information sharing is in place in our integrated sites - Out of
Hospital Teams in Waveney and ‘Connect’ sites.

Substantial provider changes only in Waveney. These were
widely consulted and agreed on through the Shape of the
System consultation in 2015.
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Agreement to invest in NHS
commissioned out-of-hospital services
Agreement on a local target for
Delayed Transfers of Care (DTOC)
and develop a joint local action plan

In discussion
This will build on our existing work around DTOC across the
CCGs and SCC.

6.5.1.3 Reducing system-wide Delayed Transfers of Care
The west Suffolk System Resilience Group (SRG) has published a “Managing Delayed Transfers of Care
(DTOC)” plan to assist in the management of the reporting and the recovery of the DTOC metric across the
‘footprint’ of the west Suffolk Health and Care system. The SRG recognises the important role the system
collectively plays in providing quality responsive care and support to people who have been in hospital and
need support for their transfer of care when they are ready for safe discharge.
The arrangements within this plan will assist the organisations identified within it in meeting the requirements
of NHS England to deliver a locally agreed improvement trajectory at WSFT of achieving the tolerance
threshold of 2.5%.
The objectives of the Plan are to:





identify a flexible and scalable framework which ensures a timely and effective response to
fluctuations in the number of people who are reported as experiencing a delay in their transfer of
care arrangements;
identify a shared understanding of what constitutes a ‘delay’ to transfer of care which is statutorily
reportable under the Care Act (2014) and to implement trigger and validation processes between
agencies to rapidly improve the data quality in the reporting of the statutory return;
identify appropriate responses and accountability arrangements within the Suffolk wide System
Escalation Policy for when a person is experiencing a delay to transfer of care including escalation
and dispute resolution protocols;
clarify the specific agency responsibilities across the health and care economy footprint in relation to
timely managing transfer of care for people who have experienced a period of time in hospital.

The Plan focusses on the principles of the ‘Safer Bundle’ principles outlined below:






Senior Review, all patients will have a Consultant Review before 10am followed by a Ward or Board
Round;
All patients will have a Planned Discharge Date (that patients are made aware of) based on the
medically suitable for discharge status agreed by the clinical teams;
Flow of patients will commence at the earlier opportunity from assessment units (AMU & SAU) to
inpatient wards. Receiving wards from assessment unites will commence before 10am daily;
Early discharge, 50% of patients will be discharged from base inpatient wards before midday. TTO’s
for planned discharges should be prescribed and with pharmacy by 3pm the day prior to discharge;
Review, a weekly systematic review of patients with extended length of stay (>14 days) to identify
the issues and actions required to facilitate discharge. This will be led by senior leaders within the
Trust.

It is recognised that the west Suffolk system continues to be challenged by the increasing demand from
frail elderly people, with complex co-morbidities including dementia and the consequential impact this
has on the system in relation to provision of timely assessments and sufficient capacity in the community
and the independent sector to meet the complex care needs. The 12-point Plan clearly sets out the
collective responsibilities of the local ‘system’ for supporting delivery of the improvements required.
6.5.2
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Redesigning reactive and proactive care: redesigning community services, NHS 111 and
Primary Care Out of Hours
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In 2014/15, the CCG worked with its system partners to develop a shared vision and delivery model for
integrated health and care, with improved access to high quality urgent and emergency care (sec. 6.5.4).
Partners agreed four overarching transformational outcomes:


People manage their own health and social care with the right support when needed: When
people have the tools, information and advice to self-manage their health and social care, the whole
system will support people and their family carers at every stage to be more independent for longer.
This will include information about local Neighbourhood Networks (NNs) and the groups, societies,
clubs and other services within the community including help for people to link up with them.



Communities are easy and supportive places to live with a health or care need: Integrated care
in Suffolk will mean people can get many of their needs met within their own community. Integrated
Neighbourhood Teams (INTs) will work in a coordinated, collaborative and flexible way. They will
work closely with Urgent Care and Specialist Services where needed ensuring that people are
treated swiftly and discharged safely to their own homes and will draw support from their NNs made
up of voluntary and community organisations. This is shown visually as a pathway in Figure 3.



The health and care system is co-ordinated and effective: Integrating care in Suffolk will create a
single system with common processes and procedures to ensure resources are used in the right
place, information is shared and there is good communication around the system. This will blur the
lines between hospital and community when more specialist interventions are needed for a person’s
plan. The vision is for integrated, person-centred care and support achieved through greater
integration and co-operation between health, care and support and the wider determinants of health.



Higher cost interventions are replaced with lower cost interventions: Integrating care in Suffolk
will improve care by keeping people as well as possible and helping them to avoid crisis and
emergency care, and reduce the demand for hospital based emergency services. When people do
need interventions they will focus on helping people regain the independence they want and value,
with swift and appropriate support. Family carers who are key to helping their relatives regain
independence will also be supported. This shift in resource is depicted below.

This work is now being progressed in 2016/17 as part of the implementation of the health and care
integration through the ‘Connect’ programme (sec. 6.5.4) and in line with our re-procurement timeframe for
delivery of NHS ‘111’, Primary care Out of Hours (OOH) and Community Services by 1st October 2017. A
series of workshops with our local stakeholders is planned throughout early 2016 to finalise the detail within
the three emerging specifications for proactive care, reactive care (and specialist children’s services).
The core features of the design work undertaken so far include:


44

integrated 24/7 single access and care coordination – this functionality will support both reactive and
proactive care;
clinical triage and decision making – building on the concept of clinical hubs;
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6.5.3

integrated community response to support people in crises building on our successful Early
Intervention Team and bringing in a range of clinical, social and care responses to support a wider
range of care needs;
case management and clinical coordination through Integrated Neighbourhood Teams supported by
risk stratification;
building resilience on communities through third sector and borough council partnerships.
Improving access to primary care at weekends/evenings

Primary care is central to the new population-based health care models described in the NHS England Five
Year Forward View
The CCG recognises that primary care plays a critical role in the prevention of ill health and the management
of people with long term conditions. The CCG places primary care at the heart of its joint plan to support
people at home through the implementation of risk stratification, integrated community teams, case
management and care coordination.
The CCG currently jointly commissions primary care services with NHS England and continues to work
closely in partnership on the local implementation of national requirements.
The CCG aspires to the vision that everyone has easier and more convenient access to GP services,
including appointments at evenings and weekends where this is more convenient for them, and effective
access to urgent care 24 hours a day, seven days a week.
Significant work has already been undertaken within the CCG in relation to making 7 day access to a GP a
reality. The CCG worked with the Suffolk GP Federation to develop a successful bid to the Prime Ministers
Challenge Fund and has launched the ‘Suffolk GP+’ service. The service is located in Bury St Edmunds has
made GP services available in west Suffolk in the early evening Monday to Friday and between 09:00 and
14:00 on Saturday and Sunday.
In addition to the appointments being offered via local GP practices, ‘Suffolk GP+’ is collaborating with local
hospitals and the ambulance service, to help ease pressure on Emergency Departments. Some patients at
West Suffolk Hospital who are waiting at A&E and who are assessed as having minor ailments are being
offered an appointment with the service.
Paramedics attending ‘999’ calls also have the option to contact ‘Suffolk GP+’ where the patient is assessed
as needing to see a GP rather than go to A&E. The NHS 111 medical helpline and GP Out-of-Hours services
are also collaborating with ‘Suffolk GP+’ to enable booking of some patients for appointments within the
service opening times if appropriate.
It is planned to review the effectiveness of the service and, subject to the evaluation, cost effectiveness and
fit with local urgent care arrangements, build on the existing model, thereby ensuring continued 7 day access
to General Practice in west Suffolk.
6.5.4

Sustaining General Practice

The CCG is developing and implementing a local plan to address the sustainability and quality of general
practice including workforce and workload issues, to support the Government’s aim of having 5,000 extra
doctors in general practice by 2020.
The CCG’s Primary Care Strategy highlights that the retention of existing staff and the recruitment of new
staff – specifically GPs and nurses is one of the most significant set of challenges facing primary care. Not
only will it act as a drag on the development of new services but it will also have an effect on the
maintenance of existing services. It has been recognised as an issue both nationally as well as locally within
Suffolk.
The publication ‘Building the workforce – the new deal for general practice’ draws out both the issues and a
number of potential solutions to both the recruitment and retention issues facing general practice. The
precise scale of the challenge in west Suffolk is difficult to quantify as practices are not currently
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systematically required to report on workforce matters. Proxies for vacancy levels are known from adverts
placed with the Local Medical Committee and CCG.
A number of key initiatives are being undertaken across the CCG and primary care workforce that will enable
development of a workforce able to meet future demands and reflect the CCG’s long term vision and
strategic aims.
At a national level, there are three main programmes of work, some of which already have local delivery
plans:


Recruit:
 promoting general practice – locally the Suffolk Federation and partners have collaborated
on the production of an on-line brochure promoting Suffolk. This can be seen at
www.sgpf.co.uk
 improving the breadth of training – in Suffolk, a GP Portfolio Scheme has been developed –
this is detailed further below
 training hubs – where groups of practices can offer inter-professional training
 targeted support – the BMA is investigating a time limited incentive scheme to offer
additional financial support to GP trainees committed to working in specific areas for 3 years.



Retain
 investment in retainer schemes – NHS England is reviewing current schemes and the need
for new ones. A locally responsive programme is seen as critical, an important opportunity to
retain the knowledge and experience of GPs questioning whether to retire fully or
partially. Key issues include ensuring appropriate return on personal investment in Medical
Defence Union cover and the availability of portfolio opportunities.
 improving the training capacity in general practice, specifically including the physical
estate. The CCG will ensure that this need is included in its Primary Care Estates Strategy.
 new ways of working – this includes developing the role of other professionals to support
general practice.



Return
 Health Education England and NHS England are developing a new induction and returner
scheme, recognising the different needs of those returning from work overseas or a career
break. There is active local GP leadership for current and future Returner programmes
including clinical mentoring and practical support.

Within the CCG a number of current workforce development initiatives are underway. These include:
 GP Portfolio Scheme: This is a GP Fellowship Programme, funded by Suffolk GP Federation and
Norfolk and Suffolk Local Education Training Board (LETB), with professional support and advice
from University Campus Suffolk and has been developed in an attempt to enhance GP recruitment.
There had been 12 applications for the scheme to date. The scheme is targeted at recently qualified
doctors looking for professional support and development, including study leave, courses, leadership
training and mentoring. The programme has three key objectives:




to develop the skills required for a next-generation integrated healthcare economy;
to develop future leaders who can inspire and empower transformation in healthcare
services;
to recruit and retain a highly talented healthcare workforce in Suffolk.

GP practices will be invited to employ recently qualified doctors as a Fellow for a maximum of nine
sessions. It is anticipated that up to six of those sessions will take place within the practice, with
applicants able to carry out the remaining sessions in a specialty of their choice at Ipswich Hospital,
West Suffolk Hospital, Care UK, or one of the CCG’s commissioning projects.
After completion of the first year, applicants will have an opportunity to work on secondment for 6-12
months prior to returning to their post. There will also be an opportunity to study towards a Master’s
degree and access to academic fellowships at University Campus, Suffolk where academic support
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and mentoring will be provided. ‘Learning to teach’ opportunities will also be available including the
Associate Fellow of the Higher Education Academy qualification at Cambridge.
 Primary Care Group: The CCG are leading the Primary Care Group that has been established by
Norfolk and Suffolk Workforce Partnership to influence decisions on how Health Education England
resources are targeted including:




optimising GP and nurse recruitment and retention during a national and global shortage;
promoting an increase in support staff via student nurse placements, apprenticeships,
physicians’ associates programmes and pharmacy interventions;
innovating through primary care workforce modelling which will inform organisational
development.

 Community Education Provider Network: The CCG submitted a bid to Health Education East of
England (HEE) to become a pilot site for a Community Education Provider Network (CEPN) in
partnership with the Suffolk GP Federation. The CEPN will focus on nurse education and pre and
post registration in Primary Care as well as strengthening links between, communities, secondary
and social care services in line with the development of the ICS in west Suffolk.
HEE have provided £28,000 for the first nine months of operation with an intention of funding the
project for a further year thereafter. The key deliverables of the project in the first nine months of
operation are:





to support practices in upskilling the existing workforce through the Foundations in Primary
Nursing & Community Nursing module by providing backfill;
to pilot the hub and spoke model for student placements within Suffolk;
to increase mentorship capacity to increase pre-registered nursing placements in Primary
Care;
to facilitate workforce planning master classes for practices.

 UCS Centre for Integrated Primary Care: University Campus Suffolk (UCS) are developing a
Centre for Integrated Primary Care that will link into a number of the Community Education Provider
Network workstreams. The purpose of the centre is to:






capture and Empower Primary Care;
raise the profile of the county to GP’s and Nurses;
to develop a strong working relationship with local practices in Primary Care;
highlighting how important the links between Primary Care and University are, that a centre
has been jointly invested in and has a structure that reflects it;
to give direction to the Community Education Provider Networks.

The outputs of the centre will be:
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a Primary Care Research Group/Network;
to host monthly shutdown Training and Education Events for Primary Care Staff (West) that
would be supported by GP tutors;
to deliver CPD/short courses that meet the requirements of Primary Care (Mandatory
courses and information support);
to provide research opportunities for those enrolled onto the GP Fellowships;
to deliver Nurse Fellowships (West Suffolk);
to create action learning sets for GPs and Nurses to have a rotational experience and
training in Secondary Care for specialisms such as Diabetes that are relevant to Primary
Care;
to drive delivery of CEPN’s across the whole of East of England.

Apprenticeships: The CCG continues to use Traineeships and Apprenticeships to upskill the nonregistered workforce in Primary Care. The Apprenticeship Coordinator has been working closely with
a number of health and social care organisations across Suffolk to develop a cohort of rotational
apprenticeships.

6. Improving Services for Local People
The apprentices will complete three, four month placements as health and social care assistants in
the following settings:




acute hospital
Suffolk Community Healthcare or Home First
Leading Lives (Learning Disabilities Care Home)

The west Suffolk Cohort started their placement on Monday 5th October 2015. City College Norwich
is delivering a Business Administration (Medical Terminology Pathway) Apprenticeship for existing
staff in Primary Care across Suffolk from January 2016. The qualification is accredited by the
Association of Medical Secretaries, Practice Managers, Administrators and Receptionists (AMSPAR).

6.6

Mental health, learning disabilities and autism services

The CCG has embraced the national priority to improve access to mental health services and support people
to improve their mental health. This is reflected within the CCG’s clinical priorities, which support the ‘Joint
Health and Wellbeing Strategy (refresh 2016-2019)’ outcomes for mental health and learning disabilities (sec.
3.2.3 refers).
The CCG will work towards greater integration of specialist mental health services with the wider health and
social care system and will continue to work closely with Norfolk and Suffolk NHS Foundation Trust (NSFT)
to review the existing access and assessment operational model and make changes where necessary. The
CCG will focus on delivery of the new mental health access and waiting time standards being introduced
from April 2016.
The CCG will also ensure that people of all ages have access to earlier assessment and diagnosis for
Autism and ASD and are supported to access the services that they need, and will continue to focus on
improving the care and management of people with Learning Disabilities in primary care through the uptake
of health checks.
The CCG will re-model the service in response to the JSNA refresh/evaluation and work jointly with Suffolk
County Council to implement the national Autism Strategy “Fulfilling and rewarding lives: the strategy for
adults with autism in England,” the subsequent updates and the statutory guidance.
6.6.1

Mental Health ‘Parity of Esteem’

The CCG is fully committed to ensuring an equal focus on improving mental health as physical health and
that patients with mental health problems do not suffer inequalities as a result.
The CCG’s overarching aims for mental health services are that:




mental health provision will be open and accessible to all people who need it regardless of their age
and the diagnosis and severity of their mental health condition;
no mental health service user should need to be returned to their GP for onward referral for another
mental health service;
commissioned mental health and learning disability services are integrated with the wider health and
social system and support the recognition that people’s mental health should be seen as part of their
overall physical and mental wellbeing. This will apply to all people regardless of their age including
those marginalised from society.

The CCG’s priorities for 2016/17 include:
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working jointly with health and social care commissioners to set out formally the scope and extent of
joint commissioning arrangements and the governance underpinning them. This will include
modelling of new community based rehabilitation pathways and re-modelling of our mental health
pooled fund;
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working closely with NSFT as it further embeds its service redesign to implement its new operating
model. The CCG will continue to work with the provider to address any performance and contractual
issues and to support them in their service redesign. Areas of particular focus will include:





in patient services;
crisis care;
personality disorder;
rehabilitation pathways.

The CCG’s approach to embedding ‘parity of esteem’ incorporates the following:


understanding the needs and barriers for people with MH to access health care and developing our
plans accordingly. These include:
 learning from the Suffolk Mental Health Joint Strategic Needs Assessment;
 delivery of the Suffolk Mental Health Strategy Action Plan;
 co-production with service users:

The Mental Health Strategy has been co-produced through a series of eight service user-led workshops
which have developed the key themes of prevention and living well, crisis, and recovery.
The CCG has also worked with the Suffolk Youth Ambassador commissioned by Health and Social Care to
actively seek the views of children and young people particularly about stress experienced by young people.
The CCG is undertaking a series of targeted consultations with children and young people in schools and
local colleges about their health needs and concerns and this will include specific sessions on mental health.
This work is part of our ambition to keep service user involvement in the centre of future planning and help to
reduce the stigma surrounding mental health.
In order to ensure equality of access to health and social care, the CCG continues to work with social care
and wider system providers through the shared agenda of the Mental Health and Learning Disability Joint
Commissioning Board and agreeing common principles of investment through the Better Care Fund;
The CCG is continuing to review the current joint commissioning arrangements with SCC including review of
our mental health pooled fund between health and social care. This fund jointly commissions community
based support services for people with mental health needs including accommodation, advocacy, carer
support service user groups, information services and community resource services. The CCG has agreed
to extend our mental health pooled fund service contracts until March 2017 in order to align contracts and
ensure continuity of care and support to service users. During this time, the CCG will work with our third
sector providers to review the specifications and make any updates which will support a better coordinated
pathway of care for people in the community.
The CCG is a signatory to the Suffolk Crisis Concordat and is a partner in developing the action plan for
improving care for people in mental health crisis. In response to priorities identified in our Mental Health
conversation events we have drawn down funding to;



pilot an out of hours crisis support line provided by Suffolk MIND;
commission a crisis respite bed in Bury St Edmunds provided by Julian Support.

These services will be evaluated with a view to mainstreaming them from 2016/17.
NSFT has undertaken a programme of radical service redesign in order to respond to the national
requirements to achieve financial savings. The CCG will continue to monitor the impact closely through our
contracting arrangements. This service redesign has afforded the opportunity to modernise service delivery
and a process for reviewing and updating the service pathway specifications is underway.
6.6.2

Learning Disabilities & Autism

The CCG is reviewing commissioning priorities for 2016/17 and beyond to identify those areas into which we
would like to make increased investment in line with the NHS mandate and ‘Forward View’. Priority
considerations include:
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mainstreaming and aligning the CCG’s autism pilots for both adults and CYP to commission a single
dedicated pathway;
supporting the modernisation of LD services into a community based model;
commissioning a new model for Learning Disability services in partnership with Ipswich and East
Suffolk CCG. This is for a new community-wide and modernised service to be commissioned in
partnership between the CCGs and Suffolk County Council, and will support a move away from inpatient services to a community model of support in line with national guidance and includes
community based link workers.

The CCG recognises that individuals with learning difficulties have different needs and require different
levels of support which can change over time. The CCG will therefore continue to work with individuals who
are using or have previously used the service to understand these often complex needs and work to monitor
and redesign services where required. The CCG has a commitment to reviewing existing community
services and ensure that those required by individuals within the community are fully integrated with
universal services. The CCGs is fully committed to implementing the recommendations of ‘Transforming
Care for People with Learning Disabilities – Next Step’.
The CCG will ensure on-going clinical treatment reviews of those individuals who require assessment and
treatment and inpatient stays to ensure that where it is safe and appropriate for discharge home this will take
place in a timely manner. Furthermore the CCG will work with the main providers to ensure care plans are
conducted consistently and routinely to provide assurance to individuals of our commitment to having the
right care, in the right place at the right time.
The CCG recognises that, at times, individuals may require a heightened need for support and will ensure
that a coordinated and timely approach is provided with appropriate professionals in times of crisis.
The CCG will continue to work closely with primary care to ensure that Annual Health Checks are conducted
routinely and that Health Action plans to support individuals are completed and shared across the system
where it benefits the individual. Where reasonable adjustments are required to enable access to services,
the CCG will ensure processes are embedded in practice.
6.6.3

Improving crisis care and investing in places of safety

In collaboration with Suffolk County Council, Public Health, Suffolk Constabulary, MIND and Suffolk
Healthwatch, a strategy has been developed to improve crisis care for people of all ages. The key points of
this plan include:


ensuring that more people are able to access to support before crisis point through the development
and implement an Integrated Mental Health Urgent Care Pathway. More emphasis is placed on the
importance of timely responses to service user needs at all points in the care pathway so that
service users can rapidly step up or down according to their circumstances. This will maximise the
opportunity to maintain mental wellbeing for each person while minimising overall cost to the system
by avoiding the development of more serious/expensive illness.



increased urgent and emergency access to crisis care through:
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the further development of Psychiatry Liaison services;
improved access to urgent care and substance misuse services;
a review of urgent and emergency Care, including specific reference to national models of
care that work for people in mental health crisis;
development of an out of hours crisis response for under 18’s;
evaluation and on-going delivery of Crisis Line;
evaluation and on-going delivery of places of safety including crisis beds;
extension of police triage car scheme to include other blue light services such as ambulance
and fire services.

more choice and improved quality of treatment and care when in crisis will be achieved by:
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more people recover and stay well thus preventing future crises by:





6.6.4

developing an integrated crisis outcome framework and associated performance measures
& key performance indicators to measure the impact and success of crisis interventions;
implementation of NHS Choice agenda in mental health services;
evaluation and on-going delivery of Crisis Line;
evaluation and on-going delivery of places of safety including crisis beds;
continued implementation of the Crisis Care Concordat.

developing a new clear integrated recovery and rehabilitation pathway with a shared vision,
agreeing the role different services will have in the pathway;
improving and increasing access through self-referral and direct access from primary care to
Recovery Colleges;
review of the current commissioning model of the Complex Care Service (patients in Mental
Health Clusters 5 and above);
developing an integrated reablement and recovery pathway to promote independence,
facilitate recovery and allow service users to transition from hospital to supported care in the
community and to transition along the care pathway with a view to:
 review of current services for those patients with a Dual Diagnosis in partnership
with Suffolk County Council and Suffolk Public Health;
 balance allocation of resources along pathways so that service users can
seamlessly transition along the pathways without running into organisational
blockages;
 review of care pathways to ensure they are effective and efficient.

Children’s and young people’s mental health

The CCG is continually working to improve mental health services for children and young people recognising
that poor mental health starts in childhood. The CCG and Ipswich and East Suffolk CCG (working in
partnership with Suffolk County Council) had their Children and Adolescent Mental Health (CAMHS)
Transformation Plan agreed by NHS England in November 2015.
The Transformation Plan, underpinned by a Public Health led needs assessment and produced in
conjunction with young mental health users, families and carers and other key stakeholders, focuses on the
early identification and awareness raising of children’s emotional health and wellbeing.
The following priorities are being taken forwards:











implementation of a system-wide Single Point of Access and assessment for emotional health and
wellbeing referrals (including behaviour), prioritising perinatal mental health, crisis care (in support of
the national crisis care concordat);
support the priorities identified for Children and Young People within the Suffolk Crisis Care
Concordat and associated action plan and ensure a robust response for children and young people
in crisis;
redesign and commission a county wide Eating Disorders service;
exploring a psychologically informed therapeutic model for Children in Care/Vulnerable Children;
piloting a new multi-agency family assessment approach to inform our future behavioural pathway;
build on our pilot perinatal mental health services to meet national guidance;
respond to national developments within the youth justice arena, including the rollout of the pilot
Youth Diversion Scheme;
where appropriate, our services will extend up to age 25 years in a planned integrated way;
ensure we consider the needs and influence of families and carers in order to develop resilience
both in themselves and the adults who care for them;
develop our workforce across the whole system to help realize the full transformation of services.

Other initiatives that will be progressed in 2016/17 include:
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perinatal and post mental health services: In 2014/15, the CCG took part in the Sustain review of
Perinatal Mental Health Services in Suffolk, and through our psychiatric liaison service have been
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testing a model of mental health support for women using maternity services in WSFT. In 2016/17
we plan to extend this approach further in response to national guidance.


in partnership with social care, the CCH has commissioned a team of primary mental health workers
working with primary care, social care and schools to support children, young people and families.
This team will be part of the newly procured age-inclusive Primary Mental Health Service model

In addition, Suffolk is due to join the under-18 years Improving Access to Psychological Therapies (IAPT)
national collaborative learning centre from April 2016.
6.6.5

Mental Health Taskforce

The national Mental Health Taskforce is responsible for creating and publishing the new five-year all age
national strategy for mental health aligned to the ‘Forward View’. The Mental Health Taskforce brings
together health and care leaders, people using services and experts to lead a programme of work to create a
‘Five Year Forward View for Mental Health’ for the NHS in England.
Its principal task is to develop a new five-year national strategy for mental health covering care and support
for all ages, and the taskforce has been exploring the variation in access to and quality of care and support
across England, looking at outcomes for people who are and aren’t able to access these and also
considering ways to tackle the prevention of mental health problems.
The views of people with mental health problems and their families and carers have been vital to this,
including the views of staff. The findings of the public engagement were published in September 2015.
The ‘Five Year Forward View for Mental Health’ was published in February 2016 and sets out a number of
priority actions for delivery by 2020/21:


A 7 day NHS - right care, right time, right quality:







access to mental health care 7 days a week and 24 hours a day in the same way that they
are able to get access to urgent physical health care;
Out of area placements for acute care should be reduced and eliminated as quickly as
possible;
no acute hospital should be without all-age mental health liaison services in emergency
departments and inpatient wards;
People experiencing a first episode of psychosis should have access to a NICE-approved
care package within 2 weeks of referral;
expand proven community-based services for people of all ages with severe mental health
problems who need support to live safely as close to home as possible;
Reduce inequalities in access to early intervention and crisis care.

 An integrated mental and physical health approach:
 support more women each year to access evidence-based specialist mental health care
during the perinatal period;
 people living with severe mental health problems should have their physical health needs
met;
 increase access to evidence-based psychological therapies so that more adults with anxiety
and depression can access care and complete treatment.
 Promoting good mental health and preventing poor mental health - helping people lead better lives as
equal citizens:
 By 2020/21, more children and young people should have access to high-quality mental
health care when they need it;
 each year more people living with mental health problems should be supported to find or stay
in work through increasing access to psychological therapies for common mental health
problems and expanding access to Individual Placement and Support (IPS);
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 supporting those in the criminal justice system experiencing mental health problems;
 CCGs will be required to publish a range of benchmarking data to provide transparency
about mental health spending and performance.
The CCG will wholeheartedly embrace the ‘Five Year Forward View for Mental Health’ strategy, and will work
with partners to deliver the key priorities and actions.

6.7

Supporting research and innovation, and workforce wellbeing

The CCG will continue to support national programmes of research, innovation and growth and to implement
recommendations locally as appropriate. The CCG will also deliver local plans to improve the health and
wellbeing of the NHS workforce in line with national programmes of work
6.7.1

‘Accelerated Access Review’

In October 2015, the ‘Accelerated Access Review: Interim report (Review of innovative medicines and
medical technologies)’ was published. The interim report describes the review’s progress in preparing
proposals to improve the current system for developing, evaluating and adopting innovative medical
technology for the benefit of patients, the health system and the life sciences industry. The review intends to
publish its final report with more detailed recommendations in Spring 2016
During 2016/17, The CCG will continue to work to implement the agreed recommendations of the Review
including developing ambition and trajectory on the local uptake of affordable and cost-effective new
innovations. For example, the CCG has an “Excess Treatment Costs Policy” which has been recently
updated through an addendum to reflect the NHS England: Guidance on Excess Treatment Costs which was
published on the 16/11/2015. The addendum also includes information on the Early Access to Medicines
Scheme (EAMS).
6.7.2

Developing the wider use of technology

Changes in technology and the way we communicate have made vast differences to everyone’s lives. The
CCG needs to ensure that it supports the NHS harness the use of this to deliver better care and to make it
more convenient for patients. For example, the CCG expects all people with a long-term condition to have a
personalised care plan which is accessible, available electronically and linked to their GP health record, and
that conforms to the best-practice standards that we will be developing. That will mean patients receive safer
care and don’t need to repeat their details at every new contact.
Greater access to web tools like NHS Choices and the creation of a digital ‘front door’ will help transform the
way patients, their families and carers access information about NHS services and will provide selfmanagement materials and information to further empower them to manage their own condition. There are
links to this on the CCG’s website.
Greater use of tele-health and tele-care will also be important in supporting people with long-term conditions
to manage their own health and care. The CCG is committed to ensuring that nobody is left behind as we
give patients and the public a greater say in controlling their health care.
Digital Strategy and Delivery is a key enabler for integration of the local health and social care system in
order to effectively use shared clinical information to co-ordinate a joined up responses to care
planning. The CCG has formed the Suffolk Informatics Partnership; this is a pan-public sector collaborative
group made up of the most senior clinical informatics and IT leads and is progressing the following initiatives:
Suffolk Informatics Partnership (SIP): All key delivery partners are required to be actively involved with the
Suffolk Informatics Partnership work, and Suffolk Digital Roadmap, particularly the following initiatives:


Suffolk Shared Care Record – this is the broad term used for all multi-agency record sharing
initiatives, and is made up of:
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paper free at point of care;
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Integrated Business Intelligence (Improving Population Health & Wellbeing by the use of
Insight, Intelligence & Innovation – iPHWi)







patient Online - All practices across both West Suffolk and Ipswich and East CCGs are
already capable of offering online services to patients; by 2016/17 this will included read
access to coded records. Increasing patients access to this capability will be delivered as
part of the CCG’s 2016/17 GP IT Programme and in line with the CCG’s Digital Roadmap;
summary Care Record used in all urgent care settings, and pilots in ‘Connect Sudbury’ to
include Social Care;
a single integrated detailed patient record across 75% GP practices, all community, children
& child health services, and a number of service specific initiatives (such as integrated
diabetes, memory assessment, multi-agency safeguarding & end of life care); upcoming
plans include all community hospitals, out of hours and minor injury services;
urgent care view of the detailed patient record for all GP practices; more than 5,000 patient
records are viewed in the acute hospitals every month, this number is continually increasing;
action plans for direct connection between the Suffolk Shared Care record, hospitals, mental
health & county council (social care) are being developed.

business intelligence tools have already been rolled out to most GP practices;
this enables risk stratification of patients; analysis is derived from data in the GP record
combined with hospital, 111, ambulance, mental health & community information;
use of these tools to proactively coordinate care for specific sub-sets of patients is emerging,
with some examples of excellence developing (in areas such as admission avoidance);
plans are being developed to include BI for all organisations, and will progress in line with
wider strategic planning, effective information governance, and the widespread use of the
NHS number as the unique identifier.

Integrated technologies



enabling works for seamless co-location connectivity;
multi-agency collaboration for integrating technologies, leveraging existing infrastructure,
wider public sector investment and efficiency gains.

In summary, the CCG has introduced a pan-Suffolk Strategic Portfolio of Informatics works, ahead of the
development of the Suffolk Digital Roadmap. Within this portfolio are a variety of programmes designed to
fulfill these objectives, as well as determine strategic investment programmes to accelerate our digital
capability (in line with the emerging Sustainability & Transformation Plan). Our GP IT Programme includes
deployment and optimisation of the NHS England Patient Online programme. This, coupled with our
Information Sharing Programme, supported by pan-system Information Governance, will meet the
requirements to ensure high quality appointment booking systems with access to full medical record and
agreed data sharing opt out available from April 2016.
Our approach to Secondary Use data is being developed across Health & Care, and in line with recent
changes to the DSCRO model from NHS England.
The CCG expects all care delivery agencies utilise all available shared patient information to plan and deliver
effective care, in particular when considering urgent care, safeguarding, end of life and integrated care
services.
6.7.2.1 Data security standards
The CCG has four main policies in place which ensure robust data security standards are embedded within
the organisation:


Digital Communication Policy;
The purpose of this policy is to define the organisation, users, managers and IT responsibilities that
govern the use of the internet services or digital communication tools used throughout the CCG. The
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policy is mandatory and applies to all people who use the internet services or digital communication
tools available to the CCG, whether or not they are employed by the CCG.


Data Protection Policy;
This policy aims to ensure that the CCG fully comply with current legislation and guidance in relation
to the handling of person identifiable data. This policy also aims to make staff aware of their
obligations in relation to the processing of personal data.



Information Governance Policy;
The objectives of the CCG’s Information Governance Policy are to preserve:
 Confidentiality Protecting information from unauthorised access or disclosure;
 Integrity Safeguarding the accuracy and completeness of information and computer
software;
 Availability Ensuring that information and vital services are available to users when and
where required.
The aim is to establish and maintain the security and confidentiality of information, information
systems, applications and networks owned or held by the CCG and to ensure that the quality of all
information processed by is maintained by:









Ensuring that all members of staff are aware of, and fully comply with, the relevant
legislation as described in this and other policies and standards;
Describing the principles of information governance and explaining how they will be
implemented in the CCG;
Introducing a consistent approach to information governance and ensuring that all members
of staff fully understand their own responsibilities;
Creating and maintaining within the CCG a level of awareness of the need for good
Information governance as an integral part of the day-to-day business;
Protecting information assets under the control of the CCG;
Assessing the training needs of staff against the Information Governance requirements,
systems in place and present organisational structure.

IT Security Policy.
The purpose of this document is to define policies governing the use and technical security of IT in
the CCG, as well as advise around the physical security of IT. This policy is mandatory and applies
to all people who use the CCG’s IT services whether or not they are employed by the CCG.

6.7.3

Workforce health and wellbeing

During 2016/17, the CCG will continue to deliver locally NHS England’s plan to improve the health and
wellbeing of the NHS workforce and support people with long-term health conditions and disabilities back
into employment.
The CCG has established a quarterly Health and Safety Committee that looks at and evaluates the health
and wellbeing of all staff in the CCG. It looks at the CCG’s premises as a whole and identifies what
improvements can be made to ensure the health and wellbeing of the workforce.
The Committee also scrutinises sickness absence figures (this is constantly reviewed by HR in the periods
between meetings) and the reasons for sickness absence. Where patterns or areas of concern occur, the
CCG then looks at solutions to address these issues. For example, it was noted that there was high
absence due to musculoskeletal issues. As a result, a local provider gave a lunchtime presentation to staff
on prevention and self-care of musculoskeletal-related injuries.
The CCG targeted staff to ensure that there was a high uptake of flu’ jabs with 75% being vaccinated during
sessions run at the staff away day. In addition, the CCG is constantly working with our Occupational Health
provider to ensure that we explore ways of helping employees back to work after sickness or illness.
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The CCG is part of the ‘cycle to work scheme’ and has also recently launched an internet based
programme the “iWill Wellbeing Resource Centre” which is a tool employees can access 24/7, 365 days of
the year for information on health & wellbeing e.g. how to lose weight, how to stop smoking, how to cope
with change etc.
The CCG is a ‘two tick’ employer, encouraging applications from disabled people, and guaranteeing them an
interview if they meet the minimum criteria for interview. The CCG has made five commitments regarding
recruitment, training, retention, consultation and disability awareness to:






interview all disabled applicants who meet the minimum criteria for a job vacancy and to consider
them on their abilities;
discuss with disabled employees, at any time but at least once a year, what both parties can do to
make sure disabled employees can develop and use their abilities;
make every effort when employees become disabled to make sure they stay in employment;
take action to ensure that all employees develop the appropriate level of disability awareness
needed to make these commitments work;
review these commitments each year and assess what has been achieved, plan ways to improve on
them and let employees and Jobcentre Plus know about progress and future plans;

In April 2014, the ‘Gold Investors in People’ accreditation was award to the CCG. The CCG will be
reassessed in March 2016. The CCG (together with NHS Ipswich and East Suffolk CCG) were the only
clinical commissioning groups in central and eastern England to be awarded Investors in People
accreditation. This award recognises an impressive culture of staff engagement and leadership, which in turn
means staff are equipped and able to deliver the very best level of health services to local people. Investors
in People (IiP) is the standard based on the principle that a happy and healthy workforce is an effective
workforce.

6.8

System Operational Resilience

The Suffolk ‘system’ has produced an ‘Urgent Care Demand and Capacity Operational Escalation Plan’ and
the CCG has committed a proportion of the Operational Resilience funds to oversee its delivery. The Plan
has been jointly produced by:










West Suffolk Clinical Commissioning Group;
Ipswich and East Suffolk Clinical Commissioning Group;
Ipswich Hospital NHS Trust;
West Suffolk NHS Foundation Trust;
Suffolk Community Healthcare;
Norfolk and Suffolk NHS Foundation Trust;
Adult Community Services;
Care UK Out of Hours (OOH) and NHS 111
East of England Ambulance Service NHS Trust.

Each organisation has developed a demand and capacity plan which details how they will manage surges in
demand throughout the year.
The’ Urgent Care Demand and Capacity Operational Escalation Plan’ is intended to be used by operational
managers who are responsible for the management of health and social care services. It is with this
audience in mind that focuses this plan operationally however, it is strongly routed to strategic planning for
business continuity, major emergencies, pandemic and other contingencies.
The system will be held accountable for the internal circulation and familiarisation of this plan, and for
assuring the adequacy and accuracy of their individual plans.
This plan is revised in light of experience, lessons learnt from periods of increased demand and best practice.
The plan will be reviewed by all system partners in preparation for winter 2016/17 with completion due by
end of September 2016.
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This plan recognises that every system organisation has;
 a recognised capacity, based upon beds, workforce, equipment, etc. as appropriate to that
organisation;
 identified a range of additional capacity, real or virtual, which can be accessed during surges in
demand;
 a series of triggers that relate to an escalation level;
 a series of actions that relates to the relevant escalation level with a view to normalise as quickly as
possible;
 agreed to use a common approach to deal with demand and capacity surges;
 agreed that the CCGs will act as system coordinators;
 agreed to escalate issues that need resolution only where system partners have been unable to
resolve issues between themselves;
 a 24 hour contact number for escalation use.
In addition the ‘system’ has developed an urgent care dashboard. The purpose of the Suffolk Urgent Care
Dashboard is to inform the Suffolk system of the current system wide position. The dashboard enables
partners to access current performance information relating to all system partners from a single access point.
The Suffolk Urgent Care Dashboard forms part of the national web based Directory of Service Capacity
Management System (DoS), hosted by the HSCIC.
The DoS has recently been enhanced to feature a dashboard facility which has been utilised in the
development of the Suffolk Urgent Care Dashboard.
The Suffolk Urgent Care Dashboard is updated by each of the partner agencies/organisation a minimum of
twice daily and ideally three or four times daily at times when the system is under pressure and information
changes more frequently and the current information needs of partner agencies are greatest.
6.8.1

Capacity Planning – WSFT

Short term surge capacity: During times of extreme pressure and when capacity in the Emergency
Department is severely compromised, WSFT will activate opening of up to 20 ring-fenced escalation beds
based on triggers within their own internal escalation procedures that indicate that the A&E constitutional
standard or patient safety may be compromised.
Medium and longer term surge capacity: During periods of high activity the number of patients allocated
to inappropriate inpatient settings increases and this can result in increased risk from a patient care
perspective whilst making the task of senior clinical review difficult. WSFT has therefore identified surge
capacity areas on non-acute setting sites to support the discharge of medically fit patients requiring a short
term period of reablement assessment (discharge to assess) or active reablement. These will be reviewed
as part of 2016/17 operational resilience planning.
6.8.2

Protecting elective activity

The anticipated increase in unscheduled activity during the winter period provides a significant challenge to
managing elective activity, avoiding cancelations and therefore meeting the RTT performance targets and
trajectories as set out in the Scheduled Care Delivery Plan. The CCG recognises that the patient experience
is equally important to this group and endeavours to maintain elective work as far as possible during periods
of surge.
WSFT will ensure that elective activity is planned and scheduled against the predicted peaks in emergency
activity and has provided assurance that: 
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named individuals will be on each acute site during this period;
elective and planned activity is reduced for the first two weeks of the New Year to create capacity
should the expected surge in non-elective demand be realised;
staff resources are redeployed and work flexible across departments to support activity during peak
times;
a prioritised elective activity plan is developed to set out the surgical priorities during anticipated
times of increased emergency pressures including the targeting of day case activity;
plans are in place to ring fence surgical capacity as appropriate;
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6.8.3

the preference for cohort/buddy ward management of medical outliers is agreed with the appropriate
Clinical Directors
plans are in place to restart elective work earlier if emergency demand does not reach the expected
levels
System Resilience Planning 2016/17

In May 2015 the SRG considered the evidence base from a number of local reviews to inform the priorities
for improving system resilience over winter 2015/16 and beyond. The reviews highlighted that the west
Suffolk Health and Care system has been challenged by the complexity of care need rather than a specific
standalone singular cause. A significant proportion of the admissions were underpinned by frailty with
respiratory, urinary tract infections and falls being a trigger. The review made a number of recommendations
which included:








Preparations for the ‘flu campaign year may benefit from a particular focus to raise confidence levels
following previous winter’s low efficacy of the vaccine;
The local system may wish to consider how surveillance of respiratory illness and other infections
circulating in the population undertaken by PHE at both a local and national level could be factored
into monitoring as part of an early warning system;
The reduced referral activity to the COPD and Pulmonary Rehabilitation Services over the winter
period needs further examination to understand the underlying reasons;
Access to early warning signals, real time information from all sections of the health and care system
and early escalation are key in supporting the system in preparing and managing demand safely and
effectively;
Ensuring full sign up to a system-wide escalation plan where all parties recognise the early warning
triggers;
Real time system monitoring using an urgent care dashboard developed by the CCG escalation
managers. The system may need to consider how primary care can be part of this and how pressure
in practices is escalated and supported by the system;
An urgent review of capacity in West Suffolk is needed. The variation in delays and declines in
referrals across east and west Suffolk may need to be considered as part of this review to better
understand the distribution of resources.

These recommendations will be further considered as part of resilience planning for 2016/17.
In addition, the SRG also agreed a number of priority areas which informed the Winter Plan for 2015/16 and
will likewise support future resilience planning. Discussions are underway regarding 2016/17 resilience for
the following schemes:
COPD service: The winter review highlighted that the COPD and pulmonary rehabilitation service
experienced a decrease in referrals which did not reflect the increased levels of respiratory illness in the
population or the rise in COPD emergency admissions. The CCG has worked with the service provider to
undertake a deeper analysis of the service model and have since made a number of pathway changes which
will produce an improved proactive response to case management and a reactive response as part of an
integrated admission prevention service. Work is in progress and the revised operational pathway was
launched in late 2015.
Pneumonia: The level of demand last winter was unprecedented across the system. The SRG agreed that
the efficacy of the flu vaccination was most likely to be an underlying cause and agreed that the local plan for
2015/16 would require additional focus to ensure confidence does that affect uptake this winter. It was felt
the management of frailty was also key in managing respiratory related emergency admissions and this is a
major focus of 2016/17 planning.
Frailty: The number of frail elderly emergency admissions had risen exponentially over winter with
respiratory and other infections such as Urinary Tract Infections presenting as the tipping point and the
primary diagnosis for admission but with underpinning multiple co-morbidities. The priority areas of action
include:
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Identifying the very highly complex frequent service users – through case note review of frequent
service users we have identified the top 100 cases which are now being proactively case managed

6. Improving Services for Local People



in the community. For the frail cohort of service users the Interface Geriatrician takes a lead role in
supporting the community case manager and patients GP to develop the shared care plan and
supports the MDT review. The system has developed a pull-based discharge pathway for individuals
whose plan at home has failed and they have subsequently been admitted into hospital;
Frailty assessment – as part of CQUIN, the CCG has co-developed a frailty pathway for all over 75
year olds who are admitted as an emergency which involves a comprehensive assessment, care
planning and interface support with community services

Care Homes: The work with care homes will continue to expand during 2016/17 and is a key part of the
system plan. Supported by the Interface Geriatrician, End of Life Consultant at WSFT, sessional pharmacists
and the GPs, the Care Home Clinical Team work closely with care home staff, residents and families to
undertake clinical reviews and develop share care plans. This year we expect to completely roll out the
approach to all 47 of the care homes in west Suffolk and evaluate the impact of the Recognizing the
Deteriorating Patient toolkit. The impact of this care home approach is already demonstrating a 50%
reduction in care home emergency admissions from those care homes already targeted.
Integrated Admission Prevention: The Early Intervention Team: The successful implementation of the
Early Intervention Team at WSFT in reducing emergency admissions has informed the decision by the SRG
to consider utilising some of the CCG funding to extend the model of working out into the community as part
of an integrated community facing enhanced admission prevention service. The new Team will operate
under a single management structure but include services from the acute trust, community services, social
care, Age UK Suffolk and mental health services.
The existing community admission prevention service is being re-engineered in a number of ways including:
pathway changes to separate planned an unplanned demand, increased training for core teams, changed
alignment of core/aps team interfaces, reduction in existing pathway duplication/delays and workforce/skills
re-profiling. This work is supported by new operational policies and procedures. The impact of the work will
improve urgent response capacity, benefit recruitment and retention and ensure core community functions
are not compromised.
The team also has direct access to a number of existing community beds which will be designated for
admission avoidance purposes. This will enhance the integrated model described above and will be a critical
part of its success. The team being able to ‘pull’ the interface geriatricians, and other services/organizations
to develop and agree the management plan for patients so that is a safe and viable alternative to acute
admission.
Additional step down and step up community beds: Funding has supported the commissioning of up to 7
additional community beds which will be used for step up purposes accessed via the Early Intervention
Team and step down reablement or rehabilitation from WSFT. These beds were operational from 1 October
2015 to 31 March 2016 and will be a consideration as part of 2016/17 resilience planning.
Enhanced Hospital Ambulance Liaison Officer (HALO): The HALO role played an important part at
WSFT during winter in supporting delivery of ambulance handover. The CCG supported the use of the
funding in 2015/16 to reintroduce this role at WSFT and are enhancing the role to work alongside the Early
Intervention Team in supporting crews to refer to the community team. The role will promote the admission
prevention response and provide feedback to crews on referral activity.
6.8.4

Seasonal ‘flu campaign

West Suffolk has a comprehensive plan in place for increasing uptake of ‘flu immunisation in the target at
risk population groups, and across the NHS workforce. It is by increasing uptake that the CCG best protects
the local population and staff from infection, and the service from excessive demand. The plan focuses on: 
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increasing uptake in the over 65s and others at risk by increasing uptake in GP practices;
ensuring midwives and primary care support uptake in pregnant women;
involving community pharmacy as an alternative venue for patients who are not being vaccinated by
primary care;
a campaign to increase uptake in staff, to protect them and their patients and family. This will be
supported by a comprehensive communication campaign. Nursing staff are asked to champion this
approach and support delivery to colleagues;
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a programme to immunise children, as this is expected to reduce the spread of flu. It will target 2, 3
and 4 year olds via primary care, and year 7 school children via the school nurses.

Pneumococcal vaccine: West Suffolk continues to encourage the use of pneumococcal vaccine in those
for whom it is recommended, and vaccine usage figures indicate that uptake is similar to the number of
people achieving their 65th birthday each year. GPs are sent messages reminding them of the value of this
vaccine, and this is reinforced by an immunisation coordinator and prescribing advisers.
6.8.5

Communication Campaigns

The CCG will continue to support national communication campaigns. The data and insight available
nationally indicates main winter pressures and difficulties are caused by an increase in people who need to
be admitted to hospital as an emergency, particularly those who arrive at A&E by ambulance. Campaign
messages will focus on those actions that are most likely to prevent an emergency admission, for example:







Take up the offer of ‘flu vaccination;
Self-care (for example using over-the-counter medicines) and pharmacy as a first point of call;
For people who have long-term conditions, seeking prompt medical attention, so that minor illnesses
do not escalate to the point where hospitalisation is necessary;
Keeping homes warm in cold weather;
Avoiding falls (for example by stocking up on food and medicines so that it is not necessary to go
outside in icy conditions);
Avoiding A&E except for emergencies (calling NHS 111 if in doubt).

The local Public Health communications team will lead on the ‘flu messages, however the CCGs will support
this through a range of communications including the monthly EADT health supplement, our websites and
social media (promoting flu awareness, dates and locations of flu clinics), messages in parish magazines
and partner publications from Age UK, Family Carers and Women’s Institute etc. The targeted winter activity
is specifically aimed at people living close to WSFT and identified frequent users of the A&E services at the
hospital.
6.8.6

Risks and Risk Management

Although all reasonable action has been planned to respond to the anticipated surge there remain,
nonetheless, a number of risks including: 



the retention and recruitment of the workforce;
failure to deliver the A&E standard if demand continues to rise above predicted levels;
mobilisation of the new community health contract and sustainability of the plan during a period of
significant change.

The Urgent Care Demand and Capacity Operational Escalation Plan takes a risk management approach to
ensure adequate arrangements are in place for the potential scenarios. The following approach is adopted:
identify and score the key hazards (based on the experience of previous years); use historical data to
forecast the expected demands on critical service areas; and then provide a risk adjusted rating based on
the actions identified within this plan.
The Plan does not intend to remove all possible risk but does aim to highlight these risks and ensure these
are mitigated as much as is possible.
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Introduction
The CCG is required to prepare annual financial plans which are constructed with due regard to the national
business rules of financial planning, including surplus, contingency, and non-recurrent expenditure.
The financial plan for 2016/17 follows a series of agreed principles and key assumptions which are applied
as set out at 7.1 below, and which are in compliance with national guidance.
However, the CCG is also exploring the opportunity to develop a capitated payment system with the
Integrated Care System (sec. 3.2.6 refers) accountable for a wider range of population needs compared with
individual provider organisations. There will be greater incentive for coordinated, integrated working across
health and social care with risks identified early, earlier intervention and the right treatment arranged at the
right place at the right time. The payment system will be designed to:


promote primary, secondary and tertiary prevention:
 to keep people healthy (and not requiring costly intervention);
 promote early diagnosis and treatment;
 invest in recovery, rehabilitation and reablement.



to keep people healthy (and not require costly interventions), ensuring that the ICS:
 is able to judge the best intervention,
 incentivised to provide care in the most appropriate and lowest cost care setting,
 is able to invest in care coordination.



promote investment in productivity and innovative solutions.

The payment system will promote the long-term, sustainable well-being of local people by reimbursing
providers for delivering specified quality outcomes for patients rather than particular treatments or inputs. It
will incentivise best practice, efficient and accessible delivery of care, to make sure that NHS funding goes
as far as it can for patients.
The payment system can help to make sure that financial risks in the NHS, caused by demand pressures or
operational performance, sit with those organisations, whether commissioners or providers, who are best
able to influence or absorb them in the context in which they arise. The CCG and providers will work together
to agree the risk sharing arrangements that minimise financial risks to local health systems and maximise
benefits to patients from NHS funding.
During 2016/17, work will continue towards this system reform, where the concepts will be tested, and
used as an opportunity to understand the key components of building a more cohesive health and care
system with cross-organisational working.

7.1

Financial Planning

The financial plan for 2016/17 follows a series of agreed principles and key assumptions which are applied
as laid out below, and which are in compliance with national guidance:
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Surplus/Deficit: The CCG does not have plans in place to achieve the mandated cumulative surplus
of £3.1m (1% of the allocation);
Drawdown: The CCG’s drawdown will be in line with the NHS England guidance;
1% Non-Recurrent Fund: The CCG has made provision for a 1% Non-Recurrent Fund as required
totalling £2.9m. Release of the fund in 16/17 will be approved by HM Treasury and NHS England in
order to support the total system financial position.
Contingency: The CCG has made provision for 0.5% contingency as required totalling £1.5m.
Mental Health Parity: The CCG has planned to increase investment in mental health services at a
level which at least matches overall expenditure increase.

7. Delivering Value (Improving Efficiency & Productivity)



Activity assumptions are in line with the planning guidance and are based on 15/16 forecast outturn
with QIPP schemes in place to maintain activity at a similar level or to show a level of reduction.
Better Care Fund: The CCG’s BCF plan supports reductions of unplanned admissions and hospital
delayed transfers of care

The CCG has planned to deliver a cumulative deficit of £1,018k which means it has not planned to deliver
the mandated cumulative surplus of £3,073k at the end of 2016/17. A summary of the latest CCG financial
plan is set out below. This is subject to change, pending review and agreement with NHS England.

The chart below shows the movement between 2015/16 outturn and 2016/17 planned surplus
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Key risks and mitigations to delivery of the financial plan are:
Additional Risks
 QIPP under-delivery;
 Readmissions credits guidance change;
 Over performance on Acute Contracts, CHC and Prescribing.
Mitigations
 Contingency;
 Reduction in funding for Readmissions scheme;
 Quality Premium.
Underpinning the financial plan is the requirement to deliver £10,505k of QIPP savings. Currently, £8,270
(79%) of QIPP savings has been identified.

7.2

Quality, Innovation, Productivity, Prevention (QIPP)

This plan reflects the CCG’s ongoing commitment to the delivery of QIPP in 2016/17 which underpins
delivery of the CCG’s financial plan. Each programme is led by a GP through the clinical workstream
governance arrangements (sec. 8.1.5 refers). The clinical workstream and the lead GP are identified below:







Integrated Care
Planned Care
GP Prescribing
Mental Health
Children and Young People
Cancer

Dr Simon Arthur
Dr Andrew Hassan
Dr Christopher Browning
Dr Roz Tandy
Dr Andrew Hassan
Dr Andrew Yager

Each clinical workstream supports the delivery of the Health & Wellbeing Board outcomes.
The summary of the programme of work is set out below. Individual project plans and workbooks have been
developed, detailing key milestones for delivery, key performance indicators, and expected outcomes.
A more detailed analysis including quality and productivity benefits are in Appendix C. During the year, the
clinical workstreams will continue to explore and investigate further opportunities for efficiency savings to
deliver the overall level of savings required.
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7.3

NHS RightCare Programme

The national RightCare programme uses systematic data analysis to help CCGs understand how they could
change spending patterns, and adopt proven best practice, to achieve better overall value. A number of
CCGs have already used the RightCare approach to improve patient value and health outcomes, and to
release funding for reinvestment.
The CCG has already utilised many of the toolkits made available through the RightCare programme (for
example, Commissioning for Value, NHS Atlas of Variation etc.) to support its planning processes to support
the early identification of value improvement opportunities.
The latest ‘Commissioning for Value’ data pack was published in January 2016 and is available at
https://www.england.nhs.uk/wp-content/uploads/2016/01/wst-sfflk-ccg-16.pdf
A summary of the key opportunities for the CCG for improving value is set out below. This is supported by a
‘pathway on a page’ analysis which provides comparative performance against of number of indicators
across the whole patient pathway for a number of conditions. These are being systematically reviewed by the
CCG and will be reflected in the further development of the CCG’s QIPP programme of work as appropriate.
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The CCG will proactively support the rollout of the programme to ensure that it becomes embedded in future
planning and supports local commissioning decisions.
The CCG has also have also reviewed the ‘Atlas of Variation’ which demonstrates the areas required for our
step change in preventing ill health and supporting people to live healthier lives.
The NHS Atlas of variation is a collection of maps of indicators that compare the use of resources and quality
outcomes across geographical areas in England, to highlight areas where efficiency and quality might be
improved. The Atlas contains 102 maps in total: 64 at CCG level and 4 at Trust level. All results are ranked
and divided into 5 equal groups to give ‘quintiles’.
The CCG has looked at the results for west Suffolk and divided the clinical areas into “good”, “average”,
“needs improvement” and “for local consideration” (where the direction of ‘good’ is not clear).
An ‘Atlas on Page’ summarising the variation in health outcomes in west Suffolk is shown below:
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7.4

Improving primary care productivity

In 2016/17 the CCG will continue to work alongside GP practices, together with the Suffolk GP Federation, to
examine opportunities to improve productivity. This will include focusing on specific services, e.g. dementia
and supporting local surgeries by offering, resources and toolkits to optimise the GP contact with patients
with early onset of dementia to maximise their referral to further support services.
In addition, the CCG has created locality teams to wrap around GP surgeries to maximise the GP input into
the local frail, elderly and unwell populations in west Suffolk.
Furthermore, the medicine management work stream will continue its programme of work to optimise
medicine usage and works with the communications team to ensure the GPs and patients are educated in
appropriate and effective prescribing.
The CCG will continue to identify areas where offering a local enhanced service will provide a local solution
to identified gaps in the health care system. Additionally, the CCG will work with GP colleagues to identify
areas of commissioned services which do not optimise the patient pathway, and work with GP colleagues to
redesign these to benefit the quality of patient care.
The pathways are closely monitored in the post implementation phase to ensure that they work optimally,
and use GP feedback to further enhance any changes to service provision.
The CCG is working with local and county councils to support GP services in accommodating the extra
activity generated by the expected population growth in west Suffolk. This work includes working on the ‘One
Public Estate’ programme in Suffolk. This pioneering initiative delivered in partnership by the LGA and the
Cabinet Office will join councils and partnerships together to use their assets more effectively to deliver
ambitious programmes of service transformation and local economic growth.

7.5

Supporting community pharmacy reform

The CCG recognises that opportunities exist to work more collaboratively with community pharmacists to
ensure the efficient and effective delivery of the essential and advanced services of the community pharmacy
contract. These are:


Essential services

dispensing medicines (including electronic prescription service) and dispensing appliances;

repeat dispensing;

clinical governance;

Public Health (promotion of healthy lifestyles);

disposal of unwanted medicines;

signposting, and support for self-care.



Advanced services

medicines use reviews and new medicines service;

appliance use reviews;

stoma appliance customisation.

There is recognition that community pharmacy plays a vital role in local communities in providing medicines,
and as a trusted source of health and wellbeing advice The CCG also recognises that opportunities exist to
support the delivery of locally commissioned community pharmacy services, working in partnership with
different commissioners including local authorities and NHS England. Such services include needle and
syringe exchange, stop smoking, emergency hormonal contraception and chlamydia screening and testing.
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The accreditation of community pharmacies as Healthy Living Pharmacies will enable the pharmacy teams to
help reduce health inequalities within the local community, by delivering high quality health and well-being
services, promoting health and providing proactive health advice.
Strong links have been formed locally between the CCG and the Suffolk Local Pharmaceutical Committee
(LPC) to facilitate the development of joint working strategies. Examples include the CCG’s medicines waste
campaign and guidance document on treating minor conditions “Think Pharmacist”. In addition, the local
‘Connect’ project is working to improve communication between community pharmacists, GPs and other
healthcare professionals.

7.6

Estates Strategy

The CCG has completed an initial estates strategy. The “Ipswich and East Suffolk CCG and West Suffolk
CCG Interim Strategic Estates Plan” was developed in December 2015 and supports delivery of the ‘Forward
View’. The Plan will continue to evolve with delivery driven through partnerships with providers, local
authorities, NHS England and NHS England Property Service Limited.
Following on from this interim strategy, a Local Estates Forum will be established incorporating the NHS and
wider stakeholders. NHS Property Services will be working with the CCG to implement the strategy and,
where appropriate, with other organisations and Local Authorities, will establish projects teams responsible
for delivering the key projects.
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8.1

Governance

The overarching governance arrangements for the local health and care system are set out in Sec. 3.2. The
following section describes the CCG’s governance arrangements which underpin this and the supporting
business processes for the delivery of the strategic and operational plans. It includes information on:




8.1.1

the decision making and planning arrangements within the CCG, and how this supports delivery of
quality services;
the agreed programme management approach to track delivery of QIPP;
responsibilities and accountability for performance delivery, including financial balance and activity
levels.
Governance Summary

The CCG places great emphasis on ensuring good governance across the organisation and have
comprehensive arrangements in place. All staff must comply with the Group’s policy on business conduct,
including the requirements set out in the policy for managing conflicts of interest. The Governing Body meets
bi-monthly and has prime responsibility for the scrutiny and approval of strategic and operational plans. The
Governing Body is supported by a number of formal sub-committees with delegated decision making
responsibilities; Audit, Remuneration & Human Resources, and Clinical Scrutiny and Commissioning
Governance, all of whom have a role in the oversight of the strategic planning process. There is also a
weekly Executive meeting where decisions can also be delegated as appropriate.
The Executive is the CCGs engine of innovation, driving forward the development of new clinical models and
delivering robust review and performance challenge. It ensures that plans are executed in full with the
resultant continuous improvement in the quality and outcomes for patients and carers and a reduction in
health inequalities across west Suffolk.
The Executive is accountable to the Governing Body.
In addition, the west Suffolk Community Engagement Group will provide scrutiny of strategic and operational
plans from a community perspective.
The role of each body is set out in more detail below.
A monthly integrated performance report is presented to the CCG Clinical Scrutiny Committee detailing
current performance across quality, contracts, finance and transformation which is then considered by the
Governing Body. This provides assurances around delivery and an opportunity for risks and key issues to be
highlighted at an early stage and remedial actions to be discussed and agreed.
In addition, the CCG has also worked hard in 2015/16 to develop its corporate Programme Management
Office (PMO) function and now has in place a PMO team who support the development and assurance of
the CCG’s transformation programme working alongside the various redesign teams.
8.1.2

Governing Body

In accordance with statutory legislation, the Governing Body has responsibility for:




ensuring that the group has appropriate arrangements in place to exercise its functions effectively,
efficiently and economically and in accordance with the groups principles of good governance (its
main function);
determining the remuneration, fees and other allowances payable to employees or other persons
providing services to the group and the allowances payable under any pension scheme it may
establish (2006 Act)
approving any functions of the group that are specified in regulations (2006 Act)

As a member of the CCG‘s Governing Body, each individual will share responsibility as part of the team to
ensure that the CCG exercises its functions effectively, efficiently, economically, with good governance and
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in accordance with the terms of the CCG constitution as agreed by its members. Each individual is there to
bring their unique perspective, informed by their expertise and experience.
Individual members of the group’s Governing Body will bring their unique perspective, informed by their
expertise and experience. This will underpin decisions made by the group’s governing body and will help
ensure that as far as reasonably practicable:





8.1.3

the values and principles of the NHS Constitution are actively promoted
the interests of patients and the community remain at the heart of discussions and decisions
the group’s governing body and the wider CCG acts in the best interests of the local population at all
times,
the CCG commissions the highest quality services and best possible outcomes for their patients
within their resource allocation,
good governance remains central at all times.
Clinical Scrutiny Committee

Following an Audit Report recommendation, the CCG Governing Body has established a Clinical Scrutiny
Committee (formerly Clinical Executive Committee) as an additional clinical governance sub-committee.
Along with the Audit and Remuneration and HR Committee, the Clinical Scrutiny Committee will be formal
sub-committees of the Governing Body, and, as such, minutes from meetings will be published in the public
domain as part of the Governing Body papers.
The purpose of the Committee is primarily to review and scrutinise clinical governance arrangements, with
the main elements of the agenda being consideration of the Integrated Performance Report and Governing
Body Assurance Framework. All other business is carried out within the weekly Executive Committee
meeting (see below).
Meetings are held on a bi-monthly basis on the months that the Governing Body does not sit.
8.1.4

Executive Committee

The Executive Committee is the CCG’s engine of innovation, driving forward the development of new clinical
pathways and delivering robust review and performance challenge. It will ensure that the CCG’s operational
plan is executed in full with the resultant continuous improvement in services to patients and carers across
west Suffolk. The Executive Committee will have the following objectives:











8.1.5

develop the direction of commissioning/decommissioning strategy and intentions for the organisation
champion research and lead innovation in care pathway re-design
monitor clinical governance and quality including safety standards and recommend action to the
Governing Body
sustain and develop local GP engagement structures i.e. Locality and Development Groups and
support to improve the quality of primary care
deliver clinical engagement including discussions with provider organisations, about long term
strategy and plans including QIPP
monitor and challenge provider performance as required
monitor financial performance and propose action to the Governing Body to ensure a balanced
budget
monitor all Key Performance Indicators and QIPP targets, identify risks and recommend remedial
action to the Governing Body
review and advise on clinical priorities
act as the conduit for receiving, reviewing and approving reports on Corporate and Information
Governance, including the review of relevant policies
Clinical workstreams

The Clinical workstreams will lead the development and oversee the delivery of the redesign work
programme for west Suffolk.
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The focus of the weekly meetings will be to agree, oversee implementation and evaluation of impact of a
redesign programme that supports:





the vision and priorities for the CCG as outlined in the Operational Plan;
improving the quality of care delivery locally;
delivery of the QIPP programmes of work;
the principles of clinical leadership and public engagement.

The key responsibilities of the clinical workstreams are:









8.1.6

to support the CCG Executive in delivery of it key priorities;
to provide the CCG Executive with specialist advice, information and support in the delivery of its key
priorities relating to the clinical workstream;
to agree the priorities for the clinical workstream plan;
to develop an action plan with performance metrics;
to monitor and review system performance against metrics;
to identify further risks and opportunities as part of the QIPP planning programme;
to advise the CCG Executive on the wider strategic direction for the workstream;
to advise the Contracting team on issues relating to service changes, risks to service delivery and
performance of contract, opportunities for contract changes, service improvements areas.
Shared Management Arrangements

The CCG has a shared management infrastructure arrangement with NHS Ipswich and East Suffolk CCG to
deliver the priorities and work programmes set out by the two separate CCG bodies. This is set out below:

The structure is designed with consideration for:





the specific functions required by each CCG; the need for a dedicated office to support each set of
members and their Governing Bodies and the pace and scale of redesign work required in each
area;
the expertise required for specific functions of safeguarding, quality and safety, financial
management and contracting;
the economies of scale to be achieved through shared functions;
‘preserving the best’ of what works in Suffolk.

Chief Officers designed the structures of their offices in the context of the functions required and financial
envelopes. The capacity and cost effectiveness of plans were scrutinised by the whole management team
and both Suffolk CCG Governing Bodies, prior to staff consultation, after which further adjustments were
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made. Staff have been recruited to posts through a structured recruitment process in line with national and
local best practice.
8.1.7

Performance Delivery

The CCG has robust mechanisms in place to monitor and scrutinise delivery of nationally and locally defined
standards and targets. Each month the Governing Body/Clinical Scrutiny Committee receives an Integrated
Performance Report, covering the following areas:






key clinical quality and patient safety issue;
financial performance (including QIPP delivery and analysis of acute activity);
performance against key national and local targets;
progress of QIPP ‘schemes’;
provider performance against contractual requirements.

The Report provides members with a detailed ‘early warning’ system across the performance landscape,
highlighting those areas where performance delivery is not in accordance with agreed targets or trajectories.
The Report also outlines the mitigating actions being undertaken to address the issues.
In 2016/17, a Programme Management Office (PMO) approach will continue to track delivery of QIPP
projects against key milestones and timelines, and will provide comprehensive detail and analysis of
delivery. The PMO is responsible for producing the clinical workstream section of the Integrated
Performance Report referred to above.

8.2

Risk Management

The Governing Body Assurance Framework (GBAF) provides the CCG with a simple but comprehensive
method for the effective identification and focused management of risk across the ‘system’. Through the
GBAF the CCG Governing Body gains assurance that risks are being appropriately managed throughout the
organisation.
The GBAF identifies which of the organisation’s strategic objectives may be at risk because of inadequacies
in the operation of controls, or where the CCG has insufficient assurance. At the same time it encompasses
the control of risk, provides structured assurances about where risks are being managed and ensures that
objectives are being delivered. This allows the Governing Body to determine how to make the most efficient
use of resources and address the issues identified in order to improve the quality and safety of care. The
GBAF also brings together all of the evidence required to support the Annual Governance Statement.
The GBAF should be seen as a working document and will be updated regularly by the Chief Officers Team,
monitored by the Audit Committee and reported to the Governing Body at each of its meetings. The GBAF is
linked to the CCG Risk Register, the content of which is also provided for review by the Chief Officers Team.
A flow chart setting out how risks are identified and managed is set out overleaf.
In order to ensure consistency in the risk assessment process, the likelihood and consequences of all risks
on the Risk Register are assessed against the former National Patient Safety Agency (NPSA) 5X5 risk matrix
and those scoring 15 and above migrate to the GBAF and thereby inform the Governing Body agenda.
The 5X5 risk matrix and subsequent Red, Amber, Green (RAG) score identify the level at which identified
risks will be managed within the organisation. It also assigns priorities for remedial action, and determines
whether risks are to be accepted on the basis of the colour bandings and risk ratings. In terms of evaluation
of effectiveness, the RAG rating system is also used to present how well the agreed controls are operating.
The governance arrangements for managing risk are set out below:
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