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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 next two years will be a defining period for our local health system in which we will take the next bold
steps in delivering the ‘Forward View’ - improving health outcomes for our whole population and reducing
health inequalities. We will ensure that NHS Constitutional Standards and policy requirements are met.
As set out in this Operational Plan, we will do this within the Framework of the local Sustainability and
Transformation Plan (STP), by:












deepening our involvement of patients in designing services to meet their needs, through coproduction with us;
creating a single clinical community across the current divides of primary, secondary and
community;
enabling primary care to work at scale;
investing in our workforce, infrastructure and new models of care;
pursuing a new, completely joined up, alliance approach to contracting for, and delivering our
community services;
moving as many of our contracts as possible to be outcome based, liberating clinicians, with support,
to do what they do best and deliver great care;
supporting our acute hospital to reach out into the community, adjust its size for the future; and work
in collaboration with partners and stakeholders;
working towards the creation of an Accountable Care Organisation/partnership;
resetting the balance of investment between mental and physical healthcare services and ensuring
continuous improvement in patients' experience of mental health services in their local communities;
furthering our partnership with Suffolk County Council to join social care seamlessly with healthcare;
managing our money, to live within our means.

This is a major transformation programme, but we are not starting from scratch. Everyone knows we cannot
stand still, and many of the programmes within this plan are already being implemented alongside the
Integrated Care System (ICS) Board operating in its shadow form. We are building on firm foundations,
strong relationships and a determination to succeed - moving from planning to reality.
I look forward to continuing to work with the people who we serve and everyone who works to provide that
service; our patients, practices, providers and partners.

Dr Christopher Browning
GP and Chairman West Suffolk CCG

2. Executive Summary
Over the next two years, the local health system will build on the strong platform of work already underway to
further accelerate delivery of the ‘NHS Five Year Forward View’ and provide a local approach for delivery of
the Health and Wellbeing Strategy - improving health outcomes for our whole population and reducing health
inequalities.
Since March 2016, health and care organisations in east and west Suffolk and North East Essex have been
working together to develop a shared vision, to agree shared priorities for action, and to explore benefits of
partnership working. This has culminated in the production of the STP which sets out how the shape of
health and care services will transform over the coming years, with people being supported to take control of
their own health and wellbeing and more care being undertaken in local communities.
This Operational Plan sets out how the CCG, working with health and social care partners, stakeholder,
patients and the public will implement the STP with a focus on:




improving the health and wellbeing of the local population and manage demand for services;
care redesign and transformation of how and where care in received;
delivering financial balance across the ‘system’ and secure good value for money;

However, the CCG faces a number of significant challenge; local people are living longer, often with complex
health and social care needs, with a significant number of years living in ill-health or with disability. This is
placing an increasing demand on health and care services.
The STP sets out a clear aim to build stronger and more resilient communities which support local people to
maintain independence as they take responsibility for managing their own health and wellbeing. This will
enable people to stay in their own home longer, reducing the demand for social care packages, nursing and
care home placements, and long hospital stays.
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 2017/18 and 2018/19, 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’ 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 partners and stakeholders continue to work together
as an Integrated Care System (ICS) to ensure that the significant changes to the way that services are
delivered continue to provide value for money that meet the needs of the local population.
Primary care plays a pivotal role in this shared vision. However, primary care is coming under increasing
pressure. Locally, there are a number of challenges relating to supply, recruitment and retention, ageing
workforce, and cultural change. The CCG will be supporting practices and primary care providers to meet
these challenges and make the decisions necessary to ensure General Practice is fit for purpose and
sustainable in the future to meet population needs.
This will support the local delivery of the ‘GP Forward View’ and set the framework for strengthening and
transforming General Practice through a focus on investment, workforce, infrastructure and care redesign.
This will be crucial to delivery of this Operational Plan and will improve the access to General Practice and
support the transformation and development of new staffing models.
In some areas there may be the need to increase primary care estate, or to invest in the buildings and
infrastructure to make them fit for purpose. This will be particularly relevant for the CCG’s primary care
transformation strategy which aims to ensure a sustainable primary care going forwards.
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2. Executive Summary
NHS England has also set out a clear list of national priorities (‘must do’s’) for 2017/18-18/19 and the longerterm challenges for local systems. These include transforming urgent and emergency care services,
improving cancer outcomes by ensuring cancers are diagnosed promptly with prompt treatment and care
delivered in the most appropriate setting, implementing the national Mental Health Taskforce - addressing
the variation in access to and quality of care and support whilst promoting good mental health and
preventing poor mental health.
This Plan sets out how the CCG, working with the wider health and care system, will aim to deliver those
additional national priorities alongside any local priorities, achieving improvements in the quality and safety
of services provided, and improving health outcomes for local people.
In 2017/18 and 2018/19, the CCG will spend a total of around £610m on commissioning healthcare services
for local people. However, the local health system is facing significant financial challenges in the years that
lie ahead. Without change, the ‘system’ will be unsustainable, and the CCG will, therefore, need to carefully
balance income and expenditure through cost avoidance or cost reduction measures, whilst meeting its
ongoing commitment to deliver mandated levels of efficiency savings.
The CCG is working with finance leaders from across the ‘system’ to develop existing financial models and,
using best practice and evidence, evaluate innovative solutions to address the financial shortfall.
In developing this Plan, the CCG recognises the significant role that patients and the public have in shaping
the local health and care services. During 2016/17, the CCG conducted several major pieces of work to
involve the public, partners, patients and carers in the development of its plans and has established and
embedded robust processes for continued engagement with communities and patients alike which will
provide valuable insight to help develop services and shape strategies in the future.
In conclusion, the CCG faces a period of unprecedented demand for services, coupled with significant
workforce issues and financial challenges. However, the CCG and the wider ‘system’ has a strong, visible,
collective leadership in place and a unified plan to address recruitment and retention of staff, bring the
system back into a financially sustainable position, and to continue to improve the health and care of local
people - so that people live healthier, happier lives by having greater choice, control and responsibility for
their health and wellbeing. This Operational Plan sets out how the CCG will drive forward the
transformational changes which will continue to provide high quality, safe, and comprehensive services for
the people in West Suffolk.
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3. CCG Operational “Plan on a Page”

4. National Background & Context
4.1

NHS Mandate & NHS Constitution

The Government’s Mandate to NHS England, 2020 goals (https://www.gov.uk/government/publications/nhsmandate-2016-to-2017) establishes the priorities for the NHS through to 2020 and sets out the priority areas
in which the Government expects the NHS to improve.
These priorities are underpinned by the requirement to deliver a number of specific outcomes over the next
four years that will improve health outcomes for local populations and ensure that patients’ rights and
privileges as set out in the NHS Constitution are met.
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 plans to commission
sufficient services to ensure it can deliver those rights and pledges for patients on access to treatment.
The priorities set out in the Mandate and the rights of patients under the NHS Constitution will be delivered
as part of the ‘NHS Five Year Forward View’ which sets out how the health service needs to change over the
next few years – establishing a more engaged relationship with patients, carers and the public to promote
health and wellbeing and prevent ill-health whilst ensuring a sustainable health and care system.

4.2

NHS Five Year Forward View

In October 2014, NHS England published its “Five Year Forward View” (http://www.england.nhs.uk/wpcontent/uploads/2014/10/5yfv-web.pdf) setting 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 ‘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.
In delivering these three aims, a key priority will be to sustain and enhance access to primary care services,
and improving cancer and mental health services.
4.2.1

General Practice Forward View (GPFV)

The General Practice Forward View (GPFV) was published in April 2016 and sets out the Government’s
investment and commitments to strengthen general practice and support the sustainable transformation of
primary care for the future.
The CCG has translated the aims and key local elements of the GPFV into a more detailed local operational
plan, setting out how:

4. National Background and Context




access to general practice will be improved
funds for practice transformational support will be used to support general practice
national ring-fenced funding to support the training of care navigators and medical assistants, and
stimulate the use of online consultations, will be deployed.

A summary of the CCG’s approach to implementing the GPFV is set out in Sec.7.3, which recognizes that
strengthening and transforming general practice will play a crucial role in the delivery of the Sustainability
and Transformation Plans (STP) detailed in Sec. 4.2.4.
The CCG’s full ‘GPFV Operational Plan’ will be published in early 2017.
4.2.2

Cancer Services Transformation

The Independent Cancer Taskforce published ‘Achieving world-class cancer outcomes: a strategy for
England 2015-2020’. This reports sets out a number of recommendations for a new cancer strategy and
includes a series of initiatives to increase early diagnosis, provide better treatment and care, and increase
one-year survival rates for cancer patients.
Sec. 7.6 sets out how the CCG 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.
4.2.3

Mental Health Five Year Forward View

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 including commitments to improve access to and availability of mental
health services, developing community services, taking pressure off inpatient settings, and providing people
with holistic care, recognising their mental and physical health needs.
In delivering this locally, the CCG will also ensure mental health access standards for Improving Access to
Psychological Therapies (IAPT), Early Intervention in Psychosis (EIP) and eating disorders are met.
Sec 7.7 sets out how the CCG has embraced the ‘Five Year Forward View for Mental Health’ strategy, and
will work with partners to deliver the key priorities and actions.
4.2.4

Sustainability and Transformation Plan (STP)

In December 2015, NHS England outlined a new approach aimed at ensuring that health and care services
are built around the needs of local populations through the development of joint Sustainability and
Transformation Plans (STP), setting out how local services will evolve and become sustainable over the next
five years, thereby delivering the ‘NHS Five Year Forward View’ vision.
Since March 2016, health and care organisations in east and west Suffolk and North East Essex have been
working together to develop a shared vision, to agree shared priorities for action, and to explore benefits of
partnership working. This has culminated in the production of a STP (Sec. 7.1 refers) setting out how the
shape of health and care services will see the centre of care moving away from hospitals and into local
communities, with people being supported to take control of their own health and wellbeing.
This Operational Plan sets out how the next two years of the STP will be delivered (Sec. 7.2 refers).
4.2.5

Measuring Outcomes: CCG Improvement & Assessment framework

In order to drive delivery of the ‘NHS Five Year Forward View’ and to assess progress of the STP and overall
performance, NHS England has introduced a new Improvement and Assessment Framework for CCGs
(CCG IAF) from 2016/17 onwards.
The Framework draws together in one place NHS Constitution and other core performance and finance
indicators, outcome goals and transformational challenges. It is constructed around four domains and covers
six clinical priority areas, which will form the basis for assessing the overall performance of the CCG on an
annual basis. The four domains are:
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4. National Background and Context






Better Health: focusing on improving the
health and wellbeing of the local population
and managing demand;
Better Care: focusing on care redesign and
transformation, performance of constitutional
standards, and outcomes (including the six
clinical priority areas);
Sustainability:
focusing
on
delivering
financial balance and securing good value for
money;
Leadership: assessing the quality of the
CCG’s leadership, its plans, how the CCG
works with its partners, and the governance
arrangements that the CCG has in place to
ensure it acts with probity.

The framework includes six clinical priority areas which will also
have an annual summative assessment on the four point scale of
outstanding, good, requires improvement, or inadequate.
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 2017/18 and 2018/19, the CCG will continue to give
particular focus on maintaining and improving performance against
the priority areas set out in the framework.
The
current
assessment
for
the
CCG
is
available
at
https://www.nhs.uk/servicesearch/scorecard/results/1176), whilst Section 7 of this Operational Plan sets out how the CCG, together
with its partners, plans to drive performance improvement in each of these areas, thereby delivering locally
the triple aims of the ‘NHS Five Year Forward View’.
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5. Local Context – About Us
Introduction
In 2017/18-18/19, the CCG will spend around £610m 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.
WSCCG GP locations (2016):

Mapdata: ©Google 2016 and
PHE (2016)

5.1

Demographic Profile of West Suffolk

5.1.1 Population and deprivation
Total population (2015): 243,553

0-19
20-39
40-64
65-79
80+
Total











Male
25,411
27,406
38,381
19,938
6,011
117,147

Female
24,251
25,393
38,559
20,915
9,077
118,195

Those aged 65+ comprised 23.8% of
the total population.
The population pyramid highlights that
compared to England, the CCG has a
particular spike in both women and men
aged 65-69.
21.1% of the population are age 0-19.
Between
2016-2035,
the
CCG’s
population is forecasted to grow by
approximately 11.3%.
By 2035 it is forecasted that 29% of the CCG population will be 65+.
Although the deprivation score for the CCG has increased from 2010-2015, the score is still below
the England average (16.4 for the CCG, 21.8 for England).
There are no GP practices in the CCG with a deprivation score above the England deprivation score.
2.4% of the population (5,443) are in the most deprived quintile.

Sources: Public Health England General Practice Profiles, Longer Lives, Cardiovascular Profiles (2016), ONS Sub National Population Projections (CCG)
(2014), ONS Life Expectancy by CCG 2010-2012 (2014)

5. Local Context – About Us
5.1.2

Health profile

In 2014/15:
 an estimated 17.9% of the adult population smoked;
 there were 12,353 adults aged 17+ with diabetes (6.2% of registered patients);
 there were 36,203 adults with hypertension (14.9% of registered patients);
 1,984 people aged 65+ have a dementia diagnosis (3.7%);
 8.7% of registered patients (age 16+) had a BMI greater than 29 in the previous 15 months;
 an estimated 67.3% of the adult population are overweight or obese (2012-2014 data);
 27.5% of the adult population are estimated to be physically inactive (2014).
5.1.3

Cause of death

Between 2013 and 2015 there were 6,687 deaths in the CCG area; the main causes were: chronic ischemic
heart disease (484), unspecified dementia (397), and neoplasm of bronchus and lung (346).
5.1.4

Life expectancy

2010-2012 data indicates that the CCG has significantly higher healthy life expectancies at birth for both men
and women compared to the England values. In the CCG:
 Males have a life expectancy of 81.0 years and a healthy life expectancy of 66.3 years, meaning
81.9% of their lives are spent in ‘good health’.
 Females have a life expectancy of 84.5 years and a healthy life expectancy of 67.8 years, meaning
80.2% of their lives are spent in ‘good health’.

5.2

Suffolk Health and Wellbeing Board

The Suffolk Health and Wellbeing Board is the key strategic leadership group for health, care and wellbeing.
It is the forum where the CCG, together with Suffolk County Council, and other key stakeholders from the
local health economy agree and address strategic priorities.
The Health and Wellbeing Board has published the “Joint Health and Wellbeing Strategy (refresh 20162019).” which builds on the “State of Suffolk Report 2015” and reflects the changing environment for public
services in Suffolk.
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. It will
be delivered, in part, through the STP.

5.3

CCG Clinical Priorities

The CCG has developed its own distinctive ambition (informed by the Joint Strategic Needs Assessments –
Section 6.1.1 refers) and underpinning priorities to accelerate the delivery of the ‘Forward View’ and provide
a local approach for delivery of the Health and Wellbeing Strategy. The CCG’s overarching ambition is “to
deliver the highest quality health service in west Suffolk through integrated working”.
Underpinning this ambition are six clinical priorities, which are aligned to national frameworks, the STP, and
the CCG’s wider programme of work:
 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.
These clinical priorities will drive the local system response to both national and local requirements.
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6. Commissioning for Better Outcomes and Healthier Lives
6.1

Setting Priorities for Local Communities

6.1.1

Joint Strategic Needs Assessment (JSNA)

The main aim of a Joint Strategic Needs Assessment (JSNA) is to accurately assess the current and future
health needs of a local population in order to improve the physical and mental health and wellbeing of
individuals and communities. The Suffolk JSNA (Health Wellbeing Suffolk JSNA) underpins the local Health
and Wellbeing Strategy and is a rolling programme of documents and resource for the wider determinants of
health in Suffolk. The JSNA is a suite of documents including the State of Suffolk Report 2015, Annual Public
Health Reports 2015, and Suffolk Health and Wellbeing Strategy Refresh 2016-19.
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 focused 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. 7.2.1 refers).
6.1.2

Health and Wellbeing Strategy

The themes from the State of Suffolk Report have been embedded across the four Health and Wellbeing
Board priorities, and are outlined in the ‘Joint Health and Wellbeing Strategy (refresh 2016-2019)’. 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.
These priorities are consistent with the priorities set out in the STP and are aligned to the CCG’s clinical
priorities which form the basis for the CCG’s annual planning and commissioning cycle.

6.2

CCG Planning Cycle & Commissioning Intentions

As part of its annual planning and commissioning cycle, the CCG is required to set out its own priorities and
commissioning intentions which indicate to current and potential new providers how, as a commissioning
body, the CCG intends to shape the system that provides health services for the population of west Suffolk.
The commissioning intentions also outline how the CCG will respond to the publication of changes to the
national priorities for the NHS by NHS England.
6.2.1

Patient and public communication,
engagement and involvement

Built into this process is an annual programme of
patient and public engagement that will give local
networks the opportunity to understand and contribute
to planning decisions.
The CCG has established and embedded robust
processes for continued engagement with communities
and patients. This has led to patient insight helping to
develop services, helped shape strategies for mental
health and connected with local communities.

6. Commissioning for Better Outcomes and Healthier Lives
Under the leadership of a Lay member, there is a Community Engagement Group, a sub-committee of the
Governing Body, which is made up of members of the public. This group has championed engagement
principles since 2013.
The CCG has a full digital engagement plan which includes:
 Twitter: The CCG is engaging via their Twitter account and incorporating twitter in all project
communications and engagement plans;
 Getting Involved: this on-line engagement tool has more than 300 members to date. Patients, public
and community organisations are encouraged to register. The tool is currently used to broadcast
messages, send invitations to events, such as workshops and public meetings and to run surveys to
enhance the engagement in various projects.
 CCG Website: the website is a key tool for engaging and communicating with the public. Its use is
monitored and reviewed regularly. The website will be further developed to share feedback from
engagement work, such as “We asked, You said, We did”.
During 2016/17, the CCG conducted several major pieces of work to involve the public, partners, patients
and carers in the development of our plans. Specifically, we co-produced a mental health workshop event for
local stakeholders, held workshops and engaged with over 1,300 people on the Marginalised and Vulnerable
Adults (MVA) service and IVF.
The CCG will continue to develop case studies and present patient stories at Governing Body meetings to
demonstrate the impact commissioned services have on patients and carers. As part of the new
arrangements of commissioning of primary care, the CCG will ensure there is learning from GP practices
Friend and Family Test results and share them with the Commissioning Committee for action and lessons
learned. The CCG will also collect and use real time patient and public views to provide information to feed
into the CCG’s decision making as a responsible commissioner, e.g. through mapping patient experiences
and use them to inform the CCG’s business cases, specifications and developments of clinical pathways.
Building on this solid platform, and for the purposes of developing the STP, a Communications and
Engagement Advisory Board has been set up with representatives from communications and engagement
teams. Benefitting from the strategic direction of Healthwatch Suffolk and Essex, the CCG have identified
more than 40 separate pieces of engagement which has helped to shape strategies for elements for large
parts of the STP.
The Advisory Board has agreed the following principles of engagement for use over the next two years:
 use lived experience and other insights to drive change, putting people at the heart of care;
 identify and communicate best practice across the NHS – and also tackle areas of improvement;
 use a network approach, pooling resources and sharing skills;
 use social marketing and trusted information to support change in behaviours.
In early 2017, the CCG will:
 produce innovative public materials e.g. films, podcasts, booklets;
 design and deliver a programme of ‘Big Picture’ engagement with community leaders in 15 localities;
 carry out clinical engagement;
 set up a Joint Health Scrutiny Committee Taskforce;
 formulate consultation needs in support of the transformational programmes outlined in the STP.
The CCG’s plans for future engagement require the use of tailored engagement techniques oriented around
programme priorities. These will be led by programme leads, and supported by communications experts.
This will ensure the CCG generates meaningful insight to shape the planning and delivery of the STP and
future Operational Plans,
The CCG will continue to use annual ‘Patient Revolution’ events to ensure stakeholders input into the
planning and commissioning cycle and ensure that the CCG has opportunity to feedback on how previous
input was used.
The following section sets out the framework of the CCG’s Commissioning Intentions, which have been
informed by previous engagement activities.
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6. Commissioning for Better Outcomes and Healthier Lives
6.2.2

CCG Commissioning Intentions

The Commissioning Intentions provide details of the key initiatives and changes that the CCG expects to
implement in 2017/18 and 2018/19, setting out how the CCG will implement its strategic vision of system
reform and transformation - and how it will deliver its overarching ambition and address both national and
local clinical priorities.
The CCG’s Commissioning Intentions are for two years 20/17/18-18/19 and are intrinsically linked to the
CCG’s strategic plan to deliver the ‘NHS Five Year Forward View’ and the local STP.
The CCG’s ongoing work to engage partners and the public over a number of years has given us a clear
mandate upon which to develop and shape our strategy to meet the challenges that lie ahead. Across the
STP ‘footprint’, the CCG is regularly engaging with local communities, who have been consistently telling
us that they want high quality health and care services delivered locally and that they want us to bring
services closer together to make them simpler.
In the next two years, the CCG will continue to build strong collaborative partnerships with our patients
and providers. The local ‘system’ will aim to form an alliance of providers and commissioners across
Suffolk and North East Essex which have an agreed strategic and operational approach. Each of the
three localities (Ipswich and East, West Suffolk and North East Essex) will have a local alliance of
providers who will jointly deliver the vision and the programme of transformation set out in the STP.
The full Commissioning Intentions document is set out in Appendix ‘A’.
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Introduction
NHS England has set out a clear list of national priorities (‘must do’s’) for 2017/18-18/19 and longer-term
challenges for local systems which are reflected in the ‘NHS Five Year Forward View’ and will be delivered,
in part, through the local STP.
This section sets out how the CCG, working with the wider health and care system, will aim to deliver those
national priorities alongside any local priorities whilst, at the same time, achieving improvements in the
quality and safety of services provided, and improving health outcomes for local people.

7.1

Sustainability & Transformation Plan

The West Suffolk heath and care system has been working with organisations in Ipswich and East Suffolk
and North East Essex, partners, patients and the public to develop a shared vision and ambitious local plans
for accelerating delivery of the ‘NHS Forward View’ through production of a five year STP.
The STP has been informed by more than 40 separate pieces of public and voluntary sector engagement
over the last two years to develop strategies focused on housing, mental health and learning disabilities,
primary care, end of life services, maternity, cancer and hospital plans. Patients, staff and the public have
directed elements of the STP.
The STP (http://www.westsuffolkccg.nhs.uk/health-care-working-together-differently/) establishes how
organisations will, together, deliver the vision “that people across Suffolk and North East Essex live healthier,
happier lives by having greater choice, control and responsibility for their health and wellbeing”. Over the
next five years, the CCG and its STP partners will change the shape of health and care services, shifting the
centre of care away from hospitals into local communities as people are supported to take control of their
own health and wellbeing. The STP establishes the following clinical vision for the local ‘footprint’:

This clinical vision will be delivered through three programmes of work which will drive improvements in
health and care services for local people. These build on existing schemes that are already underway.

7. Improving Services for Local People

7.1.1

System Structure and Governance

The following structure sets out the governance arrangements that have been established to oversee the
development and delivery of the STP, which will ensure it is well-led and delivers to plan.

The following section sets out, in detail, the key schemes and milestones that will underpin delivery.
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7.2

Delivering the STP

7.2.1

Self-care & independence, and community based care (STP Programme 1)

The STP sets out a clear aim to build stronger and more resilient communities which support local people to maintain independence as they take responsibility for managing
their own health and wellbeing. This will enable people to stay in their own home longer, reducing the demand for social care packages, nursing and care home placements,
and long hospital stays. This will also deliver system-wide benefits as community and social care partners work together to make the best use of resources.
Scheme

Context

Priorities

Key Actions 2017/18 & 2018/19

1.1
Community
safety &
prevention

Prevention: A key
part of this
programme is
empowering
people to take
responsibility for
their own
wellbeing.

1.1.1 Smoking

The Suffolk “Prevention Strategy for Suffolk 2016-2021” sets outs a number core priorities and specific aims:
 Priority 1: Improving early detection and treatment of hypertension, atrial fibrillation, chronic obstructive
pulmonary disease COPD), diabetes and “frailty”:
 Increase the number of individuals diagnosed with hypertension, atrial fibrillation, COPD, and type 2 diabetes;
 Optimise treatment of individuals with these conditions;
 Ensure NHS Health checks are delivered in a way that maximises impact;
 Support healthy ageing, improve the detection and minimise deterioration in frail people.

1.1.2 High Blood
pressure

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.

1.1.3 Obesity

1.1.4 Physical activity

 Priority 2: Improving direct and indirect support to those who wish to change their lifestyle:
 Decrease tobacco use in Suffolk by continuing to drive forward the actions agreed as part of Aspiring to a
Tobacco Free Suffolk;
 Increase 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;
 Decrease excessive alcohol consumption by continued multiagency support to deliver the Suffolk Alcohol
Strategy;
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1.1.5 Diet

1.1.6 Alcohol
consumption

Safer stronger
resilient
communities:
Multi-agency
partnerships will
build personal and
social resilience for
vulnerable people
and their families
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1.1.7 Holistic mental
and physical health
support
1.1.8 Supporting
vulnerable people
1.1.9 Personal
resilience
1.1.10 Tackling social
isolation
1.1.11 Early
intervention and
signposting
1.1.12 Domestic
violence and violent
crime

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.

The Prevention Strategy is underpinned by an action plan which details the specific actions that will start to deliver the
Strategy in its first two years.
To support delivery of the Strategy, the STP have agreed the following programme of work, which will also form the
implementation plan to align the Suffolk and Essex strategies:
 Increasing the detection of hypertension through opportunistic testing in selected services, the community and
through NHS health checks;
 Raising awareness of the under diagnosis of Atrial Fibrillation and scoping potential for assessment as part of other
programmes such as NHS health checks;
 Improving detection of pre-diabetes and where identified increasing referral for intensive lifestyle management;
 Increasing alcohol screening and brief interventions for those drinking above the national guidelines;
 Targeting lifestyle interventions to those in greatest need for example those with long term conditions including
those with mental ill health.
Action plans are being developed that will underpin delivery across the STP ‘footprint’.
The Suffolk “Prevention Strategy for Suffolk 2016-2021” sets outs a third core priority and specific aims to support
safer, stronger, resilient communities:
 Priority 3: Creating community and personal capacity and enhancing community and personal resilience;
 Increase and improve interventions which address social isolation and loneliness and ensure interventions are
either evidence based or locally evaluated;
• Improve support to carers in Suffolk;
• Improve the connections of individuals and families with their neighbours and local community;
 Encourage and support community groups to focus on supporting healthy lifestyles and the wider prevention
agenda.
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 STP has developed a detailed implementation plan that builds on evidence and good practice from elsewhere (e.g.
Margate).
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1.2
Integrated
out-of-hospital
care

21

Community-based
care: The CCG aims
to deliver health
and care services
in the community
wherever it is safe
and efficient to do
so and move to a
more proactive
approach working
with the local
community to
identify and
support people
before they tip
into a crisis.

1.1.13 “Connect” and
integrated
neighbourhood teams

The CCG’s vision is
that out of hospital
care is centred
around
neighbourhoods /
localities. The CCG
will proactively
identify and
support people at
risk before they tip
into crisis whilst
removing
duplication of
assessments and
care planning and
multiple access
points which

1.2.1 Commission a
single point of access
(SPOA) for urgent
healthcare need

Refer to 1.2.3 and 2.1.1 – 2.1.5 below.
The CCG will work with GPs and community health and care partners to identify and support people before their needs
become urgent so we can help them manage without needing to attend the hospital. This will include a range of
project areas such as improved signposting to different support options including the voluntary sector; further
developing integrated locality based teams; and reviews of community hospitals and walk in centres to ensure they
provide high quality and efficient care.
Over the coming years more care will be provided in community settings to improve patient experience through care
closer to home.
GP practices will work together to improve patient access, share resources and support each other. The CCG has
supported the Suffolk GP Federation to create a single practice (super-practice) – known as Suffolk Primary Care (Sec.
1.4.2 refers)
The CCG will develop local alliances with the public and partners to provide integrated physical and mental health and
social care rooted in local communities and offer patients more treatment and therapy outside of hospital, e.g. minor
surgery, joint injections and clinic appointment.

In line with Sir Bruce Keogh’s Urgent and Emergency Care Review, Suffolk and North East Essex CCGs are currently in
the procurement phase of commissioning an Integrated Urgent Care Service from October 2017 onwards. The key
components of our model are:
 An NHS 111 service that meets national requirements including the need for a multi-disciplinary clinical hub and
integrates effectively with all other areas of urgent care locally such that the combined health and social care
systems covered by the Commissioners move towards having a single point of access (SPOA) for urgent care.
 A GP led out of hours service that fulfills the national requirements and effectively integrates with local GP led care
such that there is a seamless 24 hour a day, seven day a week service that integrates effectively with the rest of
the Commissioners’ health and social care system.
In Suffolk we are seeking to expand the core functionality of the SPOA to provide a Care Co-ordination and Case
Management Service (CCCMS) that integrates effectively with Suffolk Community Healthcare services in the first
instance with the potential to expand to other parts of the Suffolk health and social care system over time. This will
incorporate professional and patient access to Community Health Services such that existing Community Health
patients and referrers have access to the clinical expertise of the Integrated Urgent Care Service, and in return the
Integrated Urgent Care Service would be able to call upon and coordinate care for appropriate planned and urgent
community responses. Over the lifetime of the contract we would foresee the Provider(s) working closely with the
system to develop further links to or consolidation of other contact points such as those provided by the local
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create confusion
for patients and
add cost into our
local system

1.2.2 Shifting care from
acute hospital into
community-based
setting

authority, in-hours primary mental health and acute sectors. We also foresee that the Integrated Urgent Care
Service would use its position to innovate in the fields of telehealth, telemedicine and telecare.
Discharge to Assess (D2A)
D2A is a multi-agency project being implemented by West Suffolk CCG, Ipswich and East Suffolk CCG, Suffolk County
Council, West Suffolk NHS Foundation Trust, Ipswich Hospital NHS Trust, Norfolk and Suffolk Foundation Trust and
Suffolk Community Healthcare.
The aim of D2A is to either prevent a hospital admission or to expedite discharge (from acute, community or from the
‘front door’) at the earliest opportunity when a person is medically stable. It is anticipated that D2A will assist the
health and care system by providing necessary system resilience.
Four D2A pathways have been developed and are being piloted in Bury St Edmunds and Felixstowe during winter
2016/17. These will be evaluated and will be used to identify medium and long-term potential developments relating
to the wider implementation of D2A in order to support integrated health and care delivery, system-wide.
 D2A will be completely embedded during 2017/18. The drivers / benefits of D2A are:
 Improvement of service user experience by enabling on-going assessments to be undertaken ‘at the right time, by
the right person, in the right place’ and receive care ‘closer to home’;
 Preventing unnecessary Length of Stay (LoS) in the acute trusts, hence addressing patient flow and Delayed
Transfers of Care (DToC);
 Preventing secondary complications of an unnecessary extended hospital stay;
 Preventing readmissions to hospital;
 Easier access to acute care for those who require it;
 More simple discharge / transfer processes, ‘releasing time to care’;

1.2.3 Commission
alliance partnerships to
implement integrated
neighbourhood teams
and 24/7 communitybased urgent care

D2A will have a ‘home first’ ethos. This is done by assessing people‘s ongoing care needs outside the hospital. The
model takes a ‘why not home, why not today?’ approach.
Provision for Proactive and Reactive Care forms a significant part of our new model of care and aims to be delivered
through two newly formed alliances, one in Ipswich and East Suffolk and the other in West Suffolk from October 2017.
These alliances will integrate primary, community, mental health and social care services with partners working with
each other and with the voluntary sector to take accountability for all health and care outcomes for their local
populations. This will be carried out in a phased way with phase one focussed on community and primary based care
and future phases focussing on mental health and social care.
Proactive care: Integrated Neighbourhood Teams (INTs)
The priority for Suffolk is to implement the integration of health and social care teams across the 13 localities (5 in the
west and 8 in Ipswich & East) by the end of 2017. This will bring together operational staff into new ways of working
that are based around practice population clusters of circa 50,000.
The INTs will:
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 Be supported by local leadership based on primary care as the building block for integrating health and care
systems either as super partnerships or through collaborative working with local services wrapped around primary
care;
 Work at scale by driving horizontal and vertical clinical and service integration around practice population clusters
bringing community physical and mental health and care services;
 Progress a shift towards proactive care with a focus on case finding, case management and care coordination;
 Underpin their approach with prevention, reablement, promoting independence, self-management, personal
choice and control and moving away from a reactive crisis care response
From late 2017 the integration will extend to bring an enhanced locality place based approach examining ways in
which other services can be brought on board including but not limited to Safer Neighbourhood Teams, hospital
specialists and others including our local voluntary community services to provide integrated ‘at home’ care as part of
the local core offer. Locality working may shift the majority of outpatient consultations and ambulatory care to out-ofhospital settings.
Reactive community based urgent care
Supporting the functionality of the new SPOA, Reactive Care aims to bring together the range of services that support
urgent care management into a 24/7 single access, multidisciplinary coordinated community response focussing on
supporting individuals to avoid an acute admission and supporting those admitted back home in a timely fashion. The
integrated service will support the individual at home until the crises has resolved and a management plan is in place
before transferring back to the care of the case manager in the INT. Implementation has commenced through the
Early Intervention team.
Early Intervention Team and Frailty
Originally commissioned as part of a suite of winter schemes to support the health and social care system in 2015/16,
the Early Intervention Team (EIT) has been further commissioned for 2016/17 to support a Suffolk-wide commitment
to provide robust and holistic community-based admission prevention services to avoid unnecessary acute
attendances and admissions.
EIT is hosted by West Suffolk Foundation Trust (WSFT) and provides a 24/7 integrated health, social and voluntary
sector service with nursing, therapy, social worker, generic work and voluntary sector input. The patients seen by the
team would previously have cost the system an avoidable emergency admission. The team provide up to five days of
consecutive support to resolve a crisis situation, either returning patients to independence or handing over to other
agencies. EIT has an innovative ‘no wrong door’ approach to referrals and a two-hour response for patients at
imminent risk of admission to acute or community hospitals. Whilst the core function of the team remains admission
prevention, an extended element will include supporting patients with an early discharge from hospital particularly
frail elderly patients who can be supported on a Discharge to Assess pathway in partnership with the Interface
geriatrician and their own GP.
As the CCGs move forward to 2017/18, the longer term vision is to integrate this service model into the wider vision of
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Reactive Care supported by the Clinical Hub for the new SPOA.

1.2.4 Increase focus on
‘hear and treat’ and
‘see and treat’

The future vision will ensure that:
 Patients are empowered to manage their own health and social care and provided with the right support
 Local communities are supportive environments to live
 The local health and social care system is co-ordinated and effective
 Integrating health and care will improve care, keep people well and reduce the need for hospital-based emergency
services.
A CQUIN scheme has been in place throughout 2016/17 aimed at driving increase in ‘hear and treat’ activity. The
evaluation of this will inform how the approach can be embedded into the EEAST operating model.
Increase in ‘see and treat’ activity is part of the new operating model currently under review by the all 19 CCGs. Locally
in Suffolk, EEAST have pathways in place that support the transfer of ‘See and Treat’ activity requiring an urgent GP
appointment to our Prime Ministers Challenge project ‘GP Plus’.
EEAST are looking to work with 111 providers to assist them in the clinical triage of ambulance dispositions.

Key actions - The Ambulance Response Programme

Timescales

Implementation of Nature of Call (NoC) as a best
practice early identifier of cardiac arrest and peri-arrest October 2016
in-line with nationally agreed timetables
Increase the number of ambulance service interventions
where the most clinically appropriate resource is
allocated to a 999 call first time through the use of
October 2016
Dispatch on Disposition (DoD) in line with nationally
agreed timetables for local adoption.
Adoption of clinical call categorisation based on robust
evaluation of the clinical disposition of actual 999 calls
in line with nationally agreed timetables. This will help
Changes to the Ambulance code set due April 2017
the system to support A&E performance through
And Increasing CSD staff.
implementation of key activities identified through the
Urgent & Emergency Care Review such as Hear and
Treat and See and Treat where clinically appropriate.
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Seek local opportunities to increase Hear and Treat
rates for 999 calls where clinically appropriate by
making trained clinicians available to deal with 999 calls, CQUIN Hear & Treat 9% by the end of March 2017
particularly at times of peak demand (e.g. evenings and
weekends).
Seek local opportunities to increase See and Treat rates
where clinically appropriate by making use of suitably
50 Specialist Paramedics are being recruited as part of our
trained ambulance clinicians responding to 999 calls to
new operating model
assess patients, complete management at scene,
discharge and/or refer into alternative care pathways.
1.2.5 Community
hospitals review

In July 2016 the in-patient provision within the Suffolk community hospitals was reviewed by a multi-agency project
group. “Using Community Beds Differently” analysed activity, outcomes and function of the beds and related this to
the other developments of Discharge to Assess, admission avoidance schemes and the evolving Delirium pathway. The
review made 7 recommendations for the short, medium and long term future. These recommendations included a
long term strategy for the entire community hospital model.
A project scope has been created to deliver the longer term strategy for community hospitals. This encompasses all of
the inpatient beds recommendations and delivery. The strategy will take into account the strategic vision for health
and care as per the STP and the local developments that are currently being implemented across the system i.e.
discharge to assess pathways, planned care pathway redesign and movement into the community setting, general
practice at scale and community services procurement. It will propose the range of services that will be required in the
future community hospitals model drawing on the STP’s transformation and commissioning plans, population’s heath
and care needs, innovations in healthcare and established best practice.

1.2.6 Managing death
and grief

The project scope will be formally approved during November 2016 by the respective Executive committees in West
and Ipswich and East Suffolk CCG’s. When agreed a governance framework will be established including a multi-agency
project steering group accountable to the CCG Clinical Executive, and a detailed project plan developed. It is envisaged
that initial findings will be discussed in March 2017.
The CCG is supporting a workforce within Suffolk which is skilled and competent in delivering End of Life care. There is
close working across community, acute hospitals and local hospices and a well-developed EoL care training
programme available to the community and domiciliary care providers also. Guiding principles to support EoL care are
being developed by the system and in addition a support tool to enable all individuals involved in the delivery of EoL
care, access to the appropriate information and expert clinical support and advice during a crisis, 24/7. This will
support patient/carer choice around preferred place of care and death.
In addition, a Suffolk-wide approach and development of a policy supporting Anticipatory Medicines at EoL should be
rolled-out during 2017. A bereavement service is offered by the local Hospices and an introductory session is also
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1.2.7 Extending ‘My
Care Wishes’/Choices
Electronic Register &
Handheld Records

1.2.8 Providing
psychological therapies
for people with LTC

offered by the Suffolk Well-being Service. In partnership with Macmillan Cancer Support there is a plan to recruit two
Level lll Psychologists of which bereavement support will form part of their work; further discussions are planned for
early 2017.
The ‘My Care Wishes’ folders had a Suffolk-wide change in focus during 2016, with the aim to broaden their remit and
cover more than just end of life. The step changes were around managing moderate/high risk, complex frail
individuals, including those at EoL, with the focus on a proactive approach and therefore having conversations around
advance care planning, preferred place of care and death as well as resuscitation status much earlier. This in turn,
further supports the introduction of the Personalised Shared Care & Support Plan, which enables admission avoidance
by clearly outlining a crisis management plan that all members of the Health and Social Care team can access and
contribute to. This will be rolled-out from April 2017 through the ‘Connect’ model and into the Integrated
Neighbourhood Teams (INTS).
The ‘My Care Wishes’ folders and the Personalised Care & Support Plan will further support individuals to sensitively
manage and ensure Suffolk patients have the best death possible There is a plan in place to switch from the EPaCCS
system to SCRai to support patients at EoL and placing them on a local register. EPaCCS was not utilised to its full
potential across Suffolk. Implementation of this new platform will support wider sharing of information and records
for people at EoL. The CCG will engage with providers to ensure there is an adequate training programme available
with the aim of launching the SCRai from April 2017.
Refer also to Section 7.7
The newly commissioned Wellbeing Service including Improving Access to Psychological Therapies became operational
in September 2016. This enhanced service will increase access treatment in primary care through wide ranging service
delivery.
To support delivery of the enhanced elements of the service and in line with the ‘Forward View’, the CCG will ensure
that providers develop their workforce to meet the needs of other population groups. In addition, providers will be
encouraged to update staff skills using national accredited training programmes in relation to long term conditions and
medically unexplained symptoms.

1.3
Mentally
healthy
communities
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People with
mental health
problems and
learning difficulties
have a lower life
expectancy than
the general
population. They
experience social
exclusion and

1.3.1 Provision of codesigned cost effective
and transformational
mental health service
1.3.2 Promotion of
health, independence,
resilience and
wellbeing for those
with mental health
problems

Refer also to Section 7.7
The CCG’s aim is that people’s mental and physical health is considered and treated together to recognise that both
areas are inseparable to a person’s health and wellbeing. This involves joined up, family focussed responses to all
children, young people and families presenting with emotional, behavioural or mental health needs, and a “whole
system” approach to the delivery of specific services such as crisis mental health care, psychological therapies for
people with long term conditions, suicide prevention, LD Transforming Care and psychiatric liaison
The newly commissioned Wellbeing Service including Improving Access to Psychological Therapies became operational
in September 2016.
The CCG intends to have CYP IAPT embedded across the Wellbeing service, early intervention and specialist services. A
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worse health
outcomes and face
stigma and
discrimination.

1.3.3 Delivery of holistic
and integrated mental
and physical health
responses
1.3.4 Develop a skilled
workforce focused on
resilience and recovery
approaches

dedicated steering group within the CAMHS Transformation Plan oversees this.
Suffolk has a local implementation group to model how current and future provision for Psychosis will be provided.
The CCG will continue to deliver its implementation plan in order to ensure that Suffolk has a NICE-compliant Early
Intervention in Psychosis Service.
The CCG has a Mental Health Pooled Fund with Suffolk County Council which supports people with mental illness to
live in their local community and includes the provision of personal budgets for people with Severe Mental Illness in
order to support their recovery.
The CCG launched an enhanced Community Eating Disorder Service (CEDS) in July 2016, provided by NSFT, offering a
gold standard of dedicated, bespoke care to people aged up to 18 with anorexia, bulimia and binge eating disorder.
The CCG will continue to commission the mental health liaison service in the acute hospitals which provides an urgent
response in the acute hospital emergency department and a ward-based response for mental health needs. The CCG
will work with acute providers and the mental health trust to agree the resource and demand required to embed an
all-age, 24/7 service.
The CCG has an action plan to improve dementia diagnosis rates in order to achieve and maintain the 67% national
target from April 2017.

1.3.5 Reduce reliance
on inpatient provision
and delivering LD
Transforming Care plan

1.3.6 Development of
outcome focused
services
1.4
Primary care
transformation
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Primary Care plays
a pivotal role in
the CCG’s long
term clinical vision.

1.4.1 Integration
between primary care
community services
and social care

In partnership with local providers and Suffolk County Council, the CCG will continue to regularly monitor requests for
out of area placements and the application of the Care Programme Approach (CPA), and progress towards repatriating
people placed in out of county provision.
Refer to Section 7.7.2
The Transforming Care Board will continue to progress the Transforming Care Agenda which addresses the needs of
individuals with learning disabilities and/or autism who present with challenging behaviour and or mental health
needs.
The CCG will aim to relocate all individuals into their own homes in the community with appropriate support where
needed and reduce the numbers of inpatient beds which are commissioned, Within the programme due consideration
is being given to the ongoing workforce and development of all staff across health and social care and this includes a
robust plan to implement Positive Behaviour and the implementation of the Autism Strategy.
See above and Section 7.7

The CCG is utilising ETTF funding and other innovative approaches to the provision of new estate to enable the
development of primary care at scale and hubs to supports populations of around 50,000. Services will be wrapped
around these hubs through our Integrated Neighbourhood Teams.
Work is underway to develop an alliance made up of local practices, community service providers, local acute Trusts,
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Whilst there are
some very high
quality practices,
there is also
variation in
performance and
quality. This
programme aims
to support
practices and
primary care
providers to meet
the challenges that
lie ahead, thereby
ensuring General
Practice is fit for
purpose and
sustainable in the
future to meet
population needs.

1.4.2 Primary care at
scale/’super’ practices /
a single partnership and
allied collaborations
1.4.3 Improving use of
technology in general
practice and
neighbourhood/locality
hubs

1.4.4 Innovative estates
solutions to ensure the
primary care estate and
infrastructure is fit for
purpose

the local Mental Health provider and social care. It is anticipated that this alliance will provide all local out of hospital
care. It is anticipated that the Multispecialty Community Provider (MCP) will offer a further vehicle for practices to
engage more fully in the alliance contract.
The CCG is working with local practices and groups of practices to facilitate the move to enabling making primary care
at scale a reality. The CCG has supported the Suffolk GP Federation to create a single practice (super-practice) –
known as Suffolk Primary Care – which will launch in early April 2017. It will initially be made up of 14 GP practices in
Suffolk with a combined total of 112,641 registered patients.
See also Section 9.2.1
In line with our Local Digital Roadmap, and the Primary Care Five Year Forward View, the CCG is working with our
member practices, as well as the wider public sector community. The CCG is utilising multiple funding routes (such as
ETTF) to progress the improved use of technology both internally to general practice as well as across the wider
localities. This includes:
 exploitation of new technologies to improve patient access to primary care;
 ensuring ‘connected’ information across the locality (and beyond);
 delivering the ‘wider’ Digital Roadmap transformation such as the provision of a pan-public sector network,
contributing to addressing the efficiency challenge, as well as providing the technological agility to support the STP
Estates Strategy.
The CCG has a well-developed Strategic Estates Plan (SEP) as part of a wider Plan for Suffolk. This supports the STP and
aims to consolidate public sector estate and utilise the current assets to the maximum benefit. There are Local Estates
Forum’s (LEF’s) in both Suffolk and North East Essex, which operate with Estates professionals/stakeholders in work
streams working on priorities identified within the SEP.
It is recognised that, in some areas, the CCG may need to increase estate, or invest in the buildings and infrastructure
to make them fit for purpose. This will be particularly relevant for the primary care transformation strategy to ensure a
robust ‘primary care at scale’ solution is implemented which will see hubs supporting 30 – 50k patients in key locations
and smaller spokes to support the rural communities with clear focus on Care Closer to home services.
Members of the Strategic Estates Forum will work with the project teams to consider the most appropriate settings for
care delivery and to understand the wider impacts on primary, secondary and community based care. The CCG will
work with ‘One Public Estate’ Boards and local authority partners to explore different funding opportunities that may
be more favourable to support better value for money investments to support the health community.
Representatives from both LEF’s have come together to form one Strategic Estates Forum to work as an effective
enabler with STP Project Team leads on the Estates requirements through the STP.
The CCG has already started working across sectors to maximise value from public sector estate; e.g.co-location of
ambulance stations with emergency partners to reduce reliance on high cost and outdated facilities.
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The CCG has identified three key areas of development to focus on in West Suffolk making significant improvements to
the primary care estate and access to services for patients. All three projects are led by St Edmundsbury & Forest
Heath councils following ‘One Public Estate’ principles.
The Mildenhall Hub: A project built around an enhanced academy, which aims to co locate education, leisure, health
and wider public services onto a central site in Mildenhall. This will release two NHS buildings, which are no longer
suitable for provision of modern health services.
The Haverhill Hub: Seeks to provide a modern health centre that accommodates GP and wider health services for the
growing town of Haverhill. It will be co-located with key partners to provide enhanced service to the local population
The Public Sector Village in Bury St Edmunds: The project is moving to release and rationalise key estate in Bury St
Edmunds and expand primary care space to accommodate the planned growth for the town.
Newmarket Community Hospital: The relocation of a GP surgery into the existing Community Hospital is in the
planning stage with completion planned for 2017. The aim is to improve utilisation of space and co-locate services.
The CCG continues to work with practices which are operating from poor estate and supporting them in their bids for
capital funding identified through the ETTF. It is envisaged that these areas will become the strategic localities in West
Suffolk and that the estate will enable and support GP practices to deliver the Multispeciality Community Provider
(MCP) contract described in the GP Forward View, linked into the wider Accountable Care Organisation (ACO) model.
The CCG has made an assessment of the known and anticipated estates requirements by sectors over the next 5 year
and will continue to work to ensure that the Estates and Technology Transformation Funding (ETTF) is usefully
deployed in alignment with the STP objectives.
The CCG will explore with NHS property services the opportunities to transfer assets into the STP footprint to
maximise established resources.

7.2.2

Hospital reconfiguration and transformation (STP Programme 2)

There are three acute hospitals within the STP ‘footprint’ and all are working on individual internal quality improvement programmes, and collaborative projects with community,
mental health, social care and primary care partners to design new models of care. In addition, the three hospitals have collectively reviewed a range of clinical services to
share ideas and knowledge about how to improve the pathways and deliver more efficient services. This work has identified opportunities to work with the community base
care programme by shifting care into different locations within the neighbourhoods and localities.
Scheme

Context

Priorities

Key Actions 2017/18 & 2018/19

2.1 New
models of
care

West Suffolk and
Ipswich Hospitals
have both been

2.1.1 Improving health
and care outcomes for
patients

Two alliance partnerships are being formed, one in Ipswich and East Suffolk and the other in West Suffolk with
agreement expected to be reached between partners before the end of 2016/17. These alliances will have an ambition
to integrate primary, community, mental health and social care services with partners working with each other and
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working with
community, social
care, mental health
and primary care
partners to design
two “Accountable
Care Organisations”
(ACOs) which will
radically transform
outcomes and
experience for
patients. Care will
be based around
localities and
neighbourhoods,
rather than around
organisations

2.2 Improving
care
pathways
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The CCG want
patients to receive
the best clinical
outcomes and high
level of satisfaction
with their
experience,
ensuring that
services are
sustainable across
the whole
‘footprint’ and
follow best
evidence

2.1.2 Focusing on the
needs of individuals,
empowering and
supporting self-care
2.1.3 Clinically owned
and led models of care
developed in
partnership with
service users
2.1.4 Services built
round localities and
across organizational
boundaries
2.1.5 Delivering
national requirements
and affordability
2.2.1 15 specialty areas
have been agreed in
principle to focus upon
in a phased approach
over the next four
years. These have been
chosen based upon
their potential to
contribute most to
closing the Health and
Wellbeing, Finance and
Quality Gaps

with the voluntary sector to take accountability for all health and care outcomes for their local populations. Those
partners who have committed to working as part of the two alliances are Ipswich Hospital, West Suffolk Hospital, NSFT,
the GP Federation and Suffolk County Council alongside the two CCGs.
The development and delivery of integrated services by and through the two alliances will be carried out in a phased
way with phase one focused on community and primary based care and future phases focusing on mental health and
social care and also linking to the wider public sector particularly district and borough services and the police.
Key actions for 2017/18 are:
 Dependent on the outcome of the ongoing constructive dialogue process with the emerging alliances commence the
further development and mobilisation of the new community services model by October 2017. The key element of
this will be the roll out of the 13 locality based integrated neighbourhood teams (INTs);
 Confirm and put into place two Alliance Partnership Boards to oversee the delivery of community services and to
develop plans for future phases;
 Develop and implement integration between the two alliance partnerships and the provider of the Integrated Urgent
Care Service (subject to ongoing procurement) by January 2018;
 Integration of some community and acute services to build resilience, smooth clinical pathways and manage elective
demand differently over the course of 2017/18 and 2018/19;
Key actions in 2018/19 will depend on the work underway on exploring further phases of alliance working.
 Phase one commenced in November 2016 across General medicine, Geriatrics, MSK (T&O, Pain, Rheumatology),
Cardiology, Stroke, Gastroenterology include endoscopy
 Phase 2 will include general surgery, vascular, breast, ENT, dermatology and A&E.
Pain Management Services
In 2015, the CCG introduced a pioneering community pain management service to improve the support for West
Suffolk patients living with long-term pain. The majority of GP referrals are expected to be managed in a community
setting rather than needing onward referral to secondary care and acute follow-up activity will reduce by at least 50%.
E-Referral will eventually be used for all referrals.
For 2017-19 the CCG will develop a long term strategy for the integration of Pain Management services to support
patient choice of the most appropriate setting. Service pathways will be streamlined to ensure that patients see the
right professionals at the right time, and are signposted to the most appropriate care to obtain optimum outcomes
MSK
The CCG have implemented a streamlined elective care pathway via a Musculoskeletal Single Point of Referral (MSK
SPoR) to optimise patient care. 26% of GP referrals are expected to be managed in a community setting rather than
needing onward referral to acute provider. The provider offers choice of community setting along with choice of acute
provider (if onward referral is required). All referrals to the MSK SPoR will be electronic from primary care along with
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offering self-referral by web for the public by April 2018. During 2017/18 the MSK clinical community will support
alternatives to elective referral. Following on from the virtual fracture clinic the clinicians will increase shared decision
making including development of patient led follow up and digital solutions to avoid unnecessary follow ups.
Primary care educational events are planned to build strong relationships in the MSK clinical community and primary
care with top tips to support primary care in managing MSK conditions.
Teledermatology
Teledermatology was introduced in 2015. The CCG are integrating the service with WSFT using e- Referral Advice and
Guidance (A&G) with an image via the e-referral system. This will support demand management in Dermatology.
Through the change of system to e-Referral it will support 100% of referrals by April 2018. The service supports
increasing GP knowledge of skin conditions with people having a diagnosis of their skin lesion within three days. The
service will be easily extended to all dermatological conditions in the future to ensure a streamlined elective pathway.
Teledermatology ensures a clinical conversation with primary and secondary care and for the patient to be in the right
clinic. This reduces demand and removes unnecessary follow-ups.
ENT and Audiology
A project to review the provision of the Audiology service has commenced. This review covered equipment provision at
the WSFT audiology service, realignment of pathways and promotion of direct access and source alternative provision
for the repair and battery replacement. The CCG will also implement a change to the clinical pathway to provide direct
access for GP’s to request MRI scan for selected patients.
2.3 Ipswich
and
Colchester
hospitals
partnerships

In May 2016 the
Boards of Ipswich
Hospital and
Colchester Hospital
committed to a
long term
partnership with
each other.
Management
teams from both
organisations are
working together to
review partnership
opportunities.

2.3.1 Colchester
Hospital has identified
some quality and
safety issues that need
to be improved - these
were highlighted in the
CQC report earlier this
year. The Trust has
initiated an
improvement
programme “Every
Patient Every Day” to
address these issues as
a matter of urgency

No firm decisions have yet been on how the long-term partnership between the two hospitals may be formalised.
Both hospital sites will continue to provide a full emergency department and obstetric-led maternity units. The CCG
expect there will be significant centralisation and specialisation of clinical services and standardisation of clinical and
managerial systems and processes across both hospitals. A range of scenarios will be explored in order to deliver this
ambition. Through the STP framework, the CCGs will work through the benefits and risks with each which will then be
discussed with staff, public and stakeholders before recommending any course of action.
A strategic outline case will be prepared by January 2017 identifying the benefits and trade-offs related to a number of
scenarios;
A public, patient, staff, clinicians and stakeholder engagement plan is being developed and will be undertaken
throughout the spring and summer of 2017
Further steps will depend on the outcome of this work, the availability of capital funding, and responses to public and
stakeholder engagement / consultation.
It is anticipated that changes to services may be initiated from early 2018.
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7.2.3

Collaborative working across the system (STP Programme 3)

There are significant advantages in working across a wider geographical area, and the CCG has been working together with NHS Ipswich and East and NHS North East
Essex CCGs to explore how to maximise those. The following key areas will form the focus of this programme.
Scheme

Context

Priorities

Key Actions 2017/18 & 2018/19

3.1 Managed
Care

This scheme
focusses on
managing demand
for services in an
organised,
consistent and safe
way that optimises
use of resources,
and encourages
patients and the
public to take
responsibility for
their own
wellbeing, and
make wise choices
when accessing
care. This will
address the
significant increase
in demand for
health and care
services expected
over the next 5
years

3.1.1 We will develop
a proactive STP wide
blueprint for services
that reduce
unwarranted variation
and provide a
supportive seamless
process for patients to
navigate through the
health and care system

Refer also to Section 7.7
The CCG proactively uses national benchmarking tools (e.g. Rightcare) and local datasets to identify and reduce
unwarranted variation between CCG and practice referral rates to enable better management of demand.

This focuses on
developing and
implementing a
shared and

3.2.1 Consider what
opportunities different
vehicles of delivery
would bring for

3.2 Working
across CCGs:
Strategic
commissioning
32

From April 2017, all GP practices in west Suffolk will be using e-Referral as the only referral method.
The CCG continues to support patient choice and to develop streamlined service pathways to ensure that patients see
the right professionals at the right time, and are signposted to the most appropriate care to obtain optimum outcomes.
The programme of work underpinning this will focus on four potential models for these services:
 Services transferred whole or in part to community settings to be provided in different ways;
 Networked services with potentially shared rotas across two or three sites;
 Services combined but delivered across multiple sites;
 Services consolidated onto a reduced number of sites.
Closely linked to this, the CCG will continue its focus on outpatient redesign and avoiding unnecessary follow-up
appointments (Sec. 7.5.3 refers).
The CCG has reviewed the ‘Demand Management’ best practice and will be developing strategies in the coming
months to increase shared decision making and reduce consultant to consultant activity. Actions will include:
 Increased referral management, supported by revised and new low priority procedures and a clinical review process
for compliance;
 Introduction of a Single Point of e-Referral with full utilisation of e-Refer;
 Working on growth mitigations plans with local providers;
 Ensuring that the Quality Premium Delivery for the utilisation of e-Refer for booking outpatient appointments is
maximized;
 A Prior Approval process will be introduced for key specialties where activity is increasing above planned levels;
 Improvements to Direct Access services for Pathology are being made.
During the coming years, the CCG will clearly define the purpose, function and accountabilities of CCGs and produce an
options appraisal of potential future models for commissioning.
This will include consideration of what opportunities different vehicles of delivery would bring and working with Local
Authorities to consider what opportunities there may be for joint commissioning in the future.
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and assurance

consistent
commissioning and
contracting
approach across
the ‘footprint’,
exploring options
for future models
for commissioning.

example –
collaborative working
arrangements or
through ICS/ICO
arrangements

Thus, ultimately looking to establish and embed collaborative working across the whole health and care system,
including providers and local authority.

3.3 Working
across CCGs:
Business
support
functions

CCGs have a
statutory
obligation to
exercise their
functions
effectively,
efficiently and
economically. This
scheme will focus
on review of
current working
arrangements and
the identification
of collaborative
opportunities.

3.3.1 Promote the
efficient and effective
utilisation of CCG
resources across the
three CCGs across the
‘footprint’.

The local workforce is the key to ensuring we are able to meet the challenge of the changing needs and expectations of
service users. The CCG recognises that workforce transformation will be play a significant role in shaping the future of
people’s care but are also aware of the challenge of not destabilising the workforce. In order to improve out of
hospital care and to create individual and community resilience, the CCG will work with provider and academic
partners and Health Education England (HEE) to:
 influence professional bodies and universities to ensure core training equips professionals with knowledge and
skills required to meet the changing demographic needs and to ensure numbers admitted to programmes responds
to local demand;
 extend professional scope of practice to allow the local workforce to work between acute and community settings
according to patient flow;
 introduce non-traditional roles such as Physician’s Associate;
 improve professional ability and confidence to work across the health and care system;
 ensure greater collaboration and integration to reduce handoff between professionals and organisations;
 understand best practice and to consider how such approaches and models of care might be implemented within
East and West Suffolk.

3.3.2 Promote
collaborative working
which utilises the skill,
capacity and capability
of our workforce.
3.3.3 Ensure that CCG
staff across the
‘footprint’ trust each
other to work on their
behalf for the benefit
of the whole
population
3.3.4 Attract the best
people to come to
work in Suffolk and
North East Essex
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Suffolk and North East Essex face a workforce deficit due to the impact of an ageing workforce and a reliance of
overseas staff. In order to ensure that there is reliance in the system, the CCG will look at how to:
 attract and retain new people to work in Suffolk and North East Essex;
 develop roles to improve career opportunities and enhancement;
 improve succession planning and allow more experienced members of the local workforce to extend their scope of
practice.
The CCG has an excellent relationship and working practices with HEE and other public sector services and will
continue to build upon these relationships and explore new relationships as the transformation of the health and care
system across the STP footprint develops. Current programmes of work include:
 working with HEE on a regional workforce approach, providing information to support workforce planning to
inform education and training investment;
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 working with HEE to provide intelligence to inform the process of planning for service transformation and
workforce modernisation which supports delivery of the five year forward view;
 working with HEE supporting the delivery of Primary Care at scale;
 working with providers (such as the acute hospitals, mental health and community health) and public sector
colleagues (councils and police) as a joint workforce network to ensure that individual organisations workforce
policies are aligned to improve joint/cross working.
Workforce availability and transferability from hospital to out of hospital care settings will be one of the major
challenges in delivering the STP for Suffolk and North East Essex, alongside the need for recruitment, retention and
redesign of the General Practice workforce.
The CCG recognises that the GP and practice nurse age profile in Suffolk has caused concern in supply and demand
which may not be addressed sufficiently through national recruitment targets. The CCG is working closely with the GP
Federation to address this.
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Introduction
NHS England has also set out a clear list of national priorities (‘must do’s’) for 2017/18-18/19 and the longerterm challenges for local systems which are reflected in the ‘NHS Five Year Forward View’ and will be
delivered, in part, through the local STP and this Operational Plan.
This section sets out how the CCG, working with the wider health and care system, will aim to deliver those
additional national priorities alongside any local priorities whilst achieving improvements in the quality and
safety of services provided, and improving health outcomes for local people.
Included within the national priorities is a core focus on delivering and maintaining performance against key
access and waiting times targets set out in the NHS Constitution, namely emergency care, elective treatment
and cancer care (Sections 7.4.1, 7.5.1 and 7.6.2 refer).
Delivery of these standards is supported by the national Sustainability and Transformation Funding (STF)
which has been made available to aid providers move to a sustainable financial footing whilst improving
performance and demonstrating progress towards achievement of the standards.
Trajectories for delivery have been agreed with providers and are set out in Appendix ‘B’.

7.3

Ensuring the sustainability of primary care and General Practice

7.3.1

Implementing the GP Forward View

The ‘GP Forward View’ was published in April 2016 and sets out the Government’s commitment to
strengthen General Practice in the short-term and support sustainable transformation on primary care for the
future. Strengthening and transforming General Practice will be crucial in delivering the STP through its
focus on investment, workforce, infrastructure and care redesign. The CCG summarises below how it will:
 improve the access to General Practice;
 support transformation;
 support training of new staffing models, including care navigators and medical assistants, and
stimulate the use of online consultations.
This will underpin delivery of STP Programme 1.4: Primary care transformation (Sec. 7.2.1 refers)
A summary of the CCG’s plans to implement the ‘GP Forward View’ are set below, with full details set out in
the CCG’s “GPFV Operational Plan 2017/18-2018/19’ which will be published in early 2017.
7.3.2

Improving access to primary care

Primary care plays a pivotal role in the CCG’s long term clinical vision and the CCG recognise the need to
support practices and primary care providers to meet the challenges of demands, workloads and workforce
and make the decisions necessary to ensure General Practice is fit for purpose and sustainable in the future.
The CCG is designing new models of care that will shift care away from hospitals and into community
locations, which will include the creation of neighbourhood or locality ‘hubs’ that are fully integrated with
community and social care, potentially through an Multispeciality Community Provider (MCP) model.
As part of this work, by March 2019 the CCG will ensure that the population of West Suffolk CCG will be able
to benefit from improvements in access to GP services, using the national funding of £3 per head of
population.
Any extension to core hours for GP services will be integrated with the reformed 111 and OOH services, and
be linked into the clinical ‘hubs’ that are being formed. The extended access will take full account of
innovation and greater use of digital technology, will be aligned to the self-care agenda and ensure patients
are educated in the abilities of new members of the primary care team e.g. Physician associates.
The CCG and member practices are working together to maximize primary care capacity in a number of
ways, that link to the ten high impact changes identified in the ‘GP Forward View, including active
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signposting to services, new consultation types, reduce “Did not Attend” (DNAs), and exploring different
ways of working.
7.3.3

Sustaining General Practice

Confident, secure primary care is the bedrock of a sustainable health and care system. However, there are
significant pressures upon primary care;
 recruitment and retention issues, particularly in relation to GPs and nurses;
 increased demand;
 increased patient expectation;
 increasing complexity of patients conditions and numbers of patients suffering from multiple
conditions.
To enable primary care to survive, to adapt and thrive it is necessary to change how primary care operates
to maximise the potential through working together with other practices and other partners.
The CCG is working with local practices and groups of practices to facilitate the move to making ‘primary
care at scale’ a reality through the creation of a single practice - Suffolk Primary Care – which is planning to
launch in early April 2017.
The CCG has also applied to hold the delegated budget for commissioning of primary care. This will be an
essential enabling tool to facilitate the developments in primary care and to align the CCG’s commissioning
of local services in a coherent way.
In 2015, the CCG submitted a bid to Health Education England (HEE) to become a pilot site for a Community
Education Provider Network (CEPN) in partnership with the Suffolk GP Federation. The CEPN project is
bringing primary and community care services and education providers together to focus on education and
workforce planning to support primary care. The key deliverables are:
 to pilot pre-registration student nurse placements within Suffolk;
 to increase mentorship capacity to increase pre-registration nurse placements in primary care;
 to upskill the existing primary care workforce;
 to explore ways to introduce the roles of clinical/pharmacists and paramedics into primary care;
 to raise awareness of careers in primary care.
County-wide sub groups have been established to focus on each of the key deliverables. The following work
has taken place to date across Ipswich and East and West Suffolk CEPNs:
Pre-registration student nurse placements: placements will be taking place form February 2017:
 The Guildhall and Barrow Surgery in Bury St Edmunds will be hosting a two week placement.
 The Rookery Medical Centre and Orchard House Surgery in Newmarket will each be hosting an 8
week placement;
 Oakfield Surgery in Newmarket will be hosting a two week placement;
 Expressions of interest have also been received from Botesdale Medical Centre, Wickhambrook
Surgery and Christmas Maltings and Clements Surgery. Meetings are currently being arranged to
discuss further.
Increasing mentorship capacity: A mentorship register has been created for both CEPNs. Work is
currently taking place to populate this, with mentorship data across the county and who will be applying for
mentorship places form primary care in Suffolk.
Upskilling the existing workforce:
 Working with University of Suffolk and The University of East Anglia to create a Training Needs
Analysis for primary Care in Suffolk to enable the CEPN to support with workforce planning and to
strategic about the workshops we deliver for staff;
 Mental Health Awareness Training, Phlebotomy Training and Senior Receptionist Training have
been delivered for Ipswich and East Practices;
 Senior Receptionist Training has been booked for West Suffolk Practices. Mental Health Awareness
Training will be taking place in January 2017;
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The CEPN will be exploring how it can support the development of the clinical administrator roles in
line with the recommendations from the GP Five Year Forward View.
Dr John Canon is working with Newmarket practices to pilot a practice based small group learning
initiative for GPs and Practice Nurses;
Work is taking place to promote the Foundations Module in Primary and Community Nurses which
has been developed to support nurses who are new to primary care. This module is due to start in
March 2017.

Explore ways to introduce the roles of clinical/pharmacists and paramedics in primary care:
 University of Suffolk and The University of East Anglia are working with the Suffolk CEPNs to
implement paramedic placements in Primary Care;
 The possibility of introducing placements for students studying pharmacy at The University of East
Anglia is also being explored.
Raising awareness of primary care careers:
 The CEPN organised and sponsored a ‘Step into the NHS’ careers event in conjunction with West
Suffolk College, West Suffolk Hospital, Ipswich Hospital and NSFT that took place on Wednesday
nd
2 November 2016. The CEPN is now working closely with the college to provide 1-2 days’ work
experience for those individuals who are interested in pursuing a career in Primary Care;
 4 members of staff from the Suffolk CCGs have been recruited as Health Ambassadors and will be
supporting us in raising awareness of careers in Primary Care.
Comms and engagement:
 A CEPN email address has been created for Suffolk to ensure that all communication to practices
regarding the project;
 A webpage for CEPN on both CCG websites has been launched;
 A Quarterly e-newsletter for practices has been created and circulated in November 2016;.
 The work of the CEPN will continue to be promoted through Practice Managers forums and
newsletters as well as through our representatives from primary care who are on the steering group.
UoS centre for integrated primary care: The University of Suffolk (UoS) is developing a centre for
integrated primary care that will link in to a number of the CEPN workstreams. It was agreed by the steering
group that this would be driven forward in year 2 of the project to provide the university with the time to
create a robust business and project plan for the centre.
Apprenticeships: The CCG continues to use Apprenticeships to upskill the non-registered workforce in
primary care and the wider health and social care system. The Apprenticeship Coordinator continues to work
closely with practices to support them in recruiting apprentices and to upskill existing staff using a number of
Apprenticeship frameworks including:
 Business Administration;
 Business Administration (Medical Administration pathway);
 Clinical healthcare Support;
 ILM Level 4 and 5 Management;
 Pharmacy Services.
The Apprenticeship Coordinator has been working closely with a number of health and social care
organisations across Suffolk to deliver a rotational apprenticeship programme. A cohort of 3 apprentices has
recently started their placements and will be set to complete in Autumn 2017.
Future Work: The CEPN will be looking at the following as part of its future work;
 Trainings for GPs – including palliative and end of life care;
 Promoting training for Practice Managers such as the Level 4 and 5 ILM Apprenticeships in
Management;
 Funding the preparation for mentorship course;
 Opportunities for joint training with social care staff;
 Introducing Physician Associates, Clinical Pharmacists and Paramedics into primary care;
 Exploring what other training can be provided in line with the 10 High Impact Actions;
 Exploring ways to align the project further with the emerging STP priorities;
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Exploring the possibility of introducing a primary care nurse coordinator post to support with student
placements;
Piloting work experience in primary care for local school students.

In addition, the CCG is supporting local practices to take up the second tranche of development resources
that enable the development and training of additional pharmacists who will work in General Practice. The
CCG is also working with the Suffolk GP Federation to develop a practice based, at scale, pharmacist
service that will undertake some of the drug related workload currently undertaken by GPs. This is more fully
detailed in the CCG's ‘GPFV Operational Plan 2017/18-2018/19’.
A programme of work is underway and will be greatly accelerated to train non-GP staff to enable them to
work with patients to ensure they are seen by the most appropriate clinical staff. The CCG is also supporting
some local practices to work together to train staff to process some of the clinical communications to reduce
some of the demand on GP time. The national guidance on rolling out online consultations is still being
developed; once received the CCG will work with local practices to ensure implementation and, equally
importantly, to promote its use with local patients.
7.3.4

Developing primary care estates

The CCG has a well-developed Strategic Estates Plan. On publication of the ‘General Practice Forward
View’, the estates plan was reviewed to ensure that the overall strategy for primary care is reflected in local
planning. Estate strategies have also been reviewed to align with the STP. The CCG plans are detailed in its
‘GPFV Operational Plan 2017/18-2018/19’ and at Sec. 7.2.1 under STP Programme: 1.4.4 Innovative
estates solutions to ensure the primary care estate and infrastructure is fit for purpose.

7.4

Transforming urgent and emergency care

7.4.1

A&E performance and ambulance response times

The NHS Constitution sets out the rights and pledges to which patients are entitled, and to which the CCG is
committed to delivering. The following national targets measures have been set for 2017/18:
 95% of people attending A&E seen and treated 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;
The CCG will commission a sufficient level of activity to ensure that these rights and pledges are met.
The West Suffolk A&E Delivery Board Plan (incorporating the Winter Plan) attached at Appendix ‘C’ sets out
the evidence base for the whole system approach to improving and maintaining local A&E and Delayed
Transfers of Care (DTOC) performance as well as delivery of longer term solutions to demand management
and service quality.
The Plan also sets out a number of actions to be carried out at local level to improve performance in
response to the joint NHS England and NHS Improvement ‘2016/17 A&E Improvement Plan’. This included
implementation of the following five mandated initiatives:
 streaming at the ‘front door’;
 NHS 111 calls transferred to clinicians;
 ambulance response programme;
 improving patient flow;
 improving discharge.
Section 7.2.1 sets out the wider programme of work that will transform urgent and emergency care services
locally as part of the implementation of the STP.
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7.4.2

Seven day services

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 by
November 2017:
 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 4
hours of arrival at hospital;
 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
 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;
 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.
In support of the national programme providers are required to complete and report a bi-annual selfassessment and this will be shared with the CCG. Following receipt of these results and future submissions,
the CCG will discuss progress so far and further actions to be taken with providers. These discussions will
also feature in the monthly Contract Management Meetings to ensure compliance with the contracted
deadlines and to ensure delivery is on track.
In addition and underpinning the transformational programme of work across urgent and emergency care (as
detailed within the STP: Programme 1.2: Integrated out-of-hospital care – Sec. 7.2.1 refers), is a new model
of delivery which aims to bring with it a wider range of 24/7 provision that supports people at times when they
need it:
 Single Point of Access: an integrated 24/7 single point for coordination of care into reactive and
proactive care, supported by an integrated clinical advice service (clinical hub) and coordination
function (including NHS111, GP OOHs and Care Coordination Centre (CCC));
 Proactive services: 13 locality based Integrated Neighbourhood Teams (INT) across Ipswich and
East and West Suffolk, plus specialist interventions such as community hospital and interface
geriatricians organised to cover wider geographical areas working beyond the standard 9 to 5
working hours with greater flexibility across the 7 days.
This way of working will be supported by shared-care and support plan with urgent care planning
and advanced care planning being key components. Technology including tele-health will also be a
feature as the system matures its way of working to empower individuals to self-care with the
support of remote monitoring;
 Reactive services: 24/7 single access, multidisciplinary coordinated community response services
which support the individual in avoiding the need for admission;
 Children’s: Specialist nursing and therapy-led children’s service as per existing service in place.
7.4.3

Implementing the Urgent and Emergency Care Review

In 2013, NHS England published its vision for urgent and emergency care and highlights five key elements
for change, which are to be taken forward to ensure success:
 to provide better support for self-care;
 to help people with urgent care needs get the right advice in the right place, first time;
 to provide highly responsive urgent care services outside of hospital, so people no longer choose
to queue in A&E;
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to ensure that those people with serious or life-threatening emergency care needs receive
treatment in centres with the right facilities and expertise, to maximise chances of survival and a
good recovery;
to connect all urgent and emergency care services together, so the overall system becomes more
than just the sum of its parts.

Sections 7.2.1 and 7.2.2 of this Operational Plan set out how this national vision will be delivered locally
through the STP.

7.5

Referral to treatment times and elective care

7.5.1

Referral to Treatment (RTT) – 18 weeks

The CCGs main provider of acute services, West Suffolk Hospital FT, has historically performed well against
this standard at aggregate level and for the vast majority of specialties. Recent validated exceptions to this at
specialty level have been in oral surgery, plastics and cardiothoracic surgery. The breaches in plastics and
cardiothoracic surgery were due to vacancy issues which have now been resolved. With regard to oral
surgery, the Trust is exploring options for future provision of this service directly with NHS England as their
Lead Commissioner.
Robust provider and CCG monitoring systems are in place so that both parties have timely warning of any
specialties which may potentially breach.
The CCG will commission sufficient activity to ensure patients can continue to be treated within 18 weeks
across all specialties and also commission pathways which seek to minimise need for onward referral to the
Trust e.g. single point of access for MSK and pain services; triaging of dermatology/ophthalmology referrals.
The CCG proactively uses national benchmarking tools (e.g. Rightcare) 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 trajectory for delivering the NHS Constitution standards for RTT in 2017/18 is set out in Appendix ‘B’.
7.5.2

E-referrals

From April 2017, all GP practices in west Suffolk will be using e-Referral as the only referral method. The
wider utilisation of e-Referral is recommended nationally as the preferred referral modality. For local
practices this will assist in addressing any risk in relation to referrals into WSFT (and delivery of the 18
weeks RTT standard) and will enable preparation for the national CQUIN available in 2017/18 provider
contracts to maximise slot availability. The system is moving to full use of NHS E-Referral System (nERS) as
the preferred and only referral medium.
From October 2018, providers will be able to return non nERS referrals to GPs and will only be paid for the
resulting activity that was sent through nERS by the GP. This will support early work with practices to ensure
full utilisation of the nERS system.
Advice & guidance, indirect referral routes on e-RS for management plans, e-RS direct booking, emails and
written referrals are all used to make referrals to WSFT at the moment. The CCG is aiming to mandate all
referrals to be made through e-referrals early 2017. A letter has been drafted to practices to start the
communication process. Direct booking is not currently an option in some specialties (due to high
Appointment Slot Issue rates), but the CCG is actively progressing this with providers.
The main areas with lack of clinic availability are ENT and Dermatology. The CCG is working with WSFT to
implement prior approval processes to ensure appropriateness of referrals in these high volume specialties.
The national target is 80% of referrals to be made through e-referral, calculated from referrals to all providers.
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7.5.3

Transforming elective care pathways

The CCG continues to support patient choice and to develop streamlined service pathways to ensure that
patients see the right professionals at the right time, and are signposted to the most appropriate care to
obtain optimum outcomes.
The programme of work underpinning this is explicitly aligned to the STP Programme 2.2: Improving care
pathways) and will focus on four potential models for these services:
 services transferred whole or in part to community settings to be provided in different ways;
 networked services with potentially shared rotas across two or three sites;
 services combined but delivered across multiple sites;
 services consolidated onto a reduced number of sites.
Closely linked to this, the CCG will continue its focus on outpatient redesign and avoiding unnecessary
follow-up appointments as set out below:
7.5.3.1 Outpatient redesign

The CCG has seen an estimated 9% over-performance against plan for outpatient referrals and 12%
increase on last year in WSFT. To address this, the CCG is implementing the following actions to improve
the referral position to a growth in line with national performance of 2% by Q4 2016/17 and to further improve
this through 2017/18 and 2018/19:
 peer review of referrals – selected high volume and risk specialties and triage the referrals for
appropriateness. This is expected to result in an average of 11% referrals rejection rate. Alternative
pathways to outpatient are being explored. This will build on the successful triage arrangements
already in place:
 Ophthalmology has a partner organisation targeting 20% diversion away from acute services
in place to provide local care in the community;
 Dermatology, the tele-dermatology service has a good utilisation rate with practices
diverting activity away from the hospital; as does the Community Pain Management Service;
 From November 2016, all MSK referrals with be made through a single point of referral (via
community physiotherapy services) targeting a 13% diversion away from acute services.
 for improved advice and guidance arrangement, local clinicians are holding a series of workshops to
support the development of collective learning to work together to create ‘one clinical community ‘to
ensure better information and communication to deliver more shared care and reduction in workload.
An important focus will be on reducing clinical variation – working with GP’s through locality teams to
review the referral data and identify areas of potential improvement. The CCG is developing a proactive practice level support programme.
The CCG has reviewed the ‘Demand Management’ best practice and will be developing strategies in the
coming months to increase shared decision making and reduce consultant to consultant activity. Some of the
main action s will include:
 increased referral management, supported by revised and new low priority procedures and a clinical
review process for compliance;
 introduction of a Single Point of e-Referral with full utilisation of e-Referral;
 working on growth mitigations plans with local providers;
 ensuring Quality Premium Delivery for the utilisation of e-Referral for booking outpatient
appointments is maximized;
 introducing a Prior Approval process for key specialties where activity is increasing above plan;;
 improving Direct Access services for Pathology, for example for INR for anticoagulation and Faecal
calprotectin for patients with suspected IBS/IBD.
7.5.3.2 Reducing unnecessary follow-up appointments

The CCG is working with WSFT on a shared project to create operational efficiencies and reduction in followups in 2017/18 and beyond. The main aim is to redesign the outpatients model of care to default to primary
care or community services follow ups, to create more ‘one stop shops’ to negate the need for follow-ups,
and to increase the use of telephone consultations and other non-face to face contacts after formal treatment.
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7.5.4

Implementing the recommendations of the National Maternity Review

The CCG will continue to work with Ipswich Hospital and West Suffolk Hospital in order to support them to
meet the recommendations of the ‘Better Births’ national maternity review, as outlined below:

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;

A payment system that fairly and adequately compensates providers for delivering high quality care
to all women efficiently, while supporting commissioners to commission for personalisation, safety
and choice;
GP clinical leads will continue an open dialogue with both acute trusts. Agreement has been reached to
establish local peer review arrangements to support the CCG-led quality improvement visits. Agreement has
also been reached to include a maternity dashboard into the contracts for both local Maternity Units.
Providers are reviewing service facilities and approaches to care in order to optimise informed choice.
The CCGs already have effective relationships with local maternity providers to ensure that learning occurs
from adverse events and that findings are shared openly with families. The response of the CCGs to the
Morecambe Bay report has placed it in an advanced position to ensure that data on quality and outcomes is
used to measure and compare services the maternity dashboard. The peer review arrangements serve to
add a further layer of scrutiny to the quality surveillance.
The CCGs are represented and actively involved in a Suffolk-wide multi-agency perinatal service
development group (led by Suffolk County Council) to implement the ‘Healthy Child’ programme within an
integrated, localised model.
The CCGs are supportive of a maternity liaison committee where providers, commissioners and users of
maternity services to work in partnership to plan, monitor and improve local maternity services – these
committees have been established in both East and West Suffolk.
A meeting (13/12/16) has taken place between Suffolk and North East Essex CCG Maternity leads across
the STP footprint. The first STP Board meeting is due to take place on 31/1/17 to agree terms of reference
and ongoing timetable of meetings to co-ordinate the CCG's response to ‘Better Births’.

7.6

Transforming cancer services

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 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 recommendations of the strategy 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.
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7.6.1

Implementing the Cancer Taskforce Report

The CCG has been involved in discussions regarding the formation of the new Cancer Alliance. It has been
decided that, as the geography of the Cancer Alliance is large, there will be STP cancer locality groups who
will be responsible for the implementation of the cancer taskforce report at a locality level.
The CCG has been instrumental in the setting up the STP cancer locality group (incorporating Ipswich and
East Suffolk CCG, West Suffolk CCG and North East Essex) and the first meeting has already been held
with the CCG Cancer Clinical Lead acting as interim chair. It was agreed at the initial meeting that future
meetings will focus on the formation of a work programme relating to the implementation of the cancer
taskforce report and seeking opportunities for joint working across the CCGs.
7.6.2

Delivering cancer waiting times standards

Robust processes are in place for the close monitoring of all Cancer Waiting Times standards that are
managed between the provider and CCG contracting teams. This monitoring via the contractual route is
reported regularly with exception reporting as required. Regular breach reports along with performance data
is reviewed by the CCG clinical lead for cancer as well as the quality and contracting teams.
The CCG is also represented at the provider’s cancer services development group where issues with
achieving and maintaining performance are discussed.
The CCG will continue to actively work with providers to resolve pathway issues that affect 62 day
performance to ensure the standard is achieved from April 2017. Regular updates are also provided at the
Cancer Locality meetings, supported by the system. These will feed into the Cancer Alliance model outlined
above.
The trajectories for delivering the NHS Constitution standards for cancer are set out in Appendix ‘B’.
7.6.3

Improving early diagnosis and one-year survival rates

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’.
The CCG is currently engaged with a programme of work to effect changes in early diagnosis of all cancers.
This is primarily due to the roll out of the revised two week wait/ fast-track forms following the updated NICE
guidance. The GP practice-level cancer indicators will be used by the Macmillan GP Facilitator in a round of
primary care visits to identify and facilitate areas for improvement at practice level. This work will be further
supported by the local Cancer Research UK Health Professional Engagement Facilitator who is also able to
work alongside GPs in primary care offering practical support and relevant resources, such as the CRUK
primary care cancer toolkit and the RCGP early diagnosis of cancer significant event analysis toolkit. There
is also a group examining screening performance and actions required to effect changes in uptake rates.
There is also a programme of work underway with the Gastroeneterology Team at the W est Suffolk Hospital
FT for unexplained weight loss/vague symptoms. This service offers a regular clinic, with direct referral
opportunity for GPs and direct access to key investigations for individuals where cancer is suspected.
All elements outlined above link into the National Cancer Survivorship initiative and hence the Cancer
Recovery programme. WSFT, in partnership with Macmillan Cancer Support has appointed a Survivorship
lead and two Survivorship Support Workers to assist with the implementation of the many elements outlined
above; concentrating on Breast Colorectal and Urology pathways/patients. The aim is to roll-out to other
tumour sites during 2018/19. Recent reviews of both the urology and colorectal pathways by Macmillan
Cancer Support -funded Project Managers has further supported this risk stratification agenda.
A significant amount of work has already been undertaken in relation to the Survivorship agenda with risk
stratified follow up pathways developed across a number of tumour sites including breast. The breast
pathways will be reviewed in 2017/18, alongside service users, with a view to completing roll out to all other
tumour sites in 2018/19.
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The recovery package requirements are reflected in the contracting requirements with our provider however,
further work is planned for 2017/18 to ensure holistic needs assessments and care planning is offered to all
patients across all tumour sites. This work will be planned based on the results of an audit covering all
elements of the recovery package. A phased implementation plan is being finalised to ensure all patients
have a holistic assessment, regardless of tumour site or treatment modality by March 2018.
Work will continue between primary and secondary care to ensure that end of treatment summaries that are
sent to GPs are in a format that is acceptable within primary care and offers clear direction to GPs in the
management of their patients.
Additional capacity for the carrying out cancer care reviews within six months of diagnosis will be supported
by the training of practice nurses who are being asked to plan the changes they will make within their
practices as part of a Macmillan-funded education programme. The first course is in progress with a five year
plan under discussion with Macmillan in order to support all Practice Nurses across the whole of Suffolk.
Cancer reviews are currently being completed within six month of diagnosis, but further work will be
completed by March 2018 to ensure consistency of approach and to ensure primary care staff are suitably
skilled to enhance the review.
The CCG is currently the highest performing CCG in England for the percentage of cancers detected at
Stage 1 and 2, moving from 59.6% to 60.6% which lies above the 60.5% target, and well above the national
average of 45.6%.
In addition, Office of National Statistics (ONS) figures show that the one-year survival rate for patients in
CCG area diagnosed with cancer is 71.7% - a slight drop from last year at 72% but this still remains higher
than any CCG in the East of England and is higher than the national average of 69.3%.

7.7

Transforming Mental health, learning disabilities and autism services

In February 2016, the national Mental Health Taskforce published a new five-year national strategy for
mental health covering care and support for all ages, including addressing the variation in access to and
quality of care and support across England. The ‘Five Year Forward View for Mental Health’ set out a
number of priority actions for delivery by 2020/21:
 a 7 day NHS - right care, right time, right quality;
 an integrated mental and physical health approach;
 promoting good mental health and preventing poor mental health - helping people lead better lives
as equal citizens.
The CCG has reflected the ‘Five Year Forward View for Mental Health’ strategy within the STP and this
Operational Plan.
7.7.1

Implementing the Mental Health Five Year Forward View

The ‘Five Year Forward View for Mental Health’ sets out the commitment to improve access to and
availability of mental health services for all ages, to develop community services, taking pressure off
inpatient settings, and provide people with holistic care. This includes ensuring delivery of the mental health
access standards for Improving Access to Psychological Therapies (IAPT), Early Intervention in Psychosis
(EIP) and eating disorders.
The following sections set out how the CCG will implement the core requirements of the Forward View and
how it will transform local services.
7.7.1.1 Accessing Psychological Therapies

The newly commissioned Wellbeing Service including Improving Access to Psychological Therapies became
operational in September 2016. This enhanced service will increase population uptake so that at least 19%
of people with anxiety and depression will be able to access treatment in primary care through wide ranging
service delivery which will:
 provide an ‘all age’ pathway with a strong, family-based approach;
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integrate physical & mental health pathways for people with long term conditions;
operate as a shared care model with secondary care for patients with severe common mental health
problems with moderate to high risk;
remove the gaps between primary and secondary care thus reducing demand for referral to
secondary care;
provide an accessible as primary care offering with open access and localised service delivery;
exceed the national IAPT referral to treatment targets (6 and 18 weeks target) and achieve the 50%
recovery target;
deliver evidence-based psychological and psychosocial interventions.

To support delivery of the enhanced elements of the service and in line with the ‘Forward View’, the CCG will
ensure that providers develop their workforce to meet the needs of other population groups (e.g. people
from black and minority ethnic groups, people with a learning disability, older people and women in the
perinatal period). In addition, providers will be encouraged to update staff skills using national accredited
training programmes in relation to long term conditions and medically unexplained symptoms.
This will support the national programme to expand IAPT in general practice with more therapists in primary
care, and will reduce the workload on local GPs to enable these groups of patients to be supported to
manage their conditions/illnesses.
7.7.1.2 High quality mental health services for Children and Young People

A national target has been established to ensure that at least 32% of children with a diagnosable condition
are able to access evidence-based services by April 2019, including all areas being part of Children And
Young People Improving Access To Psychological Therapies (CYP IAPT) by 2018.
The CCG is currently progressing membership of the London and South CYP-IAPT Learning Collaborative
and are committed to the principles including: collaboration and participation, evidence-based practice and
routine outcome monitoring with improved supervision. Norfolk and Suffolk Foundation Trust (NSFT) have
been working towards becoming ready for joining. Senior managers are receiving CYP IAPT training to lead
this, one of whom is the lead psychologist working directly with children’s services.
The CCG intends to have CYP IAPT embedded across our newly commissioned Wellbeing service, early
intervention and specialist services and there is a dedicated steering group within the CAMHS
Transformation Plan overseeing this element of the plan.
Currently, children and young people’s services practitioners are undertaking Interpersonal
Psychotherapy Training for Adolescents (IPT-A) and Systemic Family Practice (SFP) training. The CCG will
be working to develop system-wide CYP IAPT and related outcome monitoring, and will also establish a
baseline understanding of children and young people’s emotional wellbeing through comprehensive annual
school based surveys (e.g. School Health Education Tool) which have been piloted. This will include the
CYP-IAPT Outcomes Tools and other locally identified measures as appropriate, which the CCG will coproduce with children, young people, their families and carers to define patient centred outcomes. Staff will
be trained and receive clinical supervision across a range of evidence-based therapies provided in line with
needs identified through local JSNA processes and service user/stakeholder feedback.
7.7.1.3 Early treatment of people experiencing a first episode of Psychosis

Suffolk has a local implementation group to model how current and future provision will be provided. The
CCG will continue to deliver its implementation plan in order to ensure that Suffolk has a NICE-compliant
Early Intervention in Psychosis Service which will deliver the national target that 50% of people with first
episode psychosis receive NICE recommended treatment in 2016/17 and moving to 53% in 2018/19. This
will need to be within an agreed financial envelope and will be specified in the 2017/19 contract with our
mental health provider.
Suffolk has a local implementation group to model how current and future provision will be provided. Actions
include:
 further developing the service model in 2016/17 to ensure equitable access for 53% of all people
aged 14-65 presenting with first episode psychosis or suspected emerging psychosis by 2018/19;
 regular monitoring the staff training programme for people working within the service to ensure an
appropriately competent workforce;
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continual contract monitoring and, where appropriate, management to ensure that service provision
meets the national two week referral to treatment timetable;
ensuring service users and their carers are linked to support including the Suffolk Wellbeing Service
and the Mental Health Pooled fund services from 2016/17 onwards;
linking young service users and their families to the programmes of family and behavioural support
developed through the Suffolk Children and Young People’s Mental Health Transformation Plan from
2016/17 onwards.

7.7.1.4 Increasing access to placement support for people with Severe Mental Health Illness

A national target has been set to increase access to individual placement support for people with Severe
Mental Illness (SMI) by 25% (from 2017/18 baseline) by April 2019.
The CCG has a Mental Health Pooled Fund with Suffolk County Council and both Suffolk CCGs which
supports people with mental illness to live in their local community and includes the provision of personal
budgets for people with SMI in order to support their recovery. Through this mechanism, the CCG will:
 monitor the uptake and continue to promote the personal budget funding;
 ensure that those with complex needs have access to merged mental health and social care
personal budgets;
 continue to offer specialist support for people who are experiencing problems with employment
through the Wellbeing Service. The CCG will work with the Department of Work and Pensions
(DWP) to benchmark employment support provision against national standards in order to increase
the resource accordingly;
 work with Suffolk County Council to see how we can adapt the current employment support for
people with SMI commissioned through the third sector to improve in-reach for people in secondary
mental health services;
 work in partnership with the Skills and Development Programme and the Suffolk system, including
Job Centre Plus and the local authority, to develop an integrated programme of support and jointly
seek funding opportunities for people with long term health conditions including mental health. This
is in response to the government green paper (October 2016);
 ensure the skills of staff working in the Individual Placement and Support (IPS) services meet the
national competency frameworks;
 ensure that staff in our mental health provider work with specialist employment support to help
people with severe mental health into or to retain employment, supported by robust care plans;
 ensure people not subject to CPA have a Wellness Plan to increase their control over their mental
health and support them to achieve personal life goals.
7.7.1.5 Supporting people with eating disorders

A national target has been set to ensure that 95% of children and young people receive treatment within 4
weeks of referral for routine cases, and one week for urgent cases.
To support delivery of this, the CCG launched an enhanced Community Eating Disorder Service (CEDS) in
July 2016, provided by NSFT, offering a gold standard of dedicated, bespoke care to people aged up to 18
with anorexia, bulimia and binge eating disorder.
Jointly funded by NHS England and both Suffolk CCGs as one of the Suffolk Children’s Emotional Health
and Wellbeing Transformation Plan’s 10 key priorities, the service will continue to build on the existing
services already in place in line with new national Access and Waiting Time Standards. As well as making
provision consistent across east and west Suffolk, the service will continue to expand the care available to
reach more people at an earlier stage of the illness, in turn reducing the need for people to go into hospital.
The CEDS will provide a range of different interventions, all of which are in line with best practice set out by
NICE and will be tailored to each individual’s needs, including help changing behaviours, medication,
nutritional advice, psychological help, meal support, family therapy, and education about the effect which
losing weight can have.
NSFT have also subcontracted BEAT, the eating disorders charity, to provide training and education to help
Trust staff and primary care colleagues recognise the symptoms so that people can get help at the earliest
opportunity. BEAT will deliver training to school staff across east and west Suffolk, focusing on increasing
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understanding, recognition and response to risk factors and signs of eating disorders. BEAT will additionally
deliver training workshops for pupils and provide Young Ambassador talks in schools, aimed at increasing
young people’s understanding about eating disorders, the risk factors and where to go for help. BEAT will
provide online peer support groups for young people, designed for anyone under 18 that is struggling with an
eating disorder or difficulties with food.
7.7.1.6 Reducing suicide rates

A national target has been set to reduce suicide rates by 10% by 2020/21 against the 2016/17 baseline.
Suffolk has a multi-agency suicide prevention strategy led by Suffolk Public Health. The Suicide Prevention
Strategy was published in October 2016 and was launched at the Health and Wellbeing Board Conference
2016.
The Suicide Prevention Strategy Steering Group commenced November 2016 with Task and Finish Groups
which will continue to focus on the following areas during 2017/18-18/19 to:
 identify and implement plans to support at risk groups not known to mental health services which
make up the largest proportion of suicides and include: men (particularly those in mid-life and who
are less well-off), people who are known to be depressed, people who misuse drugs and alcohol and
people who were born in Eastern Europe;
 ensure supportive interventions for at risk groups known to mental health services. Partners will work
together to make changes designed to prevent suicides among groups at greatest risk;
 improve the way we collect and interpret information;
 engage with people and organisations across Suffolk to make sure the action plan is realistic, and is
truly effective;
 review the workforce development and ways to improve education and awareness in the general
public.
A draft overarching action plan is being developed and further detail will be announced in 2017/18. This is
being led by Suffolk Public Health.
7.7.1.7 Delivering access and quality standards including 24/7 access to community Crisis Resolution Teams
(CRT), Home Treatment Teams (HTT) and Mental Health Liaison Services in acute hospitals

The Suffolk Crisis Concordat has prioritised four areas for improvement of the crisis response for the Suffolk
population: Children & Adolescent Mental Health Services, Place of Safety, Psychiatric Liaison and a Crisis
Helpline. To ensure a robust crisis response, the CCG will:
 work with partners in the Suffolk Crisis Concordat to support the delivery of the agreed priorities of
the Concordat action plan;
 co-production with our local population and service users to make sure that the services we
commission are person-centered;
 review our current service provision against the CORE fidelity criteria to inform future service and
pathway modeling;
 refresh and update the current service specification for Crisis Resolution and Home Treatment to
ensure that there is a robust 24/7 response for people in crisis and that it meets CORE criteria;
 ensure people have robust care plans in place on discharge from inpatient services which including
how they will receive intensive support at home when needed;
 ensure all people under the Care Programme Approach (CPA) have a documented recovery and
crisis plan;
 review the uptake of the Police Triage Scheme, which includes a mental health practitioner in the
control room, to make sure it is integral to a robust community response and adjust delivery if
indicated;
 remodel the ‘Suffolk Night Owls Telephone Support Service’ initially commissioned for people with
personality disorder in order to increase its availability across all hours and to widen access to all
people in crisis;
 work with our statutory partners and third sector providers to scope the availability and demand for
S136 suites and potential localised places of safety for people in crisis and seek opportunities to bid
for funding to put these into place;
 ensure the mental health crisis response is embedded in reactive care service model developments.
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The CCG will continue to commission the mental health liaison service in the acute hospitals which provides
an urgent response in the acute hospital emergency department and a ward-based response for mental
health needs. The CCG will work with acute providers and the mental health trust to agree the resource and
demand required to embed an all-age, 24/7 service by:
 scoping the pattern of demand for a 24/7 response and develop a model and implementation plan
for a suitable response that covers all hours and is accessible to all ages and will allow for
development of the service towards the 2020/21 deadline;
 reviewing the current service against the CORE criteria to identify the service gaps we will need to
address in order to deliver the 24/7 all age requirement;
 monitoring service performance against the ‘RCPsych’ outcome measures standards;
 working with the Children and Young People’s Emotional Health and Wellbeing Transformation Plan
leads to model a dedicated service for children and young people.
7.7.1.8 Increasing baseline spend on mental health to deliver the Mental Health Investment Standard

The CCG remains committed to delivering the Mental Health Investment Standard across the broad health
economy and sets out in Section 8 the level of spend for 2017/18-18/19. The STP sets out the identified
areas of spend and savings required for the local mental health programme in order to support the delivery
of the CCG’s priorities. Underpinning this, there are a number of principles that the CCG will:
 plan and deliver service delivery and development according to our population needs;
 co-produce plans with our local population and service users to make sure that the commissioned
services are person-centered;
 benchmark services both locally and nationally to make sure that the CCG is commissioning
services equitably with other health systems;
 ensure providers can supply timely and robust data to inform on pinch-points in service delivery;
 monitor access rates and waiting times to seek assurance that services are responsive to people
with mental health needs;
 ensure services are delivering against robust quality and outcome measures;
 work with local and borough councils to make sure that people’s mental health, physical and social
needs are addressed in the round;
 seek opportunities to bid for further funding to support the mental health programme though the ‘Five
Year Forward View’ and other funding streams if they become available;
 maintain transparency about how much and where funding is allocated and the outcomes services
are delivering.
7.7.1.9 Maintaining and improving dementia diagnosis rates

The CCG has an action plan to improve the dementia diagnosis rates in order to achieve and maintain the
67% national target in 2016/17 and continuing into 2017/18 including:








further promotion and roll out of the Dementia Friendly Practices Programme in 2017/18 following its
introduction in 2015/16 in order to encourage sign up, including review of the physical environment,
named dementia practice leads and staff training in dementia awareness;
from 2016, ensuring provision of guidance, promotional materials and communications to primary
care to help promote the importance of diagnosis and improve clinical awareness;
review of our dementia diagnosis services and remodeling into a new service model;
partnership in the statutory and voluntary sector Health Watch Dementia Forum set up in 2016;
continue to monitor and develop the new peri-diagnosis dementia service (commissioned in 2016/17
and to become operational from 1 April 2017) to ensure it offers support and advice to people
concerned about dementia or those with dementia and their carers. This will develop relationships
with primary and secondary care and local networks in order to link people into local community
support and help them continue to live well with dementia in their local communities;
Ensure that the dementia crisis response is embedded in reactive care service model developments
which will be re-specified by September 2017.

7.7.1.10 Eliminating out of area placements for non-specialist acute care

In partnership with local providers and Suffolk County Council, the CCG will continue to regularly monitor
requests for out of area placements and the application of the Care Programme Approach (CPA), and
progress towards repatriating people placed in out of county provision. In 2016/17, the CCG has:
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a programme of monthly reviews together with care co-ordinators of each out of area placement
Each month a shared care panel meets to approve new jointly funded packages and these are
reviewed every three months.
ensured that agreed pathways with services are adhered to, thus demonstrating referrals are based
on evidenced clinical needs with exceptionality;
ensured processes within the CCG support a flexible approach to OAT requests, whilst
contemplating funding enhanced local offers on an individual basis;
reviewed and updated where appropriate our guidance for practitioners considering making an
individual placement;
ensured that services offer a personalised approach through care planning which includes discharge
planning from the start;
supported existing policy that no person shall be placed in an out of area facility unless they have
specialist needs which cannot be provided by Suffolk services and where clinical exceptionality is
demonstrated;
continued robust monitoring of placements via monthly ECR meetings, ensuring care provision is
outcome focused and demonstrating quality and effectiveness;.
reviewed rehabilitation and recovery pathways including the re-procurement of the jointly-funded
Supported Housing Services, to encourage step-down and move-on and to give confidence to local
providers that Suffolk is able to meet the needs of their clients.

The CCG will continue to implement this approach in 2017/18 and 2018/19.
7.7.2

Transforming care for people with Learning Disabilities & Autism

The Transforming Care Board will continue to progress the Transforming Care Agenda which addresses the
needs of individuals with learning disabilities and/or autism who present with mental health needs.
The CCG recognises the need to ensure Transforming Care links to other key programmes such as the
SEND reforms and Children in Care and jointly works with the Local Authority to ensure that this is age
inclusive, with particular attention in the next year towards the ‘transitions into Adulthood’ group and
implementation of the Family 2020 strategy and the Emotional Wellbeing strategy.
The programme of work is fully aligned to STP Programme 1.3.5 - Reduce reliance on inpatient provision
and delivering LD Transforming Care plan.
The programme will see the continuation of Care and Treatment Reviews (CTR) for all individuals who are
inpatients, who require reviews in the community and who are at risk of admission. The CTR panels will
continue to consist of representation from the CCG, an ‘expert by experience’, and an external independent
clinical reviewer. An overview scrutiny group is set up to ensure consistency of standards and guidance on
carrying out all CTRs.
The CCG is also further developing a focus on the physical health of patients with Learning Disabilities.
Closer monitoring of the numbers of Annual Health Checks undertaken by Primary Care is being undertaken
along with a drive to encourage social care providers to support individuals in their attending. The CCG will
continue the plan to implement the Green Light Toolkit for all providers to understand how their services are
supporting individuals with Learning Disabilities and implementing ‘Reasonable Adjustments’ to ensure that
all services are accessible to all.
The CCG’s Primary Care LD Liaison Nurse pilot commenced in January 2016. This will be evaluated in 2017.
The pilot covers support to 26 practices across West Suffolk and Ipswich and East Suffolk CCGs. The
nurses have supported practices to validate LD registers, increased the number of LD health checks
undertaken, supported, with reasonable adjustment, for hard to reach patients and supported patients with
complex needs to access health care and screening. Following evaluation, the CCG will look to mainstream
the project in 2017/18 and model future capacity.
The CCG is sourcing reasonable adjustments standards training for Practice Managers to be completed by
April 2017 and then on an annual basis. Plans for training of GPs are currently being developed in order to
be delivered in 2017/18. The LD Pilot Nurses offer training for practice staff. The CCG will continue to
promote E-learning for Healthcare titled ‘Health Checks for Adults with Learning Disabilities’ aimed at all staff.
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The CCG will fully commit to engage with the Learning Disability Mortality Review Programme (LeDeR)
which has been set up to drive improvement in the quality of health and social care service for people with
learning disabilities by looking at why people with learning disabilities typically die much earlier than average.
Through local and national retrospective reviews of deaths, health and social care professionals, and policy
makers, will be supported to understand causes of death and amenable factors contributing to the overall
burden of excess premature mortality for people with learning disabilities. The programme will identify
variation and best practice and assess the impact of service change leading to the identification of key
recommendations for improvement.

7.8

Creating the safest, highest quality health and care services

Introduction
The CCG continues to focus on improving services across Suffolk with a number of key areas highlighted in
its Commissioning Intentions and drivers within next year’s contracts. The Quality Team will support in the
management and development of a range of services including Cancer, Stroke, Mental Health, primary and
secondary care ensuring providers are given every opportunity to deliver excellent services across Suffolk.
Priorities for the CCG going forward are to work collaboratively with providers to continue to develop a robust,
clear pathway through primary and secondary care services. The CCG is aiming to form alliances with
providers and commissioners that support the strategic and operational approaches set out and the Quality
Team will feed in to the development of these to ensure patient safety and quality of services remains at the
forefront of any developments going forward.
Mental Health will remain a key focus with support and collaborative working continuing to be at the forefront
of the CCGs agenda. The Quality team will focus support and plans of improvement around the areas
highlighted through the Care Quality Commission (CQC) and Quality Improvement Visit (QIV) regime, and
specific trajectories and targets will be set to encourage improvement, where required.
In line with the commissioning intentions set out for this year the Quality team will be focusing on supporting
and working on the review and development of the community, 111 and OOH services and will work
collaboratively with providers and organisations on the recommissioning of these areas.
Current monitoring of providers will continue to include monthly quality meetings where performance is
reviewed and discussed. A development for next year includes theming of quality meetings to ensure key
areas are discussed regularly; these will include infection prevention and control, maternity and safeguarding.
The Quality team will also continue to develop internal monitoring systems to support the review of key
national and local indicators within the contracts.
The Quality team continues to support providers with the development of robust reporting mechanisms and
where issues arise the ability of the team to go into provider settings and audit has been key to establishing
the quality of services and will continue to be made available going forward.
The CCG will collaborate 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 utilise datasets
and metrics 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.
7.8.1

Implementing plans to make improvements in quality

The CCG will ensure that provider contracts contain the performance indicators required to effectively
monitor individual provider performance against the five domains of the CQCs framework for assessment:
Are services safe, caring, effective, responsive and well-led. Indicators within the framework include:
 infections rates – MSSA, MRSA, e-coli; CDI;
 Mortality rates – Summary Hospital-level Mortality Indicator (SHMI), Hospital Standardised Mortality
Ratio HSMR;
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patient harms – falls, pressure ulcers;
incident reporting;
patient experience (such as FFT and complaints).

The CCG will continually monitor performance against each of these indicators and will work with providers
to understand when performance drops below expected levels, why this has happened to develop jointly
agreed action plans for improvement, which will then be monitored and tested through to full implementation.
The CCG and providers organisations jointly investigate all episodes of CDI and MRSA bacteraemia; action
plans are devised based on lessons learnt within 25 working days of diagnosis.
The CCG leads an health economy wide healthcare associated infection reduction network to assess
upcoming risks and threats; identify any actions needed to reduce risks and work collaboratively with
providers to implement those actions.
A programmed schedule of Quality Improvement Visits (QIV) will be developed, focused on priority areas of
concern, based on the collaborate intelligence of the CCG and provider organisations. QIVs will facilitate
deep dive reviews in to areas of performance where concerns exist, enable sampling first hand of both
patient and staff experience and testing of the predominant organisational (learning) culture.
Where provider organisations are in a position where they are designated as failing, the CCG will continue to
seek to work in a collaborative and supportive way with the provider. This support will include the:
 offer of support to share expertise to develop routine quality monitoring systems and processes
within the organisation;
 routine and candid sharing of intelligence with the provider, regulators and associate commissioners;
 constructive challenge to known or emerging areas of concern;
 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 QIVs focused on identified areas of concern;
 offer of transformational service redesign that ensure that quality is built in to a patient pathway.
7.8.1.1 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
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
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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
Where provider organisations are in a position where they are designated as failing, the CCG will continue to
seek to work in a collaborative and supportive way with the provider. This support will include the:
 offer of support to share expertise to develop routine quality monitoring systems and processes
within the organisation;
 routine and candid sharing of intelligence with the provider, regulators and associate commissioners;
 constructive challenge to known or emerging areas of concern;
 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 QIVs focused on identified areas of concern;
 offer of transformational service redesign that ensure that quality is built in to a patient pathway.
7.8.2

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 CCG’s Governing Body.
The CCG will maintain oversight of the work which providers are progressing to reduce mortality rates
through their mortality review groups. The CCG attends these groups where possible, or reviews relevant
minutes and challenge where appropriate through the quality meetings.
The CCG will ensure that opportunities to reduce avoidable mortality are 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.
7.8.3

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;
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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?”
7.8.3.1 Drawing on the National Quality Boards resources, measure and improve efficient use of staffing
resources to ensure safe, sustainable and productive services

Ensuring the providers have right staff and the right skills in the right place at the right time is integral to the
CCG strategy to ensure that that patients receive safe care, in a manner that ensures the efficient use of
resources and promotes a sustainable and effective service.
Providers on a monthly basis report to the CCG on a range metrics related to safe staffing related safe
staffing levels, including: Percentage fills rates; vacancy rates; turnover rates; sickness absence rates; use of
temporary staffing
In addition providers also report on a range of metrics to provide assurance that their staff members have the
appropriate support and training to carry out their roles effectively: Induction, appraisal; mandatory training
Providers will be appropriately challenged where staffing levels fall below expected levels or they fail to
provide the appropriate support and training for staff to provide assurance that patient safety has been
preserved and that they have robust plans to either recruit staff or ensure that their staff receive the support
and training they require and deserve.
In addition on a 6 monthly basis the CCG receives and reviews the providers detailed staffing reviews to
seek assurance that staffing levels and skill mix are being constantly reviewed and adjusted, in line with
patient acuity and dependency. The CCGs have previously sought assurance that acute providers have
implemented NICE guidance (SG1) safe staffing for nursing in adult inpatient wards in acute hospitals and
continue to check on its implementation during site visits.
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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
plans are set out below.

8.1

Financial Planning

The financial plan for 2017/18 and 2018/19 follows a series of agreed principles and key assumptions which
are applied as laid out below, and which are in compliance with national guidance:
 Surplus/Deficit: The CCG has plans in place to achieve the control targets set by NHS England for
both 2017/18 and 2018/19. By the end of 2018/19 the planned cumulative surplus of £3.1m meets
the national business rule for all CCGs to maintain a cumulative surplus of 1% of the allocation;
 Drawdown: The CCG has not planned for any drawdown from retained surplus and does not meet
the NHS England criteria for drawdown;
 1% Non-Recurrent Fund: The CCG has made provision for a 1% non-recurrent fund as required
totalling £3m in 2017/18 and £3.1m in 2018/19. Half of the fund is uncommitted in each year and is
held as part of the national risk pool with any release to be approved by HM Treasury and NHS
England in order to support the total system financial position. Of the remaining balance, £0.8m has
been provisionally allocated to the national requirement to fund General Practice transformation by
£3 per head as per the ‘GP Forward View’ (£0.3m in 2017/18 and £0.5m in 2018/19) and £1m has
been provisionally allocated for dual running costs and set up costs required for efficiency savings
schemes in 2017/18 with £0.9m in 2018/19.
 Contingency: The CCG has made provision for 0.5% contingency as required totalling £1.5m in
2017/18 and 2018/19.
 Mental Health Investment Standard: The CCG has planned to increase investment in mental
health services at a level which meets the Mental Health Investment Standard.
 General Practice Transformation Funding – The CCG has planned to invest £0.8m in General
Practice transformation by £3 per head as per the national requirement in the ‘GP Forward View’
(£0.3m in 2017/18 and £0.5m in 2018/19).
Activity assumptions are in line with the planning guidance and are based on 2016/17 forecast outturn with
growth as per the Indicative Hospital Activity Model (IHAM) reduced by STP ‘solutions’ and efficiency
savings schemes to maintain activity at a similar level or to show a level of reduction.
Activity plans are aligned with providers and the CCG is confident in providers’ capacity to deliver the
required activity volumes.
A summary of the CCG’s financial plan is set out below:

Plan
£m
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2017/18
Year on Year
Change
£m
%

Plan
£m

2018/19
Year on Year
Change
£m
%

Allocation
Programme Baseline Notified Allocation
Running Cost Notified Allocation
Non Recurrent Allocation
Total Allocation

300.32
5.53
(3.59)
302.26

7.46
0.00
(3.73)
3.73

2.5%
0.0%
100.0%
1.2%

307.73
5.53
(3.65)
309.61

7.40
0.00
(0.06)
7.35

2.5%
0.0%
0.0%
2.4%

Expenditure
Acute Services
Mental Health Services
Community Health services
Continuing Care services
Primary Care Services
Primary Care Prescribing
Running costs
Other
Non Recurrent Fund
Contingency
Total Expenditure

171.71
26.79
27.74
16.43
3.36
40.34
4.76
6.60
3.00
1.53
302.26

(1.39)
0.66
(0.07)
(0.27)
0.24
(0.10)
0.23
2.70
0.07
1.53
3.59

(0.8%)
2.5%
(0.3%)
(1.6%)
7.6%
(0.2%)
5.0%
69.3%
2.5%
100.0%
1.2%

174.74
28.04
28.34
17.34
3.30
41.62
4.56
6.74
3.08
1.57
309.31

2.79
1.24
0.61
0.90
(0.06)
1.28
(0.20)
0.38
0.07
0.04
7.04

1.6%
4.6%
2.2%
5.5%
(1.9%)
3.2%
(4.2%)
5.7%
2.5%
2.4%
2.3%

In Year Surplus / (Deficit)

0.00

0.29
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The chart below shows the movement between 2016/17 outturn and 2018/19 planned outturn:

Key risks and mitigations to delivery of the financial plan are:
Additional Risks
 QIPP under-delivery;
 Over performance on Acute Contracts, CHC and Prescribing;
 Adverse movements in the 16/17 forecast outturn.
Mitigations
 Contingency;
 Quality Premium;
 Unutilised Non Recurrent Fund.
Underpinning the financial plan is the requirement to deliver £10.38m of efficiency savings in 2017/18 and
£10.60m in 2018/19. A summary of the efficiency savings plan be area of spend is below:

Area of Spend
Acute Services
Mental Health Services
Community Health services
Continuing Care Services
Primary Care Prescribing
Primary Care Services
Running Costs
Total
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2017/18
Net Value
£m

2018/19
Net Value
£m

5.02
0.56
0.69
1.66
2.06
0.00
0.40
10.38

5.82
0.00
0.30
1.66
2.06
0.16
0.60
10.60
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8.2

Delivering STP ‘solutions’ and efficiency savings

This plan reflects the CCG’s ongoing commitment to the delivery of efficiency savings in 2017/18 and
2018/19 which underpins delivery of the CCG’s overarching financial plan. Each scheme is led by a GP
under the governance of clinical workstreams as set out below:








Urgent & Emergency Care/EoL
Elective (Planned) Care
GP Prescribing
Mental Health
Children and Young People
Cancer
Primary Care

Dr Simon Arthur
Dr Andrew Hassan/Dr Bahram Talebpour
Dr Andrew Hassan/Dr Firas Watfeh
Dr Roz Tandy (Associate)
Dr Andrew Hassan
Dr Peter Holloway (interim)
Dr Christopher Browning

A 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.
STP ‘solution’/
Individual
scheme
Transformational
STP 3.2
STP 1.4
STP 1.2
STP 1.2
STP 2.2
STP 1.3
Transactional
Contract
negotiations
Negotiations/cost
control
Negotiations/
procurement
Corporate costs

Area of spend

2017/18
Net Value
(£m)

Short description of scheme

Continuing care
services
Prescribing
Acute services
Acute services
Acute services
Acute services

1.66

Collaborative working across the STP footprint

2.06
0.42
0.04
0.55
0.00

Medicines management
Out of hospital A&E and non-elective
Out of hospital and Outpatient demand management
Inpatient pathway redesign
Mental Health Forward View

Acute services

4.01

Mental health services

0.56

Community health
services

0.69

Running costs

0.40

Negotiations across providers to ensure costs remain
flat in line with commissioning intentions
Ensure cost uplift is limited to national Mental Health
Investment Standard requirement
Procurement and negotiations across all providers to
ensure costs remain flat in line with commissioning
intentions
Review all opportunities to reduce corporate pay and
non-pay costs recurrently through a series of
targeted actions including review of all vacant posts
and estates rationalisation

Total

10.38

Schemes and STP ‘solutions’ have been shared, jointly-developed, and agreed by providers and are
reflected within the two year contracts.
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.

8.3

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.
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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 October 2016 and is available at
https://www.england.nhs.uk/rightcare/intel/cfv/data-packs/mids-east/#32
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 programmes of work to drive
efficiency savings.
The CCG is proactively supporting the local rollout of this national 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’.
In October 2015, the CCG 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 in Appendix ‘D’. This will
also support future planning and local commissioning decisions.
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9. Enabling and Supporting Programmes
9.1

System Operational Resilience (including winter preparedness)

Introduction
The West Suffolk A&E Delivery Board has developed a system-wide operational resilience plan and a
seasonal plan for winter 2016/17. The plan has been developed in collaboration with all members of the
west Suffolk ‘system’ and aims to demonstrate how joint plans will ensure the delivery of safe and high
quality services to the population during potential periods of pressure. The Winter Plan:  reflects a whole system approach to the delivery of services over the forthcoming winter period;
 builds upon lessons learnt within West Suffolk over recent years and in particular, from winter
2014/15 & 2015/16;
 identifies the potential risks and sets out options and solutions to mitigate against them.
The West Suffolk A&E Delivery Board Plan (incorporating the Winter Plan) is attached at Appendix ‘C’.
The delivery of safe and high quality services, whilst maintaining delivery of key performance targets, is
supported by the Urgent Care Demand and Capacity Operational Escalation Plan.
9.1.1

Urgent Care Demand and Capacity Operational Escalation Plan

The CCG oversees delivery of the Urgent Care Demand and Capacity Operational Escalation Plan
(Appendix ‘E’) which has been produced by the Suffolk health and care ‘system’. Each organisation has
developed a demand and capacity plan which details how they will manage surges in demand throughout
the year and the Escalation Plan itself is intended to be used by operational managers who are responsible
for the management of health and social care services.
The plan has been revised in light of experience, lessons learnt from periods of increased demand and best
practice and has been reviewed by all ‘system’ partners in preparation for winter 2016/17. The Plan reflects
the new national framework and the move to a different categorisation system, and recognises that every
system organisation has;
 a recognised capacity, based upon beds, workforce, equipment, as appropriate to that organisation;
 identified a range of additional capacity 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 quickly;
 agreed to use a common approach to deal with demand and capacity surges;
 agreed that IESCCG and WSCCG will act as system coordinators;
 agreed to escalate issues that need resolution only where system partners have been unable to
resolve issues between themselves through a 24 hour contact number for escalation use;

9.2

Other Enabling Programmes

9.2.1

Digital Innovation & Strategy - Local Digital Roadmap

The ‘Forward View’ makes a commitment that, by 2020, there would be “fully interoperable electronic health
records so that patient’s records are paperless”. Digital technology has a significant role to play in this
transformation and the STP sets out the local plans to harness the opportunities that digital technology
offers. The ‘digital roadmap’ includes:
 a detailed plan so that the mechanisms are in place to share high-risk and critical information for
people when they need it most, and with their consent;
 a strategic plan to shift the way the NHS and social care operate. This will mean implement new
ways of working so that people get access to care differently. Staff will need the technology and
skills to use them so they can focus on quality of care;
Patients and the public only want to repeat their story once, regardless of which health or social care
professional they are talking to. Demand for services is also rising, which means the ‘system’ needs to free
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up the professionals so that they can focus on caring for patients and helping people to improve their health
and wellbeing.
Building the local digital capacity is key to achieving this. As well as helping support people to lead healthier
and happier lives, it will also give professionals the technology they need to work more efficiently, in turn
helping them to respond to demand.
The digital innovation described in the LDR (Appendix ‘F’) will be key in helping to realise this vision, and
vital to the delivery of the STP.
Overarching aims
The ‘system’ will transform the way that technology is used across health and care services so that:
 patients are able to interact with health and care services digitally, for example by booking GP
appointments online and viewing their own health records;
 people are given the information and tools they need to take responsibility for their own health and
wellbeing, such as apps to encourage healthy living and reliable sources of online help;
 we become paper-free at the point of care, which will not only ensure people receive safe, timely and
high quality care, but will also reduce costs and make our system sustainable;
 we introduce shared care records so that every organisation can support people to lead healthier,
happier lives, while making sure we involve our patients in their development;
 health and care staff receive the right support to deliver care, with technology enhancing their
working lives and not adding unnecessary difficulties, duplication or distractions;
 people can receive joined-up health and care from a system which works closely together;
 safe, high quality and sustainable services are delivered, regardless of location, organisation or care
setting;
 innovative solutions to improve the health and wellbeing of local people are continually being sought.
By end of 2019:
rd
 95% of all Health and Care organisations across our system (including voluntary and 3 sector) will
be signed up to and subject to a single data sharing agreement;
 95% of all patient (information) transactions will be made using interoperable systems;
 All interoperable system suppliers contracts will have been reviewed for cross-organisational/
‘footprint-wide’ procurement/value for money;
 All providers will offer alternate media for patient interaction*;
 Staff will be able to access relevant patient information held within other organisations systems
regardless of location >90% situations*;
 Patient access to their Health and Care records will be through a single point of entry*;
*Note: The transformational elements of our Digital Roadmap are subject to funding.
9.2.2 Implementing the Better Care Fund (BCF) - (subject to update following publication of
national guidance for 2017/18)
The Better Care Fund (BCF) 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.
The Fund encompasses a substantial level of funding to help manage system pressures and improve long
term sustainability.
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Guidance is awaited for the 2017/18 but in 2016/17, NHS England set eight conditions (see below), which
local areas were to meet through the planning process in order to access the funding.
The CCG has worked with local authority colleagues to review the BCF plan and governance arrangements
to ensure the BCF is utilised to achieve the optimal outcomes for the integration agenda. A number of
recommendations were made for the Joint Commissioning Group to review and decide upon, with
implementation to take place in 2017/18. The 2017/18 plan will build on the work that has previously
occurred across the system, taking into count 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.
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 under development.

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.

Digital road maps are produced. Customer level information sharing is
in place in our integrated sites - Out of Hospital Teams in Waveney and
‘Connect’ sites.

Agreement to invest in NHS commissioned
out-of-hospital services

Substantial provider changes only in Waveney. These were widely
consulted and agreed on through the Shape of the System consultation
in 2015.
This is currently under review for the remainder of Suffolk, aligning with
the delivery of community services models.
This is currently under review aligning with the procurement and
redesign of community services models.

Agreement on a local target for Delayed
Transfers of Care (DTOC) and develop a
joint local action plan

An integrated task force has been developed to complete a deep dive
into DTOC and establish a robust action plan. This will feed into
2017/18 BCF plans.

The BCF Plan will be evaluated against the following example metrics:
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emergency admissions
admissions to residential and care homes
effectiveness of reablement





delayed transfers of care
patient/service user experience
dementia and diagnosis rates

10. Risk and Risk Management
Introduction
The following section sets out the key risks to delivery of the Operation Plan, together with the mitigating actions that are in place. The CCG’s approach to risk management is
set out below. This provides a framework for the effective identification and focused management of risk across the organisation and wider ‘system’.

10.1

Risks

Risk

Description

Mitigation

Overall delivery of
Plan

 Lack of, or under-developed, delivery plans to achieve stated
outcomes;
 Lack of, or under-developed, delivery structure in place;
 Contractual arrangements not in place to support delivery of plans
objectives.

Failure to achieve
financial balance in
2017/18 and secure
financial
sustainability from
2017/18 to deliver
optimum service
from the financial
resources available

 Savings opportunities may under-deliver against plan;
 Savings opportunities have been double counted;
 Failure to achieve financial balance in 2017/18 - the CCG delivered the
mandated surplus through the use of a number of non-recurrent
items such as Contingency and Transformation funding, but has not
yet addressed the underlying recurrent deficit;
 In 2017/18 & 18/19, the CCG has a QIPP target of approximately
£10m each year, but has historically delivered only around 60%, and
has an element of unidentified QIPP.
 Increasing demand in acute Trusts activity. Providers require extra
financial support to maintain or meet clinical quality and contractual
standards.
 Increase in prescribing costs.
 Cost pressures from Continuing Healthcare activity specifically the
nationally agreed 40% increase in Funded Nursing Care prices.

 PMO approach and oversight to ensuring all plans have
sufficient detail and robust assumptions.
 Robust governance and accountability arrangements embedded
across organisation and ‘system’
 Ensure contracts reflect Operational Plan (and STP) objectives
and key deliverables
 Validate planning assumptions & cross-check across
programmes;
 Project management approach to delivery of QIPP plans. PMO
in place;
 Benchmark and horizon scan to identify further QIPP
opportunities (inc. Rightcare Wave 2 implementation);
 Focus on activity levels at acute provider with clear actions to
mitigate against over performance;
 West Suffolk FT maximum contract value agreed reduces the
level of risk in year only;
 Close monitoring of delivery of QIPP initiatives through KPI’s;
 Encourage innovative changes to improve efficiency;
 Participation in regional and national discussions;
 Clinical Executive and Governing Body review of expenditure
and significant investments;
 Review progress on the system implementation on a regular
basis through Finance & Transformation Meetings with WSFT..
 Implementation of Financial Recovery plan to mitigate
overspends.
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Rating
before
mitigation

Rating after
mitigation

10. Risk and Risk Management
Compliance with NHS
Continuing Health
care Framework

 Access to Social Workers for CHC assessments and reviews has been
limited, resulting in high % of new referrals into CHC not meeting the
gold-standard 28 timeframe for assessment for CHC/FNC eligibility.
There is a risk of increasing new 'waiting list' of cases. Potential impact
on CHC Reviews and clearance of backlog;
 Limited capacity to complete CHC 3 & 12 month and fast track 3 month
reviews (QIPP);
 Timely development of CHC Discharge to Assess model aligned to A&E
Delivery Board (90% of CHC assessments undertaken outside of an
acute setting).

 ACS Deputy Director confirmed recruitment of 6 social care
workers/ staff to support CHC. 4 post holders now in role and
linked to CHC time; new referral, backlog and review cases are
being allocated
 Revisiting QIPP opportunities aligned to CHC and fast track
reviews. Business case to be discussed with CCO and CFO to
agree next steps.
 Joined system wide D2A strategic and working groups to work up
new pathway and bimonthly NHSE CHC DToC group to share
best practice.

Failure to redesign
and commission
services covered by
the Urgent Care and
Health and
Independence
reviews within
required timescales

 Potential for services to fall out of contract;
 Risk that the full potential benefits of a transformational redesign are
not met leading to patient care being adversely affected and
inefficiencies in the system;
 Reputational damage to commissioners

 Contracts in place with the Consortium (West Suffolk Hospital,
Ipswich Hospital and Norfolk Community Services) for adult and
children’s community services plus extension of contract to 111
and Out of Hours with Care UK all running to October 2017;
 Redesign of core components of the Urgent Care and Health
and Independence Review underway since mid-2015 such as
development of Connect, creation of EEIT at West Suffolk
Hospital;
 Programme staff recruited and Associate Director Redesign
leads agreed for each component part of the work programme
and a fortnightly delivery group meeting involving all parts of
the two CCGs in place;
 Task and finish groups set up with wider system partners for
each of the component parts of the programme to develop the
clinical models and specifications.

A&E failing to meet 4
hour standard
presenting a
potential risk to
patient safety and
experience.

 Clinical risk of patients not being seen in appropriate timescales or
insufficient beds to accommodate appropriate environments;
 Risk of patient experience deterioration due to long waits;
 Risk of breaching constitutional obligations.

Potential impact of
service quality
delivered by NSFT.
CQC Re-inspection
report October 2016
gave the Trust an

 Reduction in quality of service and inability to meet performance and
clinical quality targets;
 Maintaining safer staffing levels in accordance with NICE & NQB
guidance;
 Adverse financial position may impact adversely on the quality of care
delivered;
 Potential increase in contract issue log referrals.

 Where required, daily system wide teleconferences designed to
ensure all actions to improve patient flow are taken as part of
Urgent Care Escalation Plan;
 Service review completed
- on site;
- transformation programme;
 Implementation of new A&E Delivery Board as per NHSE
guidance and development of ‘winter plan’.
 Monthly meetings to review / challenge quality performance;
 On-going development of quality dashboard;
 Attendance at monthly stakeholder assurance meetings led by
NHS Improvement / CQC;
 Oversight of quality improvement plans (trust / local) and monthly
monitoring of progress by quality team and workstream;
 Support for NSFT mock CQC inspections
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overall rating of
requires
improvement,
however “Are
services safe”
continued to be
rated as inadequate
High risk that patient
safety standards will
be compromised due
to issues that have
been experienced by
West Suffolk Hospital
NHS Foundation
Trust following the
implementation of ecare.

Workforce
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and feedback;
 Announced and Unannounced quality improvement visits;
 Sign off provider CIPs and associated QIAs;
 Monitor primary care contract issues and Trust response.

 WSFT have experienced more patients exceeding referral to
treatment standards: 18 weeks, 2 week wait – cancer patients, 31 /
62 day standards – cancer patients etc. since e-care implementation.
 WSFT have experienced more patients exceeding the 4 hour wait
standard in A&E since the implementation of e-care and have
reported that more neutropenic patients failing to receive antibiotics
within 1 hour of arrival and that they are failing to meet certain stroke
standards due to issues operational issues within A&E.
 WSFT have experienced issues reporting against all the contractual
quality indicators. They are therefore unable to provide assurance
internally or to the CCG that patient safety and quality standards are
being robustly monitored and maintained.
 Considerable general practice vacancies identified;
 Ageing workforce;
 Level of NHS vacancies;
 Recruitment of staff into local NHS;
 Retention of staff during time of change;
 Maintaining the support and engagement of staff of all partners
during the process;
 Cultural and behavioural change.

 WSFT internal reporting reviewed to gain oversight of all
reportable quality metrics;
 Referral to treatment times regularly discussed at contractual
meetings;
 RCA’s completed for all patients breaching referral to treatment
time standards (2ww, 31/62 day standards, 18 weeks);
 Detailed RCA’s completed for all cancer patients waiting over
100 days to receive definitive treatment
 Review of complaints / PALs issues to monitor for patient harms
resulting from delays in treatment;
 Contractual performance levers;
 Agree general practice strategy and encourage integration of
practices
 Develop and agree primary care workforce strategy
 Work with HEE on the development of the Local Workforce
Action Board
 All benefits are clearly articulated in case for change supported
by a comprehensive engagement and communication plan
 Development and agreement of workforce plan to address
recruitment and retention issues

10. Risk and Risk Management
10.2

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 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 is a working document and 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.
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.
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