Meeting of the CCG Governing Body
to be held from 0915 - 1300 on Wednesday 26 March 2014 at
The Lecture Room, St Edmundsbury Cathedral, Bury St Edmunds
The Governing Body will be available to meet with members of the public from
9.00am-9.15am

AGENDA
GENERAL BUSINESS
1.

Apologies for Absence

2.

Declarations of Interest
To declare any interests specific to agenda items

3.

Minutes of the previous meetings West Suffolk CCG Governing Dr Christopher Browning
Body
To approve as a correct record the Minutes of the West Suffolk
CCG Governing Body meeting held on 29 January 2014

4.

Matters Arising & Action Log

5.

General Update
To receive a verbal report from the Chief Officer

Dr Christopher Browning

Dr Christopher Browning
Julian Herbert

PATIENT AND PUBLIC ENGAGEMENT
6.

Community Engagement Group
To consider and endorse the unconfirmed minutes of a meeting
of the Community Engagement Group held on 6 March 2014

Johanna Finn
Report No:
WSCCG14-13

7.

Haverhill Needs Assessment
To receive and note an update on progress made on the health
needs assessment for Haverhill.

Dr Ed Garratt
Report No:
WSCCG14-14

CLINICAL SERVICES
8.

Investment in services:
To receive and note planned investments and benefits in three
new service developments, those being:
•
•
•

Dr Rakesh Raja/
Dr Rosalind Tandy
Report No:
WSCCG14-15

Memory Assessment Services
Children and Young Peoples Eating Disorder Service
Children’s Emotional Wellbeing Service

9.

Five Year Strategic Plan
To receive and note the current status of the five year planning
process.

Carl Goulton
Report No:
WSCCG14-16

10.

Better Care Fund
To receive and note the current status of the better care fund.

Carl Goulton
Report No:
WSCCG14-17

11.

Strategic Commissioning Intentions for Urgent Care

Dr Christopher Browning/

To approve strategic commissioning intentions as set out within
the paper and note Phase 2 of the programme.

Sandy Hogg
Report No:
WSCCG14-18

12

Two Year Plan 2014/15 – 2015/16
To approve the two year plan

Dr Ed Garratt/
Carl Goulton
Report No:
WSCCG14-19

13.

Transforming Pathology Partnerships (TPP)
To approve the appointment of the TPP to provide pathology
services for a five year period

14.

Community Pain Service
To approve the procurement of a community pain service

15.

Community Physiotherapy Procurement
To approve the commencement of a single provider tender
procurement for community physiotherapy services.

Dr Rakesh Raja
Report No:
WSCCG14-22

16.

Ambulance Service – Ipswich and East Suffolk CCG as Lead
Contractor
To receive and note an update on the performance and quality of
the Ambulance Service

Wendy Tankard
Report No:
WSCCG/14-23

Wendy Tankard
Report No:
WSCCG14-20

Dr Jon Ferdinand
Report No:
WSCCG14-21

FINANCE, PERFORMANCE AND SCRUTINY
17.

Integrated Performance Report
To receive and note a report from the Chief Finance Officer/ Chief
Nursing Officer and the Chief Contracts Officer

Carl Goulton/
Barbara McLean/
Wendy Tankard
Report No:
WSCCG14-24

GOVERNANCE AND CORPORATE BUSINESS
18.

Commissioning Procurement Policy
To receive and approve the re-drafted policy

19.

Freedom of Information Update
To receive and note an update on freedom of information requests
and the CCG’s response

Amanda Lyes
Report No:
WSCCG14-26

20.

Governing Body Assurance Framework
To receive and endorse a report from the Chief Corporate
Services Officer

Amanda Lyes
Report No:
WSCCG14-27

21.

Minutes of Meetings:
To consider and endorse the following minutes of West Suffolk
CCG Sub Committee Meetings:

Bill Banks
Report No:
WSCCG14-28

(i) Audit Committee
The unconfirmed minutes of a meeting held on 11 February
2014
(ii) Clinical Executive Committee
The unconfirmed minutes of a meeting held on 26 February
2014
(iii) Remuneration and HR Committee

Wendy Tankard
Report No:
WSCCG14-25

The unconfirmed minutes of a meeting held on 18 February
2014
(iv) CCG Collaborative Group
The unconfirmed minutes of a meeting held on 13 February
2014
22.

Any Other Business

23.

Date and Time of future Governing Body meetings
0915–1300 hrs Wednesday 21 May 2014, The Lecture Room, St
Edmundsbury Cathedral, Bury St Edmunds
Questions from the public – Maximum 15 minutes
Please note questions should relate to the items under discussion
and must be a question rather than statement. Where individuals
deviate from this requirement they will be asked to stop and will not
be invited to take any further part in the meeting.

Minutes of the West Suffolk CCG Governing Body meeting held in public on
Wednesday 29 January 2014 in the Lecture Room at St Edmundsbury
Cathedral, Bury St. Edmunds, Suffolk
PRESENT:
Dr Christopher Browning
Dr Simon Arthur
Bill Banks
David Cripps
Dr Emma Derbyshire
Dr Jon Ferdinand
Jo Finn
Dr Crawford Jamieson
Peter Knights
Dr Rakesh Raja
Dr Giles Stevens
Dr Rosalind Tandy
Dr Andrew Yager
Dr Ed Garratt
Carl Goulton
Julian Herbert
Amanda Lyes
Barbara McLean
Wendy Tankard

Chairman
GP Member
Lay Member for Governance
Member
GP Member
GP Member
Lay Member for Patient and Public Engagement
Secondary Care Doctor
Member
GP Member
GP Member
GP Member
GP Member
Chief Operating Officer
Chief Finance Officer
Chief Officer
Chief Corporate Services Officer
Chief Nursing Officer
Chief Contracts Officer

IN ATTENDANCE:
Colin Boakes
Andrew Eley
Tessa Lindfield
Anne Nicholls

Governance Advisor
Deputy Chief Operating Officer
Director of Public Health: Suffolk County Council
Chair: Clinical Engagement Group

14/001 WELCOME AND APOLOGIES FOR ABSENCE
The Chairman welcomed everyone to the meeting.
There were no apologies for absence.
14/002 DECLARATIONS OF INTEREST
There were no declarations of interest in respect of the agenda items.
14/003 MINUTES OF PREVIOUS MEETING
Subject to the amendment of a minor typographical error on Page 7, the
minutes of the meeting held on 27 November 2013 were agreed as a
correct record.
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14/004 MATTERS ARISING AND ACTION LOG
Concerning the action arising from the Governing Body meeting held on
27 November 2013 at minute 13/072: Urgent Care Model Engagement
Process, the Chief Operating Officer confirmed that a full report will be
presented to the next meeting of the Governing Body in March 2014.
Concerning the action arising from the Governing Body meeting held on
27 November 2013 at minute 13/082: Haverhill Needs Assessment,
the Chief Operating Officer confirmed that an action plan will be
presented to the next meeting of the Governing Body in March 2014.
Concerning the action arising from the Governing Body meeting held on
25 September 2013 at minute 13/054: Integrated Care Action Plan,
the Chief Operating Officer noted that the necessary work had now
been completed.
There were no other matters arising.
14/005 GENERAL UPDATE
The Chief Officer provided a general update on key issues:
(i) NHS England has made a further £150 million available to support
winter pressures and the West Suffolk healthcare system received an
allocation of £950,000. The money has been placed within the Urgent
Care Network budget.
(ii) Progress on introducing the new stroke care model has included joint
working across both the West Suffolk and Ipswich Hospitals which
commenced at the beginning of January. With three weekends covered
since implementation, there has been good feedback on the new seven
day working arrangements.
(iii) In regard to ambulance response times, a risk summit was held on 28
January 2014 which brought together all interested parties. The meeting
had been successful with joint agreement of an action plan going
forward focused on addressing the East of England Ambulance Service
operational problems. A new Chief Executive has also been appointed;
Anthony Marsh was previously Chief Executive of the West Midlands
Ambulance Service and comes with a wealth of experience.
(iv) The West Suffolk Hospital has been named Trust of the Year 2013 for
the Midlands and East of England region as part of the publication of the
annual Dr Foster Hospital Guide. The hospital was one of just four NHS
Trusts from across the country to receive this prestigious title which
recognises safe, high quality care received by patients.
(v) Dr Jon Ferdinand has resigned as a member of the Governing Body and
the election process for a successor will be taken forward over the next
few months. Dr Ferdinand was thanked for his valuable contribution to
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the establishment of the CCG and to the Governing Body in its first year.
14/006 PATIENT STORY
Dr Raja, Clinical Lead for Children and Young People introduced Jemel
Fox, Young People’s Health Ambassador who attended the meeting to
present the outcomes of recent engagement work carried out by
Community Action Suffolk with young people across various
organisations, with a specific focus on mental health issues. The main
aim of the focus groups was to engage with young people on the topic
of mental health and what they understood about it. From this, key
priorities and issues of concern were identified. Dr Raja further
commented that this work will feed into the development of services for
children and young people.
Jemel went on to describe the participant demographics and the
different youth groups visited which resulted in engagement with a total
of 108 young people. The groups included were:
•
•
•
•
•
•
•
•

The Porch Project – Hadleigh
Club4Teenz – Gainsborough Library: Ipswich
Liquid Youth Club – Southgate Church: Bury St Edmunds
Autism and ADHD – Annie Clements
St Andrews and St Johns Church – Ipswich
Whitton Baptist Church – Ipswich
Triangle Youth Club – Ipswich
YMCA Suffolk

Summarising the findings, it was noted that there were a number of
common themes from across the groups including depression/isolation,
bullying and stress. Frequently mentioned by the groups was that
mental health issues were not routinely covered by schools. Similarly,
longer term solutions to bullying were not being seen to be addressed.
Whilst there is frequent reference to ‘zero tolerance’ to bullying by
schools, the perception of young people is that this is not put into
practice. As part of the engagement activity, the Liquid Youth Club in
Bury St Edmunds also took part in a planning workshop for the
production of a short film about bullying and will be participating in two
forthcoming film workshops to produce this short film with two
companies funded by Suffolk County Council.
In concluding, Jemel noted that based on the findings, a number of
follow up questions have been devised which will be put to young
people through a survey and further face to face discussions.
The Governing Body thanked Jemel for his report, the content of which
was noted.
14/007 PATIENT REVOLUTION EVENT UPDATE
The Chief Operating Officer updated the Governing Body on actions
taken and progress made since the ‘Patient Revolution’ event on 1 May
3

2013.
The event was organised by the CCG’s Community Engagement Group
and there were 180 attendees from the local community. The CCG has
committed in its constitution to run such events at least annually in order
to provide an opportunity to listen, using the ‘Open Space’ technique, to
a large public audience and to report back progress. The event is
therefore a key part of the CCG’s annual commissioning cycle and
public engagement strategy. The next ‘Patient Revolution’ event will be
held on the morning of Wednesday 11 June 2014.
A report detailing the full notes from the event was shared at the
Governing Body meeting on 5 June 2013 and since then there has been
progress in communicating with the public through stories in the CCG’s
bi-monthly newsletter. The report presented provided more detailed
feedback on actions taken since the event and whilst not exhaustive,
was intended to provide the Governing Body with an overview of
progress made. The notes have been shared with all delegates from the
event and are also posted on the CCG’s website.
The Lay Member for Patient and Public Engagement commented that
these events are not the only way in which the CCG communicates with
the public and any ideas for the future engagement opportunities would
be gratefully received. The Chair of the Clinical Engagement Group
further noted that obtaining patient and public feedback is important and
was pleased to see that this is happening.
The Governing Body noted the report.
14/008 WINTER COMMUNICATIONS
The Chief Operating Officer updated the Governing Body on
communications activity to ease winter pressures in the local healthcare
system.
Health and social care organisations, and patient groups in West Suffolk
are working to improve urgent care during the winter. This is supported
by a communications plan. Communications leads from health and
social care organisations agreed in 2013-14 to take a united approach
to winter communications and be more ambitious and innovative than in
previous years. The campaign is centred around key messages:
• Use your pharmacy for minor illnesses, bumps and scrapes and
repeat prescriptions at weekends
• Call NHS 111 any time of the day or night when it is less urgent than
999
• If you have had chronic pain in your body for months – go to your GP
The Chief Operating Officer went on to describe the various media and
methods used including:
• Cinema Advertising
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•
•
•
•
•
•
•
•
•

Pharmacy Bags
Newspaper Advertising
Posters and TV Screens in GP Practices
Newspaper Supplements
Press Releases
Blogs and Tweets
Briefings
Newsletters
Translated Materials

Importantly in regard to translated materials, winter messages have
been marketed to Eastern European and Portuguese shops and cafes
in West Suffolk. Key messages were included in the staff newsletter of a
Bury St Edmunds factory with a high number of migrant workers. A
winter article was included in a national Portuguese newspaper based in
Thetford and updated leaflets with messages about self-care and which
services to access when, are being produced and translated into the top
five languages spoken in west Suffolk.
Dr Raja, Clinical Lead for Children and Young People commented that
young people want to receive more messages through social media so
the use of this is to be welcomed.
The Governing Body noted the report.
14/009 COMMUNITY ENGAGEMENT GROUP
The Lay Member for Patient and Public Engagement presented the
unconfirmed minutes of the Community Engagement Group meeting
held on 10 January 2014, highlighting the key points discussed.
The Chief Officer thanked everyone who has been involved in engaging
with the wider community.
The Governing Body noted the minutes.
14/010 DRAFT OPERATIONAL PLAN 2014/15 – 2015/16
The Deputy Chief Operating Officer presented for information, the
working draft of the CCGs Operational Plan 2014-15 to 2015-16 in
addition to the draft submission for the use of the Better Care Fund, to
be presented to the Health and Wellbeing Board on 7 February 2014 for
approval and sign off.
By way of background, he explained that the draft Operational Plan
2014-15 to 2015-16 has been developed around the national framework
and sets out the CCG’s responses to the requirements of NHS England
publication “Everyone Counts: Planning for Patients 2014-15 to 201819”. The Better Care Fund requires local areas to formulate joint plans
with Local Authority partners for integrated health and social care.
These plans set out how the single pooled Better Care Fund budget will
be implemented to facilitate closer working between health and social
5

care. The CCG has worked with Suffolk County Council, Ipswich and
East Suffolk CCG and Great Yarmouth and Waveney CCG to develop
the plans. The Better Care Fund is also an important catalyst in creating
an integrated health and care system to provide better and more
efficient services to users, patients, carers and families.
The draft 2-year Operational Plan (presented as Appendix A)
demonstrates how the first two years of the CCG’s 5-year Strategic
Plan, currently in development, will be delivered and explicitly details the
CCG’s approach to delivering the fundamentals set out within the
national guidance which aim to secure the continuity of sustainable, high
quality care for the people of West Suffolk.
The Plan will continue to be developed over the next two months to
reflect further national guidance, feedback from the NHS England Area
Team, outcomes of contract negotiations with providers, and refreshed
financial plans. The final plan will be presented to the Governing Body in
March 2014 for approval and sign-off.
The Better Care Fund plan, (presented as Appendix 1) includes the
paper presented to Suffolk County Council Cabinet on 28 January 2014,
together with the draft submission. The timetable applicable to the
further development and approval of the CCG’s Operational Plan and
Better Care Fund plans was also set out.
Acknowledging that it is work in progress and at present CCG
performance looks good, a question was posed about whether there are
specific proposals to address any identified performance deficits in the
final version. In response, the Deputy Chief Operating Officer confirmed
that the figures are currently being refined by NHS England but where a
national average is not being met, this will be a priority for action.
The Director of Public Health for Suffolk County Council was pleased to
see strong links with the local authority and was encouraged by the
system wide approach. However, she emphasised that the plan needs
to look at real needs in the community and not just be based upon
available data.
The Chief Officer commented that although this represents a different
approach to planning, a five year forward system plan was welcomed,
recognising that this will need to be refreshed as the process proceeds.
The Governing Body noted the report.
14/011 QUALITY REVIEW OF SUFFOLK COMMUNITY HEALTHCARE
The Chief Nursing Officer provided a report further to the Quality Review
of Suffolk Community Healthcare that had taken place from August to
December 2013.
The Governing Body was reminded that Commissioners were required
to assure themselves of the quality of the services that they
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commissioned and, as a result of concerns raised during the latter part
of 2013, the CCG had agreed that a thorough review of community
services should be undertaken.
The report from the quality review was appended to the report and had
concluded that services observed were provided safely with there being
no evidence of harm to patients as a result of the extensive
transformation programme that had taken place. The review had
identified a number of actions that needed to be taken going forward
which were set out in Section 9 of the report and included:
•
•
•
•

Improvements to the working of the care coordination centre
Improvement to staff morale
Improving the working of the community equipment store
Development of engagement with service users

Whilst reassured that the service is considered to be safe, the Chair of
the Clinical Engagement Group remained concerned that despite
improvements, staff morale still seems to be low with many leaving the
service, resulting in the greater use of agency staff. The Chief Nursing
Officer responded that concerns about staffing are being addressed
through ongoing communication and engagement processes. The Chief
Officer also commented that whilst pleased the service is considered
safe, much work remains to be done, notably around staffing and
recognising national recruitment issues.
In response to a question regarding reference to Bromley Community
Healthcare, the Chief Nursing Officer noted that the CCG had been
made aware by Serco that they are working with Bromley, as an
innovation partner, given their experience of successful transformation.
A question was posed about whether the target operating model would
actually be realised during the term of the contract with costs also being
appropriately managed. In reply, the Chief Officer reiterated that the
CCG commissions for outcomes and that the operating model and
staffing together with the necessary resources to achieve these has
evolved. Overall, Serco is delivering services in compliance with the key
performance indicators (KPI’s).
The Governing Body noted the report and actions being undertaken in
respect of clinical quality development, communications, and to review
quality and achieve assurance on service areas in keeping with the role
and responsibilities of commissioners.
14/012 CONTINUING HEALTHCARE
The Chief Nursing Officer provided an overview of the CCG’s position in
relation to continuing health care (CHC). The report provided clarity on
the CHC National Framework application, retrospective claims position
and backlog in respect of applications for CHC and funded nursing care
for the West Suffolk CCG.
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The Chief Nursing Officer reported that the CHC team had now been
increased with there now being dedicated support in respect of complex
case management and review of cases. The use of appropriate
benchmarking information was also being explored. Continuing health
care performance information was to be included within the integrated
performance report going forward.
Responding to a question about when the current backlog of 623 cases
would be cleared, it was confirmed that this would be by 31 March 2014.
Dr Arthur commented that it was a testament to the Chief Nursing
Officers Department that the number of cases already addressed had
considerably reduced the consequent risk although the Chief Officer
cautioned that continuing healthcare would remain an area of risk going
forward.
The Governing Body noted the content of the report and that it’s
Executive and GP Clinical Lead would receive monthly and exceptional
progress reports going forward.
14/013 INTEGRATED PERFORMANCE REPORT
The Chief Finance, Nursing and Contracts Officers presented the
detailed Integrated Performance Report, providing members with an indepth review of performance for 2013-14 against national targets,
contractual targets, clinical quality and patient safety issues, financial
position and acute activity. The report headlines included:
Clinical Quality and Patient Safety
(i) There are concerns around Serious Incidents Requiring Investigation
(SIRI) reporting at the West Suffolk Hospital. A contract query and
remedial action plan is therefore in place. There has, however, been an
improvement in the number of overdue final reports
(ii) The CCG has reported 6 MRSA bactaraemias for the year to date to the
end of December 2013 (validated) against a ceiling of 0.
(iii) The CCG reported 44 C.difficile infections for the year to date to the end
of December 2013 (unvalidated) against a ceiling of 28.
Provider Performance
(i) Performance against the key measures within the West Suffolk Hospital
contract is generally good although performance targets were not
achieved in:
•
•
•
•

A maximum two week wait standard for rapid access chest pain
clinic for both Quarter 2 and year to date
Direct access diagnostics: year to date
Choose and Book first out-patient booking including advice letter
listing for both November 2013 and year to date
Provider cancellation of elective care for non clinical reasons:
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•
•

year to date
Proportion of stroke patients and carers with a joint health and
social care plan on discharge for both November 2013 and year
to date
Delivery of CQUIN schemes in Quarter 1 was partially met and
Quarter 2 is currently with the Trust for sign off

In addition:
•
•
•

Harmoni met the required contractual quality standards for out-ofhours services but did not meet 3 of the 111 Service standards
Serco did not meet two of its performance targets
Norfolk and Suffolk Foundation Trust (NSFT) did not achieve 16
of its performance targets

The Chief Contracts Officer went on to describe the various contract
levers but the Chief Officer noted that whilst the report necessarily
focuses upon concerns, most services provided are of high quality.
The Chair of the Clinical Engagement Group was pleased by the
improving stroke metrics and enquired whether service developments,
such as 7 day working are likely to have further positive impacts. In
response, the Chief Officer noted that whilst 7 day cover inevitably helps
to improve outcomes, a focus upon all of the KPI’s is still required.
A question was posed about how effective the 111 Service has been for
the needs of young people. As such information was not immediately to
hand, it was agreed that a response would be provided at the next
meeting in March 2014.
(ii) In regard to the Local Quality Premium:
•

Performance against the Local Quality Premium indicators
relating to both breast-feeding prevalence and stroke care
remains below target for the year to date.

•

Baseline data for the indicator relating to anti-psychotic drug
prescribing for patients with dementia has been established at
14.3%. The annual target is to reduce this to 12.9%. For quarter
2, performance is above target at 14.5% and year to date 14.4%.

(iii) In regard to NHS England National Targets, performance against the
suite of national targets is generally good although not at the required
levels in:
•
•
•

6 week waiting time for diagnostic tests: year to date
Emergency admissions for acute conditions that don’t normally
require hospitalisation for both November 2013 and year to date
Ambulance clinical quality indicators and handover times

Finance, QIPP and Activity
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(i) At month 6 the CCG remains on track to deliver the full year required
surplus of £2.6m (1%) despite significant variances within the service
lines.
(ii) Re-forecast two was undertaken in month 6 to determine the likely yearend position taking into account any continuation of variances to date
and the required surplus remains deliverable, albeit challenging.
(iii) Re-forecast three was undertaken in January 2014 but the results are
not yet available.
(iv) Significant risks remain in the system and the full contingency will be
required to mitigate these risks, along with some use of funds originally
planned for investments, if the adverse variance on the West Suffolk
Hospital continues.
Responding to a question about confidence in the prescribing budget
forecast, the Chief Finance Officer confirmed that an adverse variance
of £900K has been assumed, this having been identified by Re-forecast
three.
The Governing Body received and noted the report.
14/014 MANAGING CONFLICTS OF INTEREST WHERE GP PRACTICES
ARE POTENTIAL PROVIDERS OF CCG COMMISSIONED SERVICES
The Chief Corporate Services Officer requested approval for the
establishment and proposed terms of reference for a new subcommittee of the Governing Body.
By way of background, she explained that The Health and Social Care
Act 2012 requires that CCGs set out in their Constitution, arrangements
for managing conflicts of interest. Managing potential conflicts of interest
appropriately is needed to protect the integrity of the NHS
commissioning system and CCGs and GP practices from any
perceptions of wrong-doing. The West Suffolk CCG Constitution
currently includes arrangements for dealing with conflicts of interest
although it is recognised that specific safeguards when commissioning
services that could potentially be provided by GP practices need to be
strengthened.
The document produced by the then NHS Commissioning Board,
Towards Establishment: Creating Responsive and Accountable CCGs
and its supporting appendix on managing conflicts of interest, set out
general safeguards that CCGs should have in place. A further
document, Code of Conduct: Managing Conflicts of Interest Where GP
Practices are Potential Providers of CCG Commissioned Services
published in October 2012 provided more specific additional safeguards
that CCGs were advised to have in place when commissioning services
that could potentially be provided by GP practices. Since its
establishment in April 2013, the CCG has been managing
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commissioning decisions, where the provider is to be a GP practice,
broadly in accordance with the proposed terms of reference through the
existing Governance Group but out-with a formal sub-committee
arrangement.
Currently, to avoid conflict of interest, the Constitution requires GP
members to withdraw from the Governing Body when decisions about
commissioning services from GP practices are to be agreed. In such
circumstances, the Governing Body, as set out in the Constitution,
would not be quorate. When the Governing Body is not quorate, the
Constitution includes provision for another of the Group’s subcommittees, which can be quorate, to progress the relevant item of
business on its behalf. The terms of reference for the existing subcommittees of the Governing Body (Audit, Remuneration/Human
Resources and Clinical Executive) do not include provision for
commissioning decisions and in any event, also include GP members.
The Chief Corporate Services Officer went on to propose the
establishment of a specific sub-committee, which will be titled the
Commissioning Governance Committee. The committee will meet on as
required rather than regular basis and have delegated responsibility
from the Governing Body for approving (or otherwise) the
commissioning of services for which GP practices are the recommended
provider.
The terms of reference for the proposed Commissioning Governance
Committee are comprehensive but primarily ensure that by appropriately
managing conflicts of interest around the commissioning of services
from GP practices, it can be demonstrated that the CCG and its member
practices are acting fairly and transparently and that final commissioning
decisions are made in ways that preserve the integrity of the decision
making process.
The constitution of the Commissioning Governance Committee excludes
GP’s but includes the Chief Officer, Chief Finance Officer, Chief
Contracts Officer, Lay Members and Secondary Care Doctor, with the
Lay Member for Governance as Chair.
The Governing Body approved the establishment of the Commissioning
Governance Committee.
14/015 WEST SUFFOLK CCG – LOCAL ENHANCED SERVICES (LES)
The Chief Operating Officer presented information in relation to a recent
decision on Local Enhanced Schemes (LES) for 2014-15, made by the
Governance Group. The paper was discussed by the Executive
Committee on 4 December 2013 and by the Governance Group on 11
December, the latter approving the decisions subject to some agreed
amendments.
By way of background, the Chief Operating Officer noted that CCGs are
not able to issue LES agreements as of 1 April 2013 as they now form
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part of the GP contract, responsibility for which transferred to NHS
England. CCGs can, however, offer incentive schemes as schedules
within the standard NHS contract in place of LES documentation.
Schemes Recommended to Continue
Parity Schemes: there are a number of schemes that are only offered to
GMS practices which serve to offer parity with the services currently
included in the PMS contract. These are:
Minor Injury:
Wound Care:
Gonadorelin Injections
Depo Neuroleptic Injections:
Phlebotomy:

Budget £43,870
Budget £47,466
Budget £17,758
Budget £5,128
Budget £40,995

Schemes offered to GMS and PMS practices:
Rheumatology Drugs:
DVT:
Leg Ulcers
(Bury and Blackbourne practices only):
QIPP:
Care Homes:

Budget £68,968
Budget £24,360
Budget £86,810
Budget £166,812
Budget £102,150

Schemes Recommended to be Discontinued
Falls:
EOL Yellow Folders:

Budget £40,000
Budget £36,000

The Governing Body noted the report.
14/016 MINUTES OF MEETINGS
Presented by the Lay Member for Governance, consideration was given
to the minutes of the following meetings:
•

Audit Committee: 10 December 2013 – unconfirmed

•

Remuneration and HR Committee: 17 December 2013 –
unconfirmed

•

Clinical Executive Committee: 8 January 2014 – unconfirmed

Presented by the Chief Officer, consideration was given to the minutes
of the following meeting:
•

CCG Collaborative Group: 19 December 2013 – unconfirmed

The Governing Body received and endorsed the minutes.
14/017 GOVERNING BODY ASSURANCE FRAMEWORK
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The Chief Corporate Services Officer presented the Governing Body
Assurance Framework (GBAF).
The content of the GBAF is reviewed by the Chief Officers Team every
month and by the Governing Body and Audit Committee at each of their
meetings.
Further to review by the Chief Officers Team in December 2013 and
January 2014, the following amendments/additions had been
incorporated:
Risk 01:

Failure to safely manage surges in patients requiring
urgent care during the winter period across West Suffolk
and impact on ability to deliver 95% A&E target and
ambulance turnaround targets: RAG rating reduced to 12
(amber – challenging) + amendments to granular risks,
key controls and action plan/timeline

Risk 02:

Failure to achieve on-going financial balance beyond
13/14 and deliver optimum service from the financial
resources available: RAG rating increased to 20 (red –
critical) + amendments to granular risks and action
plan/timeline

Risk 04:

Failure to evidence the national drive of zero tolerance on
MRSA bacteraemia as set out in NHS England Planning
Guidance Everyone Counts: Planning for patients 2013/14:
RAG rating increased to 20 (red – critical), change of
risk description, change of key controls and additions
to action plan/timeline

Risk 06:

Failure to achieve the local reduction trajectories for
Clostridium difficile as set out in NHS England: Planning
Guidance Everyone Counts: Planning for patients 2013/14:
Change of risk description + amendments to key
controls, assurance of controls and additions to action
plan/timeline

Risk 07:

Potential impact of Serco model of care and transformation
as a result of staff consultation – Major change introduces
instability and could impact delivery: Amendments to key
controls and action plan/timeline

Risk 08:

Failure to deliver performance standards and quality of
care at Addenbrookes Hospital (CUHFT): Amendments to
granular risks and action plan/timeline

Risk 11:

As a result of the NHS white paper there is no legal basis
for CCGs to receive, retain and process patient identifiable
data: RAG rating reduced to 12 (amber – challenging) +
amendments to key controls
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Risk 14:

Failure to comply with NHS continuing Health care
Framework: Amendments to granular risks and action
plan/timeline

Risk 15:

Reputational risk to the CCG from the role of lead
commissioner for the East of England Ambulance Service
Trust: Amendments to risk description and action
plan/timeline

Risk 16:

Risk of sub optimal clinical outcomes for stroke patients:
RAG rating reduced to 12 (amber – challenging) +
amendments to action plan/timeline

Risk 17:

West Suffolk Hospital finance position adversely impacting
on quality and performance at the Trust: Amendment to
granular risks and change of CCG priority

Risk 18:

Failure to meet some statutory duties for Looked After
Children: New risk added

The Governing Body noted the report.
14/018 ANY OTHER BUSINESS
There was no other business.
14/019 DATE OF NEXT MEETING
The next meeting of the West Suffolk CCG in public will be held on
Wednesday 26 March 2014 at 09.00 in the Lecture Room at St
Edmundsbury Cathedral, Bury St. Edmunds, Suffolk.
QUESTIONS FROM THE PUBLIC
(i) Better Care Fund
In response to a question about the size of the CCGs contribution to the
Better Care Fund and whether this will adversely affect commissioning
decisions, the Chief Officer commented that this is a new initiative which
all parties are working to understand. It is not anticipated however, that
overall commissioning decisions will be adversely affected as the NHS
and Local Authority will be working more closely together to ensure a
transformation in integrated health and social care.
(ii) Balance of Cost versus Quality
Replying to a request for reassurance that the weighting between cost
and quality in future clinical service commissioning decisions will be
reassessed, the Chief Officer emphasised that there is always a joined
up approach in balancing both affordability and quality.
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(iii) Quality Assurance
Responding to a question about how the Governing Body will assure
itself about quality performance for services commissioned jointly
through the Better Care Fund, the Chief Officer explained that the
System Leaders Partnership is currently reviewing how joined up value
for money is to be achieved. Again, this is an evolving process and the
Health and Wellbeing Board will be key to driving the agenda forward.

The meeting closed at 12.00 noon.

_____________________________
Chairman

_______________________
Date
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WEST SUFFOLK CCG Governing Board
ACTION LOG: 29 January 2014 (updated)
MINUTE

DETAILS

Meeting of 27 November 2013
13/072
Urgent Care Model
Engagement Process
13/074
Psychiatric Liaison
Service
13/082
Haverhill Needs
Assessment
Meeting of 29 January 2014
14/013
Integrated
Performance Report

ACTION

BY WHOM

UPDATE

Regular updates to be provided

Dr Emma Derbyshire

Complete – see agenda item 11

Service evaluation required

Dr Rosalind Tandy

May 2014

Further reports on the action plan required as it develops

Ed Garratt

Complete – see agenda item 07

Report to be provided on how the 111 Service has met
the needs of young people

Wendy Tankard/Dr
Simon Arthur

26 March 2014
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From: Jo Finn, Lay Member for Patient Engagement
COMMUNITY ENGAGEMENT GROUP
1.

Purpose

1.1

This report contains the unconfirmed minutes from the Community Engagement Group
meeting on 6 March 2014.

2.

Recommendation

2.1

The Governing Body is asked to consider and note the key items of discussion from the
Community Engagement Group.

Author:
Carla Pinto
Membership Officer

1

Community Engagement Group
Minutes (Draft)
Date:

06 March 2014

Time:

1000 - 1230

Venue:

The Harvest Centre, Fengate Drove, Brandon

Chair:

Anne Nicholls (AN- Chair)

Present:

Jo Finn (JF - WSCCG Lay Member), Ed Garratt (EG - Chief Operating Officer,
WSCCG), Michael Simpkin (MS), David Dawson (DD), Roy Banks (RB), Mike Hope
(MH), Jon Rapley (JR), Phil Worsley (PW), Gitti Dunham (GD – Healthwatch Suffolk
- was deputy for Karen Turner)

In attendance Isabel Cockayne (IC - Head of Communications), Carla Pinto (CP - Membership
Officer), Adrian Lyne (AL - Engagement and Consultation Officer), Annie Topping (
AT - Healthwatch Suffolk)
Apologies:

Megan Benson, Bob Mynn, Karen Turner, Carol Mansell, Warwick Hirst, Karen
Smith

Absent:

Carol Dalton, Louis Gooden

Item

Discussion/Action

1.

Welcome, introductions and apologies
AN welcomed everyone to the meeting and apologies were noted.
explained to the group that sadly it will be Mike Hope’s last meeting.

Responsible
Officer

Due date

AN

MH said that he had enjoyed working with the Community Engagement
Group (CEG). There have been very good debates and discussions. As
a resident of Stowmarket, MH is hoping to join the equivalent group for
Ipswich and East Suffolk CCG.
AN thanked MH for his excellent contribution to the CEG.
AN welcomed Annie Topping, Chief Executive from Healthwatch Suffolk.

2

Item

Discussion/Action

2

Healthwatch Suffolk AT thanked the CEG for the invitation and shared
Healthwatch Suffolk’s (HWS) headlines. HWS is currently running
several projects to improve the way that it works together to improve
patient care and make sure that the public voice is heard. HWS was
launched in April 2013 and are now preparing for the first annual meeting
that will be held in Ipswich on 28 March.

Responsible
Officer

Due date

AT outlined some of HW’s completed and current projects:
-

-

Working closely with both CCGs about stroke and early supported
discharge services (ESD), to make sure that patient experiences
are taking into consideration.
Collecting people’s experiences.
Supporting East of England Ambulance Service review with
questionnaires and interviews to patients and family members.
Mental health services
HWS is also working closely with Suffolk County Council.
A piece of work in relation to patient experiences of accessing
services; GP access, different triage/appointment services.
Health and Care Review.
How to improve engagement with voluntary organisations.

Healthwatch England is the national body. Nationally, some of the
projects are:
- Complaints process
- Discharge process (especially for vulnerable people)
- CQC ambulance advisory group
Locally HW is working on:
-

Raising the HWS profile
Increasing members
Member of Health Scrutiny Committee
Help to bring patient experiences into consideration.
Safeguarding board member of the people’s panel
People’s views of 111 and the out-of-hours service provided by
Harmoni

DD asked about Healthwatch’s role to enter and view premises. AT said
that HWS is currently firming up their procedures and process for this
aspect of their work.

AT also explained that HWS has identified 10 induction programmes and
the next step is to develop a programme for experience.

3

Item

Discussion/Action

Responsible
Officer

Due date

CP

31.03.14

EG asked AT the best way to hear of the latest developments with HWS.
AT replied that the newsletter and development officers in each locality
are sources of information. AT also said that CEG members could be
active members of HWS too. AT also offered to attend future CEG
meetings to give updates. AT explained that if anyone has any other
ideas for how the CEG and HWS can work together, to let her know.
MH said that it is important for HWS to represent complex patient voices
on discussions. MH explained that the Friends and Family Test is very
good, but needs to go deeper. MH also suggested that another important
role is to interpret and explain in simple terms, the messages coming from
government. For example, about care.data as people don’t know much
about this and they need to know about possible issues.
AT explained there are so many things that they could get involved in,
that they need to keep focussed and prioritise. AT said that in relation to
care.data HWS is working with NHS England. AT said that there is a lot to
do but HWS only has 10 staff members and some volunteers. AT
welcomes support and ideas in how to engage people better.
PW said that he took part in the liver metastases engagement exercise,
but never heard any feedback. AT replied that a full report is available on
the HWS website and appreciated that it may be necessary to share this
report in different ways. AT will take this feedback back with her.
AN thanked AT for joining the meeting. It was agreed to continue the
discussion of how best to work together with HWS at a future meeting.
3.

Minutes and actions arising
PW asked for changes to be made at item 5. to “people are reluctant to
make comments about their care, as they fear it will affect the relationship
that they have with their clinician.”
All actions completed.

4.

Matters arising not on agenda
GD noted the previous discussion about Quality Improvement Visits and
suggested the work should be joined up with HWS to avoid duplication.
EG commented that AT regularly meets with Barbara McLean, Chief
Nursing Officer who leads the work on Quality Improvement Visits.

5.

Quality
KS sent her apologies for the meeting.

4

Item

Discussion/Action

6

Working with the voluntary and community sector

Responsible
Officer

Due date

CP

31.03.14

IC presented a paper proposing West Suffolk CCG adopts a similar
voluntary sector engagement strategy to Ipswich and East Suffolk CCG
(I&ESCCG) (attached with the paper). IC highlighted page 3, 2.4 setting
out how the third sector covers a wide range of areas of focus, such as
advocacy and information, arts, sport and leisure, children and families
and minority ethnic groups. IC also highlighted page 4, 2.8 about two
pieces of legislation on how the CCG relates to the third sector in their
provider role; the Public Services (Social Value) Act 2012 and UK
Competition Law 2010.
JF set out her thoughts about involving smaller voluntary sector
organisations.
IC replied that if the CCG adopts a similar strategy to the I&ESCCG,
voluntary sector organisations need to be consulted. IC said that building
upon relations with Community Action Suffolk is key.
DD said that the next Suffolk Congress health and wellbeing group
meeting will be next Monday. DD said that he will report back to them this
discussion. DD also suggested that CCG contracts should encourage
potential providers to form links with voluntary organisations
MH said that it is important to find a balance between advocacy and
providing a service. Voluntary organisations can advocate for the
unheard, marginalised and unseen communities. MH added that he had
heard Suffolk County Council is not engaging with small voluntary
organisations, just with organisations with an annual turnover of more
than £1 million.
AN invited Nicky Thompson, Chief Executive of Community Action Suffolk
to speak. She welcomed the paper and presented two offers to the group:
-

-

That the CCG should be represented on the ‘Working together
forum’
NT also offered to present at a future CEG meeting to explain the
role of Suffolk Congress and Community Action Suffolk. AN
agreed that this should be a future agenda item.
NT also stated that SCC is engaging with small voluntary
organisations

IC concluded that a strategy will need to be presented at a Governing
Body meeting .NT added that Suffolk Congress would also like sight of
the strategy before it is agreed.

5

Item

Discussion/Action

7

Health and care review
EG gave a verbal presentation on the health and care review. EG
explained that the purpose of the review is to ensure health and care is
sustainable in west Suffolk. There are three workstreams:
- Health and independence
- Urgent care
- Efficient elective care

Responsible
Officer

Due date

CP

21.03.14

EG explained that the CEG will hear more in the coming months. The
CEG will have an important part to play in developments.
PW asked where fitness prescriptions fit in. EG replied that elective care
work includes prevention, and it is also relevant to the health and
independence workstream.
JF said that it’s important to plan for the future. Savings need to be made
and there are going to be difficult decisions ahead, so it is important to
know the best way to spend the money.
8

Communications and networking
IC informed the group that WSCCG’s February newsletter is now
available and is one method to pass on what the CCG is doing. IC
highlighted that we have plans for a new eating disorder service to
support children. IC also mentioned that WSCCG is increasing its social
media presence by using Twitter and a new Facebook page.
IC asked CEG members how the CCG officers can promote the work the
CEG does.
AN explained that CEG members know what is going on but she asked IC
if the newsletter is reaching the newspapers?
IC replied that it did. IC also said that it might be useful to have a bullet
point list with the meeting headlines at the end of each meeting so CEG
members can forward on the information to any of their contacts.
AN said that we could also send out the bullet point list to parish
magazines.
GD said that if the new eating disorder service is just for children, it is
important that parents know about this service too.
IC explained to GD that the service is not running now. IC said that this
new service will be promoted once it is launched. IC asked the group if
they have any views in how to better promote this service.
MS replied that we should promote through schools and town councils.
RB added that at a local level we need to engage and increase our
contacts with town councils, parish councils and local advocates. By
6

Item

Discussion/Action

Responsible
Officer

Due date

having better contact at local levels information can be passed on to the
community.
JF said that is important that CEG members circulated the newsletter to
their contact list and also by the patient participation group
communication channels.
MS said that parish council newsletters are also a good way to pass on
the information to the community.

9

Updates from Lay Member
JF presented the lay member’s update report. Five new members will
soon be joining the Community Engagement Group after a round of
interviews.

10

Feedback from CEG members
GD shared that she attended a meeting, where different stakeholders are
working together, for example the police and the ambulance service, to
reduce patients to be admitted to hospital.
DD said that he attended a very impressive presentation about the Better
Care Fund. MS updated the group about a recent integrated care event
hosted by One East Midlands. MS also mentioned the need for a shuttle
bus from Bury St Edmunds bus station to take people directly to West
Suffolk Hospital.
JR explained that for the last few months the Ambulance Trust are
recruiting and training 400 new paramedics, as there is a national
shortage. The training will last three years instead of the normal two
years. During those three years they will also be able to gain practical
experience as they can contribute while studying.

11

Any other business
None

12

Date of next meeting:
Thursday, 15 May 2014, Sudbury Town Council, 13:00-15:00

13

Questions from the public
Marion Fairman-Smith asked how independent organisations that are
seeing their funds being cut can be involved in the discussions about
future planning?
EG referenced the Voluntary and Community Sector engagement
strategy that is being developed.
7

Item

Discussion/Action

Responsible
Officer

Due date

MS

15.03.14

IC said that she agrees that there are other methods to engage with
people and receive feedback. Working with voluntary organisations is one
of the methods but we know that there is more we can do.
MS said that he read about a grant that is available until the end of
March. MS will email out the information.

8

Action Log

DATE

DETAILS

ACTION

BY WHOM

DUE DATE

10/01/14

Details of healthcare costs

Organise a workshop on health economics

CP/AL

28/02/14

06/03/14

Community Action Suffolk

Nicky Thompson to be invited to a future CEG meeting to
discuss the role of Suffolk Congress and Community Action
Suffolk

CP

31/03/14

06/03/14

Voluntary sector strategy

Update strategy, submit to May GB

AL/CP

21/05/14

06/03/14

Summary of CEG meeting

Bullet points summarising the meeting to be sent to CEG
members.

CP

21/03/14

06/03/14

Care Fund grant

Email out information

MS

15/03/14

UPDATE
AL contacted Dr
Badrinath. Details
TBC.
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From: Ed Garratt, Chief Operating Officer
HAVERHILL HEALTH NEEDS ASSESSMENT
Purpose
1.1

To update the Governing Body on progress made on the health needs assessment for
Haverhill.

2.

Background

2.1

The CCG commissioned Public Health last year to complete a detailed report on the current
and future health needs of Haverhill.

2.2

A community event was held on 17 May 2013 to ask members of the public for their views
on these topics. This was combined with the views of local healthcare professionals and
other factors such as data on the town’s population, deprivation, health conditions, current
service provision, and other factors, to create a health needs assessment.

2.3

The final health needs assessment report was shared at a second public event in Haverhill
on 26 September 2013. The purpose of this second event was to look at the key health
issues facing Haverhill and to begin to discuss possible solutions.

2.4

The health needs assessment report found that Haverhill compared well to England, Suffolk
and St Edmundsbury for a large number of health conditions. However, the report
highlighted some key themes in the town:
• Higher levels for some health problems and chronic diseases, such as;
respiratory illness, mental health, obesity and alcohol
• A lack of awareness of health services in the town
• Poor transport links to some health services

2.5

The key issues raised at the community events were healthy lifestyles, information and
signposting and transport. The full report from this community event is available HERE.

2.6

The CCG developed an action plan to address or respond to each of the key points raised
at the community events. This raised 89 individual actions, of which 85 have to date been
completed or are on-going. The outstanding actions are summarised at 3.2 of this report.
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3.

Key Points

3.1

Representatives from the CCG met with Haverhill’s three county councillors on 15 January
2014 to discuss progress made against the action plan.

3.2

At this meeting, the key outstanding actions were discussed and agreed. These were to:
•
•
•

Extend the circulation of the Haverhill directory of services booklet
Explore the possibility of having an individual in Haverhill responsible for
signposting people to the most appropriate health services
Consider conducting a survey in Haverhill to better understand the scale of the
public transport issue to West Suffolk Hospital

3.3

The CCG has agreed to update the information in the directory of services booklet.
Members of the public have been asked via press coverage, through social media and
through the Health Forum to send their ideas for how the booklet could be improved. The
deadline for responses is 31 March with a view to distributing the booklet in the spring.

3.4

The CCG will be meeting with Healthwatch Suffolk on 25 March to have initial discussions
about a possible physical signposting service in Haverhill. This possibly could link in with
Healthwatch’s ongoing work to develop information hubs across Suffolk.

3.5

A short questionnaire about public transport in Haverhill has been drafted. This needs to
be explored further with Suffolk County Council as the responsible authority and other
stakeholders, before considering the next steps.

3.6

A new echocardiogram service run by West Suffolk NHS Foundation Trust started at the
Haverhill Health Centre from Thursday 13 March. The clinic will take place on the second
Thursday of every month, meaning Haverhill patients who have been referred by their GP
can have an echocardiogram (cardiac ultrasound) closer to home.

3.7

There will be a follow-up meeting with Haverhill’s councillors to give an update on progress
and discuss the next steps. The date of this meeting is to be confirmed.

4.

Public Engagement

4.1

Members of the public have been asked to input to the development of the new Haverhill
services directory. Several suggestions have already been received. The CCG will
continue to update the public on progress made against the outstanding actions.

5.

Recommendation

5.1

The Governing Body is asked to note progress made on the Haverhill health needs
assessment work.

Authors:
Adrian Lyne, Engagement and Consultation Officer
Lois Wreathall, Head of Practice Support; and Dr Giles Stevens
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WSCCG 14-15

From: Dr. Rakesh Raja:
Dr. Roz Tandy

GP Clinical Lead for Children, Young People and Maternity
Workstream.
GP Clinical Lead for Mental Health and Learning Disability Workstream

INVESTMENT IN SERVICES
1.

Purpose

1.1

The purpose of this paper is to advise the CCG Governing Body of the decision by the Clinical
Executive to invest funding in three service areas namely:
•
•
•

Memory Assessment Service
Children and Young Peoples Eating Disorder Service
Children’s Emotional Wellbeing Service

2.

Background

2.1

Memory Assessment Service
It is nationally recognised that the number of people with dementia is projected to rise by 40% by
2020. The Joint Strategic Needs Assessment for Dementia has estimated that the number of
people with dementia in West Suffolk is set to increase from the current level of 3,256 to 7,955 by
2025.
Currently only 41.9% per cent of people with dementia have received a diagnosis according to
Quality and Outcome Framework registers for WSCCG practices. Referrals for Memory
Assessment have shown an annual 17% year on year increase since 2012.
The CCG is proposing that improving dementia diagnosis rates should be the quality premium for
2014/15 and 2015/16.
Timely diagnosis of dementia offers people with dementia and their carers to more effectively
take charge of their futures and reduce the likelihood of health and care crises.
The Clinical Executive has approved £147,492k investment in the Memory Assessment Service
to increase the medical and nursing establishment.
Progress: The CCG is working with NSFT to ensure swift implementation of the increased level of
service.

2.2

Children and Young Peoples Eating Disorder Service
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West Suffolk is currently an outlier in Suffolk in that it has an Eating Disorder service only for
people aged 18 and above.
There is a critical window for intervention for people with eating disorders. Recovery is less likely
if an eating disorder has remained untreated for more than 3-5 years. Early identification and
intervention with access to effective stepped care pathways is of paramount importance to
improve clinical outcomes and improve cost effectiveness.
The approved funding for a Children and Young Persons Eating Disorder Service is to address a
service gap for young people and ensure parity with the rest of Suffolk.
The Clinical Executive has approved £184.00k for an Eating Disorder Service for Children and
Young People aged under18 allowing a continuum of specialist care across all ages.
Progress: The CCG is working with NSFT to complete the service specification and to ensure
swift implementation of the new service.
2.3

Children’s Emotional Wellbeing Service
The Children’s Emotional Wellbeing Strategy for Suffolk and a recent public health needs
assessment has identified as a key priority the need for improved support for universal services
and more early intervention targeted at young people with conduct disorder and emotional
wellbeing needs.
In many cases this group of children are not currently receiving adequate early help and
intervention, often resulting in unnecessary deterioration such that they eventually end up being
seen in the specialist Child and Adolescent Mental Health service.
Work by the University College of London and Royal College of Paediatrics and Child Health tells
us that 50% of lifetime mental illness (excluding dementia) starts by age 14 and 75% of lifetime
mental illness (excluding dementia) starts by the mid twenties.
The 2013 Child and Adolescent Mental Health Needs Assessment identified a lack of capacity of
mental health specialists working in teams in community and primary care settings (in particular
primary mental health workers) to offer consultation to families and other practitioners, to assess
and identify severe or complex needs requiring more specialist intervention, and offer training to
practitioners at Tier 1 universal services eg: primary care, school nursing, health visitors,
community nursing.
The Clinical Executive has approved £133.00k for investment in additional primary mental health
workers to be part of the development of a network of skilled mental health practitioners working
across services to improve the resilience of young people with mental health problems.
Progress: The CCG is working with Ipswich and East Suffolk CCG, Suffolk County Council and
NSFT to develop a joint service specification and to ensure swift implementation of the new
service.

3.

Review

3.1

The investments approved by the Clinical Executive offer significant benefits for the people of
West Suffolk.

3.2

Memory Assessment Service
•
•
•
•

3.3

Children and Young Peoples Eating Disorder Service
•
•
•
•
•
•

3.4

Improving performance and patient-centred clinical care through implementing the
recommendations outlined in NICE guidelines
Increase in the proportion of people with dementia having a formal diagnosis compared with
the local estimated prevalence
Increase in the proportion of people with dementia receiving a diagnosis while they are in the
mild stages of the illness to enhance future care planning
Increase in the number of patients and carers who have a positive service experience

Early identification of eating disorders and therefore more likelihood of successful outcomes
for the individual.
Patient’s symptoms of mental illness and psychological distress will stabilise and reduce
following assessment and treatment interventions.
Continuity of care for children, young people and adults thereby minimising disruption to
family and social support networks and optimum lifestyle for the individual and their
family/carers.
A reduction in the use of specialist outreach provision for children and young people.
Increased skills and confidence in the staff working in acute paediatric wards in caring for
children and young people with an eating disorder
Reduction in the number of young adults presenting or requiring on-going treatment for
anorexia nervosa or bulimia nervosa.

Children’s Emotional Wellbeing Service
•
•
•
•
•
•

Increased service capacity to meet demand
Reduction in number of service users requiring specialist child and adolescent mental health
services, enabling them to respond more quickly to young people with serious problems
Earlier intervention, so that young people and their families do not have to wait until their
positions have deteriorated before they meet criteria for access to specialist services
Improved educational attendance and attainment by those young people whose resilience
has been improved
Improved family relationships and stability
In the longer term, better mental health for individuals in adulthood

4.

Recommendation

4.1

The CCG Governing Body is asked to note the planned investments and benefits in three new
service developments:
• Memory Assessment Services
• Children’s and Young Peoples Under 18 Eating Disorder Service
• Children’s Emotional Wellbeing Service

Author:
Karen Wood, Transformation Lead
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From: Carl Goulton, Chief Finance Officer
FIVE YEAR STRATEGIC PLAN
1.

Purpose

1.1

To update the Governing Body on the current status of the five year Strategic Plan.

2.

Background

2.1

The NHS England “Everyone Counts” document sets out a new approach to planning,
taking a longer term view to reflect the step changes required to tackle the
unprecedented challenges faced by the NHS. The planning process and timeline have
been aligned nationally with NHS commissioners, Monitor, the NHS Trust Development
Authority, the Local Government Association and Health Education England.

2.2

Ipswich and East Suffolk CCG and West Suffolk CCG are working together as a
Suffolk “Unit of Planning” to develop a 5 year Strategic Plan to commission integrated
services in partnership with providers, Suffolk County Council and Suffolk’s District and
Borough Councils. The CCG two year operational plans demonstrate the detail of how
the strategy will be delivered.

2.3

In addition, the Better Care Fund plan requires local areas to formulate a joint plan for
integrated health and social care which will be aligned to the NHS two year operational
plans and the five year strategic plans as well as local government planning.

3.

Content

3.1

The Health and Wellbeing Board has set out a vision for people in Suffolk to live
healthier, happier lives with reduced inequality of life expectancy. This vision will be
described in the plan alongside a clear set of objectives which will include locally set
outcome ambition metrics.

3.3

There will be two core sections:
•

•

Plan on a page
o A system wide description of what the health economy should look like in
five years. This system vision should identify how the health system will
shape itself to meet future health demands without compromising quality
outcomes or financial sustainability.
Key lines of enquiry submission
o A unit of planning specific narrative describing how each organisation would
reach this desired state through a high level road map that captures the
high impact interventions planned within the health economy.
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4.

Process

4.1

The 5 year Strategic Plan will describe how the vision will be delivered through the
three system-wide workstreams:
•
•
•

Health and Independence
Urgent Care
Efficient Elective Care

4.2 The governance framework through which the system transformation will be delivered is
shown below. The Health & Wellbeing Board retains oversight of delivery.

Efficient Elective
Care Programme
Board

5.

Public engagement

5.1

The plans are based on patient, service users and public feedback. Engagement plans
have been developed to support the development of these plans.

6.

Recommendation

6.1

The Governing Body is asked to note the current status of the five year planning
process and to note that a well advanced draft will brought to the next Governing Body
meeting for approval.

Author:
Karen Tew, Head of Financial Performance and Information
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From: Carl Goulton, Chief Finance Officer
BETTER CARE FUND PLAN
1.

Purpose

1.1

To update the Governing Body on the current status of the Better Care Fund Plan.

2.

Background

2.1

The £3.8 billion national Better Care Fund was announced by the Government as part
of the Comprehensive Spending Review in June 2013. It 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.

2.2

In order to access the Better Care Fund, Local Authorities and CCGs must submit a
five year plan for approval by Government and NHS England. In Suffolk, the Health
and Wellbeing Board is leading on the development of the plan, supported by Suffolk
County Council, West Suffolk, Ipswich and East Suffolk and Great Yarmouth and
Waveney CCGs, under the governance of the System Leaders Partnership Board
which brings together relevant commissioners and providers.

2.3

The Better Care Fund 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.

3.

Content

3.1

The Better Care Fund planning submission includes the following:
•

Vision for health and care services and schemes

•

Aims and objectives

•

Description of planned changes

•

Planned investments and benefits

•

Outcomes and metrics

•

Governance arrangements
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•

Risk-sharing principles and contingency plans if targets are not met – including
redeployment of the funding if local agreement is not reached

•

Assurance around National Conditions:
o

Plans jointly agreed

o

Protection for social care services

o

7 day services to support discharge

o

Better data sharing between health and social care, based on the NHS
number

o

Joint approach to assessments and accountable lead professional

o

Agreement on the consequential impact of changes in the acute sector

4.

Process

4.1

The Better Care Fund plans are being developed as part of the 5 year strategic
planning process through the three system-wide workstreams:
•
•
•

Health and Independence
Urgent Care
Efficient Elective Care

4.2

The workstreams will specify how the fund will be utilised, planned benefits and how
success will be measured. The Resource Hub is modelling potential integration
benefits and assuring system-wide sustainability.

4.3

The governance framework through which the system transformation will be delivered
is shown below. The Health & Wellbeing Board retains oversight of delivery.

Efficient Elective
Care Programme
Board
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4.

Status

4.1

In Suffolk we are intending to widen the scope of the Better Care Fund to create a
larger pool and greater alignment of services across health and social care. This will
allow transformation of services leading to a better experience for people in Suffolk and
greater opportunities to ensure efficiencies are delivered which will drive value for
money and improved sustainability. The table below summarises the minimum required
value of the fund and the potential value of the fund which is currently under
discussion.
£m

Minimum commitment
Made up of:
Trf from NHSE (via CCG)
Trf from CCG

Potential commitment

Suffolk
County
Council

4.5

100.0

West
Suffolk
CCG

Ipswich &
East
Suffolk
CCG

Gt
Yarmouth &
Waveney
CCG

Total

14.2

22.9

8.4

50.0

4.4
9.8
14.2

8.1
14.8
22.9

100.0

150.0

tbc

350.0

4.2

The final submission of the Better Care Fund plan is due on 4/4/2014. Our integrated
health and social care planning process is aligned to the 5 year strategic planning
timetable which requires final plans to be submitted by 20/6/2014. As a consequence,
our Better Care Fund submission will include the minimum pooled budget but will
reflect the latest status of the system-wide workstream planning linked to the 5 year
planning timetable.

4.3

The latest draft of the Better Care Fund planning templates are attached.

5.

Recommendation

5.1

The Governing Body is asked to note the current status of the Better Care Fund plans
and to note that the updated plans will be brought to the next Governing Body meeting
for approval as part of the 5 year strategic planning update.

Author:
Karen Tew, Head of Financial Performance and Information

Page 3 of 22

Better Care Fund planning template – Part 1
Please note, there are two parts to the template. Part 2 is in Excel and contains
metrics and finance. Both parts must be completed as part of your Better Care Fund
Submission.
Plans are to be submitted to the relevant NHS England Area Team and Local
government representative, as well as copied to:
NHSCB.financialperformance@nhs.net
To find your relevant Area Team and local government representative, and for
additional support, guidance and contact details, please see the Better Care Fund
pages on the NHS England or LGA websites.

1)

PLAN DETAILS

a) Summary of Plan
Local Authority

Suffolk County Council

Clinical Commissioning Groups

Ipswich and East Suffolk
Great Yarmouth and Waveney
West Suffolk

Boundary Differences

Great Yarmouth and Waveney CCG is
located in two HWB areas – Suffolk
and Norfolk. The information in this
template refers to the Waveney
element of the CCG geography only,
although where possible, plans are
aligned with Norfolk plans for Great
Yarmouth.

Date agreed at Health and Well-Being
Board:

07/02/2014

Date submitted:

14/02/2014

Minimum required value of ITF
£2,718,000
pooled budget: 2014/15
2015/16 £50,099,000
Total agreed value of pooled budget:
2014/15
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2015/16 £50,099,000
b) Authorisation and signoff
Signed on behalf of the Clinical
Commissioning Group
By
Position
Date

Ipswich and East Suffolk
Julian Herbert
Chief Officer
13.2.14

Signed on behalf of the Clinical
Commissioning Group
By
Position
Date

Great Yarmouth and Waveney
Andrew Evans
Chief Executive
14.02.2014

Signed on behalf of the Clinical
Commissioning Group
By
Position
Date

West Suffolk
Julian Herbert
Chief Officer
13.2.14

Signed on behalf of the Council
By
Position
Date

Signed on behalf of the Health and
Wellbeing Board
By Chair of Health and Wellbeing
Board
Date

Suffolk County Council
Anna McCreadie
Corporate Director – Adult and
Community Services
13.02.2014

Suffolk Health and Wellbeing Board
Councillor Joanna Spicer
13.02.2014

c) Service provider engagement
Please describe how health and social care providers have been involved in the
development of this plan, and the extent to which they are party to it
The Suffolk Better Care Plan has been developed by working groups of the Suffolk
Health and Wellbeing Board. The accountability for the development work has been
our two System Leaders Partnership groups which include Chairs of the three Suffolk
CCGs, the Chief Officers of the CCG’s, the Director of Public Health, the Director of
Adult Social Care and Director of Children’s Service, Chief Executives of Ipswich and
West Suffolk Hospitals, the Chief Executive of Suffolk Community Health,
Healthwatch, Community Action Suffolk/Suffolk Congress representing the voluntary
and community sector, the Cabinet Lead for Health and Adult Care and District and
Borough representatives.
The Plan builds on the outcomes of a leadership workshop for Health and Wellbeing
members held in 2013, the Suffolk Joint Health and Wellbeing Strategy and existing
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engagement throughout the three CCG areas in Suffolk:
• A Great Yarmouth and Waveney integrated care system event was held in
December 2013, attended by all public sector commissioners and providers
from the area including health and social care. At this event the declared
intention to develop an Integrated Care System was fully debated including the
opportunities presented by the Better Care Fund. Key principles were agreed
and areas discussed in more detail to inform the better care plan included
seven day working, cohesive pathways, combining budgets and workforce.
•

In the Ipswich and East/West Suffolk areas, two workshops have been help to
build the vision for integrated care. These have been attended by provider
organisations where they have played a critical role in shaping the vision going
forward, and the workstreams that will deliver the change.

•

There has been extensive provider engagement in a number of key delivery
groups, and forums where practical plans for integration have been developed,
for instance around urgent and integrated care.

•

Market shaping events and provider forums run by the County Council have
involved our private sector partners in helping us to redesign the home care
market for a more integrated system.

The future governance arrangements designed by the SLPs will include service
providers. These governance arrangements are in the process of being established,
and will drive development of the two and five year Suffolk health and care plans.

d) Patient, service user and public engagement
Please describe how patients, service users and the public have been involved in the
development of this plan, and the extent to which they are party to it
Our Better Care Fund plan is based on what people have told us is important to them
over a number of years. We know, from our consultation events, our Voice Project
and involvement forums that people are less concerned about structures and more
concerned about their own care and independence, and that any support should be
tailored to their needs, provide them with choices and control, be delivered with dignity
and respect and for their care to be planned with them, so that it can support their
goals of living longer and living well.
The recent System Leadership Partnership agreed to develop engagement plans to
support the development of the two and five year integration plans supported by the
Better Care Fund. The plans will show how as a system we will co-produce our plans
with people in Suffolk, how we will consult on changes with existing groups and
partnerships and how we will communicate changes more widely across Suffolk.
The following diagram shows the Suffolk Health and Wellbeing Board organisational
engagement map.
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This diagram shows the connections from the Suffolk Health and Wellbeing Board and
the two System Leaders Partnerships in Suffolk (which include a wide range of
commissioner and provider organisations).
In developing our plans we are also building on pre-existing partnership work and
plans, which have had active public, service user, patient and carer involvement. The
views of these groups have been regularly sought with wide ranging engagement
events to inform the development of integration and future commissioning intentions.
These have included public consultations, working alongside our patient groups in our
GP Practices, connecting communities work in our localities, working with Healthwatch
and our local Health Scrutiny Committees.
We have a track record of co-production, for example in developing our integrated
plans for dementia services, in integrated health and care service delivery for children,
in our Suffolk Family Focus programme, in Lowestoft Rising and in the development of
the new operating model for adult social care Supporting Lives Connecting
Communities. More recently Suffolk County Council has commissioned University
Campus Suffolk and the Suffolk Coalition of Disabled People (our Suffolk user lead
disability organisation) to develop a programme of co-production with us.

e) Related documentation
Please include information/links to any related documents such as the full project plan
for the scheme, and documents related to each national condition.
Document or
information title

Synopsis and links
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Document or
information title
A Joint Health
and Wellbeing
Strategy for
Suffolk

Synopsis and links
The focus of this report is on four areas jointly agreed as priorities for
the first three years of a 10 year health and wellbeing strategy, 20122022. The priorities are used to provide focus for plans across health,
local authorities and other relevant organisations to make sure we
work together as efficiently and effectively as possible, spending
public money in a better way.
http://www.transformingsuffolk.co.uk/partnerships/suffolk-health-awellbeing-board

Joint Strategic
Needs
Assessment
(JSNA)

The Suffolk JSNA is a suite of resources to inform health and care
commissioning. It is formed of a dynamic set of data presented in the
Suffolk Observatory, alongside reports, profiles and health needs
assessments produced to inform the JHWS and other commissioning
plans and strategies.
http://www.suffolkobservatory.info/jsna.aspx

Ipswich and East
CCG Integrated
Plan

This integrated plan sets out a high level strategy for ensuring
delivery of operational, financial and improvement plans, including
QIPP (Quality, Innovation, Productivity and Prevention)
improvements for the period 2011/12 to 2014/15 by NHS Ipswich and
East Suffolk Clinical Commissioning Group (CCG).
http://www.ipswichandeastsuffolkccg.nhs.uk/Portals/1/Content/About
%20us/Integrated%20plan/IESCCG%20Integrated%20Plan.pdf

West Suffolk
CCG Integrated
Plan

This integrated plan sets out a high level strategy for ensuring
delivery of operational, financial and improvement plans, including
QIPP (Quality, Innovation, Productivity and Prevention)
improvements for the period 2011/12 to 2014/15, by the NHS West
Suffolk Clinical Commissioning Group (CCG).
http://www.westsuffolkccg.nhs.uk/wp-content/uploads/2013/01/WestCCG-Integrated-Plan-2012_13-FINAL-291012.pdf

NHS Great
Yarmouth and
Waveney
Commissioning
Plan

http://www.greatyarmouthandwaveneyccg.nhs.uk/_store/documents/c
ommissioning_plan_2012_14.pdf
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Document or
information title
Suffolk County
Council Cabinet
Paper 21
February 2012:
Adult and
Community
Services:
Supporting Lives
Connecting
Communities

Synopsis and links
Within Adult and Community Services (ACS) a new social work
operating model has been developed to reflect the directorate’s
Service Plan and priorities including the new way of working titled:
Supporting Lives, Connecting Communities (SLCC). SLCC relies on
a person centered support to planning and designing care, on
collaborative working between all parties around the person, focuses
on keeping people living independently for longer at home, helping
people to help themselves, putting people in touch with what’s
happening in the community that can help them, getting people back
to independence as quickly as possible after a crisis and providing
ongoing support only for those who need it.
http://committeeminutes.suffolkcc.gov.uk/LoadDocument.aspx?rID=0
900271180640bea&qry=c_committee%7e%7eThe+Cabinet

Great Yarmouth
and Waveney
CCG
Engagement
Strategy

This new strategy reflects the vision and goals of HealthEast in this
shadow year. It builds on extensive engagement completed during
the development and publication of NHS Great Yarmouth and
Waveney’s Communications and Engagement Strategy, but with new
focus on patient engagement and clinical commissioning, with
engagement from staff, partners, stakeholders, individuals and
groups, plus a baseline mapping exercise.
http://www.greatyarmouthandwaveneyccg.nhs.uk/_store/documents/c
e_stategy.pdf

Tricordant
Report: Joined
up Services for
Older People

The Tricordant pathway enables health and social care integration at
both micro and macro-levels. Tricordant was jointly commissioned to
map its person centered health and care pathway for older people in
Suffolk including not just partnership between health and social care,
but also with local authority housing, leisure and education services
as well as the police, backed by the social capital in the voluntary and
faith sectors. This work has informed the Integrated Care Networks’
priorities and work programmes.
The report was taken to the shadow Health and Wellbeing Board on
the 1st December 2011. Copies of the HWB report are available from
Linda Pattle at Suffolk County Council (linda.pattle@suffolk.gov.uk).
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Document or
information title
Commissioning
intentions letters
from Ipswich and
East, Great
Yarmouth and
Waveney and
West Suffolk
CCGs.

Synopsis and links
The CCG commissioning intentions letters provide information about
priorities and intentions in each of the CCG areas.
http://www.ipswichandeastsuffolkccg.nhs.uk/Portals/1/Content/About
%20us/Clinical%20Priorities/IES%20Outline%20Commissioning%20I
ntention%20201415%20-%20FINAL.pdf
http://www.greatyarmouthandwaveneyccg.nhs.uk/_store/documents/2
0130930_2014to2015_commissioningintentionsletter_final.pdf
http://www.westsuffolkccg.nhs.uk/wpcontent/uploads/2013/01/WSCCG-Initial-Outline-CommissioningIntentions-14_15-FINAL-.pdf

Terms of
Reference GYW
Integrated Care
System
Programme
Board
Integrating health
and care
systems to
support healthy
ageing: Public
Health Suffolk
December 2013

Sets out the remit and responsibilities of the Committee
http://www.greatyarmouthandwaveneyccg.nhs.uk/_store/documents/a
genda_governing_body_part1-30january2014.pdf

This paper summarises the findings from a review of evidence on
health system models that support healthy ageing. The review
focuses on healthy ageing policies and on the integration of health
and social care systems. Both local and international examples are
presented. Discussed at the Health and Wellbeing Board on 12th
December 2014.
http://committeeminutes.suffolkcc.gov.uk/LoadDocument.aspx?rID=0
900271180fc1023&qry=c_committee%7e%7eSuffolk+Health+and+W
ellbeing+Board

Everybody
Counts –
Planning for
Patients 2013/14

Outlines the incentives and levers that will be used to improve
services from April 2013, the first year of the new NHS, where
improvement is driven by clinical commissioners.
http://www.england.nhs.uk/everyonecounts

Age UK Suffolk –
Voice Project
Reports

Older people are interviewed individually in their own homes, two or
three times per year, on various subjects. These are agreed by a
reference group, with members from Suffolk County Council Adult
Care Services, NHS Suffolk, NHS Great Yarmouth and Waveney,
Age UK Suffolk and representatives from older people themselves.
Voice Project | Age UK Suffolk
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2)

VISION AND SCHEMES

a) Vision for health and care services
Please describe the vision for health and social care services for this community for
2018/19.
• What changes will have been delivered in the pattern and configuration of
services over the next five years?
• What difference will this make to patient and service user outcomes?

The Better Care Fund gives us an opportunity to accelerate progress in delivering the
vision of the Suffolk Health and Wellbeing Board (HWB). In particular the focus on
early intervention and prevention, ensuring services are integrated at the point of
delivery, that there are seamless services, including mental health, children and
families and a focus on reducing loneliness and social isolation for older people.
The Health and Wellbeing Board vision is that people in Suffolk live healthier, happier
lives. We also want to narrow the differences in healthy life expectancy between those
living in our most deprived communities and those who are more affluent through
achieving greater improvements in more disadvantaged communities.
Health and wellbeing encompasses a person’s life experience and includes a sense of
physical, mental and social wellbeing. Many factors contribute to a person’s wellbeing
for example how safe they feel in their community and whether they are able to find a
job. Through working jointly across health, local government , the Local Economic
Partnership, Suffolk Constabularly and with wider communities we can make a real
difference in improving the health and wellbeing opportunities for adults, children and
families in Suffolk.
Our organisations are already committed to creating and delivering 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, and agree that the only
way to do this effectively is to work together to remove barriers, costs and ensure that
we spend as much as possible of our budgets on direct provision of care. We believe
that a more integrated system will help us to manage demand pressures, as well as
give us the ability to use our funding more effectively.
There are existing examples of good practice in Suffolk that we will build on and learn
from including the integration of universal children’s health services into frontline
County Council children’s social and community services, our joint mental health
teams in Suffolk, Suffolk Family Focus and Lowestoft Rising.
The current national, regional and local position provides a massive opportunity and
responsibility for further transformational change in the system, breaking down historic
organisational barriers and radically re-thinking how care can be provided in Suffolk,
with a much greater focus on preventative action. This is what we have signed up to in
Suffolk.
To do this the Suffolk system, including all our local health services, care services,
district and borough councils, Suffolk County Council, our three Clinical
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Commissioning Groups, our local GPs and our voluntary sector and communities are
further developing our united vision, focussed on outcomes for integration which allow
localised transformation to happen. To deliver this we will provide determined
leadership to build a different system, one that works for our customers and patients,
but is financially sustainable into the longer term.
Crucial to this is an ambition to see the entirety of our system as a whole – not as
fragmented services and organisations with different priorities and drivers. We believe
that through our shared vision, shared principles and priorities we can achieve so
much more than we are able to on our own. We are committed to remove
organisational barriers and to having relentless focus on improving the health and care
outcomes for people in Suffolk, with seamless services and support to promote
independence, and preventing further dependency on long term and emergency health
and care services.
We want, as a system, to invest in the right things for our customers and patients. We
know there are perverse incentives in our systems that encourage and reward
individual organisations, which prevent money moving flexibly around the system and
which perpetuate the differences between acute/community/non-acute care. We are
clear that this is not in the overall interests of people in Suffolk. We will identify these
perverse incentives through our work, and seek to remove them wherever possible.
We have already established a Suffolk Commissioning Group (SCG) to identify joint
commissioning intentions and joint commissioning frameworks, starting with areas
identified in the Tricordant Joined up Services for Older People review. Areas where
work has already started include:
•
•
•
•

support for unpaid carers
accelerated discharge
dementia support and management
integrated falls provision

At a local level we are also developing neighbourhood teams as multi-disciplinary
networks for pro-active health and social care, with shared information, assessment
and care planning processes. They will cover a range of activities such as population
risk stratification, self-care and carer support, active communities, integrated crisis
response, case management and integrated care teams as well as discharge coordination. We have established our Multi-agency Safeguarding Hub matrix. District
and Borough Councils are exploring how housing advice and housing options can play
a part in the multi-disciplinary networks we create.
Within Great Yarmouth and Waveney (GYW) we have a vision for a fully integrated
care system. This is a radical, ambitious and transformational approach towards
integration, working across two county councils and the two district councils. Its prime
purpose is to put individuals at the centre of services, with the needs of the person
dictating the way the system responds, rather than their needing to move between
organisational and artificial funding barriers. This approach builds on the strong
history of community engagement and input from the four distinct communities in
Great Yarmouth and Waveney and builds on the successful operational integration of
teams to date.
A joint approach has been adopted for the commissioning and delivery of integrated
dementia services in Suffolk where we are due to complete a dementia needs
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assessment to inform joint commissioning. This will lead to the development and
agreement on the functions needed for an integrated dementia care pathway, on the
models for the delivery of an integrated model of dementia care, the funding
mechanisms for the delivery model and finally the implementation of the agreed
model.
This shared vision gives us huge opportunities – to deliver excellent care within our
communities, but also to support people, families and children who are tipping into
need, to make sure they get the help they need early so that they can stay as well as
possible with a good quality of life.
Why is this important now?
Suffolk patients and customers have told us repeatedly that they want to experience a
joined up system. The National Voices patient centred coordinated care overarching
definition is: “Integrated care means person centred coordinated care [where…] I can
plan my care with people who work together to understand me and my carer(s),allow
me control, and bring together services to achieve the outcomes”
Reductions in public sector funding are placing a severe strain on all our
organisations. This coupled with rising demand, means that we need to make a
transformational change in how we deliver services, in order to continue to provide
high quality and comprehensive services for the people in Suffolk.
How will we achieve our shared vision?
We will need to work together in ways that promote flexibility, compromise,
transparency, engagement and listening to our customers and patients. In order to
deliver better outcomes and greater efficiencies there needs to be a more integrated
approach to service provision. This includes all organisations working more closely
across organisational and professional boundaries and changing staff behaviours to
encourage system and whole team working. This is underpinned by a passionate
belief that we are doing the right thing. Integral to the delivery of our vision will be the
involvement of local councillors and community champions who play a leadership role
in their localities.
We will develop a plan that demonstrates, over the next five years, how we will reach
our goal and which will set out explicitly the actions we intend to take together to
develop an integrated health and care system. This plan will be built and developed in
co-production with the people who use our services now, or who could use them in the
future. We will monitor progress against our vision for integrated care, and will expect
to be held to account for the success of our joint work by our organisations and by
people in Suffolk.
The difference we will make to the health and social care outcomes for all people in
Suffolk is that local people:
•
•
•

Will not have to navigate around a complex system to find the right information,
care or services that meets their needs.
Will have their health and care needs identified early before a crisis occurs
Will have access to a range of local services that focus on supporting people to
self-care and supporting primary prevention
Page 13 of 22

•
•

Will have control and choice over their care
Will have a named co-ordinator when they need help who will ensure that the
system works effectively, with a single care record.

b) Aims and objectives
Please describe your overall aims and objectives for integrated care and provide
information on how the fund will secure improved outcomes in health and care in your
area. Suggested points to cover:
• What are the aims and objectives of your integrated system?
• How will you measure these aims and objectives?
• What measures of health gain will you apply to your population?

Our aim is to provide care and support to people in their own homes and communities,
with person centered outcomes that:
• Improve the quality of the services across health and social care for our local
population
• Reduce inequalities of both access and outcomes
• Co-ordinate around individuals and are targeted to their specific needs
• Reduce premature mortality and morbidity
• Improve the experience of care, with the right responses available in the right
place at the right time
• Maximise independence by constructing, individual, family and carer resilience
at home and in the community
• Empower people to manage their own health and wellbeing
• Through proactive and joined up case management, avoid unnecessary
admissions to hospitals and care homes, and enable people rapidly to regain
their independence after episodes of ill-health.
• Secure a stable future for all health and social care organisations
• Improve the efficiency in the provision of the services
Our measures of health gain will examine a different system for health and social care
where communities are much better connected to their citizens to support selfmanagement of long term conditions and short term crises, where services are
developed based on assessed need and where patients are treated as individuals and
not illnesses. We will draw on Public Health expertise to support us with this and make
the links with the national outcomes frameworks. It will be a system where early health
and social care interventions improve lives and cost less and where pathways adapt to
the individual not the individual shaped to an appropriate pathway. Crucially we shall
look to demonstrate that our transformative change brings to Suffolk a system which
does not let people fall into gaps between providers and which provides affordable
excellence.
There is a recognition across Suffolk’s health and social care stakeholders that we are
all in this together to make the above a reality. Already, recent whole system action
has been approved to respond to the urgent care pressures on the health system
across Suffolk over the winter months.
Our two and five year plans will provide more detail and describe how our local health
and care economies will deliver our transformational plans and local ambition. These
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plans will build upon current individual partner and jointly commissioned activity, with a
commitment to make our change more transformative and ambitious.

c) Description of planned changes
Please provide an overview of the schemes and changes covered by your joint work
programme, including:
• The key success factors including an outline of processes, end points and time
frames for delivery
• How you will ensure other related activity will align, including the JSNA, JHWS,
CCG commissioning plan/s and Local Authority plan/s for social care

The Health and Wellbeing strategy gives us a clear mandate to integrate health and
care services at the point of delivery where it makes a positive difference for people.
The agreed joint work programme will be developed and agreed as follows:
•
•
•
•
•
•
•
•
•
•
•
•

•

Access arrangements that take people to the right response regardless of the
organisation they have contacted.
A neighbourhood response with co-located teams
Co-ordinated, shared personalised care plans that wherever possible support
people to gain or regain independence
Services developed that promote recovery, independence and selfmanagement.
Develop community based responses so that people can receive care at home
whenever possible
Support and inform carers so that they feel well equipped for their caring role
A system that is focused on tackling urgent issues and resolving their root
causes
Effective management of long term conditions, particularly for key issues of
concern to people in Suffolk, for instance dementia and stroke
IT systems that build understanding of cost and activity across the system in
Suffolk (using the NHS number as the primary identifier)
Funding used flexibly across the care and health system
Incentives realigned across the system to promote prevention of need
Encourage communities to work with all local partners and stakeholders to
design and deliver plans which will support people to live good and healthy lives
even if they are managing limiting health conditions. This would include housing
provision, adaptations, flat pavements, public transport, leisure provision,
community safety and public toilets.
Targeted support for individuals and families in need that responds in a way
that works for them.

Social care and health information and advice will be available to our whole population
in preparation for the Care Bill - which may involve a shift to financial support for a
wider range of people with long term care needs.
The next stages of our planning which will be articulated through the Suffolk system
two and five year plans and will provide more detail as to the changes we will make.
Key success factors include:
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•
•
•
•
•
•
•

Fewer emergency admissions to hospitals
Fewer admissions to residential care
Shared care and health plans with clear outcomes for individuals
Knowing who the high risk members of our population are
An agreed approach to risk stratification and action to reduce demand on our
systems
A joint approach to commissioning and market shaping, which encourage
innovative models and include a systematic approach to procurement and
quality standards across providers of services
Engagement and action with our wider group of partners in the public, private
and voluntary sector and in our communities to build engagement

This vision will now drive all local plans including the JSNA, JHWS, CCG
Commissioning plans, LA social care plans, housing and development plans. The
Health and Wellbeing Board and System Leaders Partnerships will play a role in
overseeing the work programme and challenging all our organisations to be different.
We will use our joint governance structures to develop shared risk registers,
performance and monitoring arrangements and contingency plans, with a particular
emphasis on understanding the financial risks and mitigations.
d) Implications for the acute sector
Set out the implications of the plan on the delivery of NHS services including clearly
identifying where any NHS savings will be realised and the risk of the savings not
being realised. You must clearly quantify the impact on NHS service delivery targets
including in the scenario of the required savings not materialising. The details of this
response must be developed with the relevant NHS providers.

NHS commissioners will be working closely with partners towards the savings
quantified in Everybody Counts, namely 15% reductions in non-elective activity and
20% efficiency savings in planned care.
In the case of the Ipswich Hospital, West Suffolk Hospital and Suffolk Community
Health catchment areas, the Systems Leadership Board has established three
programme boards where NHS and social care commissioners will be developing
long-term plans with providers, namely Urgent Care, Efficient Hospital Care and
Health and Independence that will support the clinical and financial sustainability of the
local Acute Sector. In Great Yarmouth and Waveney our vision for our local District
General Hospital is that a spectrum of services will still be provided alongside
specialisms where evidence based, with transformed throughput and quality.
Modelling work across the system is commencing and will inform the two and five year
plans.
The three acute hospitals for Suffolk are committed to playing a full part in the
development of an integrated system and are key participants in the design and
implementation work that is planned in both the Suffolk planning footprint areas.
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e) Governance
Please provide details of the arrangements are in place for oversight and governance
for progress and outcomes

Our governance arrangements are designed to enable us to work in a different way
than we have experienced in the past. They are set up to prioritise the needs of people
over organisations, and to prioritise the effective operation of the whole system over
any of its parts. We will be responsive to the complex alignment requiring Gt Yarmouth
and Waveney CCG to work with two Health and Wellbeing Boards.
The Health and Wellbeing Board will oversee the integrated plans and provide
overarching governance. It will act to unblock barriers, enable strategic influence and
encourage and support integrated working across our whole system. The following
diagram describes the joint working structures in Suffolk.

Suffolk Joint Working
Suffolk HWB

Ipswich &
E Suffolk and
W Suffolk SLP

Norfolk HWB

Suffolk
Commissioners
Group

Gt Yarmouth &
Waveney SLP

Norfolk
Joint
Commissioning
Groups

Suffolk Joint Commissioning Groups
Integration design and delivery groups

3. NATIONAL

CONDITIONS

a) Protecting social care services
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Please outline your agreed local definition of protecting adult social care service

The Health and Wellbeing Board understands the vital importance of robust social
care provision in Suffolk to support the health and care system. The Board’s vision for
Suffolk is that people are able to remain living in their own home, managing their
health and the consequences of disability and ill health. Getting this support right will
avoid pressure on GPs, urgent care response services, and on acute hospitals.
We are committed to using the Better Care Fund to maintain social care support in the
context of an integrated approach to putting the right investment in prevention, early
intervention services and on-going support. This will include developing further
understanding of the costs arising from legislative changes, for example the Care Bill.
This will help ensure that individuals remain healthy and well, and have maximum
independence. This will provide benefits to both individuals and their communities as
well as to the local health and care economy as a whole, and in addition ensure that
current adult care eligibility criteria are maintained. We recognise that the way we
allocate resources within adult social care may change, but what we are interested in
is delivering the same level of outcomes for individuals.

Please explain how local social care services will be protected within your plans

Funding currently allocated to social care through the NHS has been used to enable
Suffolk County Council to sustain the current level of eligibility criteria and to provide
timely assessment, care management and review, and to commission services to
people with critical and substantial needs. Suffolk County Council’s adult social care
strategy, Supporting Lives, Connecting Communities focuses on reablement, advice
and information and community support, which is already demonstrating a
commitment to activity that will reduce demand on health services as well as care
services.
A continuation of these strategies with the additional funding assigned is intended to
insure that future demands on adult social care because of demographic changes, and
legislative changes, can be managed.

b) 7 day services to support discharge
Please provide evidence of strategic commitment to providing seven-day health and
social care services across the local health economy at a joint leadership level (Joint
Health and Wellbeing Strategy). Please describe your agreed local plans for
implementing seven day services in health and social care to support patients being
discharged and prevent unnecessary admissions at weekends

In Suffolk, the three CCGs and social care are already committed to providing person
centred care seven days a week. These plans will be further developed within our
integrated care workstreams. The Ipswich and East Suffolk CCG has developed a
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seven day working Charter commitment. This will ensure that people spend less time
in hospital and can be provided with care closer to home, with an improvement in
overall experience for the individual.
In Great Yarmouth and Waveney there are advanced plans for the implementation of 7
day services to support early discharge. Gt Yarmouth and Waveney CCG and
partners, including social care, have successfully bid to be an early adopter for the
Seven Day Services Transformational Improvement Programme. This work is
supported by a strategic ambition to include all public sector partners in an integrated
system, and will deliver initiatives such as 7 day working through one part of the
patient pathway at a time.
Both Ipswich and East Suffolk CCGs and West Suffolk CCGs are working to improve 7
day access working; areas of focus include the overall length of stay and integrated
care discharge planning within the acute & community setting. We are also exploring
commissioning episodes or packages of care and developing alternatives with the
Voluntary Sector for longer term rehabilitation and reablement.
The long-term project will see all organisations which provide health and social care in
working closely together to provide more joined up, integrated services. Our ambition
is not to replicate current service delivery at weekends, but rather to make sure that
people get equal levels of care with a consistent delivery of customer outcomes
through the week.

c) Data sharing
Please confirm that you are using the NHS Number as the primary identifier for
correspondence across all health and care services.

Not in use yet in adult social care

If you are not currently using the NHS Number as primary identifier for
correspondence please confirm your commitment that this will be in place and when
by

Suffolk County Council is committed to using the NHS number as the primary identifier
for correspondence by September 2014 and is working with IT providers (e.g.
OLM/Care First) to ensure that the NHS numbers are populated in all care records by
this date.
The NHS number has been mandated as the primary identifier for correspondence
since April 2010 within the NHS. This standard applies to all bodies that commission or
provide health and care services in England in partnership with the NHS including their
relevant system suppliers
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Please confirm that you are committed to adopting systems that are based upon Open
APIs (Application Programming Interface) and Open Standards (i.e. secure email
standards, interoperability standards (ITK))

Suffolk County Council – Head of Strategic IT confirms that the County Council is
committed to Open APIs and Open Standards (providing they are secure for our
information and data).
Our CCGs are committed to Open APIs and Open Standards (provided they are
secure for CCGs information and data)

Please confirm that you are committed to ensuring that the appropriate IG Controls will
be in place. These will need to cover NHS Standard Contract requirements, IG Toolkit
requirements, professional clinical practise and in particular requirements set out in
Caldicott 2.

We are committed to ensuring all appropriate IG controls are in place. Suffolk
Information Sharing is a general protocol already in use across our system.

d) Joint assessment and accountable lead professional
Please confirm that local people at high risk of hospital admission have an agreed
accountable lead professional and that health and social care use a joint process to
assess risk, plan care and allocate a lead professional. Please specify what proportion
of the adult population are identified as at high risk of hospital admission, what
approach to risk stratification you have used to identify them, and what proportion of
individuals at risk have a joint care plan and accountable professional.

We are committed to ensuring that there is joint assessment and accountable lead
professionals and our further plans will detail how we will achieve this. In the Ipswich
and East and West CCG areas joint care lead training has been taking place over the
past year.
In Children and Young People’s Services the use of the Common Assessment
Framework (CAF) and Single (Statutory) Assessment provides the framework for
multiagency assessment and planning and allocation of a lead professional to oversee
the implementation of the care plan.
Monthly multi-disciplinary team (MDT) meetings in GP surgeries are used to identify
adults at high risk of hospital admission or of needing long term care, and to develop a
preventative plan, with the appropriate organisation taking the lead for the plan. MDTs
are attended by GPs, Community Health staff and social care staff and from March in
Ipswich and East/West CCG areas their work will be supported by technical risk
stratification tools.
Demand modelling work that will be jointly carried out in Suffolk will use the LGA
Toolkit to refresh stratification for the Suffolk population, which will be reflected in our
two and five year plans.
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We recognise the role of GP practices in taking the lead professional role, but also the
importance of social care and health professionals in supporting co-ordinated care and
support plans. We are working on plans to deliver a model of accountable lead
professional, focused on those most in need. In Waveney the Out of Hospital team
developments will support those most at risk by providing a co-ordinated, timely care
plan.
Work is underway to develop a joint care plan, which will facilitate information sharing,
one set of customer outcomes, and our ambition that customers should only need to
tell their story once.

3) RISKS
Please provide details of the most important risks and your plans to mitigate them.
This should include risks associated with the impact on NHS service providers
Risk
1. A lack of coherent, rigorous
delivery of this plan,
including our organisations
ability to co-ordinate and
manage change will lead to
inefficient service models.

Risk rating
Medium

Mitigating Actions
Senior leadership directly
involved, with strong
programme governance
arrangements and robust
plans.
Strong culture of public
sector collaborative
working in Suffolk.

2. A lack of detailed baseline
data and the need to rely on
current assumptions means
that our financial and
performance targets for
2015/6 onwards are
unachievable.

High

The BCF integrated care
activity will include
undertaking a detailed
mapping and consolidation
of opportunities and costs
which will be used to
validate our plans.

3. Operational pressures will
restrict the ability of our
workforce to deliver the
required investment and
associated projects to make
the vision of care outline in
our BCF submission a
reality

High

4. Improvements in the quality
of care and in preventative
services will fail to translate
into the required reductions
in acute and nursing/care

High

By understanding what we
believe the investments
might achieve there can be
mechanisms to identify
system stress, where there
is success or where
schemes are not
delivering. By constructing
clear metrics success can
be accelerated and
unsuccessful interventions
reviewed.
We shall model our
assumptions using a range
of available data. 2014/15
will be used to test and
refine these assumptions,
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home activity by 2015/16,
impacting on the overall
funding available to support
core services and future
schemes.

5. The introduction of the Care
Bill currently going through
Parliament and expected to
receive Royal Assent in
2014 will result in a
significant increase in the
cost of care provision from
April 2016 onwards that is
not fully quantifiable
currently and will impact on
the sustainability of current
social care funding and
plans.

with a focus on developing
detailed business cases
and service specifications.
We will monitor delivery of
our action plans against
anticipated outcomes and
take action as a system
when anticipated outcomes
not achieved.
High

Suffolk adult social care
has undertaken an initial
assessment of the effects
of the Care Bill and we
shall continue to refine our
assumptions around this
as we develop our final
BCF response, and begin
to deliver upon the
associated schemes.

6. Having a Suffolk overview of High
performance fails to
recognise changes in
performance in constituent
planning unit areas.

To identify Waveney
performance separately
within the BCF Plan
template.

7. Sharing data at a system
level is not possible due to
restrictions on NHS
organisational use of local
patient information.

Medium

8. Public confidence is not
maintained during the
development and
implementation of our plans.

High

Use of the DSCROW (Date
Services for
Commissioning Regional
Offices) will allow us share
information, but this is not
functional yet.
We have clear
communication and
engagement strategies so
that people in Suffolk know
what we are doing and
why, and are involved in
shaping the changes.
The Health and Wellbeing
Board takes an active role
in overseeing the Suffolk
wide shift to integrated
working.
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BCF Planning Template

Finance - Summary

DRAFT

Finance - Summary
For each contributing organisation, please list any spending on BCF schemes in 2014/15 and the minimum and actual contributions to
the Better Care Fund pooled budget in 2015/16.
Spending on
Actual
Minimum
Holds the pooled BCF schemes in
contribution
contribution (15/16)
Organisation
budget? (Y/N)
14/15
(15/16)
2,718,000.00
4,539,000.00
4,539,000.00
Suffolk County Council
Y
14,222,000.00
14,222,000.00
NHS West Suffolk CCG
Y
22,885,000.00
22,885,000.00
NHS Ipswich & East Suffolk CCG
Y
8,453,000.00
8,453,000.00
NHS Gt Yarmouth & Waveney
Y
50,099,000.00
50,099,000.00
BCF Total
Approximately 25% of the BCF is paid for improving outcomes. If the planned improvements are not achieved, some
of this funding may need to be used to alleviate the pressure on other services. Please outline your plan for
maintaining services if planned improvements are not achieved.
Quarterly finance and performance reports will be taken to the SLP so that they are award of progress and any
potentially escalating risks. As part of the governance of this programme, the SLP will be asked to prepare whole
system contingency plans which will address the need to mitigate against risk.

Contingency plan:

Outcome 1

Outcome 2

DRAFT

2015/16

Ongoing

Planned savings (if targets fully
achieved)

To be developed

To be developed

Maximum support needed for other
services (if targets not achieved)

To be developed

To be developed

Planned savings (if targets fully
achieved)

To be developed

To be developed

Maximum support needed for other
services (if targets not achieved)

To be developed

To be developed
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BCF Planning Template

Finance - Schemes

DRAFT

Please list the individual schemes on which you plan to spend the Better Care Fund, including any investment in 2014/15. Please expand the table if necessary.
BCF Investment

Lead provider

2014/15 spend
Recurrent

Scheme 1
Scheme 2
Scheme 3
Scheme 4
Scheme 5

Non-recurrent

2014/15 benefits
Recurrent

Non-recurrent

2015/16 spend
Recurrent

Non-recurrent

2015/16 benefits
Recurrent

Non-recurrent

This section to be developed

Total

DRAFT
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Suffolk Better Care Fund Template 2
15th January 2014
DRAFT

BCF Planning Template

DRAFT

Outcomes and metrics
For each metric other than patient experience, please provide details of the expected outcomes and benefits of the scheme and how these will be measured.
To be developed when Schemes finalised.

For the patient experience metric, either existing or newly developed local metrics or a national metric (currently under development) can be used for October 2015 payment. Please see the technical
guidance for further detail. If you are using a local metric please provide details of the expected outcomes and benefits and how these will be measured, and include the relevant details in the table below
To be developed

For each metric, please provide details of the assurance process underpinning the agreement of the performance plans
The assurance process of the BCF metrics will be held at Suffolk System Leaders Partnerhip level, in collaboration with the Great Yarmouth and Waveney SLP for the Waveny performance plans.

If planning is being undertaken at multiple HWB level please include details of which HWBs this covers and submit a separate version of the metric template both for each HWB and for the multiple-HWB
combined

Current Baseline
(as at 17 December 2013)

Metrics
Permanent admissions of older people (aged 65 and over) to residential and
nursing care homes, per 100,000 population

Metric Value

797

Numerator
Denominator

1,220
153,000
(April 2012 - March 2013)

Performance underpinning April
2015 payment
N/A

Performance underpinning
October 2015 payment
750

N/A

3

(April 2013 - March 2014)

Avoidable emergency admissions (composite measure)

Metric Value

256

Numerator
Denominator

18,006
587,253
(April 2012 - March 2013)

Metric Value

1,957

Numerator
Denominator

14,481
740,134
(April 2012 - March 2013)

Patient / service user experience [for local measure, please list actual
measure to be used. This does not need to be completed if the national
metric (under development) is to be used]

(April 2014 - March 2015)
249

239

17,646
591,503
(April - December 2014)
1,826

17,106
596,199
(January to June 2015)

4&5

4&5

6,806
745,529
(April - September 2014)
N/A

(October 2014 - March 2015)
6

(insert time period)
Local measure (GY&W)
Proposed local measure around how citizen engagement has helped to
design approach towards integration (desire for same local measure for
GY&W in both the Norfolk and Suffolk BCFs - needs to be discussed further
with Norfolk as well as Suffolk)

2

1,222
162,940
(April 2014 - March 2015)

Proportion of older people (65 and over) who were still at home 91 days after Metric Value
discharge from hospital into reablement / rehabilitation services
Numerator
Denominator
Delayed transfers of care from hospital per 100,000 population (average per
month)

Notes (see
below table)

(insert time period)

Metric Value

7
Numerator
Denominator

(insert time period)
Local measure (IE&W)
TBC

(insert time period)

(insert time period)

Metric Value
7
Numerator
Denominator

(insert time period)

(insert time period)

(insert time period)

Notes:
1. All performance trajectories draft at this stage.
2. Baseline as per ASCOF reported outcome. Target is based on aiming to maintain 2012/13 performance in 2013/14 and then meet the England average (709 for 2012/13) by 2015/16 on a straight line trajectory.
3. Proposed for baseline to reflect 2013/14 measure outcome (which will be reported after 2013/14 year end) rather than BCF guidance advising 2012/13 outcome, due to concerns with inaccuracy of that year's measure

DRAFT
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Agenda Item No: 11
Reference No:

WSCCG 14-18

From: Dr Christopher Browning, Sandy Hogg (Executive Lead for Health and Care Urgent Care Review)
STRATEGIC COMMISSIONING INTENTIONS FOR URGENT CARE
1.

Purpose

1.1.

People in Ipswich and East Suffolk are served by a wide range of urgent care services, in addition
to vital support provided by self-care options, formal and informal carers, and voluntary sector.
Three large CCG contracts, for Suffolk Community Health, NHS 111 and out of hours primary care,
expire in 2015. Moreover, the CCG commissions urgent services from the acute hospital and the
mental health trust, and many urgent social care needs are met by Suffolk County Council.

1.2

The West Suffolk CCG Clinical Executive, Ipswich and East Suffolk CCG Clinical Executive, Suffolk
County Council and Healthwatch Suffolk have convened an Urgent Care Clinical Steering Group
(UCCSG) to formulate strategic commissioning intentions (“Phase 1”).

1.3

The Urgent Care Clinical Steering Group has taken into account not only the contract which are due
to expire, but also the results of the first stage of local stakeholder engagement, and broader longterm factors which support urgent care transformation, which are detailed in Section 2.

1.4

The Governing Body is asked to approve the enclosed strategic commissioning intentions
contained within this paper. These include updated principles for urgent care redesign, to reflect
greater integration with services provided by Suffolk County Council, the important role of carers,
and feedback from Healthwatch Suffolk.

1.5

The Governing Body is asked to note that “Phase 2” of the Programme, where the Urgent Care
Clinical Steering Group has expanded significantly to include statutory and non-statutory partners
including providers, has commenced. There will be close collaboration to produce an outline
service specification for the May 2014 Governing Body. The May 2014 Governing Body would be
asked to approve the specification as a basis for public consultation.

1.6

The definition of urgent care, which covers physical and mental health and adults and children
agreed by the Urgent Care Clinical Steering Group (UCCSG) and CCG Clinical Executives, in East
and West Suffolk is:
“what is perceived to be urgent by the patient or customer, up to the point at which an assessment
is made by the health and social care system, subsequent to which the patient’s or customer’s
need might be assessed as indeed being urgent (requiring a response within a 24 hour time frame
or less) or not urgent, in which case urgent care system has a responsibility for ensuring
appropriate movement of the patient or customer into the correct channels.”

1.7

The UCCSG also agreed that some 999 calls were emergencies that would appropriately be taken
to hospital. Removal of this pathway was considered outside the scope of this redesign, but the
urgent care system should be set up in such a way that it could manage 999 calls that were not
emergencies. 60% of 999 calls are not transported, and of those that are, half do not stay in
hospital; these could be considered urgent rather than emergency.
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2.

Background

2.1.

West Suffolk and Ipswich and East Suffolk Clinical Commissioning Groups (CCGs) have
commissioned Out of Hours Primary Care, Community Health Services, and NHS 111 with
contracts which expire in 2015. Both CCGs are seeking to ensure that beyond this date, the Urgent
Care system in Suffolk is able to provide a high quality service which meets a number of strategic
challenges, which include the following:

2.2

2.3

•

Population growth, in particular for persons over 65. By 2031, there will be a 55% increase in
the number of persons over the age of 65 in Suffolk, and a 72% increase in the number of
persons over 75.

•

Higher numbers of patients with long-term conditions, many of which can be associated with
urgent complications; recent research has indicated that over 40% of patients have at least
one long-term condition, and approximately 20% have two or more.

•

Feedback from local stakeholders, particularly in relation to accessing urgent care, receiving
a coordinated and integrated response, and ensuring the accident and emergency
departments are truly for emergencies..

•

Major financial constraints, especially in the next 2 to 3 years.

NHS England is conducting an Urgent and Emergency Care Review, led by Sir Bruce Keogh. The
Phase 1 report shares many of the principles developed by the local commissioners, and has
contributed to local urgent care design in Suffolk. These include the following principles:
•

For those people with urgent but non-life threatening needs, we must provide highly
responsive, effective and personalised services outside of hospital. These services should
deliver care in or as close to people’s homes as possible, minimising disruption and
inconvenience for patients and families.

•

For those people with more serious or life-threatening emergency needs we should ensure
they are treated in the centres with the very best expertise and facilities in order to maximise
their chances of survival and a good recovery.

The Urgent Care Clinical Steering Group also noted the proposed basic model for Urgent Care
Services; the proposed Suffolk model, described in sections 4-6, largely reflects the NHS England
template with local adaptation. In particular, these relate to a distinct role for community services,
and greater integration between the services contained in the top blue trapezium (of the NHS
England model) through a Health and Social Care Coordination Centre.
Figure 1: NHS England’s service model Urgent and Emergency Care
Review
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3.

Stakeholder Involvement during Phase 1

3.1

In developing Strategic Commissioning Intentions, the Urgent Care Clinical Steering Group
considered the feedback from five stakeholder events. Full reports of stakeholder involvement used
in phase 1, and individual reports of the stakeholder meetings, are available from
mark.lim@nhs.net.

3.2

In total there were five stakeholder events across Suffolk:
•

3.3

Town Talk Village Voices, where CCG General Practitioners and lead officers set out stalls in ten
locations across Ipswich and East Suffolk, such as local swimming pools, shops and churches.
Members of the public were asked ‘what would you like the NHS to do differently if you were taken
ill?’ and whether they had any experience of 111.
•

The Ipswich and East Suffolk Integrated Care Network (commissioners, providers and
partners)

•

The Ipswich and East Suffolk General Practice membership at large at the Suffolk
Showground.

•

The larger West Suffolk CCG Stakeholder Engagement event, which was held at Ickworth
Hall. This featured members of the general public, grassroots general practice, Healthwatch
and representatives from providers.

•

The System Leadership Partnership Board (commissioners, providers, partners and the
wider public sector such as District Council and Police and Crime Commissioner).

A large amount of material was generated from the stakeholder events, which in totality included
comments from approximately 40 break out groups across both West Suffolk and Ipswich and East
Suffolk. The Urgent Care Clinical Steering Group considered the transcripts and reports of these
events and identified the three most commonly recurring themes:
•

Access. In many of the scenarios, groups commented that a greater degree of clinical input
would help avoid unnecessary emergency department attendance. Some also commented
that there were potentially too many access points.

•

The need to integrate the system’s response. Working through the clinical scenarios
emphasised the need for the urgent care systems to be fully integrated with mental health,
and that for some scenarios, it was not clear who was responding. Some stakeholders
explicitly advocated reorganisation of services into a single provider or umbrella
organisation.

•

Patients who might need to be assessed quickly but not necessarily by A&E.
Stakeholders identified particular circumstances (such as a feverish child, head injury and
severe bladder infection) where patients might need to be seen urgently, but not necessarily
by in A&E.

4.

Updated Principles

4.1

Following examination of the feedback, consideration by Healthwatch Suffolk and Suffolk County
and comments from partners at the start of Phase 2, the urgent care principles agreed by Ipswich
and East Suffolk CCG and West Suffolk CCG in November 2013 have been reworded to reflect the
more central role of the patient or customer:
•

People in Suffolk will be served by an integrated model with an overall responsibility for
urgent care across the population – primary, community, mental health, social care,
secondary care, the voluntary sector and other organisations working as part of an
integrated system with common objectives, with increased access to a broader range of
urgent care responses in the community and in hospital, to reflect the increased complexity
likely to arise from increased multi-morbidity and population changes.

3

•

People in Suffolk will receive Urgent Care to be delivered where most appropriate in the
system and supported by a shift in resources. Their health and care needs will be met with
the minimum intervention necessary, now in and in the future.

•

Urgent care for people in Suffolk will be available 24/7 with consistently high quality patient
experience and outcomes.

•

A single system will handle access and coordination of care for people in Suffolk.

•

Care for people in Suffolk will be improved by professionals having shared access to
information systems ideally with a single care record.

•

The system will develop sustainable long-term improvements to local skills and leadership to
ensure that future urgent care needs are anticipated and met for people in Suffolk.

5.

Urgent Care within and without the Remit of Local Commissioners

5.1

The Governing Body is asked to note that some individuals or services fall outside the CCG or local
authority’s remit, but nevertheless help significantly in meeting urgent care need. In particular:
•

Some urgent care needs are met by people or organisations who would not normally be
formally commissioned by any commissioners, for instance informal support from family and
friends to people with minor illnesses.

•

Some urgent care needs services are formally commissioned, but not by commissioners
based in Suffolk. For instance, the bulk of primary care and specialised services are
commissioned by NHS England.

These other aspects are being taken into account by the CCG, whose role includes being a key
local partner in their delivery and where possible their shape. NHS England has committed to the
Urgent Care Programme Board, which provides the programme management for this Urgent Care
redesign Programme.
5.2

In addition, some urgent care needs are met by services commissioned by local statutory
commissioners, with significant detailed direction from NHS England, for instance in relation to the
fate of 111 services. In some cases it is impractical or undesirable to change from national norms;
for instance in relation to patients calling 999 and ambulances being dispatched in genuine
emergencies.

6.

Urgent Care Model

6.1

Overview

6.1.1

Noting the constraints in Section 5, the local Urgent Care Programme has sought to develop a
whole system model in relation to the future Urgent Care. During Phase 1 of the Programme, the
Urgent Care Clinical Steering Group has developed a high-level diagram for the Urgent Care
System, which is given on the following page (Figure 2).

6.1.2

Two key developments, compared to the present, are:
•

Virtual Health and Social Care Coordination

• Bespoke urgent care assessment at front of both acute trusts;
The form that will undertake these functions is anticipated to be a Health and Social Care
Coordination Centre and Urgent Care Hub respectively.

4

Figure 2: Urgent Care Model
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6.2

How would People Access Urgent Care?

6.2.1

Figure 2 starts with the patient or customer in the blue box at the top; from right to left, there are a
number of routes via which patients could access urgent care in the new system:
•

At present, some long-term patients with a very high risk of severe and sudden
complications have direct appropriate access to specialist services, for instance
neutropaenic patients on chemotherapy at risk of overwhelming sepsis or some patients with
very severe mental health conditions. It is anticipated that appropriate forms of direct access
should remain in place for known complex patients and local commissioners will work with
providers to ensure these instances are fully captured.

•

Many patients care themselves without contacting the health system.

•

Within core general practice hours (0800-1830) people contacting their general practice
would continue to speak to a member of staff at their local practice. Local commissioners
recognise that general practice meets a very significant proportion of the urgent care need in
Suffolk and is likely to do so in the future. Where General Practice assesses the patient as
having needs that they cannot meet without further advice, assessment or treatment, they
will have access to a Health and Social Care Call Coordination Centre via a dedicated line
for professionals. This Centre is described in further detail in the next section.

•

People in Suffolk will continue to have access to 999 for genuine emergencies, and the
Ambulance Trust will continue to dispatch to genuine emergencies, and these patients could
subsequently be taken to the acute trust (to either the Urgent Care Centre or A&E as
appropriate). There would however be a facility for the 999 service to hand over less acute
patients to the Health and Social Care Coordination Centre.

•

6.2.2

People in Suffolk can currently telephone to access urgent care, in the form of advice or
referral, via the 111 service, which is separate from phoning an in hours general practice.
The 111 service is subject to the development of a national specification and at present it is
not clear how much local adaptation will be permitted. Nevertheless local commissioners
endorse the principle that telephone access should be available both in hours and out of
hours, but that all numbers other than 999, direct access or local general practice
should all lead to the Health and Social Care Coordination Centre. This includes out of
hours primary care and calls currently routed to mental health and community services call
centres.
In terms of attending services at the acute hospital without a prior appointment:
•

Commissioners intend that patients or customers, who attend the acute hospital
unannounced, would by default be seen by the Urgent Care Hub, but with the support of
acute trust facilities and A&E only if required. It is rare that a patient arriving by means other
than an ambulance requires resuscitation.

•

It is not proposed that the A&Es at Ipswich and West Suffolk Hospitals be moved; the
commissioners wish to work with the providers to explore having both an A&E and Urgent
Care Centre at both hospitals, with the Urgent Care Centre filtering out less serious cases
from A&E and working closely with the Health and Social Care Coordination Centre and
Community Services. This is in line with national think that A&E and Urgent Care Centres
should ideally be co-located.

6.3

Health and Social Care Coordination Centre

6.3.1

Commissioners intend that there be a single source of care co-ordination for urgent health and
social care, which:
•
Need not necessarily be on a single site, nor necessarily co-located with areas where
patients physically go for assessment, but acts as single coherent organisation.
•
Would handle patients who call 111 or equivalent successor, out of hours general practice
calls, and if feasible the current call receiving and coordination facilities in existence
separately for mental health, social care and community health.
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•

•

6.3.2
6.3.3

6.4
6.4.1

6.4.2

6.4.3

Would take a lead in compiling a Directory of Services, including both commissioned and
non-commissioned services, which could include non-health (e.g. voluntary sector and
housing)
Would coordinate a seamless transfer of patients into the correct service within the Directory,
whether they be based in the community (see section 6.3) or at the acute trust (see section
6.4). This might for example include providing non-clinical activity to support a referring
clinician and a clinician within the Directory of Services, for example booking transport if
appropriate.

It is anticipated that the Health and Social Care Coordination Centre would have lines for access by
professionals and lines for access by the public.
NHS and Local authority commissioners will continue to work closely with operational and clinical
experts in the Urgent Care Programme to produce a high quality section pertaining to this part of the
specification.
Community-based Urgent Care
The care co-ordination centre can refer patients or help referring clinicians to access communitybased services as represented by the triangle on the right-hand side of figure 2.
•

Some patients with more severe health and social care needs require the services to travel
to them, as represented by the bottom triangle.

•

In other cases patients would travel to closer services in locations other than West Suffolk
and Ipswich Hospital, as represented by the trapezium.

Commissioners intend to commission services for patients to be visited in his or her own home.
•

At present, services that are currently provided in patients’ homes, including community
health services, Crisis Resolution and Home Treatment Team, Out of Hours General
Practitioner, Paramedics, Social Care, Dementia Intensive Support.

•

Commissioners regard the current reasons for visiting patients in their own home to be
reasonable balance between the needs of the housebound and the needs of the general
population; however the shape of these services may differ in the future. The Urgent Care
Programme will work closely with the Health and Independence Programme to define a
comprehensive list of health needs requiring domiciliary visits.

Commissioners intend that the following services relevant to urgent care would be provided in a
fixed community setting:
•

Community spokes for the Urgent Care Hub, where patients could be assessed face-toface, as directed by the Health and Social Care Co-ordination Centre. At present, current
out-of-hours bases for primary care contain relatively few facilities and clinical staff;
commissioners would like to explore whether diagnostics such as ultrasound and D-dimers,
or facilities for treating minor injuries as directed by the Health and Social Care Coordination
Centre.

•

Community inpatient beds, accessed through the Health and Social Care Co-ordination
Centre, for step up, step down or step across purposes.

•
6.4.4

6.5
6.5.1

Opportunities for ambulatory care or urgent outpatient appointments (for example
Comprehensive Geriatric Assessment)
The Urgent Care Programme will work closely with the other two strategic work streams (Health and
Independence and Efficient Elective Care) to ensure alignment in the proposals. It will also be
mindful of the strategic work currently being undertaken by East of England Ambulance Trust.

Services based at the Acute Trust Campuses
Commissioners intend to commission urgent care services at the sites of both Suffolk acute trusts,
however a broader response, with greater links to the community services, would now be offered in
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the form of an Urgent Care Hub at each of West Suffolk and Ipswich Hospitals, represented by the
trapezium in left hand triangle.
6.5.2

The Urgent Care Hub would:
•

Act as a site which would see all unannounced arrivals to the acute trusts site (other than
999), and manage most of these, passing only the severest cases to A&E.

•

Act as a site where the Health and Social Care Coordination Centre could direct patients on
foot or ambulance for face-to-face assessment.

The Urgent Care Hub is likely to provide the following services:

6.5.3

•

Primary care

•

Treatment of injuries other than major trauma

•

Diagnostics

•

Commissioned urgent specialty input – especially medical, surgical, mental (both adults and
children) and paediatric specialities, such that patients did not need to go to A&E proper just
to receive an opinion. Ideally, some lead clinicians from each speciality would work at the
interface between the acute and community settings.

•

Transfer people to community services, facilitated if required by Health and Social Care
Coordination Centre

•

Social care liaison services

Under these commissioning intentions, A&E facilities, which would continue at both Ipswich Hospital
and West Suffolk Hospitals, could focus on being an Emergency Centre genuinely for emergencies:
•

Patients requiring resuscitation, ITU, HDU or at risk of organ failure or damage

•

Patients who require operating theatre

•

Patients with major trauma

It is anticipated that patients should not be in A&E solely for specialist opinion, radiological or
biological investigation and that instead these should be also be provided through the urgent care
hub. The commissioners will work with the local acute trusts to determine whether patients who
require a short period of close observation might be admitted as inpatients or dealt with by the
urgent care hub or a more local spoke.
7.

Phase 2: Co-production of a Service Specification

7.1

The Urgent Care Clinical Steering Group will liaise closely with key individuals, organisations and
fora in Phase 2, for example the West Suffolk Urgent Care Board and Ipswich and East Suffolk
Integrated Care Network, which has experience predominantly focused on current operational
pressures.

7.2

The CCGs and Suffolk County Council will work closely with local partners to develop details of the
model, in the form of a service specification, including pathways and metrics. In particular, further on
the two major triangles (urgent care services located at acute trust and urgent care services located
in the community) and the Health and Social Care Coordination Centre will emerge during the
Phase 2 work of the Urgent Care Clinical Steering Group.

7.3

As noted, local health and social care commissioners do not directly commission the entirety of the
urgent care system in Suffolk; for those services falling directly within its remit a service specification
would be required. The CCGs and SCC would look to engage with local partners to determine the
detail of such a specification, especially pathways and clinically meaningful metrics.
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7.4

7.5

The new specification would cover most, but not all, of the functions as displayed in Figure 1:
•

Included: Successor phone line to 111 and out of hours primary care, Health and Social
care Coordination Call Centre, Urgent Care Hub (including diagnostics and specialist input,
for instance from medical, surgical, mental health and paediatric colleagues), Urgent Care
Community Spokes, services that travel to patients other than blue-light ambulances
dispatched as a result of 999.

•

Not included but listed as a key relationship: Services falling under NHS England’s Direct
Commissioning Remit, such as primary care and specialised services, 999 calls of high
acuity; non-urgent services as defined through the Efficient Elective Care and Health and
Independence Programmes.

Table 1, summarises some of the current services that would be altered by the new specification.

TABLE 1: Current Services that may fall within Provision of New Specification
Current Contract

Provisions in Current Contract
•

Three digit number

•
•
•
•
•

OOH Primary Care

•
•
•
Community Health

1 2

Ambulance
Mental Health Trust

Acute Hospitals

4

3

•
•
•
•
•
•
•
•
•
•
•
•
•
•

Call handling, consistent clinical assessment (using NHS Pathways) and appropriate referral to
other services
Advice including, but not limited to health advice and information about local services such as
Out of Hours, walk-in centres, emergency dentists and 24 hour pharmacies.
Calls to the service are initially handled by a Health Advisor (HA), and if appropriate, by Clinical
Advisors (CAs). The HA is a non-clinician who uses NHS Pathways and a Directory of
Services to determine what is required.
Calls assessed as requiring an emergency ambulance will be immediately directed to
ambulance dispatch without the need for reassessment
Improved management information and intelligence regarding the demand and usage of nonemergency healthcare services enabling evidence based commissioning
Out of hours services are provided during 18.30 hrs – 08.00 hrs. in the week, and 24/7 at
weekends and bank holidays
Telephone clinical assessment and advice (by a GP/Advanced Nurse Practitioner)
Face to face clinical assessment (by a GP or Advanced Nurse Practitioner) either at a primary
care base, or in the patient’s place of residence
111 is the source of referrals into the OOH service
Community Intervention Service intended to be available 24hrs, 7 days a week encompassing:
Admission prevention (in the community and in reach to EAU consultant). Includes COPD.
Early intervention (at the front of the hospital, A&E, EAU)
Care Coordination Centre
999 and ambulance conveyance
Emergency care practitioner (ECP) service (Ipswich and East Suffolk only)
Crisis Resolution and Home Treatment Service (CRHT), Older People Crisis Resolution and
Home Treatment Service.
LDCTs: emergencies within 4 hours, urgent cases in 24 hours
Emergent Psychiatric Liaison (in partnership with the Acute Trust)
Admission prevention elements of the Dementia Intensive Support Team
Access and Assessment
EAU and Assessment of patients by other specialties, who may require emergency admission
A&E Minors
4
A&E Majors
4
Non-elective admissions

1

Integrated neighbourhood teams, case management and risk stratification have an effect on the probability of a patient needing
urgent care, but is not urgent care per se.
2
For the time being pull based discharge, integrated hospital (acute) discharge, minimisation of delayed transfers of care most
likely sit in the Health and Independence Programme, but the Urgent Care Programme will liaise closely with clinical and officer
leads to ensure connections
3
Although the Suffolk Early Intervention in Psychosis service and the Assertive Outreach services undoubtedly reduce access to
unscheduled care, they involve a prolonged period of patient contact. It is therefore not anticipated they be transferred into a
specification lying at the heart of the urgent care model, but the integrated service should be able to refer into it.
4
The commissioners anticipate that much of the activity undertaken by consultant-led assessment units and A&E minors would be
commissioned in the form of an Urgent Care Hub; the commissioners are also keen on exploring whether other parts of hospitalbased urgent care could be provided on a cost and outcome basis as opposed to tariffs.
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8.

Equality and Diversity

8.1.

These strategic commissioning intentions should not introduce any disadvantage in terms of access
to urgent care services.

8.2

Certain groups, such as the frail older population, might in fact receive a greater benefit than the
general population, due to the integration of multiple services currently accessed individually.

9.

Recommendations

9.1

The Governing Body is asked to approve the enclosed strategic commissioning intentions
contained within this paper. These include updated principles for urgent care redesign, to reflect
greater integration with services provided by Suffolk County Council, the important role of carers,
and feedback from Healthwatch Suffolk.

9.2.

The Governing Body is asked to note that a continued programme of work (“Phase 2”), has
commenced which will conclude in May. This involves close working with statutory and nonstatutory partners to produce an outline service specification for the May 2014 Governing Body. The
May 2014 Governing Body would be asked to approve the specification presented at that meeting
as a basis for public consultation.

Author:
Dr Mark Lim, Programme Director for Health and Care Urgent Care Review
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From: Ed Garratt Chief Operating Officer/ Carl Goulton Chief Finance Officer
TWO YEAR PLANNING 2014/15 – 2015/16
1

Purpose

1.1

This report provides members with an overview of the CCG’s two year plan, which the Governing
Body are invited to formally approve.

1.2

Members are specifically requested to:
•
•
•
•
•
•

2

approve the CCG’s Operational Plan 2014/15-2015/16 – “The Future of Health in West
Suffolk”;
note the financial allocation and associated cost pressures, and approve investment and
QIPP programmes, subject to individual appraisal through the formal project governance and
sign-off process;
note the significant outstanding risks;
note the NHS Constitution priorities and targets the CCG is expected to deliver in 2014/15
and 2015/16;
approve the national trajectories and the local priority indicator targets;
note the framework for risk and performance management.

Background

2.1. “Everyone Counts: Planning for Patients 2014/15 to 2018/19” establishes the approach for
commissioners to work with providers and partners in local government to develop strong, robust
and ambitious five year plans (supported by a detailed two year plan) to secure the continuity of
sustainable, high quality care for all.
2.2.

The guidance emphasises the need for an outcomes focused approach to planning, aligned to
the NHS National Outcomes Framework, and for plans to reflect stretching local ambition over
the 5-year period.

2.3. The National Outcomes Framework describes the five main categories of better outcomes to
be delivered:
•
•

Domain 1 –
Domain 2 –

•
•
•

Domain 3 –
Domain 4 –
Domain 5 –

Preventing people from dying prematurely;
Enhancing quality of life for people with LTCs, including mental health
illnesses;
Helping people to recover from episodes of ill-health or following injury;
Ensuring that people have a positive experience;
Treating and caring for people in a safe environment.
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2.4

These outcomes have been translated into seven specific, measurable ambitions, or critical
indicators of success, against which the CCG will be measured:
1. Securing additional years of life for people with treatable mental and physical health
conditions;
2. Improving health-related quality of life for people with Long Term Conditions, including
Mental Health;
3. Reducing the amount of time people spend in hospital by having better more integrated
care in community;
4. Increasing proportion of older people living at home independently following discharge
from hospital;
5. Increasing the number of people with physical and Mental Health conditions who have a
positive experience of hospital care;
6. Increasing the number of people with a positive experience of care outside of hospital, in
General Practice and in the community; and
7. Making significant progress towards eliminating avoidable deaths in our hospitals caused
by problems in care.

2.5

Additionally, NHS England has identified three more key measures where there is an
expectation of significant focus and rapid improvement:
1. Improving health;
2. Reducing health inequalities; and
3. Moving towards parity of esteem, ensuring an equal focus of improving mental health and
physical health.

2.6

Significant changes to the way health service are delivered will be required if the above
outcomes and ambitions are to be fulfilled. Thus, NHS England has identified six characteristics
(models of care) from the ‘Call to Action’ work that a high quality, sustainable health and care
system will need to have in place within five years:
• New approach to ensuring citizens fully included in all aspects of service design and
change, and patients empowered in their own care
• Wider primary care provided at scale
• Modern model of integrated care
• Access to highest quality urgent and emergency care
• Step change in productivity of elective care
• Specialised services concentrated in centres of excellence.

2.7 Finally, there are four essential elements that will apply to all of the characteristics, and the CCG is
expected to articulate clearly in its plans how these will be implemented to drive up outcomes for
patients and local communities. The essential elements are:
1. Quality, focusing on patient safety, patient experience, compassion in practice, staff
satisfaction, seven day services (local contracts for 2014/15 will include an action plan to
deliver the 10 clinical standards of the Keogh report), and safeguarding;
2. Access; focusing on disadvantaged and minority groups, extending access in primary
care;
3. Innovation; delivering change through innovation, adopting and promoting best practice,
continual research and evaluation;
4. Value for money; focusing on effectiveness, efficiency and improved procurement.

2.8 The figure below summarizes the framework through which the overarching vision and ambitions
will be delivered:

2.9

The CCG’s two year Operational Plan (Appendix A) sets out how this vision will be delivered
locally, and how it supports the CCG’s ambition “to deliver the highest quality health services in
west Suffolk through integrated working”.

2.10 Supporting the delivery of the CCG’s ambition are six clinical priorities, which are also at the
heart of the Operational Plan:
•
•
•
•
•
•

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

2.11 In addition, the local Health and Wellbeing Board has set out a vision for people in Suffolk to live
healthier, happier lives with reduced inequality of life expectancy.
2.12 The four strategic outcomes that have been agreed are as follows:

•
•

Outcome one:
Outcome two:

•
•

Outcome three:
Outcome four:

Every child in Suffolk has the best start in life
Suffolk residents have access to a healthy environment and take
responsibility for their own health and wellbeing
Older people in Suffolk have a good quality of life
People in Suffolk have the opportunity to improve their mental
health and wellbeing

The CCG’s Operational Plan has been aligned to these outcomes and supports their delivery.
3.

Key Issues
CCG two year Operational Plan

3.1

The CCG’s two year Operational Plan is built on the Integrated Plan developed to support the
CCG authorisation process carried out in 2012. It is also built upon the 2013/14 plan for the
CCG, in which ambitious clinical commissioning plans were set out, and delivered throughout
the year.

3.2

The Operational Plan sets out the framework for service delivery in 2014/15 and 2015/16 and the
key transformational changes that the CCG will be developing. These are detailed further in the
sections below.
CCG Financial Plan

3.3

In 2014/15 in accordance with the requirements set out in the national guidance, the CCG plans
to make a surplus of 1%. This is after setting aside 1.5% of allocation to fund non-recurrent
expenditure (Transformation Funding), 1% of allocation set aside to prepare for the Better Care
Fund, and holding a contingency of 0.5% of allocation.

3.4

In 2015/16, in accordance with the requirements set out in the guidance the CCG plans to make
a surplus of 1%. This is after setting aside 1% of allocation to fund non-recurrent expenditure and
holding a contingency of 0.5% of allocation. In addition the CCG is also required to transfer a
minimum £14.2m into the Better Care Fund which will be a pooled budget with Suffolk County
Council.

3.5

For both years the CCG has been requested to set aside significant amounts of its
Transformation Funds to support a national Continuing Health Care (CHC) risk pool.

3.6

Other key financial assumptions are as follows:
•
•
•
•
•
•

3.7

Demographic Growth
Non Demographic Growth
Tariff Deflator
CHC Growth
Prescribing Growth
CQUIN (100% achieved)

1.5%
1.3%
1.2-1.8%
10%
1.9%
2.5%

Quality, Innovation, Productivity and Prevention (QIPP) financial savings are required for 2014/15
(£8.3m) and for 2015/16 (£11.2m) in order to achieve the mandated surplus requirement of 1%.

3.8

The QIPP schemes set out to deliver those financial savings, together with the key service
redesign changes for the next two years are set out within Chapter 10 of the Operational Plan.

3.9

‘Bridging’ charts showing the shift from 2013/14 forecast expenditure to the 2014/15 and 2015/16
allocation is shown at Appendix ‘B’, together with a breakdown of expenditure.

3.10 On-going risks represent a potential £10-£12m issue, the principle ones being:
•
•
•
•

Acute activity levels;
QIPP delivery;
Prescribing spend;
Continuing Healthcare Care

3.11 The budget allocations will need to be reviewed as and when there is greater clarity on the
outstanding issues set out above.
National priorities and targets
3.12 The NHS Outcomes Framework sets out a number of indicators which NHS England and the
CCG will use to track and report progress against during the year.
3.13 NHS England has not set targets against these indicators, but has suggested that CCG’s plans
should be built on the assumption that performance against each of these indicators does not
deteriorate, and that the focus of planning should lie on maximising health gain for the local
population.
3.14 In addition, the CCG is expected to deliver the right and pledges from the NHS Constitution,
including the national standards and targets that underpin them. These standards and targets are
set out in Appendix ‘C’.
National trajectories and ambitions
3.15 The CCG is required to submit performance trajectories and ‘ambitions for improving outcomes’
to NHS England. These have been approved by the Executive and are set out in Appendix ‘D’.
Local priority indicators
3.16 In addition to setting national standards and targets, NHS England expects the CCG to develop
its own local priorities through their input into the Joint Health and Wellbeing Strategy. The CCG
has identified two local measures against which it will make progress during the year.
3.17 These measures focus on local issues and priorities, especially where the outcomes are poor
compared to others and where improvement in these areas will contribute to reducing health
inequalities. The measures selected are:
•
•

Patient experience improvement measure: “Bereaved carers views on the quality of care
in the last 3 months of life”;
Quality Premium local measure: “Dementia diagnosis rate”.

3.18 The CCG has submitted its local priorities and performance improvement trajectories for 2014/15
to NHS England. Achievement of these trajectories will be incentivised through a ‘Quality
Premium’ payable to the CCG in 2015/16.

3.19 The local priorities are also set out in Appendix ‘D’.
Governance framework
3.20 The CCG Governing Body meets bi-monthly and has prime responsibility for the scrutiny and
approval of strategic and operational plans. The Governing Body is supported by Clinical
Executive meetings and GP locality meetings, where decisions are delegated as appropriate.
Risk and performance management
3.21 The Governing Body Assurance Framework (GBAF) provides the CCG with a comprehensive
method for the effective and focused management of risk and performance delivery. Through the
GBAF, the CCG Governing Body gains assurance that risks are being appropriately managed
throughout the organisation.
3.22 Specifically, risks and performance delivery will be managed through:
•
•
•

Monthly financial and performance monitoring by CCG Governing Body;
In-year monitoring of QIPP project implementation and delivery;
Monthly contractual management meetings with providers.

3.23 The flow chart below sets out how risks are identified and managed:

3.24 Clinical workstreams are accountable for delivery of budgets, clinical quality, performance and
service redesign. It is through the workstreams that QIPP, budgets, and performance will be
monitored and managed.
4.

Recommendations

4.1

It is recommended that members:
•
•
•
•
•
•

approve the CCG’s Operational Plan 2014/15-2015/16 – “The Future of Health in West
Suffolk”;
note the financial allocation and associated cost pressures, and approve investment and
QIPP programmes, subject to individual appraisal through the formal project governance and
sign-off process;
note the significant outstanding risks;
note the NHS Constitution priorities and targets the CCG is expected to deliver in 2014/15
and 2015/16;
approve the national trajectories and the local priority indicator targets;
note the framework for risk and performance management.

Authors:
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1. Executive Summary – West Suffolk System Vision
The Suffolk Health and Wellbeing Board vision is that people in Suffolk live healthier, happier lives. We also want to narrow the differences in life
expectancy between those living in our most deprived communities and those who are more affluent through achieving greater improvements in more
disadvantaged communities. Care of the elderly is a key feature of the vision given the rising age of the local population.
The vehicle for delivering this vision is integrated care. In West Suffolk our system, including all our local health services, care services, district and
borough councils, Suffolk County Council, our Clinical Commissioning Group, our local GPs and our voluntary sector and communities are developing
a united vision, focused on outcomes for integration.
To deliver this vision we will provide determined leadership to build a
system that works for our customers and patients, and is financially
sustainable into the longer term.
West Suffolk patients and customers have told us repeatedly through
our CCG’s ‘Patient Revolution’ strategy that they want to experience
a joined up system.
The National Voices patient centred coordinated care overarching
definition is: “Integrated care means person-centred coordinated care
where I can plan my care with people who work together to
understand me and my carer(s), allow me control, and bring together
services to achieve the outcomes”. Patients and customers often do
not know or necessarily care who the provider is but do ask that it is
safe, comprehensive, coordinated and meets their needs.
They want to tell their story only once, have those who need to know
hear it and co-produce a shared care plan. Also, the majority of
people would prefer to remain independent in their own home
environment, and this can be achieved most effectively when
information, support and resource is available.
In essence our patients and customers would like to see the
transformation of a fragmented set of health and care services
to a co-ordinated service that meets their need.
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1. Executive Summary – West Suffolk System Vision
This change is also supported by our staff, who want to access a system of care and support
that is 'joined up', and know and understand that the resources available are safe. Therefore
the need for real time communication and information sharing is of paramount importance. A
productive culture of trust and respect will be developed through increased knowledge and
understanding of roles and responsibilities and clear lines of accountability.
The case for integration is made stronger by the reductions in public sector funding which are
placing severe strain on all our organisations. This reality, coupled with the NHS England
challenge to reduce non-elective activity (15%) and increase acute sector productivity (20%),
means that we need to make a transformational change in how we deliver services, in order to
continue to provide high quality and comprehensive services for the people in West Suffolk.
Our organisations 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, costs and ensure that we spend as much as possible of our budgets on direct
provision of care. We believe that a more integrated system will help us to manage demand
pressures, as well as give us the ability to use our funding more effectively.
There is excellent practice in West Suffolk that we will build on, which is developed through our Integrated Care Steering Group and overseen by the
new West Suffolk System Leaders Partnership. We have built a programme of integrated care based upon the following strategy:





Early identification of patients and customers who could fall into crisis, by implementing Comprehensive Geriatric Assessment including
the use of a risk stratification tool;
Care co-coordination of patients and customers through a single point of access, care coordination centre and developing the potential
of Telemedicine;
Planned care transformation organised across primary, voluntary, community and acute sectors to ensure elective care delivers optimum
patient outcomes and experience – including development of clinical networks across Suffolk;
Case Management of patients and customers, such as through the ‘Medically Fit’ model of care at West Suffolk NHS Foundation Trust,
the use of Multi-disciplinary teams in primary care and the development of the accountable clinician role;
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1. Executive Summary – West Suffolk System Vision








Development of ambulatory care pathways to reduce the number of patients inappropriately admitted to the emergency department at
West Suffolk NHS Foundation Trust;
Urgent care reform to develop a service that is safe, sustainable and integrated;
Improved access through seven day services, with roll out accelerated at West Suffolk NHS Foundation Trust through CQUIN;
Multi-agency approaches to improving clinical quality, such as the ‘Multi-agency Safeguarding Hub’;
Pull based discharge of patients and customers, by the whole system working with West Suffolk NHS Foundation Trust to ensure timely
discharge;
Promoting appropriate self-management to enable patients to take control of their conditions and encourage shared decision making
between patients and clinicians;
Community development, such as our Neighbourhood Networks which bring together our community assets and organisations to
improve access to services, as well as the prevention of ill health. This will include potential outreach of elective services from NHS
Foundation Trust to our localities.

An exemplar of this strategy is the development of a ‘virtual ward’ for the people of Sudbury, which brings together the local health and care system to
manage health and care closer to home.
Supporting the local integration agenda, and driven by the Better Care Fund, are an increasing number of services jointly commissioned by NHS and
local authority commissioners. For example, a joint approach has been adopted to the commissioning and delivery of integrated dementia services in
Suffolk where we are due to complete a dementia needs assessment to inform joint commissioning. This will lead to the development and agreement
on the functions needed for an integrated dementia care pathway, on the models for the delivery of an integrated model of dementia care, the funding
mechanisms for the delivery model and finally the implementation of the agreed model.
In conclusion, the difference we shall make to the health and social care outcomes for all people in West Suffolk is that local people:






Will not have to navigate around a complex system to find the right information, care or services that meets their needs;
Will have their health and care needs identified early before a crisis occurs;
Will have access to a range of local services that focus on supporting people to self-care and supporting primary prevention;
Will have control and choice over their care;
Will have a named coordinator when they need help who will ensure that the system works effectively, with a single care record.

This Operational Plan sets out how the West Suffolk system vision will be delivered.
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1. Executive Summary – “Plan on a Page”
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2. National Background & Context
2.1

Introduction

NHS England’s publication “Everyone Counts: Planning for Patients 2014/15 to 2018/19” establishes the approach for CCGs to work with providers
and partners in local government to develop strong, robust and ambitious five year plans to secure the continuity of sustainable, high quality care for
all. “Everyone Counts” emphasises the need for an outcomes focused approach to planning, aligned to the NHS National Outcomes Framework, and
for CCG plans to reflect stretching local ambition over the next 5-year period.
The publication sets out the key challenges facing NHS England over the next few years:




Raising the quality of care to best international standards (responding to recommendations of Francis, Keogh and Berwick);
Closing potential funding gap of arrange £30 billion by 2020/21.

In order to achieve this, there are three core areas that will need to be delivered:





2.2

Shift of activity and resources to more integrated out-of-hospital services;
15% reduction in emergency activity and admissions by 2015;
20% productivity increase in elective care over next five years.

Strategic Planning 2014/15-18/19

The CCG is part of a ‘unit of planning’ with Ipswich & East Suffolk CCG. Both CCGs are working jointly with Suffolk County Council, partners, patients
and the public to develop a strong, robust and ambitious five year plan to secure the continuity of sustainable high quality care for everyone in East
and West Suffolk.
The transformational change to deliver the west Suffolk system visions is taking place at a time when the health and social care system in Suffolk is
facing a number of major challenges over the next few years:






Staffing – Significant recruitment and retention difficulties in certain key areas and an ageing workforce;
Increased clinical specialisation with centralisation of services potentially leading to reduced local health services;
Seven day working leading to further staffing and resourcing issues;
Significant financial constraints – against a background of an ageing population, an increase in long term conditions, rising costs and
increased public expectations
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2. National Background & Context
The current national, regional and local position provides a massive opportunity and responsibility for transformational change in the system, breaking
down historic organisational barriers and radically re-thinking how care can be provided in Suffolk. To do this, the Suffolk ‘system’, including all our
local health and care services, including the voluntary sector and communities have developed a common, united vision that “the people of Suffolk
will live healthier, happier lives with reduced inequality of life expectancy”.
This vision will be delivered through the five year Strategy which focuses on three key strategic areas:




A national drive looking for integrated health and care which saves money and improves outcomes and experiences for customers;
A wish to work better together locally across the to ensure that we make best use of resources and minimises impacts of savings on
customer care;
To take full advantage of the potential of partnership working to prevent need and an increase in people’s dependence.

The strategic planning will consider all options to ensure resilient, viable, high quality services are available for West and East Suffolk residents. It is
imperative that this is co-produced with providers, patients/service users and other stakeholders and develops a joint approach between health and
care for assessment and care planning and works with our communities to promote independence.
These major transformational changes will be delivered through three Programme Boards:




Health and independence;
Urgent Care;
Efficient elective care.

The Governance arrangements and details of the work programmes deliverables are set out in Sections 3.4 and 3.5
The CCG’s 5-year Strategic Plan will be aligned to the outcomes established by the Programme Boards, and will be informed by the use of the Better
Care Fund (see Section 2.3). It will be published in June 2014.

2.3

Better Care Fund

The £3.8 billion national Better Care Fund (formerly the Integration Transformation Fund) was announced by the Government as part of the
Comprehensive Spending Review in June 2013. It 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.

9

2. National Background & Context
In order to access the Better Care Fund, CCGs and Local Authorities must submit a five year delivery plan for approval by Government.
In addition to the Health and Wellbeing Board and individual partner organisations, the process of developing the delivery plan is supported by West
Suffolk, Ipswich and East Suffolk, and Great Yarmouth and Waveney CCGs, under the governance of the System Leadership Partnerships that bring
together relevant commissioners and providers.
The Better Care Fund provides an opportunity to accelerate progress in delivering the vision of the Suffolk Health and Wellbeing Board (HWB). 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 provides an opportunity to improve the lives of some of the most vulnerable people in our society, giving them control, placing them at the
centre of their own care and support, and in doing so, providing them with a better service and quality of life. It will also support the aim of providing
people with the right care, in the right place, at the right time, including a significant expansion of care in community settings. This will build on the
existing work of the CCG and Local Authority. Further detail around the use of the Better Care Fund locally, and the 5-year delivery plan that
underpins it, is set out at Section 6.3.

2.4

NHS Outcomes Framework

The NHS National Outcomes Framework 2014/15, together with the Adult Social Care and Public Health Outcomes Frameworks together support the
Government’s desire to improve integration of services. The NHS Outcomes Framework is structured around five domains, which set out the highlevel national outcomes that CCGs should be aiming to improve. They focus on:






Preventing people from dying prematurely;
Enhancing quality of life for people with LTCs, including mental health illnesses;
Helping people to recover from episodes of ill-health or following injury;
Ensuring that people have a positive experience;
Treating and caring for people in a safe environment.

These outcomes have been translated into seven specific, measurable ambitions, or critical indicators of success, which form the foundation of this
Operational Plan, and against which the CCG will demonstrate significant improvement.


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

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




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

It is acknowledged that significant changes to the way health service are delivered will be required if the above outcomes and ambitions are to be
fulfilled. Thus, NHS England has identified six characteristics (models of care) from the ‘Call to Action’ work that a high quality, sustainable health
and care system will need to have in place within five years:







New approach to ensuring citizens fully included in all aspects of service design and change, and patients empowered in their own care;
Wider primary care provided at scale;
Modern model of integrated care;
Access to highest quality urgent and emergency care;
Step change in productivity of elective care; and
Specialised services concentrated in centres of excellence.

Section 6 of this Operational Plan sets out the CCG’s approach to implementing each of these ‘models of care’.
Finally, there are four essential elements that will apply to all of the characteristics of a successful and sustainable health economy. The essential
elements are:




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

The CCG will continue to place significant focus on these
elements and sets out in Section 7 to 10 of this Plan how they
will be implemented to drive up outcomes for patients and
local communities
The diagram to the right summarises the overarching national
framework through which NHS England’s overarching vision
and ambitions will be delivered, and against which the CCG
will deliver high quality service locally for the people of West
Suffolk.
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2.5

NHS Constitution

The NHS is founded on a common set of principles and values that bind together the communities and people it serves – patients and public – and
the staff who work for it. 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, together with responsibilities which the public, patients and staff
owe to one another to ensure that the NHS operates fairly and effectively.
Under the Constitution patient’s rights and privileges include the delivery of:






Maximum of 18 weeks from referral to treatment;
Maximum 6 weeks wait for diagnostic tests from referral;
Cancer waits for referral and treatment;
Patient admission, transfer or discharge within 4 hours from arrival in A&E;
Ambulance response times.

The CCG has embraced these rights and pledges within its Operational Plan and sets out (Section 4) its plans to commission sufficient services to
ensure it can deliver those rights and pledges for patients on access to treatment. Delivery of the rights and pledges are monitored on a monthly basis
through Service Level Agreements (SLA) with providers, and further scrutinised by the CCG’s Executive and Governing Body as part of an Integrated
Performance Report.
Contractual sanctions are applied where performance is not at the required standard, and significant performance failure is risk-managed through the
Governing Body Assurance Framework (GBAF- see Appendix A), detailed at Section 12.

2.6

NHS England Direct Commissioning

NHS England is responsible for directly commissioning healthcare services including primary care, specialised services, secondary care dental
services, some public health services, offender health and armed forces health. These services are commissioned by the 27 Area Teams of NHS
England.
Where commissioned services directly need to join up with locally commissioned services, NHS England co-ordinates with the CCG and other
partners, to ensure people experience a seamless and integrated service. Details of those services commissioned by NHS England are set out below:

13

2. National Background & Context
2.6.1

Primary care

Primary care has a key role to play in improving health outcomes and reducing health inequalities. Good primary care has a positive impact across
the whole of the health and social care system. Evidence shows that strong and effective primary care services are vital for health economies and for
delivering high quality, best value health services and healthy populations.
As a single commissioner of primary care services, NHS England have an ideal opportunity to redefine the role of primary care in an effective
healthcare system and to take steps to address inequalities of access to primary care services, whilst improving the quality of care and outcomes for
patients across the country.
2.6.2

Dental health

NHS England are responsible for commissioning all NHS dental care; across the hospital (secondary), community (e.g. care for people with special
needs), and primary dental care settings, and managing some 10,000 contracts with ‘high-street’ dental practices. Its aim is to deliver excellence in
commissioning NHS dental services including improvements in quality and patient satisfaction, and reductions in inequalities of access and
outcomes.
2.6.3

Offender health

With commissioning of offender health services, NHS England is responsible for the planning, securing and monitoring of an agreed set of services
for prisons, young offenders Institutions (YOIs), immigration removal centres, secure training centres, police custody suites, court liaison and
diversion services and sexual assault services.
This entails aligning the justice commissioning intentions with those of the NHS England offender teams and local partnerships, particularly for
children and young people and setting commissioning standards that reduce the potential for variation in outcomes and inequalities of access to
services that prisoners currently experience across England. This will also include a focus on mental health services in prisons and detainee settings.
2.6.4

Armed forces health

NHS England are responsible for commissioning armed forces health care. This includes, for example, increasing and improving access to mental
health services for serving personnel and veterans, as well as improving prosthetic care for veterans.
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3.1 Local Demographic Profile
The West Suffolk CCG provides healthcare services for around 240,000 people in West Suffolk. In 2014/15 and 2015/16 it will spend around £280m
each year on commissioning healthcare services for these people. The CCG’s population is registered with 25 West Suffolk practices and is
predominantly rural with the population scattered in small towns and villages. Geographically, the area includes the whole of Forest Heath and St.
Edmundsbury local authority districts and part of Mid Suffolk and Babergh districts.
The town of Bury St. Edmunds (38,000 residents) is at the centre of the area, which also includes the small towns of Haverhill (24,000), Mildenhall
(9,000) and Newmarket (17,000) in the west, Brandon (10,000) in the north and Sudbury (17,000) in the south-east.
The main roads A14, A11, A134 and A143 cross the area, as does the railway line from Ipswich to Cambridge, with stations at Bury St. Edmunds and
Newmarket and villages in between. The Unites States Air Force (USAF) has large airbases at Lakenheath and Mildenhall.
Geographical area of West Suffolk CCG:

Population profile of West Suffolk CCG

The
England
average
population
distribution
is overlaid
on the
chart as an
outline
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The graph above shows a population pyramid for the CCG. 16% of the CCG's registered population are under age 15 (England average 17%) and
nearly 10% are aged 75 or over (England average 7.5%). 50.5%.
The overall population of West Suffolk is projected to increase by over 7% between 2013 and 2022, with a 38% increase in people aged over 70
years old. Between 2001 and 2011 the absolute numbers of children in the 5-7, 8-9 and 10-14 age bands actually fell across Suffolk as a whole. The
numbers of older teenagers rose slightly, whilst there was a relatively sharp increase of 9.7% in the number of children aged 0-4.
West Suffolk has similar levels of deprivation to Suffolk overall. The areas of highest deprivation are located in parts of the small towns, including
areas within Bury St Edmunds, Brandon, Mildenhall, Newmarket and Sudbury as well as the more rural areas which have relatively poor geographical
access to services. 42% of Suffolk residents live in rural areas, and a great proportion of the county population are claiming incapacity or DWP
benefits, or living with a limiting long term illness. The State of West Suffolk report is attached at Appendix B.
Overall the population of West Suffolk is generally healthy with high life expectancy. Life expectancy at birth for males was 80.2 years and females
84.0 years in West Suffolk compared with 80.3 and 83.7 years respectively in Suffolk. Life expectancy at birth in 2007-09 for both males and females
was higher than in England as a whole by 2 and 1.5 years respectively. However, there are significant health inequalities with a 5.5 year gap for men
and a 4.3 year gap for women in life expectancy between those living in the most and the least deprived areas.
Local data and evidence both indicate that Suffolk has higher than expected activity levels in paediatrics for both acute activity and Accidents and
Emergency (A&E) attendance, when compared to the age, sex and deprivation adjusted benchmarks. In 2011/12, the largest number of emergency
admissions was due to fever and minor infection followed by Asthma & Wheeze and Diarrhoea & Vomiting. The highest number of admissions was
among those aged between 1-4 followed by those under 1.
The following section sets out the heath profile for each district (based on Public Health England – Health Profiles 2013). The charts show how the
health of people in the district area compares with the rest of England. The district's result for each indicator is shown as a circle. The average rate for
England is shown by the black line, which is always at the centre of the chart. The range of results for all local areas in England is shown as a grey
bar. A red circle means that the district is significantly worse than England for that indicator
Key:
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3.1.1

Babergh

The health of people in Babergh is generally better
than the England average. Deprivation is lower
than average, however about 2,000 children live in
poverty.
Life expectancy for both men and women is higher
than the England average. Life expectancy is 5.1
years lower for men in the most deprived areas of
Babergh than in the least deprived areas.
Over the last 10 years, all-cause mortality rates
have fallen. Early death rates from cancer and from
heart disease and stroke have fallen and are better
than the England average.
In Year 6, 14.5% of children are classified as obese,
better than the average for England. The level of
teenage pregnancy, alcohol-specific hospital stays
among those under 18, and breast feeding rates
are better than the England average.
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3.1.2

Forest Heath

The health of people in Forest Heath is varied
compared with the England average. Deprivation is
lower than average, however about 1,300 children
live in poverty.
Life expectancy for both men and women is higher
than the England average. Life expectancy is not
significantly different for men or women in the most
deprived areas of Forest Heath compared to the
least deprived areas.
Over the last 10 years, all-cause mortality rates
have fallen. The early death rate from heart disease
and stroke has fallen and is similar to the England
average.
In Year 6, 20.6% of children are classified as obese.
Levels of teenage pregnancy, alcohol-specific
hospital stays among those under 18, and breast
feeding rates are better than the England average.
An estimated 24.1% of adults smoke and 23.4% are
obese.
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3.1.3

St. Edmundsbury

The health of people in St Edmundsbury is generally
better than the England average. Deprivation is lower
than average, however about 2,400 children live in
poverty.
Life expectancy for both men and women is higher
than the England average.
Life expectancy is 5.1 years lower for men in the
most deprived areas of St Edmundsbury than in the
least deprived areas.
Over the last 10 years, all-cause mortality rates
have fallen. The early death rate from heart disease
and stroke has fallen and is better than the England
average.
In Year 6, 12.9% of children are classified as obese,
better than the England average. Levels of teenage
pregnancy and breast feeding rates are better than
the average for England.
An estimated 24.1% of adults smoke and 24.4% are
obese
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The CCG, in conjunction with Public Health colleagues continues to undertake modeling and analysis of the constituent communities in west Suffolk,
in respect of their;





Age;
Deprivation;
Mortality and premature mortality;
Marginalised vulnerable adults which are divided into:
 Homeless;
 Refugee and asylum seekers;
 Black and minority ethnic communities (BME);
 Gypsy & Traveller;
 Ex-offenders.
 Black and minority ethnic communities.

Each year, the CCG publishes equality information about its staff and our local communities. The latest information can be found on our website at :
http://www.westsuffolkccg.nhs.uk/about-us/equality-diversity/

3.2 Joint Strategic Needs Assessment and Suffolk Health & Wellbeing Strategy
Completing a Joint Strategic Needs Assessment (JSNA) is a statutory requirement of local authorities. JSNAs are local assessments of current and
future health and social care needs. They are produced by Health and Wellbeing boards, and are unique to each local area. The aim of the JSNA is
to improve the health and wellbeing of the local community and reduce inequalities for all ages. It is not an end in itself, but a continuous process of
strategic assessment and planning. It is used to help to determine what actions local authorities, the local NHS and other partners need to take to
meet health and social care needs and to address the wider determinants that impact on health and wellbeing.
The information within the JSNA was used to inform the development of the West Suffolk CCG’s ambitions, priorities and outcomes. In Suffolk, there
are many components of the JSNA; these include:
 State of Suffolk report 2011; http://suffolkobservatory.info/JSNASection.aspx?Section=77&AreaBased=False
 Annual Public Health Reports (latest published September 2012);
http://www.suffolk.gov.uk/public-health/annual-public-health-report/annual-public-health-report-2012/
 Joint Health and Wellbeing strategy for Suffolk
http://www.transformingsuffolk.co.uk/files/2013/paper_to_be_tabled_-_strategy_booklet-vb23-web.pdf1.pdf
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State of Children in Suffolk Report 2013; http://www.suffolkobservatory.info/JSNASection.aspx?Section=128&AreaBased=False
Dementia Needs Assessment 2013: http://www.suffolkobservatory.info/JSNASection.aspx?Section=128&AreaBased=False
Pharmaceuticals Needs Assessment;
Clinical Commissioning Groups Profiles;
Suffolk Observatory; http://www.suffolkobservatory.info/
Haverhill health needs assessment http://www.westsuffolkccg.nhs.uk/your-health/health-needs-assessments/

The State of Suffolk report is an overarching analysis of health and wellbeing in Suffolk. It is produced as the needs assessment to inform the Health
and Wellbeing Strategy. The State of Suffolk report will be refreshed by the end of 2014, with additional needs assessments being added for children
and young people, dementia, and alcohol treatment. The Health and Wellbeing Strategy is due to be refreshed in 2015.
The information from the JSNA was used by the Health and Wellbeing Board to agree four priority areas for Suffolk:
Priority one: Every child in Suffolk has the best start in life
Why?
Giving every child the best start in life is crucial to reducing health inequalities across the whole lifecourse and establishing a good foundation for
future development. Early intervention not only improves the life chances for our children, but is essential in reducing costs to the system. There is a
strong link between poverty and poor health, educational and social outcomes.
In Suffolk children achieve less than the national average in educational attainment, and those in more deprived areas have worse outcomes than
those in affluent areas.
Priority two: Suffolk residents have access to a healthy environment and take responsibility for their own health and wellbeing
Why?
A healthy lifestyle will improve the health and wellbeing of the population and that the environment people live in can facilitate this. If green spaces
are available and people feel safe they are more likely to take exercise, which will improve their health and wellbeing.
Tobacco is still the greatest behavioural risk factor and accounts for up to half of the life expectancy gap between deprived communities and the rest
of the population. Increasing levels of obesity and excessive alcohol consumption affect quality of life and are increasing rates of long term conditions
and hospital admissions. Alcohol and drug abuse also detrimentally affect communities; increasing high risk behaviour which can lead to more
sexually transmitted infections and unplanned pregnancies, and also increasing levels of antisocial behaviour and crime.
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Priority three: Older people in Suffolk have a good quality of life
Why?
As the population of older people in Suffolk increases, the Health and Wellbeing Board want to create a county in which older people can enjoy a
good quality of life. Ensuring the environment enables them to be active, engaged and independent in safe, supportive communities that value their
experience and contribution, remains a challenge.
People who enter old age healthily have a longer healthy life expectancy. It is widely recognised that the current provision of health and social care
services is unlikely to be sustainable in the face of anticipated future need and most of the disease burden is attributable to long term conditions.

Priority four: People in Suffolk have the opportunity to improve their mental health and wellbeing
Why?
Good mental health is crucial to our overall health and wellbeing. Yet almost half of all adults will experience at least one episode of depression
during their lifetime, self-harming in young people is not uncommon and 60% of older adults in acute hospitals have a co-morbid mental health
condition.
These four priorities are reflected in the CCG’s mission, set out below, and the clinical priorities that underpin it. The Health and Wellbeing Board
priorities one and two are reflected in the CCGs priority to improve health and wellbeing through partnership working. Priority three is reflected in the
CCG’s priority to improve the health and care of older people. Priority four is reflected in our priority to improve access to mental health services.

3.3

CCG Clinical Priorities

The CCG has developed its own distinctive ambition and underpinning priorities for 2014/15 to 2015/16 to accelerate the delivery of QIPP and provide
a local approach for delivery of the Health and Wellbeing Strategy. At the heart of this ambition is the view that greater integrated working is the
primary vehicle to improve the quality of those services locally. The CCG, therefore, has the following ambition – “to deliver the highest quality health
service in West Suffolk through integrated working”.
Supporting the delivery of the CCG’s ambition are six clinical priorities, which are aligned to both national and local frameworks:
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Develop clinical leadership;
Demonstrate excellence in patient experience and patient engagement;
Improve the health and care of older people;
Improve access to mental health services;
Improve health and wellbeing through partnership working;
Deliver financial sustainability through quality improvement.

The CCG’s priorities are delivered through the CCG’s clinical workstreams which drive the local system changes within the overall strategic
framework.

3.4

Local System Leadership

The Suffolk Health and Wellbeing Board is the strategic forum where the CCG, together with Suffolk County Council, District Councils and other key
stakeholders from the local health economy agree and address strategic priorities. Under this strategic umbrella, the CCG and local
authority colleagues are actively engaged on a number of fronts (as well as developing the visions and ambitions that underpin this Plan):
A key part of the programme of work is aimed at narrowing the differences in healthy life expectancy between those living in the most deprived
communities and those who are more affluent through achieving greater improvements in more disadvantaged communities.
Health and wellbeing encompasses a person’s life experience and includes a sense of physical, mental and social wellbeing. Many factors contribute
to a person’s wellbeing for example how safe they feel in their community and whether they are able to find a job. Through working jointly across
health, local government and wider communities, the Board can make a real difference in improving the health and wellbeing opportunities for those
in Suffolk.
Crucial to this is an ambition to see the entirety of our system as a whole – not as fragmented services and organisations with different priorities and
drivers. The Board believes that through our shared vision, shared principles and priorities we can achieve so much more than we are able to on our
own.
The Board is committed to remove organisational barriers and to having relentless focus on improving the health and care outcomes for people in
Suffolk, with seamless services and support to promote independence, and preventing further dependency on long term and emergency health and
care services.
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Supporting the Health and Wellbeing Board is the System Leaders Partnership Board which exists to provide system leadership for delivery of
elements of the joint Health and Wellbeing Strategy and other areas of agreed joint working as appropriate. The key functions of the group are to:





Identify and agree on areas of beneficial joint working priorities identified through the Health and Wellbeing Board;
Agree plans to deliver the joint strategic aims where cross organisational co-operation is required;
Scrutinise progress of the joint delivery workstreams and remove blockages to progress;
Deliver system leadership in the optimum use of
resources to deliver the best overall outcomes for
Linkage between Health and Wellbeing Strategy and CCG Clinical Priorities
Suffolk residents.

The Suffolk System Leaders Partnership Board exists to
provide a joined-up approach to commissioning Suffolk
services to delivering the elements of the Health and
Wellbeing Strategy and other areas of agreed joint working
as appropriate. The key functions of the group are to:





Identify and agree of areas of beneficial joint
commissioning for priorities identified through
the Health and Wellbeing Board;
Agree plans to deliver the joint strategic aims
where cross-organisational commissioning is
required;
Scrutinise progress of joint commissioning
workstreams and remove blockages to
progress;
Deliver system leadership in the optimum use
of resources to deliver the best overall
outcomes for Suffolk residents.

Health and Wellbeing Strategy

CCG Clinical Priorities

Vision; People in Suffolk live healthier, happier lives.

The CCG, with strong clinical leadership, will continue to

We also want 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.
Priorities:

work closely in partnership with other stakeholders, to
ensure that the significant changes to the way that services
are delivered continue to provide value for money and meet
the needs of the local population.

Priorities:



Every child in Suffolk has the best start in life



To develop clinical leadership



Suffolk residents have access to a health



To demonstrate excellence in patient experience and
patient engagement

environment and take responsibility for their



own health and wellbeing



To improve the health and care of older people

Older people in Suffolk have a good quality of



To improve access to mental health services

life



To improve health and wellbeing through partnership
working

People in Suffolk have opportunities to
improve their mental health and wellbeing



To deliver financial sustainability through quality
improvement
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3.5

Health & Care Review

The CCG, working with Ipswich & East Suffolk CCG, will form a ‘Unit of Planning’ and together will develop a joint Health and Care Strategic Plan that
will deliver the Health and Wellbeing Board vision and create a health and care system that delivers excellent services for people in Suffolk which is
effective and sustainable.
The CCG is already committed to creating and delivering an integrated health and care system that supports our population to remain living
independently with a good quality of life for as long as possible.
Working as part of the Suffolk ‘system’, including all our local health services, care services, district and borough councils, Suffolk County Council, our
local GPs and our voluntary sector and communities, the CCG will provide determined leadership to create a different system - one that works for our
customers and patients, but is financially sustainable into the longer term.
Crucial to this, is an ambition to see the entirety of our system as a whole – not as fragmented services and organisations with different priorities and
drivers. The CCG believes that if the system as a whole can create a shared vision, with shared principles and priorities so much more can be
achieved than the CCG is able to do on its own. The CCG is committed to remove organisational barriers and to having relentless focus on
improving the health and care outcomes for people in west Suffolk. The CCG will identify and work to remove any incentives for cost shunting or
unnecessary duplication of provision, and be able as a system to invest in the right things for patients and service users.
This shared vision presents huge opportunities – to deliver excellent care within local communities, but also to support people who are tipping into
need, to make sure they get the help they need early so that they can stay as well as possible with a good quality of life.
Reductions in public sector funding are placing a severe strain on all our organisations. This, coupled with rising demand, means that we need to
make a transformational change in how we deliver services, in order to continue to provide high quality and comprehensive services for the people in
Suffolk. In order to meet these challenges and ensure that high quality local services are available where possible the S u f f o l k CCGs, Suffolk
County Council and Suffolk's district and borough councils are proposing to work together to commission integrated services in their area of Suffolk.
The Governance Framework through which the Health and Care Review will be delivered is set out in the diagram below. The Health & Wellbeing
Board will retain oversight of delivery.
The System Leaders Partnership Board (SLPB) will be accountable to the Health & Wellbeing Board. The SLPB is already established with very
senior membership from the major public sector organisations in Suffolk and its purpose with respect to the Review is to:
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Identify and agree on areas of beneficial joint
working priorities identified through the Health &
Wellbeing Board;
Oversee the delivery of joint strategic aims where
cross organisational co-operation is required;
Scrutinise progress of the joint delivery
workstreams and remove blockages to progress;
Deliver system leadership in the optimum use of
resources to deliver the best overall outcomes for
Suffolk residents.

The strategic planning will cover three main areas:




Health and independence
Urgent Care
Efficient elective care

The strategic planning will consider all options to ensure
resilient, viable, high quality services are available for West
and East Suffolk residents. It is imperative that this is coproduced with providers, patients/service users and other
stakeholders and develops a joint approach between health
and care for assessment and care planning and works with
our communities to promote independence. It will also
develop thinking for the use of the Better Care Fund.
The strategic planning will not be considering changes in
organisational form at this stage. The three workstreams will
focus on specific areas of work which are set out below.
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3.5.1 Health and Independence Programme Board
This Programme Board will initially focus on care for the frail, elderly, people with a learning disability and those living with single or multiple
chronic long term conditions (including mental health conditions) to ensure care and support is focused around the individual.
Scope of the workstream:
To design an integrated health and care system for supporting the health and independence of adults, children and families. Because of the impact
that an integrated system will have on their lives. The intention is to support individuals to be as healthy and independent as possible.
Terms of Reference:
The Health and Independence Programme forms part of the integrated health and social care governance structure, answerable to the Systems
Leaders Partnership and ultimately to the Health and Wellbeing Board. The Programme Board will involve membership from the health and care
commissioning organisations, provider organisations, the voluntary sector and organisations that represent the voice of people in Suffolk. The
ambition of the Board is to demonstrate and lead behaviours required within an integrated system, and are thinking “whole system approach” at all
times. The Board recognises that this is a change of culture for organisations but believe that this will help deliver the vision for integrated care for the
people of Suffolk.
The Board recognises and supports the interdependencies of this workstream with the Urgent Care and Efficient Elective Care workstreams as well
as with the “Resource Hub”.
Subgroups of the Board will develop the detailed design proposals against the objectives listed below. Board meetings will discuss the outputs from
these subgroups and test and challenge the proposals to ensure that they will meet the vision for integrated care. This work will look at preventative
actions for Suffolk across the work of the partners of the Health and Wellbeing Board.
Outcomes:


Living well
 People and communities know who their local primary care and support staff are, and are able to contact them;
 People have good information;
 All people have opportunities for physical activity;
 All people have opportunities for social interaction;
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Returning to independence









Housing provision supports people living independent, active lives even when they have a limiting long term condition;
People have the opportunities to gain skills and to get paid employment when this is appropriate for them;
People’s environment supports them to live independently;
Transport solutions support people to live active lives;
Identify who is at risk of deteriorating physical and mental health, and ensure that they are supported to prevent this;
The whole system will work together to deliver creative and pragmatic solutions to support people to remain living independently
without support from health and social care services;
To work with people in ways that encourage them to manage their own conditions.

To provide integrated mobilisation of health, social care, district councils, voluntary care sector, and other resources to maximise
the possibility of people continuing to live independent lives home;
Where people are looking to recover there is one plan: short term, outcome focussed, co-ordinated which has;
o One set of agreed outcomes built on an understanding of a ‘good life’ for the person and their family;
o One lead co-ordinator, accountable for maximising the chance of success of the plan;
Shared priorities for action are in place including work around pathways: stroke, falls, - dementia and around priority inputs:
reablement/rehabilitation, disabled facilities grants/housing options;
To respond when someone has had an urgent health and care response makes sure that they get the follow though they need to
return to being as well and independent as possible;
The system is clear and understands when short term interventions are going to be beneficial in the long term, and is prepared to
invest so that people get the benefit of this;
Occupational Therapists and Physiotherapists and other practitioners work across the system seamlessly.

Ongoing support for self-management:





When people, including young people moving into adulthood have ongoing support needs and/or a long term condition there is a
joint commitment that we work with them to:
 Promote choice and design services that enable people to exercise choice where possible.
 Have one plan, and where possible one budget.
 Plan is co-ordinated where people have multiple long term conditions
To argue for an investment in managing conditions rather than treating complications
Feel confident that they have the support they need to help them manage their lives.
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When people transition across different service areas, e.g. from children’s to adults services there is a seamless plan and delivery
which provide the continuity across any service changes.
Every contact with a person with ongoing support needs will always be used to work with people to increase independence, where
this is possible.

Enablers:








GPs, primary care teams and local social care teams, district council staff and other community champions are working closely together,
knowing their local communities and people, sharing accountability, both clinical and other, for supporting good lives;
Joined up teams are rooted in their local communities, going first to the strengths and assets of that community, not just prescribing
health and social care interventions;
Data sharing is possible on as individual and population basis;
Through the design and implementation of integrated care and health systems, clear and regular communication lets people know what
we are doing;
Visible leadership for collaborative systems change;
Local councillors and champions, existing governance structures and partnerships support the vision and the action to achieve it;
Existing collaborative initiatives, for example Single Public Sector Estate support the vision and the action to achieve it.

Principles:











To work with people in a way that promotes choice and encourages self-management and supports them to make responsible lifestyle
choices;
People have choices about end of life care and support;
The strong business case for supporting family carers is recognised, and we invest in supports that enable them to carry on in this role;
The whole system is working together with the principle of minimum intervention and interference in people’s lives;
Co-production is at the heart of the relationship between health and social care staff, and people and families;
The system prioritises mental health and physical health equally as there is no physical health without mental health;
When services are redesigned, they are look at from the standpoint of the customer;
All organisations need to work as a whole system rather than being focused on their own organisational priorities and we recognise the
benefits of this way of working;
There will be locality flavours in the designs developed based on what makes sense for our areas, which take into account local
differences in communities and partners;
Recognise the need for services to be affordable within reduced funding at the fore of our discussions from the start, making sure we
understand the cost impact of proposed changes;
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3.5.2

Recognise the important role of people’s community and networks in helping them to stay well;
Take a programme management approach to our work, including being clear on our risks and the management of these, as well as
being clear on benefits realization;

Urgent Care Programme Board

The Urgent Care Programme Board will focus on developing
and implementing a financially and clinically sustainable model
for urgent care in Ipswich and East and West Suffolk. It will
operate within the strategic framework shown to the right.
Scope of the workstream:


To devise a sustainable service model for urgent
care in Ipswich and East and West Suffolk,
adhering to the Statement of Principles for Urgent
Care Services, with implementation commencing
during 2015. As part of this to be responsible for
ensuring a locality focus, engaging where
appropriate with the Integrated Care Network in
Ipswich and East Suffolk and the Integrated Care
Steering Group and Urgent Care Network in West
Suffolk and to incorporate patient and public
feedback into the new service model;



To prepare a detailed service specification, for
Urgent Care in Suffolk, with localisation where
appropriate that can be used in procuring the new
service model;
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To oversee the development of clinical pathways and operational policies associated with the new service model;
To develop Key Performance Indicators for the service specification, that will used in procuring the new service model and that will
support both evaluation and performance monitoring;
To oversee implementation of the model, once contractually agreed;
To work closely with the Resource Hub in order to deliver the objectives of the Steering Group.

Terms of Reference:






To oversee a programme of work to develop and implement a financially and clinically sustainable model for urgent care in Ipswich and
East and West Suffolk, adhering to the Statement of Principles for Urgent Care Services, with implementation commencing during 2015;
To receive recommendations from the Urgent Care Clinical Steering Group for a future clinical service model;
To receive feedback from formal engagement activity e.g. public consultation, and ensure that this is taken into account in the final
proposals to the statutory bodies;
To oversee the contractual process related to the implementation of the new Urgent Care service model;
To make formal recommendations for the design and implementation of a new Urgent Care Service Model to the relevant statutory
bodies for approval.

Outcomes:








An integrated model with an overall responsibility for urgent care across the population – primary, community, mental health, social care,
secondary care and the voluntary sector working as part of an integrated system with common objectives, with increased access to a
broader range of urgent care responses in the community, to reflect the increased complexity likely to arise from increased multimorbidity and population changes;
Available 24/7 with consistently high quality patient outcomes across the Urgent Care System;
Accessed and coordinated via a single system;
Having shared access to information systems ideally with a single care record;
Urgent Care to be delivered where most appropriate in the system and supported by a shift in resources;
Facilitating the training and development, long-term, of professionals and leaders that are well equipped to deal with the greater
complexity with which urgent care patients will present in the future. These opportunities would be made available to local professionals
in all stages of their careers.
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The vision for the integrated model of the urgent care system is set out in the diagram below:

To be added after Governing Body meeting 26/3/14
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3.5.3

Efficient Elective Care Programme Board

Scope of the workstream:
The workstream has three main aims:




To develop a more networked approach to care and provide more integrated services to patients;
To ensure the long term sustainability of high quality services within Suffolk;
To enable Suffolk to respond to the 20% elective productivity challenge made by NHS England.

Terms of Reference:
The CCGs will lead a systematic review of current service use and provision across Suffolk, including primary care. This will:










Cover how we deliver routine planned care for patients for less complex treatments;
Agree the quality of care and the clinical outcomes we would like to see delivered across all care settings;
Assess the variation in referral patterns and service delivery, including resource utilisation, and establish the opportunities to reduce that
variation;
Identify appropriate opportunities for increased prevention, self care and community based elective activity;
Agree service areas with the greatest opportunities for service improvement and improved commissioning and provision efficiencies;
Establish closer clinical engagement, leading to joint clinical networks across both hospital sites and with primary and community care as
appropriate;
Ensure system resilience and sustainability e.g. in particular specialities and in areas of workforce scarcity;
Establish the opportunities for joint CCG procurement of services and a shift in payment basis from PbR to e.g. total packages of care,
local tariff price and year of care tariffs;
Develop proposals for the delivery of the identified opportunities.

Underpinning all of the above are the CCG clinical workstreams which drive the local system changes within the overall strategic framework. These
workstreams are led by GPs from the CCG Governing Body. Membership of the workstreams is from across the system as appropriate with support
from managers from the CCG. The GP leadership of the workstreams as well as key involvement in the System Leadership Board and Health and
Wellbeing Board ensures clinical quality is a priority and clinical views are foremost in the system leadership in Suffolk
In delivering the vision above, the CCG is committed to working with our acute hospitals and organisations providing healthcare in our area to ensure
that our patients receive the best possible care, have a positive experience of healthcare, and are treated safely. The CCG is actively embracing the
findings of the Francis, Berwick and Winterbourne View reports, and has set out its responses at Section 8.1.

33

3. Local Background & Context
3.6

Provider Landscape

The local infrastructure will ensure the continued delivery of high quality services and improved outcomes for patients, and ensure that the local
health system is sustainable in the light of the financial challenges it faces. The health system will continue to work closely in partnership and with
other stakeholders, to ensure that the significant changes to the way that services are delivered continue to provide value for money services that
meet the needs of the local population.
There will be changes in the ways that patients use and access urgent and emergency services, with the majority of patients being seen rapidly, and
supported, in a primary or community care setting.
Patients and the wider public will be well-informed about where and how to access their local health services and patients will be largely in control of
when and how services are provided to them, and offered a choice of their care provider for specific services through the Any Qualified Provider
programme.
Patients with a long term or chronic condition will be firmly in control of accessing a range of local health and social care services that meet their own
personal circumstances and needs.
To achieve this requires a combination of improved prevention and rehabilitation services, strong community and primary care services and the ability
for the whole system to work effectively together to meet the needs of patients.
The CCG is committed to ensuring a clinically and financially sustainable future for the local acute hospitals, and to ensuring that primary, community
and social care services ensure that patients are only treated in a hospital setting when this is the best place to deliver the assessment and treatment
the patient needs.
3.6.1

West Suffolk NHS Hospital Foundation Trust (WSFT)

West Suffolk NHS Hospital Foundation Trust is set in a 19-hectare parkland site on the edge of Bury St Edmunds. It has around 430 beds open at
any one time and serves a population of around 275,000 within area of approximately 600 square miles. In addition, the hospital treats patients living
outside this area who actively choose to be referred there.
Outpatient services in the community provided by West Suffolk NHS Hospital Foundation Trust give convenient local access to consultant-led clinics.
Services currently operate at:

Newmarket Community Hospital

Haverhill Health Centre
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Thetford Healthy Living Centre
Stowmarket Health Centre
Walnuttree and St Leonards Hospitals, Sudbury
Botesdale Health Clinic
Mildenhall Clinic

West Suffolk NHS Hospital Foundation Trust faces a number of challenges:





3.6.2

Aging population profile of west Suffolk;
DGH-only model appears non-viable;
Losses made in:
 Emergency Care (30% Tariff);
 Maternity; and
 Paediatrics.
Medically fit patients remaining in hospital, but further services needed to support timely discharge.

Harmoni/111

Harmoni HS currently provide the ‘111’ and out-of-Hours services. The CCG’s vision for these services is to align them into the emerging urgent care
integrated model. Both of these services play a major role within the urgent care transformation agenda and are pivotal to successfully integrating
urgent care pathways that provide high quality safe and effective triage, assessment, treatment and onward referral as appropriate. Both services are
complex and require sophisticated commissioning and performance management, not only due to the diverse range of patients with complex
conditions accessing the service, but also the future modelling in order to realise the full system wide benefits of reducing demand for non-elective
admissions and A & E attendances, including the delivery of the system wide efficiency targets.
The CCG has reviewed the national quality requirements for out of hours in relation to the introduction of NHS ‘111’, and have introduced new or
additional KPIs to support delivery. The CCG will continue to review the qualitative requirements for both services as our local specification and
national specification is reviewed and developed. This includes the ability to reflect quality of care along the entirety of the pathway between the
assessment and face to face care of the patient and onward referral.
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Out of hours and ‘111’ remain high profile services that require a high standard of clinical provision, assessment and ongoing referral in order to meet
the presenting needs of patients, whilst remaining cost effective for commissioners. Integrating into our new model of care will allow local pathways
of care to be developed that both enhance patient experience and achieve better outcomes for patients. ‘111’ provides an exciting opportunity for both
commissioners and providers to further align urgent care with the wider transformation agendas.
Throughout these challenging but exciting times of change, positive patient experience and engagement is a key prerequisite for services the CCG
commissions, both in terms of design and throughout the ongoing delivery of new services. For all current and future service designs, patient
engagement and experience must be seen as integral to the successful implementation and ongoing delivery of care.
3.6.3

Suffolk Community Healthcare (Serco) and Norfolk & Suffolk Foundation Trust (NSFT)

Suffolk Community Healthcare is a partnership between Serco, South Essex Partnership University NHS Foundation Trust (SEPT) and Community
Dental Services CIC (CDS). Within West Suffolk, community health teams offer nursing and therapy care, working with specialist nurses and its
community intervention service for urgent cases. They also run a minor injuries unit, a community hospital in Newmarket and operate a wheelchair
and community equipment service to help people maintain their independence for longer. The aim is to provide high quality, personalised care which
meets the individual needs of each of our patients, is easy to access and is delivered closer to people’s homes.
Norfolk and Suffolk NHS Foundation Trust provides mental health, substance misuse and learning disability services across Suffolk. The Trust
believes in recovery and wellbeing. It provides primary mental health services - improving access to psychological therapy and wellbeing, Child and
Adolescent Mental Health Service (CAHMS), community and inpatient mental health and learning disability services. The trust also provides a
forensic psychiatric service for those referred from the judicial system to all of Suffolk. Therapy is delivered to support recovery and dedicated
specialist teams work closely with patients, carers, families and other organisations to put together a plan of care which suits each individual person.
Advice and structured intervention is also offered for people experiencing difficulties with alcohol use.
3.6.4

East of England Ambulance Service Trust (EEAST)

As the lead CCG for commissioning the East of England Ambulance service, the CCG recognises the need for the service to undertake a significant
transformation programme in order to improve clinical quality safety and outcomes for patients. As a key priority, designing and implementing a new
model of urgent and emergency care is fundamental to managing demand, reducing avoidable admissions and ensuring the patient receives the right
care, at the right time and in the right place.
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The role of the ‘999’ service is integral to the successful model of urgent care, and will be a key driver in reducing demand., The Keogh review
specifically refers to ‘999’ services and the need to have the appropriate workforce. It states” by extending paramedic training and skills, and
supporting them with GPs and specialists, we will develop our ‘999’ ambulances into mobile urgent treatment services capable of dealing with more
people at scene, and avoiding unnecessary journeys to hospital.”
However in order to deliver this, EEAST has to undertake a significant transformation programme. The service is not meeting current performance
targets, most noticeably delays in response and inadequate suitably qualified workforce, and unable to deliver effective services or the benefits
outlined in the Keogh review. In addition there is a need to ensure that both the ‘999’ ambulance fleet and equipment are fit for purpose, both from a
clinical quality and safety aspect, but also that equipment meets the needs of the system wide transformation agenda aligning with the CCG’s vision
for an integrated urgent model of care.
The CCG therefore recognises the need to work with EEAST and other commissioners in acknowledging the transformation required at a large scale
across the organisation, this includes recognising investment is required from the CCG’s transformation fund. This will be reliant on EEAST producing
a credible plan and trajectory to recover performance and, most importantly, providing a safe and sustainable ‘999’ service going forward. The CCG’s
main priority remains reducing current delays, including significantly reducing ‘tail ‘ times for response and transportable provision in order to get the
right and most appropriate level of care and treatment for the patient.
Following a system wide ‘risk summit’ in January 2014, EEAST and commissioners have a number of actions to develop and implement. These
include reviewing the governance arrangements of the consortia, including keeping one consortia. This has now been completed. There were a
number of specific issues in relation to EEAST most notably addressing the key safety issues. As commissioners, the CCG has therefore agreed
‘over and above’ nationally mandated targets and local tail targets. EEAST also has to deliver a full recovery plan with clear trajectories and
milestones by the 31st March 2014. In addition, the CCG are proposing a number of local quality requirements that are still under contract
negotiation.
3.6.5

Summary

The local provider landscape is going through a period of significant change as part of the wider health and care review. The CCG will continue to
actively develop the provider landscape, and to work with the Trust, to support improved health outcomes and reduced health inequality, ensuring
clinical sustainability in West Suffolk.
Within the local healthcare system, the transformation of an integrated model of care continues, and aligns with the overarching strategy of providing
care in the right place, at the right time and by the most appropriate person. All providers are integral to this strategic direction and successful
implementation of the system-wide transformation programme.
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The 24/7 model of care offers consistent and rigorous assessment of the urgency of the individual’s care need and an appropriate response to that
need. The CCG works closely with providers to implement integrated pathways of care, including managed, urgent, crisis and rehabilitation services
that offers a range of responses that health and social care services will provide to people who require advice, care, treatment and diagnosis.
The focus of our model is to empower individuals to self-care and manage long terms conditions, promote wellbeing this includes proactive case
management as required, this is a prerequisite to providing high quality care that prevents inappropriate or avoidable admissions into secondary care.
The integrated pathways of care will provide multi-professional, multi-disciplinary and multi-agency professionals working together linked through
integrated and shared information systems ensuring a smooth transition for the service user. This will lead to an enhanced level of clinical outcomes
for individuals through the implementation of seamless, risk managed pathways of care, reduced duplication of assessment, diagnostics and the
sharing of information, facilitating the delivery of efficient and effective services.
The model will be:







Designed from the patient’s perspective;
Ensure patients receive a consistent response, wherever, whenever and however they present;
Patient needs should be met by the professional best able to deliver the service;
Information obtained at each stage of the patient’s journey should be shared with other professionals who become involved in their
care;
Assessment or treatment should not be delayed through the absence of diagnostic or specialist advice; and
Emergency care should be delivered to clear and measurable standards.

The integrated model will enable patients to proactively access services, be more in control and therefore less likely to need acute care settings. This
will reduce A&E attendances, unscheduled hospital admissions, outpatients visits and length of stay through the delivery of convenient and
responsive access to care closer to the point of need.
Enhanced patient and carer experience, satisfaction and quality of life both through being healthier and spending less time in hospital is a key
fundamental .This will be delivered through preventative and proactive approaches focused on providing individuals with the knowledge and skills to
facilitate self-care, well-being and promote independence. Patients at risk are identified and proactively case managed with appropriate interventions
to maintain their care within a community-based setting.
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4.1

Commissioning and Planning Cycle

At specific times in the year, the CCG will review its medium to long-term
strategic plans and set out its annual commissioning and operational plans. The
CCG adopts the planning model cycle set out opposite.
Build into this process is an annual programme of patient and public engagement
that will give all of our networks the opportunity to understand and contribute to
planning decisions.
We will set up two designated periods each year to run organised engagement in
planning with the involvement of Suffolk Healthwatch. The two periods that best
fit with our annual planning cycle are:
May – July

Publication of refreshed strategic plans and annual commissioning
plan. Engagement in specific projects and implementation plans.
Early engagement to inform plans for the subsequent year, Joint
Strategic Needs Assessment and Health and Wellbeing Strategy.

Sept – Jan

Report back on previous year’s outcomes. Engagement in
proposals for the next annual commissioning plan and review of
longer term strategy.

Following the success of the last ‘Patient Revolution’ event in July 2013, we will be holding another event on 11 June 2014. This ensures stakeholder
input into our commissioning cycle and that the CCG has opportunity to feedback on how previous input was used.
4.1.1 Specific service redesign projects
Throughout the year, the CCG will commission programmes, projects, pilot schemes and procurement to develop and implement service
improvements. These projects will benefit from the involvement of service users and others. Our chief mechanisms for involving people will be:
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Our Community Engagement Group, which is a panel of patients who meet six-weekly to provide feedback on our work and
policies; to oversee the delivery of the CCG’s community engagement and the Equality and Diversity agenda; to work with
member practices to ensure that information regarding choice is co-ordinated. This group will report to the CCG Executive
Committee and will also link with partner organisation engagement groups. It will communicate updates to our public membership;



Our Health Forum, which will provide public members with regular updates on service redesign projects;



Our three CCG locality groups across West Suffolk will be developed as the local focus for CCG services and plans derived
from a local level with local patient participation groups, district and town councils and parish councils and other local bodies;



Our CCG ‘Patient Revolution’ events. Over 200 people attended the last event in July 2013 and contributed significantly to
establish an agenda of 40 issues which have focused on 6 key themes that are now built into the CCG ambitions;



Our road shows. The CCG has undertaken a series of road shows to take their services to local communities on a rolling
programme with staff keen to discuss local services with the public. Stakeholders have advised that this can be most accessible by
going to the people in a public location. To date the CCG has had 6 market stall events in Bury St Edmunds, Brandon, Newmarket,
Haverhill, Mildenhall and Sudbury and more are programmed for September 2014.



Our new website launched in August 2013. It has a dedicated section on public information and also a section for Health Forum
and Community Engagement Group members; http://www.westsuffolkccg.nhs.uk/



Our practice visits. The CCG visits each practice on a monthly basis to keep in touch with local issues and provide a two way
channel of communication between patients, GPs and the Governing Body.

4.1.2 Continuous improvement in service quality and the patient experience
The CCG will maintain open channels for service user and carer feedback on service quality and the patient experience. These include a range of
routes, such as:




Service user and carer surveys and feedback questionnaires;
Informal and ad hoc reports from practices and local patient groups;
Reports from complaints, patient advisory and liaison services and information requests
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This type of feedback will link to the CCGs Clinical Quality monitoring function. Where possible, the CCG would aim to address issues and resolve
problems as quickly as possible as part of our day to day work, as well as considering an analysis of feedback in regular performance and quality
reports.

4.2

Commissioning Intentions 2014/15-15/16

4.2.1 Introduction
The following section sets out the CCG’s commissioning intentions for 2014/15 and beyond. The detailed projects which support these intentions and
which will continue to provide high quality, sustainable and efficient services to the local population are set out in Section 6. Whilst the Commissioning
Intentions are focussed on the radical pathway redesign in 2014/15, these have been developed with due consideration of the substantial efficiencies
that will also need to be realised in 2015/16.
The issue of the ‘Commissioning Intentions’ letter signals the start of the contract round for the following year. It is issued to providers from
commissioners six months in advance of the new contract year. Its primary purpose is to:




set out the clinical vision of the CCG for 2014/15 and beyond;
describe the key service changes or reviews anticipated to give providers informal notice of likely service change;
describe to providers and potential providers opportunities which may arise in 2014/15 and beyond.

In order to create a comprehensive letter, all levels of the CCG have been engaged in the process - from member practices to the Governing Body,
thereby ensuring that all areas of clinical service commissioning are covered. The final ‘Commissioning Intentions’ letter is triangulated with the
CCG’s ‘ambition’, the Joint Strategic Needs Assessment (JSNA) and views drawn from CCG patient and public engagement.
4.2.2

Strategic Initiatives

The CCG aims to deliver the highest quality health service in the west of Suffolk through integrated working with patients and stakeholders. We have
worked hard to engage with our local patients and stakeholders and this feedback has fully influenced our work plan. In addition we have worked
closely in developing these commissioning intentions in conjunction with our key statutory partners such as Suffolk County Council. We also work as
part of a broader system, county wide, regionally and nationally and our priorities also therefore reflect this. These commissioning intentions will
reflect existing and emerging national and regional guidance and policy.
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The CCG has developed six clinical priorities as set out below which will help deliver its ambition:






i.

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.

Patient Safety and Quality

The CCG fully embraces the recommendations of the ‘Francis Report’ from its development of a direct email address to enable communication from
GPs on commissioned services to the development work undertaken on the structure of visits by the Clinical Commissioning Group to services, in
reviewing quality and patient safety.
The CCG intends to implement the recommendations of the over-arching report by the National Advisory Group on the Safety of Patients in England,
‘A Promise to Learn – a Commitment to Act, Improving the Safety of Patients in England’. This approach supports that patients and their carers
should be present, powerful and involved at all levels of healthcare organisations from wards to the boards of trusts.
ii.

Promoting Healthy Outcomes

In partnership with Public Health and Suffolk County Council (SCC) an embedded prevention programme aims to improve the health and wellbeing of
the population of west Suffolk and to reduce health inequalities. Through agreeing performance indicators or incentive schemes the programme will:




Improve access to Alcohol and Substance Misuse treatment services;
Improve access to psychological therapy for those within alcohol and substance misuse treatment services increasing their
changes of achieving recovery and improving their quality of life;
Ensure all patients flow through the weight management pathway appropriately and only have bariatric surgery when everything
else has failed.
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More specifically the programme has the following intentions:






iii.

Previous needs assessment (ARCS, 2008) and current alcohol health needs assessment (2013) identify A&E as an under-utilised
source of referrals to drug and alcohol treatment services (including frequent attenders). The introduction of routine alcohol and
substance misuse screening, signposting and referral to appropriate services could move individuals with alcohol and substance
misuse needs into planned treatment, rather than reactive acute care;
Improve lower level mental health support to substance and/or alcohol misusers via the Wellbeing service. To aid individuals
chances of recovery;
Reduced ‘did not attend’ rates for individuals referred from the Marginalised Vulnerable Adults Service to CRI (Substance Misuse
Treatment Service) or the Suffolk Alcohol Treatment Service (Norfolk and Suffolk Foundation Trust) could decrease demand on
A&E services;
A review of the obesity pathway and weight management treatment services could improve the quality of interventions for those
requiring bariatric care and reduce costs. In particular there is a need to establish Tier 3 support in county rather than use
Addenbrookes and ensure that all patients should first be offered Tier 2 support before escalation.

Integrated Care

The Integrated Care workstream aims to improve patients’ experience of urgent care, reduce the number of emergency admissions, length of stay in
hospital and the number of people who are placed into long term care by:



Bringing all elements of the health and care system together to manage more people away from crises, urgent care support and
into planned care interventions including self-management;
Ensuring that the provision of emergency and urgent care has fully integrated 24/7 services and a simple way for patients to access
them.

The workstream will focus on three particular areas of development over the next two years which include:




Improving the delivery of emergency and urgent care through whole system redesign;
Further development of primary and secondary prevention of ill health through interventions such as assistive technology and
community development programmes that can safely support people at home;
Enhancing the current provider landscape through joint working with Suffolk County Council commissioning colleagues to formally
recognise the role of family carers, voluntary and independent organisations as partners of care.
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As the first key priority initiative, the CCG will work with the urgent care system and, in partnership with Suffolk County Council, develop a new model
of Emergency and Urgent Care provision in the west of Suffolk informed by the key principles arising out of the National Review 2013/14. This will
include the review of service specifications for primary care out of hours services, urgent access number ‘111’ and Community Services (in line with
contract end dates).The new model will aim to go live in 2015 and will give consideration to:






Integrated “whole system” care coordination 24/7;
Single point of access;
Access to range of responses including specialist urgent care support outside an acute hospital 24/7;
Shared information across care pathway;
The use of assistive technology.

As the second key priority initiative, the CCG will work with Ipswich and East CCG to implement the stroke specification for hyper acute stroke care
locally. The CCG will procure the early supported discharge element of the stroke pathway in 2014.
As the third key priority initiative, the CCG will build on the work programme of 2013/14 around supporting frail people at home with a focus on the
development of community networks which will include:





Further development of the virtual wards with access to Comprehensive geriatric assessment;
Market development that includes a broader range of services to support primary and secondary prevention of ill health that could
be delivered in partnership with local communities;
Implementation of the self-management strategy;
Implementation of the family carer’s strategy.

The fourth key priority initiative is for the CCG to improve patient experience and health outcomes by:



Reducing the length of stay of frail elderly within an acute and community hospital;
Providing alternatives to long term home care placements by:
 Further development of the pull based discharge pathway across the system;
 Exploring the joint commissioning of episodes/packages of care as a forerunner to Payment by Results (PbR) in Community
contracting;
 Develop alternatives with the third sector (voluntary and charitable) for longer term rehabilitation/reablement.
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iv.

End of Life (EoL)

This workstream aims to:






Support more people dying in their preferred place;
Ensure end of life care is open and accessible to all within the West Suffolk CCG Locality;
Ensure the patient experiences the best possible death in the preferred place or usual place of residence;
Support the development of a well-educated workforce through an agreed End of Life care education and training programme in
order to deliver services closer to home;
Ensure provision of an integrated, 24/7 crisis response service.

The following work programmes from 2013/2014 need to be further developed in order to fully embed into everyday clinical practice:



v.

End of life education across acute/hospice/community care – 95% coverage of training within care homes and primary care by
March 2015;
Electronic Palliative Care Co-ordination System;
User involvement.

Planned Care

The overarching aims of this workstream are:




That services are local, where possible, and clinically appropriate with integration between healthcare providers and timely
communication;
For shared decision making to be throughout the pathways and patients with long term conditions to feel supported;
That all patients receive the right care in the right place at the right time.

There are a number of areas which the CCG wish to focus on next year which are outlined below.
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West Suffolk Pain Model


Fully implement and monitor the impact of the newly developed Pain Pathway (Tier(s)1-3).

Ophthalmology Service


Sustain and develop further services for the commissioned model for referral refinement and extended service providers. Develop
a community service for the stable Glaucoma and wet Age-related Macular Degeneration (AMD). Review further opportunities to
develop services in the community.

Clinical Management Service (CMS)






CMS is currently operating at West Suffolk NHS Foundation Trust NHS Foundation Trust in a number of specialities to provide GPs
with electronic advice and guidance on managing patients where clinically appropriate, thereby reducing the need for some
patients to visit hospital.
The CCG plans to extend CMS across all specialties (where appropriate) at West Suffolk NHS Foundation Trust.
Develop further providers to offer CMS to GPs.
Embed CMS to be the first choice for GPs on routine referrals.
Link CMS with other advice and guidance options with other providers such as Cambridge University Hospitals Trust (CUHT).

Trauma & Orthopaedics (T&O)




Develop community carpal tunnel opportunities with further providers.
Review opportunities to deliver joint injections in the community.
Review the virtual fracture clinic pilot with consideration to mainstream and extend to other T&O areas.

Diabetes Services




Review and refresh the diabetic strategy for services in the west of Suffolk for patients with diabetes.
Work with providers to commission diabetic services in the community as demonstrated from the outcomes of the pilot and review
undertaken in 2013/14.
Develop an urgent integrated diabetic foot service.
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Cardiology



Review community services for cardiology, especially for heart failure patients.
Following the review develop community options for an integrated cardiology service.




Review rehabilitation services in the community to ensure patients are offered an effective, timely and accessible multidisciplinary
pulmonary rehabilitation programme.
Develop services to ensure people with Chronic Obstructive Pulmonary Disease (COPD) are supported to manage their condition.



Develop access to teledermatology services and explore the development of community clinics.

Respiratory

Dermatology

Female Continence Service


Develop and implement a community based female continence service.

“One Stop Shops”/ Multidisciplinary Clinics


Work with providers to develop clinically appropriate ‘one stop shop’ approaches to treat patients in order to reduce unnecessary
clinic appointments and diagnostic procedures.

Development of telemedicine and non-face to face approaches to managing patients (e.g. telephone advice)


Work with providers to explore opportunities to embrace technology and build on CQUIN digital by default approaches to ensure
better use of skill mix and local pricing to deliver outpatient alternatives.
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GP Practice Referral Support


vi.

Develop a support package for GPs on the pathways and appropriate services to secondary care.
To support GPs in reviewing their referrals in relation to their peers and any subsequent outcomes e.g. education events.

Planned Care (High Cost Drugs)

The overarching aims of this workstream are:




Ensure that there is a consistent, evidenced-based, cost-effective commissioning programme for the implementation of all tariff
excluded high cost drugs;
Work collaboratively with acute trusts to create savings for the local health economy as a whole;
Support the local trusts in repatriating activity.

Ensure that only drugs are funded for which consistent evidence exists:




Work directly with providers to ensure a series of robust terms relating to high cost drugs are incorporated into the contracts;
Ensure that NICE Technological Appraisals (TAs) are implemented within 90 days;
Provide horizon scanning to forecast the likely impact of new NICE TAs before their implementation.

Ensure value for money:



Maintain systems for the facilitation of appropriate payment and checking of all high cost drugs invoicing;
Work with providers to ensure that patient confidential data issues have minimum impact on our ability to ensure public money is
only spent on the most cost-effective treatments.

Improve patient experience and quality:




Work with providers to review the use of high cost drugs with a view to repatriating care where possible;
Work with the local providers to increase the basket of drugs available via homecare;
Take a holistic view to patient care and the heath economy as a whole to look at moving Acute delivered High Cost Drugs into
homecare.
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vii.

Medicines Management

The overarching aims of this workstream are:





To encourage safe, appropriate, evidence based and cost effective prescribing;
To promote adherence to the same prescribing recommendations across primary and secondary care;
To promote adherence to the Traffic Light System, as developed by the Suffolk CCGs’ Drug and Therapeutics Committee and
Clinical Priorities Group;
To align actual prescribing spends with practice prescribing budgets.

Prescribing Recommendations
Implementation of the following:





Metrics developed by the WSCCG Medicines Management Team;
Metrics developed by NHS PrescQIPP, including DROP List (drugs of low priority);
WSCCG ScriptSwitch recommendations;
Dietetic reviews.

Traffic Light System
 Adherence to the classifications posted on the WSCCG Traffic Light System;
 Development, ratification and use of Shared Care Agreements for all drugs that have been classified as amber, i.e. drugs that are
recommended for initiation by a secondary care specialist then transferred to GP prescribing under the terms of a Shared Care
Agreement;
 Development, ratification and use of checklists, where appropriate, to demonstrate compliance with NICE TAs before the
prescribing of green drugs (hospital initiated, GP prescribed) is transferred from secondary care specialists to GPs.
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Medicines Optimisation
 Implementation of medication reviews in accordance with guidelines detailed in the NHS PrescQIPP document: Optimising Safe
and Appropriate Medicines Use;
 Collaboration with WSCCG sessional pharmacists to optimise drug treatments for patients who are on complex regimes, e.g. those
who are prescribed more than ten items. This should include patients in care homes.

viii.

Mental Health

The overarching aims of this workstream are:




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

Norfolk and Suffolk Foundation Trust (N&SFT) Service Delivery
The CCG will work with Ipswich and East Suffolk CCG in order to recognise our common local mental health provider, whilst reflecting any local
differences in service priorities to further embed the new service model with an emphasis on:
 Embedding Mental Health PbR to ensure consistency in care packages so that they meet local needs whilst eliminating financial
risk to commissioners and providers.
 Reviewing the effectiveness of new service pathways and 2013/14 CQUINS to make sure there is a robust crisis response and
they meet the needs of people with personality disorders and dual diagnosis.
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N&SFT and West Suffolk NHS Foundation Trust Psychiatric Liaison Service


Work in partnership with N&SFT and West Suffolk NHS Foundation Trust to extend the 2013/14 Psychiatric Liaison Service CQUIN
scheme into 2014/15, to include an evaluation of future commissioning arrangements identifying potential areas to further extend
the service, possibly children and young people aged under 18, outpatients and long term conditions and medically unexplained
symptoms.

Child and Adolescent Mental Health Services (CAMHS) (see also CYP programme)


Embed and reinforce the new commissioning model and specification for the emotional wellbeing of children and their families
through a joint commissioning approach between health and social care for; a comprehensive service across tiers 1 – 4 drawing
together the wider network including education, social care and third sector; ensure a broader focus on early intervention and
prevention, particularly developing conduct disorders and enhancing Tier 2 Primary Mental Health Workers (PMHW’s). The joint
approach will address issues of safe transition from CYP to Adult services, as part of the new Norfolk and Suffolk Foundation Trust
operating model, providing a 0-25 years age inclusive approach.



WSCCG has set a target that by the end of 2015, 66% of those people with dementia will have received a diagnosis evidenced by
the numbers on primary care QoF registers.
To deliver this target, the CCG will commission additional diagnostic capacity and ensure sufficient post-diagnosis support through
joint commissioning (with SCC) of community based services from statutory and third sector providers.
Integrate the Dementia Intensive Support (DIST) service (funded via re-enablement monies) into the N&SFT Complexity in Later
Life pathway. This service must then in turn fully integrate with the Suffolk Community Healthcare Community Intervention Service
in order to reduce the number of unplanned admissions into acute hospital.
Agree with all providers a methodology for systematically tracking dementia patients across services.

Dementia





Joint working with Partners such as Suffolk County Council (SCC)



Mental Health Pooled Fund: Review the current joint commissioning arrangements with SCC and reach agreement on future plans
to commission rehabilitation services that effectively move patients on from inpatient services and repatriate back to the local area.
CCG will work with SCC to review post-diagnosis dementia support through joint commissioning of community based services from
statutory and third sector providers (see dementia section).
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ix.

CCG will work in partnership with SCC to modernise and re-commission our
promote progression and independence.

Learning Disabilities services across all ages to

Children and Young People and Maternity

The overarching aims of this workstream:







Promotion of early intervention and prevention approaches.
Improved multi-agency/professional working based around the child and family.
A better experience for patients/service users, their families and carers.
Strong effective partnership working.
Improve outcomes for vulnerable groups such as Looked After Children (LAC).
Focus on self- care / building resilience.

Management of Long Term Conditions





Diabetes: Embedding the ‘Year of Care’ PbR tariff for <19s considering the level of avoidable emergency activity for diabetic
patients.
Asthma: Roll out the regional pathway for management of asthma.
Epilepsy & Asthma Community Nurses: Implement and review a pilot for a community based nursing model.
Looking at other areas to develop community nurse led care e.g. Dermatology.

Development of the Paediatric Urgent Care Pathway






Review and mainstream the Paediatrician led GP Telephone Advice Line pilot at West Suffolk NHS Foundation Trust (13/14
CQUIN).
Development of a short stay tariff at WSH/ Urgent Paediatric OP clinics.
Production of education and guidance materials with WSH for Primary Care/ Patients (e.g. Eczema / Feverish Child).
Consultant Management Service (CMS): Written Consultant advice to GP’s for paediatric conditions.
Respond to the findings of the Suffolk Maternity Needs Assessment due to report in January 2014, focusing particularly on
women’s mental health.
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Joint working with Partners such as Suffolk County Council







Implementation of the recommendations of the Suffolk Children and Adolescent Mental Health Services (CAMHS) Strategy.
Respond and implement the statutory requirements of the Children & Families Bill 2014.
Respond and deliver the actions, with partners, as set out in the Looked After Children review completed in 2013.
Review/refresh the current Learning Disability Service so that it meets the needs of our population.
Continue to support the Suffolk Family Focus programme.
Jointly work together to review and develop Children’s Speech & Language Services (SALT).

Children’s Emotional Health & Wellbeing




Implement and review an under 18 years Eating Disorders Service in West Suffolk with Norfolk & Suffolk Foundation Trust.
Commission and implement an age inclusive diagnostic service for Autism (focusing on a current service gap 11-18 years).
Further develop our CAMHS service focusing on behaviour and conduct disorder (also see Joint working with SCC).

Longer Term Strategic Aspiration (beyond 2014/15)


x.

To move to a Single Referral Point of Access (SRPOA) for all Children’s Services Providers, be they health or local authority
provided, whereby referrals pass through one true conduit. The SRPOA may consist of a multi professional team to review and
signpost to the most appropriate intervention first time.

Cancer

The overarching aims of this workstream are:






For Cancer Care provision to be open and accessible to all within the West Suffolk Locality;
To support cancer survivors and improving cancer survivorship;
To improve early diagnosis and embed cancer as a long term condition;
To provide up to date, quality and personalised cancer information – linking with the Shared Decision Making process (SDM).
Provision of cancer care closer to home
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Building on 2013/14 Commissioning Intentions
The following work programmes from 2013/2014 need to be further developed in order to fully embed into everyday clinical practice:







Acute Oncology Service – to support the delivery of 10% reduction in emergency cancer admissions through implementation of the
AOS operational framework;
Endoscopy – extending access to endoscopy to support the national screening programme;
Early Access to Diagnostics;
GP Education;
The HOPE programme – 95% of patients at the end of their treatment are offered a place on the HOPE programme;
User involvement.

Further Areas for Development 2014/2015-2015/16







xi.

Expansion of the existing Acute Oncology Service (AOS) – 7/7;
Consideration of the introduction of Complementary Therapies for cancer patients;
Supporting the whole national survivorship agenda:
o End of treatment summaries and care plans;
o Information;
o Access to education and Psychological support – HOPE;
o Holistic Needs Assessment;
Support for Carers;
Improvement in early diagnosis;
Evaluation of Community Cancer Nurse Pilot.

Primary Care

The CCG’s GP practices will be commissioned to provide funded, targeted interventions in two ways. The Quality Point element of the Quality
Outcome Framework requires the participating GPs to review six pathways, three in planned and three in unplanned care. Once their comments
have been considered, and a final pathway decided upon, the CCG GPs that are participating will need to follow the pathway for all eligible patients
until 31 March 2014.
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The pathways chosen in 2013/14 focus on:
Planned




Shoulder Pain: patients accessing physiotherapy before a secondary care referral.
Lipid modification therapy.
Irritable Bowel Syndrome (IBS) patient pathway.





Antipsychotic Prescribing in Primary Care.
Identification of a dementia co-ordinator for each GP Practice.
Focus on preventing unnecessary admissions to hospital.

Unplanned

The new pathways for 2014/15 will be suggested by GP Practice locality meetings based on the 2012/13 data supplied to them as part of the Quality
Point process. These pathways will then be further developed during the remainder of 2013/14.
The second set of targeted incentives are in place until 31 March 2014 and were previously called Local Enhanced Schemes (LES). These incentive
schemes are currently under review and subject to the outcome will either be terminated or developed further in 2014/15.
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4.2.3

Market Reviews

West Suffolk will be undertaking the following procurements in 2014/15:
Service
Ophthalmology triage

Likely tender start
Underway

Service implementation date
April 2014

High cost drugs: management support

Winter 2013/2014

April 2014

Out of hours, 111 and potentially urgent care
integration areas

April 2014

April 2015

Musculoskeletal physiotherapy

Spring 2014

Early 2015

Stroke early supported discharge

Early 2014

Late 2014

Community services

October 2014

October 2015

In addition there may be further market reviews in the following areas:






Pain services.
Learning disability services.
Dermatology services.
Community respiratory services.
Myalgic Encephalomyelitis and Chronic Fatigue Syndrome
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4.2.4

Activity levels

The CCG will:










Rationalise service tariffs where current mix of pricing mechanisms, i.e. block and cost & volume (includes diabetic nursing,
community dietetics);
Review day case procedures expected to be done as OP procedures and specify commissioning levels for these – not limited to,
but including, drug injections (subcutaneous, intramuscular, joints) to be outpatient procedures and not day case (only IV infusions
funded as day case, where necessary);
Require compliance with national guidance over recording of day cases versus outpatient procedures;
Require compliance with 2014/15 payment by results guidance and national data definitions;
Review the pricing of non-consultant led OP and diagnostic tests;
Develop pathways for outpatient services to achieve maximum efficiency and quality of care, e.g. one-stop clinics, multidisciplinary
clinic, parallel clinics and triage to most appropriate clinics;
Review maternity pathways to ensure compliance with PbR rules and no duplication of payments;
Identify potential services eligible for Best Practice tariffs and agree plans/timetable for introduction (must have adequate
supporting information).
Review of tariffs for emergency care which may require local tariffs to be developed and agreed.

In relation to pathology services:



4.2.5

Subject to Office of Fair Trading ruling WSCCG will commission most of its pathology services from Transforming Pathology
Partnerships a joint venture of local acute trusts;
Any residual pathology that needs to be commissioned from local providers will be commissioned at 2013/14 tariff plus or minus
standard NHS inflation net of efficiency;
WSCCG expects providers to continue to provide the same range of services as available in 2013/14.

Performance data/information

For all contracts, the CCG intends the following:
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Continued on-going compliance with the reporting requirements of UNIFY 2 and SUS, which includes compliance with the required
format, schedules for delivery of data and definitions as set out in the Information Centre Guidance and All Information Standards
Notices (ISNs), where applicable to the service being provided.
Where the provider is part of a multi provider pathway then the provider will be expected to proactively participate in the
development of integrated information flows that are consistent, complete and timely and compliant with all mandatory data items.
Any accountable provider who sub contracts out to other providers should provide evidence and assurance to the CCG that their
contracts and schedules with the sub contracted provider are consistent with their contract with the CCG, so that all providers can
be held accountable on the same basis.
Proactive participation in the provision of daily information to support the system wide urgent care dashboard.
Providers are required to submit any patient confidential data to the DSCRO (Data Service for Commissioners Regional Offices).

For any new Community Contract, the CCG intends the following:



4.2.6

Completion, as a minimum, of the community Information dataset and on-going development to ensure that the provider is able to
submit the Community Information dataset to SUS and as an interim measure will be able to submit it locally to the CCG through
the DSCRO.
Where statutory reporting is required to UNIFY2, Choose & Book, Omnibus, Open Exeter and other statutory reporting for a then
the Provider should ensure that they are N3 compliant.
Compliance with ISN 0149- where completion of NHS Numbers is a mandatory requirement.

Workforce

The CCG will work to ensure that providers have an appropriate, capable and sustainable workforce. The commissioning of local services will need a
workforce fit for purpose, as we change the shape of services and where necessary move them closer to patients’ homes. The local workforce will
need to be highly flexible to respond to changes in how we deliver healthcare. As services across health and social care become more aligned and
are delivered in more flexible ways in the community, providers and commissioners must work towards easing the transfer of staff between different
employers and ensure they can minimise cost and maximise efficiencies where the workforce overlaps. The CCG will commission services that are
appropriately skilled and competent in providing high quality and safe services for patients.
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5.1

Introduction

NHS England’s publication “Everyone Counts: Planning for Patients
2014/15 to 2018/19” sets out the scope of better outcomes for patients
and the public (as set out in the NHS Operating Framework - Section 2.4
refers).
This section sets out the current position in relation to the seven specific,
measurable ambitions, or critical indicators of success, against which
the CCG will aim to achieve significant improvement, and the actions the
CCG will be undertaking to improve outcomes for local people. In addition,
the CCG sets out its response to the three key measures where there is
an expectation of significant focus and rapid improvement – improving
health, reducing inequalities, and moving towards parity of esteem,
ensuring an equal focus of improving mental health and physical health.

5.2

Delivering the NHS Outcomes Framework

The CCG’s current position across the domains of the NHS Outcomes
Framework is summarised below.
The chart shows the distribution of CCGs on each indicator in terms of
ranks. West Suffolk CCG is shown as a red diamond. The yellow box
shows the interquartile range and median of CCGs in the same ONS
cluster. The dotted blue line is the England median. Each indicator has
been orientated so that better outcomes are towards the right (light blue).
The CCG performs better than the national average in all but four of the
measures across the scope of the Outcomes Framework. The CCG
continues to work with Public Health and providers to understand those
areas where the CCG is below the national average, and to identify
opportunities for performance improvement.
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5.2.1

Securing additional years of life for people with treatable mental and physical health conditions:
National comparison:

Reducing premature mortality is one of the overarching aims
of the NHS. The CCG will have the most significant impact in
reducing premature mortality by determining which
contributing factors are of greatest impact to the local
population. This analysis will continue to be undertaken jointly
with Public Health.
The CCG is committed to increasing additional years of life for
local people. This will be measured through a reduction in
potential years of life lost from causes considered amenable
to healthcare i.e. those causes from which premature death
should not occur in the presence of timely and effective
healthcare (generally relating to deaths in those aged under
75).

East Anglia comparison

The CCG (shown in orange) currently performs significantly
better than CCGs across England. However, comparative
performance against CCGs within East Anglia shows an
opportunity for improvement.
CCGs within East Anglia
Ipswich & East CCG
Cambridgeshire and Peterborough CCG
North Norfolk CCG
South Norfolk CCG
West Norfolk CCG
West Suffolk CCG
Norwich CCG
Great Yarmouth & Waveney CCG

Years lost per
100,000 population
(2012)
1,671
1,760
1,785
1,787
1,842
1,866
2,200
2,281
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5.2.2

Improving health-related quality of life for people with Long Term Conditions, including Mental Health;

Increasing the quality of life for those people with long-term
conditions is a priority within the Health and Wellbeing Board
strategy, and reflected in the CCG’s clinical priorities.
Performance is measured through the national GP Patient
Survey, based on the numbers of patients reporting they have
a long term condition, together with indicators around the
quality of life for such patients.

National comparison:

The CCG’s performance (shown in orange) is in top quintile
nationally and one of the best against CCGs within East
Anglia.
As part of the CCG’s strategy to integrate health and social
care, there will be a priority focus on supporting the health and
independence of individuals. This will focus on care for frail,
elderly, people with learning disabilities and those living with
single or multiple chronic long term conditions (including
mental health conditions) to ensure care and support is driven
towards improving the quality of life for such people.
CCGs within East Anglia
Norwich CCG
Great Yarmouth and Waveney CCG
West Norfolk CCG
North Norfolk CCG
Cambridgeshire and Peterborough CCG
Ipswich & East Suffolk CCG
West Suffolk CCG
South Norfolk CCG

East Anglia comparison

Average health
score out of 100
72.5
72.7
73.8
74.4
75.5
75.6
75.7
76.9

61

5. Improving Outcomes for local people
5.2.3

Reducing the amount of time people spend in hospital by having better more integrated care in community;

Reducing the amount of time people spend in hospital relies on good
management of long-term conditions across the health and care
system to support people in managing long term conditions and to
promote swift recovery and reablement after acute illness.

National comparison:

The CCG’s performance (shown in orange) for the number of avoidable
emergency admissions is around the national average, but is
comparatively higher than other CCGs within East Anglia for
emergency admissions for acute conditions that should not usually
require hospital admission (adults);
CCGs within East Anglia
North Norfolk CCG
South Norfolk CCG
Ipswich & East Suffolk CCG
Cambridgeshire and Peterborough CCG
Great Yarmouth and Waveney CCG
East Anglia Area Team average
Norwich CCG
NHS England average
West Suffolk CCG
West Norfolk CCG

Admissions per
100,000 population
2012/13
1,712
1,712
1,749
1,844
1,869
1,893
1,926
2,053
2,072
2,260

East Anglia comparison

Based on a composite measure of:

emergency admissions for acute conditions that should not usually require
hospital admission (adults);

unplanned hospitalisation for chronic ambulatory care sensitive conditions
(adults);

unplanned hospitalisation for asthma, diabetes and epilepsy in children;
 emergency admissions for children with lower respiratory tract infection.

62

5. Improving Outcomes for local people
5.2.4

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

This was measured through the GP Patient Survey (Q32), which was published in December 2013. Data has been collected on two specific questions.
Do you have confidence in managing your own health?
CCGs within East Anglia

NHS England average
Norwich CCG
East Anglia Area Team average
Ipswich & East Suffolk CCG
West Norfolk CCG
Cambridgeshire and Peterborough CCG
Great Yarmouth and Waveney CCG
West Suffolk CCG
South Norfolk CCG
North Norfolk CCG

In last 6 months, have you had enough support from local services
or organisations to help manage long-term health condition(s)?

% of Yes very
confident & Yes fairly
confident
92
93
94
94
94
94
94
94
95
95

CCGs within East Anglia
South Norfolk CCG
Norwich CCG
NHS England average
East Anglia Area Team average
Ipswich & East Suffolk CCG
West Norfolk CCG
North Norfolk CCG
Cambridgeshire and Peterborough CCG
West Suffolk CCG
Great Yarmouth and Waveney CCG
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% of Yes definitely &
Yes to some effect
62
64
64
65
65
65
66
66
66
67
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5.2.5

Increasing the number of people with physical and Mental Health conditions who have a positive experience of hospital care; and,
positive experience of care outside of hospital, in General Practice and in the community
Comparative performance for the number of patients reporting a ‘poor’
experience of care for General Practice and Out of Hours is:

The CCG’s performance for the number of patients reporting a ‘poor’
experience of hospital care is one of the lowest in England.

CCGs within East Anglia
West Suffolk CCG
Cambridgeshire and Peterborough CCG
South Norfolk CCG
East Anglia Area Team average
North Norfolk CCG
Norwich CCG
West Norfolk CCG
NHS England average
Great Yarmouth and Waveney CCG
Ipswich & East Suffolk CCG

Average number of
negative responses per
100 patients (2012)
121.2
127.6
137.4
139
139.7
139.7
141.0
142
147.4
158.2

CCGs within East Anglia
Great Yarmouth and Waveney CCG
West Norfolk CCG
North Norfolk CCG
Cambridgeshire and Peterborough CCG
West Suffolk CCG
Ipswich & East Suffolk CCG
East Anglia Area Team average
Norwich CCG
NHS England average
South Norfolk CCG
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Avge number of
negative responses per
100 patients (2012)
4.5
4.9
5.0
5.3
5.4
5.6
5.6
6.0
6.1
7.9
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5.2.6

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

Patient Safety Incidents
Research shows that organisations which regularly report more Patient Safety Incidents (PSI) usually have a stronger learning culture where patient
safety is a high priority. Patient safety incidents are any unintended or unexpected incidents that could have, or did, lead to harm for one or more
persons.
Comparative reporting per 100 admissions for small acute organisations.
West Suffolk hospital sits in the middle 50% of
reporters when compared to similar small acute
organisations, with 7.3 incidents reported per 100
admissions, in line with the median rate.
An analysis of the types of incidents reported
during the period October 2010 to March 2013 is
shown on the graph below.
This shows that West Suffolk hospital has
broadly the same reporting profile of similar small
acute organisations. However, reporting of
incidents relating to:




‘implementation of care and ongoing
monitoring/review;
‘treatment, procedure’; and
‘clinical assessment’

were higher than the cluster average. This could
reflect differences in reporting culture, the type of
services provided or patients cared for.
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Comparative reporting per 100 admissions for small acute organisations.

Incidents reported by degree of harm.

The graph above shows the profile of incidents reported by degree of harm. At West Suffolk hospital, 82.4% of incidents resulted in no harm to the
patients (against a national average of 68%), with less than 1% per cent resulting in severe harm or death.
The CCG routinely scrutinises information and metrics relating to patient safety, including the safety thermometer, never event and serious incident
data and the other quality metrics. This will aid the identification and consideration of emerging themes and trends in patient safety and harm. The
CCG will cooperate with, and participate in, the emerging patient safety collaborative being set up by NHS England whose aim is to provide a network
of patient safety learning and improvement to continually improve care at the front line and to reduce the likelihood of harm to patients.
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The increase in reporting of harm and in particular the reporting of medicines related incidents will be actively promoted by the CCG through
contractual and quality improvement discussions with providers and stakeholders. Monitoring of the levels of reporting through the NRLS system and
through Serious Incident reporting routes will support the NHS Outcomes framework aim of ‘higher reporting and the emergence of diminishing levels
of harm…through the application of best practice and innovative approaches to service delivery. e.g. pressure ulcer prevalence.
The acute contract with West Suffolk hospital will place a responsibility on the provider to report all patient safety incidents on a monthly basis. This
will be reviewed and monitored at monthly Quality Monitoring meetings, with contractual levers applied where appropriate.
Medication-related safety incidents
Medication incidents are PSIs which actually caused harm or had the potential to cause harm involving an error in the process of prescribing,
dispensing, preparing, administering, monitoring or providing mediciines advice.
For the period, October 2010 to March 2013, West Suffolk hospital reported
197 medication-related errors, slightly above the average for similar small
acute trusts (194).
National guidance requires commissioners to agree a specified increase in
the level of reporting with providers. By improving reporting in the short
term, providers and commissioners can build the foundations for driving
improvement in the safety of care received by patients.
The contracts with main local providers will set out the requirement for the
reporting of every medication errors each month via the Clinical Quality
Performance Report (CQPR). The CQPR report will include details of the
level of harm associated with all incidents of medication errors.
The CCG has agreed a 2% increase in reporting of medications across
providers in 2014/15, based on a review of the current National Reporting
and Learning System (NRLS) data and in discussion with the CCG
Medicines Management team.
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5. Improving Outcomes for local people
C.difficile and MRSA
NHS England has published Clostridium difficile infection objectives for acute trusts and CCGs for the financial year 2014/15. These objectives have
been calculated on the basis of requiring continuous improvement from all trusts and CCGs, but also reflect a need for organisations with higher rates
of infections to do more than those organisations with lower rates.
C.difficile objectives for each CCG in 2014/15:
CCGs within East Anglia
Cambridgeshire and Peterborough CCG
Norwich CCG
East Anglia Area Team average
West Norfolk CCG
Ipswich & East Suffolk CCG
South Norfolk CCG
North Norfolk CCG
Great Yarmouth and Waveney CCG
West Suffolk CCG

CDI case
objective for
14/15
162
43
42
99
59
43
55
58

CDI rate objective for
14/15 per 100,000
population
19.3
22.5
24.3
24.6
25.1
25.3
25.7
25.8
26.4

The CCG is currently undertaking an option appraisal on the best model for the CCG to progress the reduction of C. difficile and MRSA through the
infection control processes that are in place. The main points are:




A new process for following up specific cases in primary care is in the process of being developed for in 2014 and aims to increase the
local ownership by GPs;
There is a lead GP for Ipswich and East and West Suffolk CCG who will champion the Infection Prevention and Control agenda in GP
services;
The CCG will develop proactive and innovative changes aimed at joining up infection prevention expertise to support improvement in
patient outcomes for all Suffolk stakeholders in healthcare. The CCG will work with Suffolk County Council in the oversight of safe
healthcare services for the Suffolk population;
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The CCG will have a high level Care Home network which will include a link to residential care services. These groups will encompass
infection prevention within the broader remit of the CCGs quality and safety agenda for commissioned continuing care and OOHs
services. The lead for Infection Prevention & Control in Suffolk County Council will take responsibility for residential care infection
prevention issues in conjunction with Public Health England and supported by the CCG on relevant areas.

The CCG will continue to optimise the use of root cause analysis of all incidents relating to MRSA and C difficile to identify lessons learned and action
required to prevent recurrence. This includes the monitoring the C.difficile action plans from provider organisations through the quality and contractual
monitoring routes. The CCG also participates in quality surveillance groups to identify early warnings of service and quality failings in order to address
the risks to patient that could potentially arise.
The CCG are also exploring models of screening with other CCGs who have adopted specific approaches to the detection of C.difficile cases and this
has been discussed by the CCG’s Executive and will be considered further with providers in developing their current plans.
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5.2.7 Performance Improvement Trajectories
The CCG has set the following ambition for securing additional years of life for people with treatable mental and physical health. This trajectory would
move the CCG to the national top quintile in 2015/16.
E.A.1
Baseline
2014/15
2015/16
2016/17
2017/18
2018/19

PYLL (Rate per 100k population)
1866.0
1806.3
1777.4
1748.9
1721.0
1718.5

2000
1800
1600
1400
2009

2010

2011

2012

Baseline 2014/15 2015/16 2016/17 2017/18 2018/19

The CCG has set the following ambition for improving the health-related quality of life for people with long-term conditions, including mental health.
This trajectory would keep the CCG in the national top quintile for performance.
E.A.2
Baseline
2014/15
2015/16
2016/17
2017/18
2018/19

Average EQ-5D score for people
reporting having one or more long-term
condition
75.70
76.30
77.20
78.40
79.90
81.70

85
80

75
70
2011/12 2012/13 Baseline 2014/15 2015/16 2016/17 2017/18 2018/19

The CCG has set the following ambition for reducing the amount of time people spend in hospital by having more care in the community (reducing
avoidable emergency admissions). This supports the NHS England requirement to reduce overall emergency admissions by 15% over 5 years.
E.A.4
Baseline
2014/15
2015/16
2016/17
2017/18
2018/19

Emergency admissions (composite
indicator) per 100k population.
2072.8
2004.4
1948.7
1824.8
1751.6
1679.6
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The CCG has set the following trajectory for increasing the proportion of people having a positive experience of hospital care. The CCG is already
best in the East Anglia ‘footprint’ and this trajectory would aspire to be the best in England.
E.A.5

2012
Baseline
2014/15
2015/16
2016/17
2017/18
2018/19

The proportion of people reporting poor
patient experience of inpatient care (per
100 people)
121.2
121.2
120.3
118.7
116.3
113
108.6

125
120
115
110

105
100
2012

Baseline

2014/15

2015/16

2016/17

2017/18

2018/19

The CCG has set the following trajectory for people having positive experience of care outside the hospital in general practice and in the community.
This trajectory would move the CCG to be the best performer in the East Anglia ‘footprint’.
E.A.7

The proportion of people reporting poor
experience of General Practice and Outof-Hours Services (per 100 PATIENTS)

2012

5.40

Baseline

5.40

2014/15

5.35

2015/16

5.24

2016/17

5.06

2017/18

4.81

2018/19

4.50

5.6
5.4
5.2
5
4.8
4.6
4.4
4.2
4
2012
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2014/15

2015/16

2016/17

2017/18

2018/19

5. Improving Outcomes for local people
5.3

Improving the health of local people

In November 2013, NHS England published “A Call to Action: Commissioning for Prevention” which suggests prevention programmes can be
important enablers for reducing acute activity and capacity over the medium term, and sets out a five-step framework intended to support CCGs in
commissioning for effective prevention:
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The CCG will proactively work with Health and Wellbeing Board partners, utilising the principles outlined in the above framework, to deliver the
Health and Wellbeing Strategy (http://www.transformingsuffolk.co.uk/partnerships/suffolk-health-a-wellbeing-board), including those areas of the
strategy focusing on health improvement and prevention. The CCG will actively contribute to the work to:


Decrease the harm caused by alcohol to individuals and communities by:




ensuring that acute trusts assess alcohol intake and provide brief interventions to their patients where appropriate. We
will expect at least one member of staff per ward to be trained in assessment and brief intervention;
working jointly with NHS England to ensure that those GPs signed up to the alcohol DES offer appropriate brief
intervention and referral where the alcohol tool assesses the need;
working with Suffolk County Council to ensure comprehensive treatment services are available to the population where
those funded by the NHS are part of an integrated service including those funded by the Local Authority.

 Decrease the prevalence of smoking by:



ensuring acute trusts identify smoking status and refer smokers to stop smoking services;
working jointly with NHS England to encourage GPs to actively take up the Suffolk County Council contract for level 2
stop smoking services.

 Increase the prevalence of Breastfeeding by continuing to fund the:




CQUIN relating to the UNICEF Stage 2 Breast Feeding Initiative;
Infant feeding coordinator in West Suffolk NHS Foundation Trust;
Breastfeeding home visiting support (for one year as will also go into Health-visiting contract)
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5.4

Reducing health inequalities

Health inequality can be defined as differences in health status or in
the distribution of health determinants between different population
groups. For example, differences in mortality rates between people
from different socioeconomic groups. Some health inequalities are
attributable to biological variations or free choice and others are
attributable to the external environment and conditions mainly
outside the control of the individuals concerned.
The independent Acheson inquiry (1999) into inequalities in health
highlighted the main determinants and how to address them.
The CCG, working closely with Health and Wellbeing partners,
including Public Health, have built on these findings to support the
groups of people in west Suffolk that have worse outcomes and
experience of care (identified in Section 3 (pg 16-20). This focused
piece of work is aimed at closing the gap in inequalities by targeting
initiatives to groups with lower life expectancies.
With our partners, the CCG is working on the implementation of the three most cost effective high impact interventions recommended by the National
Audit Office report on health inequalities:



increase the prescribing of drugs to control blood pressure by 40 per cent;
increase the prescribing of drugs to reduce cholesterol by 40 per cent:
 Medicines management is promoting NICE guidance on the treatment of high blood pressure and cholesterol;
 The control of blood pressure and cholesterol levels are included in QOF;
 Complex medication reviews identify patients who are not treated optimally in their treatment of blood pressure and cholesterol;
 Anomalies in the treatment of blood pressure and raised cholesterol are flagged by medicines management technicians to GPs.



double the capacity of smoking cessation services:
 reduce Health inequalities through working with NHS England and Suffolk County council to address the major factors
contributing to increased risk of vascular disease by encouraging practices with low levels of level 2 smoking services to
increase their activity.
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The CCG is also committed to improving its approach to equality and diversity linked to health inequalities, and has set out four equality objectives:





5.5

Patients and carers experience joined-up healthcare, ensuring access to the right services at the right time;
The CCG will improve use of equality data and information about West Suffolk’s diverse population and communities to inform its work;
The CCG will improve the way that the Governing Body and Executive can learn from healthcare experiences of diverse and
marginalised individuals, groups and carers;
Senior leaders and other managers provide leadership, support and motivation for their staff to uphold the CCG’s value of equality of
opportunity to improve the health of those most in need.

Implementing EDS2

The Equality Delivery System (EDS) was originally rolled out to the NHS in July 2011 and has now been refreshed as EDS2. The main purpose of the
EDS is to help local NHS organisations, in discussion with local partners including local populations, review and improve their performance for people
with characteristics protected by the Equality Act 2010. By using the EDS, NHS organisations can also be helped to deliver on the Public Sector
Equality Duty (PSED).
The CCG has committed to using EDS2. It has used the EDS to refresh its equality objectives in September 2013 with the help of members of staff
and communities representing diverse groups. The CCG’s Equality and Diversity Strategy 2012–2015 details how we will work to ensure we meet
and exceed our requirements under the Equality Act 2010. This strategy will continue to be developed.
The CCG’s equality objectives are:





Patients and carers experience joined-up healthcare, ensuring access to the right services at the right time;
The CCG will improve use of equality data and information about west Suffolk’s diverse population and communities to inform its work;
The CCG will improve the way that the Governing Body and Executive can learn from healthcare experiences of diverse and
marginalised individuals, groups and carers;
Senior leaders and other managers provide leadership, support and motivation for their staff to uphold the CCG’s value of equality of
opportunity to improve the health of those most in need.
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The CCG engaged with individuals and organisations representing diverse groups during the EDS grading exercise and during the development of
our equality objectives and the associated action plan. Groups included: Healthwatch Suffolk’s black and minority ethnic (BME) and diversity
subgroup; the Suffolk lesbian, gay, bisexual and transgender (LGB&T) advisory group; the Suffolk Joint Diversity Working Group; the Gypsy and
Traveller Health Subgroup; and, the Suffolk Disability and Health Action Group. The CCG also involved its Community Engagement Group, which
includes members from a diverse age range. Dialogue with these groups is ongoing, with meetings every few months to ensure we continue to feed
their voices into the CCG’s work.
The CCG also engage with the wider diverse community by having a presence at events such as the Indian Mela, Suffolk Pride and student events at
West Suffolk College. Working with Suffolk’s Young People’s Health Ambassador, we plan to hold a series of youth engagement events during the
Easter holidays to raise awareness about the services on offer to young people in the area.
Working with our main healthcare providers on their EDS work, the CCG will be an important part of ensuring access for minority groups is improved.
This will include, for example; reviewing our process for equality analysis, to ensure any access issues are picked up at the earliest stage and,
ensuring our providers have suitable systems in place such as interpreting and translation services. One example of some recent work done to make
services more accessible to our migrant communities has included producing basic information about how to access local health services available in
ten different languages. This information has been distributed through local Eastern European and Portuguese shops and cafes, as well as to places
such as libraries and employment agencies across west Suffolk.
The CCG is currently implementing the action plan for its four equality objectives and will review progress against these in August/September 2014.
Since the introduction of the EDS2, the CCG has been working with local NHS partners to determine if future joint-working will be beneficial.
This year also sees the rollout of the Marginalised and Vulnerable Adults (MVA) Service into west Suffolk. This service helps facilitate access to
primary care for six identified communities:







Homeless people;
Refugees and asylum seekers;
Migrant workers;
Ex-offenders;
Gypsies and Travellers;
Other black and minority ethnic communities.

As well as helping these groups into the health system by registering with a GP, the service also provides some outreach healthcare to some of the
groups listed above. The MVA service makes use of a telephone interpreting service as well as face-to-face interpreters to ensure it is accessible for
people who do not speak English as a first language.
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5.6

Mental Health Parity of Esteem

5.6.1

Parity of Esteem

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




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

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


Understanding the needs and barriers for people with MH to access health care and developing our plans accordingly. These include:
 Learning from the Suffolk Mental Health Joint Strategic Needs Assessment
 Service user led workshops (March 2014) focussing on;
a. Prevention and living well
b. Crisis
c. Recovery
This work will lead to an active service user involvement in the centre of our future planning and help to reduce the stigma surrounding
mental health. The CCG is also working with the Suffolk Youth Ambassador commissioned by Health and Social Care to actively seeking
the views of children and young people for the Children and Young Peoples Emotional Wellbeing Group.



Ensuring equality of access to health and social care:
 Working together with Social Care and wider system providers through the shared agenda Mental Health and Learning Disability
Joint Commissioning Board and agreeing common principles of investment through the Better Care Fund;
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 Reviewing the current joint commissioning arrangements with SCC and reach agreement on future plans to jointly commission
rehabilitation services. This includes review of our mental health pooled fund between health and social care which commissions
community based support services for people with mental health needs including accommodation, advocacy, carer support,
 service user groups, information services and community resource services. The outcome will be clear joint commissioning
arrangements from 2015 onwards.


The CCG will improve mental health services for young people recognising that poor mental health starts in childhood including:
 Review and improve mental health care for perinatal services;
 Committing funding to commission increased primary mental health workers from April 2014 working with primary care, social
care and schools to support children, young people and families in a new resilience hub. This will be a jointly commissioned
service between health and social care;
 Committing funding to address the service gap for children and young people aged under 18 with eating disorders from April
2014.



The CCG’s main local health provider has undertaken a programme of radical service redesign in order to respond to the national requirements
to achieve financial savings and we will continue to monitor the impact closely through our contracting arrangements including access and
waiting time standards. This redesign has afforded the opportunity to modernise service delivery and the 2014 includes new service pathway
specifications which will eliminate barriers to transition between different service lines. Where the CCG has identified areas of need, it will
increase investment in 2014/15 including into memory assessment services, children and young people’s eating disorder services and children’s
primary mental health workers.



The CCG are working with social care to review the current services for people with dementia and their carers and to propose a plan for aligning
our commissioning to improve the pathway of dementia care particularly post diagnosis include future commissioning arrangements from 2015
onwards to eliminates gaps, fragmentation and short term funding. For 2014/15 we have re-commissioned community post diagnostic support
from third sector providers in order to avoid service gaps whilst this review is under way.



The CCG will review and evaluate the Psychiatric Liaison service in West Suffolk NHS Foundation Trust during 2014/15 to inform our future
commissioning plans from 2015/16 onwards. The 2014/15 CQUIN for psychiatric liaison includes extending the service to young people aged 13
– 18 and to address long term conditions.



In 2014/15, the CCG will develop our systems to be able to offer personal health budgets for people with mental health needs in line with national
policy.
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The CCG’s plans also include








Developing (during 2014/15) a comprehensive
post-diagnostic service model for people with
dementia and their carers for procurement in
2015/16. This work is being undertaken jointly with
Ipswich and East Suffolk CCG and Suffolk County
Council;
Re-modelling the Learning Disability services to
meet the new service specification we have
developed in partnership with Ipswich and East
Suffolk CCG. This is for a new community-wide
and modernised learning disability service to be
commissioned in partnership between the CCGs
and Suffolk County Council;
Working jointly with health and social Care
commissioners to set out formally the scope and
extent of joint commissioning arrangements and
the governance underpinning them. This will
include modelling of new community based
rehabilitation pathways and remodelling of our
mental health pooled fund;

Case Study:
Looking to Mental Health by Dr Ros Tandy, GP Lead for Mental Health at
West Suffolk CCG
People who are in great mental distress are common in A&E and in the hospital –
but often they wait for far longer for admission or treatment.
Norfolk and Suffolk Foundation Trust and West Suffolk NHS Foundation Trust
have developed a new service for people aged 18 and above to address this,
which was launched in December 2013.
The Psychiatric Liaison Service is a high profile mental health team at the
hospital front door. It provides a range of mental health specialities within one
multidisciplinary team of mental health liaison practitioners specialising in general
psychiatry, deliberate self-harm, substance misuse and old age psychiatry. It
means patients can be assessed, treated, signposted or referred appropriately.
Working closely with hospital clinicians and managers, the professionals ensure
that the mental and physical health needs of people are considered and treated
together.
The Service will work as an integral part of the pathway of care for people from
the community, into the hospital and back to support care in the community.

Working closely with Norfolk and Suffolk Foundation Trust during 2013/14 as it enters its second year of service redesign to implement
its new operating model and achieve 20% savings by 2017. The CCG will continue to work with the provider to address any
performance and contractual issues and to support them in their service redesign. Areas of particular focus will include:






In patient Services;
Crisis Care;
Personality Disorder;
Substance Misuse;
Rehabilitation Pathways;
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 Implementation of Mental Health Payment by Results (MHPbR).


5.6.2

Investing additional recurrent funding from 2013/14 in response to identified service gaps, specifically in:
 Adult and Youth Autism Services – no service for these areas. Investment £273k pa.
 Children and Young Peoples Eating Disorder Services. Investment £184k pa.
 Enhanced provision of Memory Assessment Services to ensure service resilience to meet the rising demographic. Investment
£169k pa.
 Improved Emotional Resilience for Children and Young People (see 2 below)

Access to Psychological Therapies

Evidence suggests that, where people with mental illnesses are able to access psychological therapies, this has a significant impact on their quality of
life. Improving access to treatment for those with mental health illnesses is also a vital part of improving parity of esteem between mental and physical
health.
The CCG is committed to improving access to therapies and improving access to treatment. Working with Norfolk & Suffolk Foundation Trust (NSFT),
an action plan has been developed (Appendix C), specifically focusing on these areas. The CCG has planned to increase the numbers of patients
accessing psychological therapies to 15% of the total number of people with depression or anxiety disorders, by March 2015, and to increase the
number of people who have completed treatment and are moving to recovery to 50%. The action plan will underpin delivery of this.
The CCG will improve the delivery of psychological therapies for people with primary mental health needs as set out below:
 The Wellbeing Service includes Improving Access to Psychological Therapies and the target for the service for 2014/15 will be to
achieve 15% access rates;
 The specification for the Wellbeing Service includes requirement to improve access for older people and their carers and the service will
review progress on this area in 2014 and make necessary adjustments;
 The service delivers therapeutic support for people with long term health conditions;
 The three year contract for the Wellbeing Service will come to an end in July 2015 and in 2014 we will review the delivery of the service
and redesign the specification to adjust delivery as necessary for our local population.
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5.6.3

Plans to reduce the gap in life expectancy for people with severe mental illness

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






Mental Health (currently under production)
Children’s Mental Health Needs Assessment 2013
Maternity Needs Assessment 2013
Dementia Needs Assessment 2013
Needs Assessment of Children with Communication Difficulties (2013)
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6.1

Introduction

It is acknowledged that significant changes to the way health service are delivered will be required if the above outcomes for local people are to be
fulfilled. Within “Everyone Counts: Planning for Patients 2014/15 to 2018/19”, NHS England identified six characteristics (models of care) from the
‘Call to Action’ work that a high quality, sustainable health and care system will need to have in place within five years:







New approach to ensuring citizens fully included in all aspects of service design and change, and patients empowered in their own care;
Wider primary care provided at scale;
Modern model of integrated care;
Access to highest quality urgent and emergency care;
Step change in productivity of elective care; and
Specialised services concentrated in centres of excellence.

This section sets out the CCG’s plans for implementing these models of care to improve the services delivered to local people, ensuring that a
patient-centred, high quality, modern and efficient health service is provided locally for all.

6.2

Empowering patients

The CCG fully recognises that the people in west Suffolk want to be fully engaged in making positive choices about their own health and lifestyles;
participating in the shaping and development of health and care services; to have access to data and advice about health and services; and be able
to choose which health services they can use and how to access them.
The CCG will continue to use a range of ways to ensure patients and the wider public have a much greater say in how health services are organised,
and to support patients and their carers in having a greater say in how their personal care is delivered.
The Community Engagement Group (a sub-committee of the Governing Body) is made up of appointed members of the public who influence and
scrutinise the CCG at a strategic level. Meetings are held in public across West Suffolk. Members of the Community Engagement Group continue to
play an active role in some of the CCG’s workstreams to ensure the patient voice is heard, for example; urgent care review meeting, integrated care
workshop and dementia engagement. This work will continue during 2014/15 and beyond.
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In addition, the CCG has established a number of other means for patients and the public to be at the heart of decision making and participate in the
design of local services. These will continue to be developed during 2014/15 and beyond:











Health Forum: This is the free membership of the CCG. Members of the public register an interest in hearing updates from the CCG
and opportunities to get involved at meetings and events. As a result, members receive a bi-monthly newsletter from the CCG, as well
as being the first to hear the latest news from health partners and the latest consultations, surveys, meetings and events.
News from West Suffolk CCG: This is the bi-monthly newsletter that gives members of the public updates on any service
improvements and any other health-related news from the CCG or its partners
Patient Revolution events: These are the large, annual CCG ‘open space’ conferences. The agenda is set by members of the public
who attend can set up discussion groups on the issues that are most important to them. The CCG has used the comments and
feedback from these events to shape its planning of services. The feedback report from the 2013 event is attached at Appendix D. A
similar event will take place in June 2014.
Public meetings: Governing Body and Community Engagement Group meetings are held in public to promote transparency and greater
involvement from the public. Papers from both of these meetings are made available on the CCG’s new website a week prior to the
meetings
‘Plan on a page’: The CCG’s condensed Operational and Strategic plan is shared with all stakeholders and interested members of the
public
Health needs assessment: The CCG has worked closely with its partners in public health to develop a specific health needs
assessment for the town of Haverhill. This involved holding two community events to listen to the views of members of the public and
marrying this with public health data to develop a full health needs assessment. One of the key outputs from this work was the
development of a directory of health services for the town, which was widely distributed, after concerns about a lack of understanding of
the health services available
Social media: The CCG launched an official Facebook page in January 2014 and can be followed on Twitter. There will be further
development in this area, including using Patient Opinion to support live feedback on patient’s experience of healthcare.
Market stall events: During last summer, the CCG took a health roadshow around West Suffolk marketplaces, giving local people the
opportunity to find out more about the CCG and local health services, and for patients and public views to be listened to.

The CCG recognises that communicating effectively is important to everything we do. The CCG has a high quality and professional service to
promote and protect the organisation, and to provide strategic advice on how to manage its communications. The CCG aspires to the highest levels
of honesty, openness and transparency, and actively promotes both its successes and opportunities to improve. The well-established
communications service has strong networks of communications professionals in all the provider organisations, and the CCG continues to build those
networks with partners.
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Press Release. 27 January 2014, Jo Finn, Lay Member, West Suffolk CCG
We hear you, west Suffolk people!
The NHS West Suffolk Clinical Commissioning Group is committed to listening and responding to patients and public about their health care. The
GP-led group, responsible for commissioning most local health care services, has just published an updated report on the action taken following
last year’s “Patient Revolution” conference – an event where people were invited to give their views on how health services in the area could be
improved.
Jo Finn, patient and public engagement member of the CCG said: “At our conference last May patients and public generated 45 different
discussion groups, which resulted in a fantastic number of good ideas on improving health care services in west Suffolk.
“People tell us that the health care system in west Suffolk is generally working very well. We want to make things even better by listening to what
local people are telling us about what we need to change, feeding back to check what we’ve heard, taking action and reporting back.
“We’ve published this report to show that west Suffolk health care services are changing as a direct result of what you have told us. Thank you all
for contributing.”
The report can be read at http://www.westsuffolkccg.nhs.uk/wp-content/uploads/2013/07/Patient-Revolution-2013-progress-report.pdf
Highlights of the report include:
 Clarifying who is entitled to use non-emergency patient transport services (NEPTS) – we worked with Age UK Suffolk and Suffolk
Community Transport to produce a new leaflet about the service. We also worked with West Suffolk NHS Foundation Trust to create a new
patient letter which gives more details on NEPTS
 Creation of neighbourhood teams - local health professionals can now link with social services and the local voluntary sector to develop
closer working relationships. This means that together we can start to provide integrated care for patients
 Closer working between GPs and other health professionals
 Plans to improve dementia services including developing an action plan on how the health and voluntary sectors can work even better
together
 Training staff working at five local care homes to help to upskill them so that they can better look after their residents and avoid unnecessary
admissions to hospital.
Jo Finn added: “Our patient revolution conferences are now an annual event. The next conference will take place at the apex in Bury St Edmunds
on Wednesday 11 June. I would encourage people to book a free place now.”
Places at the next conference can by booked by calling 01284 774811, emailing getinvolved@westsuffolkccg.nhs.uk or visiting
http://www.westsuffolkccg.nhs.uk/events/patient-revolution-conference-2014/
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In August 2013, the CCG launched its new website which is a tool to promote the work we do. The CCG has continued to develop and improve the
site, particularly sections on choice and the NHS Constitution.
The service works closely with media partners and regularly issues press releases. Recently, the CCG has used social media to promote its work,
particularly using blogs and Tweets in the seasonal campaign aimed at reducing demand on NHS services.
As part of the winter communications plan, the CCG commissioned a
cinema campaign to promote using the hospital's emergency department
for emergencies only.
A thought provoking film which shows the consequences of using your
hospital's emergency department for the treatment of minor injury and
illness.
http://www.youtube.com/watch?v=SQ8zs4IuqaE

In addition, a local radio campaign was run informing patients about the
introduction of Summary Care Records (SCR).
http://www.youtube.com/watch?v=hO-jlLy9mDI
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The CCG regularly produces information for patients and public around their general health and wellbeing and has worked alongside LiveWell Suffolk
at our market stall events across west Suffolk:
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The CCG also uses 2 newsletters to promote our work. Firstly
a bi-monthly public newsletter, which is published on the CCG
website and posted directly to Health Forum members. For
details see the CCG website:
http://www.westsuffolkccg.nhs.uk/news/wsccg-newsletter/
Since November 2013, a new monthly newsletter has been
distributed to staff across our provider organisations setting
out our work on integrating services between the NHS, third
sector and social care.
A leaflet to explain services in Haverhill, one of the areas
which has been highlighted as of particular concern, has been
widely distributed in the town and well received.
http://issuu.com/wsccg/docs/services_in_haverhill_a5_leaflet
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A significant amount of focus has been targeted at reaching new audiences. For example, there is a migrant worker population which have contacted
through agencies and cafes, using leaflets and translated materials. The CCG has made links with a Portuguese paper, which is published nationally,
and has contributed relevant articles. This is an area for continued development and focus.
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6.2.1

Emergency Planning Communication

There is a robust strategy for communicating in a crisis, which sees the CCG working closely across partners and including major businesses. The
details of this are set out in the Suffolk Emergency Response Plan, which establishes the framework for the CCG’s response in the event of any
emergency or major incident, regardless of cause. The Plan has been prepared in accordance with the provisions of:





Civil Contingencies Act 2004
NHS Emergency Planning Guidance
National Commissioning Board Command & Control Framework
National Commissioning Board Core Standards

Whilst this Plan provides the overall framework for the CCG’s response to any type of emergency, individual plans exist to address specific issues,
e.g. vaccination and treatment, business continuity, flooding etc. A key objective of the Response Plan is to ensure the continued provision of
identified essential services by the local health community and to further mitigate any public health effects of the incident on the public and staff.
6.2.2

Delivering better care through the digital revolution

Changes in technology and the way we communicate have made vast differences to everyone’s lives. The CCG needs to ensure that it supports the
NHS harness the use of this to deliver better care and to make it more convenient for patients. For example, the CCG expects all people with a longterm condition to have a personalised care plan which is accessible, available electronically and linked to their GP health record, and that conforms to
the best-practice standards that we will be developing. That will mean patients receive safer care and don’t need to repeat their details at every new
contact.
Greater access to web tools like NHS Choices and the creation of a digital ‘front door’ will help transform the way patients, their families and carers
access information about NHS services and will provide self-management materials and information to further empower them to manage their own
condition. There are links to this on the CCG’s website.
Greater use of tele-health and tele-care will also be important in supporting people with long-term conditions to manage their own health and care.
The CCG is committed to ensuring that nobody is left behind as we give patients and the public a greater say in controlling their health care.
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6.2.3

Transparency and sharing data

For too long the NHS has been unable to share the information patients need to understand their condition and make choices about the best
treatment for them; including where and how they receive it. NHS England is determined to make apparent the different clinical outcomes that
different treatments, organisations and individual specialists achieve. Consultant level activity and clinical outcomes data for ten surgical specialties
have now been published. This gives patients and citizens, as well as their commissioners and clinicians, enhanced access to data and information.
NHS England plan to extend this so that data from all appropriate NHS funded national clinical audits is made available before 2020. This will
continue to provide vital insight for both patients and healthcare professionals about the care that is provided and lead to improvements in quality.
NHS England also know that effectively collecting, sharing and interpreting data is fundamental to the transformation we need to deliver. The steps
we have already taken include the promotion of a single set of data and data transmission standards to facilitate a nationwide exchange of health
information. Called care.data this will safely join up existing clinical data sets, held securely within the Health and Social Care Information Centre, and
extend and expand them so that they provide the data that commissioners need to support the delivery of high quality care and improved outcomes.
Offering the opportunity for patients to access their own health information also forms part of this ground breaking work. These opportunities have
been factored into the CCG’s plans. The CCG is working towards having data in at least 5% of GP practices linked to hospital data by the summer of
2014 (in accordance with national guidance). By the end of March 2015 this will have increased to 90 per cent. The CCG’s 5-year Strategic Plan will
set out when 100% coverage will be completed.
Work is also underway to build comprehensive information for Shared Decision Making, which has seen improvements in the hip and knee operation
pathway. The CCG’s patient engagement events have gathered vital input into how to improve this.
The CCG is also strengthening its use of social media, including using Patient Opinion to support live feedback on patients’ experience of healthcare
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6.3

Wider primary care, provided at scale

6.3.1

Opportunities to work with primary care

The CCG is committed to providing access to a broader range of services in primary care to support those patients with moderate mental or physical
long-term conditions. This entails transforming primary care services with an expanded role for GPs to coordinate and deliver comprehensive care
with community services – putting those healthcare professionals at the heart of a more integrated system of community-based services.
NHS England are creating the strategic framework for this approach and the CCG will work within this framework to stimulate new models of care and
to develop innovative forms of commissioning and contracting to support these new models.
The CCG will fully support NHS England’s East Anglia Team is delivering against its strategic framework, which establishes the following principles:








Care is integrated and provided in a joint up way to meet the needs of the whole person;
People are able to play a full part in the management of their health and wellbeing
Care is clinically effective and safe, delivered in the most appropriate way
Primary care plays a full part in helping the wider healthcare system make the best use of limited resources
We create an environment which ensures that we are able maintain and develop a motivated, skilled and dedicated primary care
workforce
There is a shared understanding of individuals rights, responsibilities and expectations
There is equity across East Anglia – equity of “offer”, equity of “access” and equity of “outcome”.

The CCG will work with the Area Team to deliver the following priorities which support the national work programme:







Developing policies that ensure fair funding flows and incentives;
Leading a national conversation to reduce the perceived gap between patient expectation and patient need;
Creating a policy framework to enable Integrated IT systems and the sharing of information to support great care;
Developing policies that will enable capacity within primary care to be increased to meet need;
Enabling strategic investment in infrastructure to incentivise integrated models of delivery;
Development of policies that promote integration.
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In addition, the CCG will work to support delivery of local priorities:








Workforce planning and development;
Enabling the sharing of information across health and social care;
Protecting the level of investment in primary care and creating opportunities to increase investment through new ways of working;
Investing in staff development and training (multi-disciplinary and multi-agency);
Ensuring investment in estates and IT supports and incentivises integrated service delivery;
Ensuring appropriate access for urgent and routine primary care to meet need;
Tackling unexplained variation.

Through these priorities, the CCG will support the Area Team in achieving the two objectives to enable transformation in primary care:


Objective 1: To enable improvement in Quality in Primary Care with a particular focus on achieving a consistently high quality service
and reducing unacceptable variation across the region.



Objective 2: To enable the development of sustainable, integrated high quality models of care centred on the strengths of General
Practice.

Primary care is a major part of the Operational Plan and general practice have contributed to the development of our priorities through a number of
engagement events and as a member of our integrated care forums.
The CCG recognises that primary care plays a critical role in the prevention of ill health and the management of people with long term conditions. The
CCG places primary care at the heart of its joint plan to support people at home through the implementation of risk stratification, integrated community
teams, case management and care coordination.
This Operational Plan aims to consolidate on the work already commenced around integrated health and social care teams and drive the next phase
of implementation with a focus on comprehensive geriatric assessment being part of community and primary care support to people living at home
with complex health and care needs.
The continued planning and oversight of the CCG’s Integrated Care programme will be progressed through our local integrated care forums with
representation from all health and social care organisations as well as third sector partners.

92

6. Improving services for patients
In addition, regular educational events are organised by the CCG Medicines Management team for local GPs and all clinical staff from GP practice for
example:




Update on New Oral Anticoagulants (NOACs) and developments in prescribing for Type 2 diabetes:
 Local information and learning about NOACs gathered over the last year will be shared, along with updated CCG anticoagulant
prescribing guidelines. New treatments for diabetes will be discussed to include information about a local pilot project that has
investigated the feasibility of GLP1 initiation in primary care. The CCG blood glucose testing guidelines will be promoted.
Planned for 2014/15.:
 Emerging key topics that are likely to be discussed at further medicines management educational events during 2014/15 are as
below:
 Suffolk antibiotic formulary, updated for 2014/16
 Shared care agreements for drugs classified as ‘amber’ (initiated in secondary care, then prescribed in primary care
under the terms of a shared care agreement)
 Pain ladder, updated for 2014/16
 Polypharmacy

The CCG will continue to support practices through the period of significant change. Each practice will face individual challenges, which will be
specific to them and the way their business model operates. The CCG facilitates whole system working and supports local groups of practices as they
explore the potential for new ways of working. The CCG is undertaking a significant piece of work with the practices around the local Councils ‘Vision
2031’ which plans to increase the housing stock and therefore people living in West Suffolk.
The CCG will also be supporting GPs in the management of care for those patients aged over 75 in accordance with national guidance. Further
details of the approach to this are shown in Sections 6.4 and 6.5.
6.3.2

Opportunities to work with community pharmacies to deliver our objectives

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


Essential services
 Dispensing medicines (including implementation of the electronic prescription service);
 Dispensing appliances;
 Repeat dispensing;
 Clinical governance;
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Public Health (promotion of healthy lifestyles);
Disposal of unwanted medicines;
Signposting;
Support for self care.

Advanced services
 Medicines Use Reviews;
 New Medicines Service;
 Appliance Use Reviews;
 Stoma Appliance Customisation.

The CCG also recognises that opportunities also exist to support the delivery of locally commissioned community pharmacy services, working in
partnership with different commissioners including local authorities and NHS England’s Area Team. Such services include needle and syringe
exchange, stop smoking, emergency hormonal contraception and chlamydia screening and testing.
Furthermore, there is an opportunity to work with NHS England in maximising the role of community pharmacy in delivering a sustainable, affordable
and long term solution to the pressures on our urgent and emergency care systems. There is recognition that community pharmacy plays a vital role
in local communities throughout England in providing medicines, and as a trusted source of health and wellbeing advice. There is an opportunity to
capitalise on the untapped potential, and convenience, that greater utilisation of the skills and expertise of the pharmacy workforce can offer. Locally
commissioned community pharmacy services could be developed further, e.g. as promoted in the NHS England document: Community Pharmacy helping with winter pressures (December 2013) High quality care for all, now and for future generations.
The accreditation of community pharmacies as Healthy Living Pharmacies (HLPs) will enable the pharmacy teams to help reduce health inequalities
within the local community, by delivering high quality health and well-being services, promoting health and providing proactive health advice.
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6.4

A modern model of integrated care

The CCG fully supports the government’s ambition to embed tailored care for vulnerable and older people through the development of a modern and
sustainable model of integrated care which directly supports those people with complex health and care needs ('complex' means that the individual
will have a combination of the following; co morbidity of long term conditions; poly pharmacy; requires a number of services for support; frailty; socially
isolated; chaotic lives; frequent users of resource; be a Family Carer).
In Autumn 2012, the west Suffolk health and social care system and its wider service partners developed a vision that local people:





would not have to navigate around a complex system to find the right information, care or service that meets their needs;
would have their health or care need identified early before a crisis occurs;
would have access to a range of local services that focus on supporting people to self-care and supporting primary prevention;
would have their care co-ordinated across clinical / care and service areas without duplication (improving urgent care performance
through the delivery of the integrated care programme WSCCG 2013)

The CCG is working in partnership with the health and care system to implement a rolling programme of work that focusses on improving the
outcomes for people with complex care needs. The Integrated Care Steering Group is one forum for this work and specifically aims to achieve the
following:


Delivery of a shared reablement/rehabilitation approach shaped around the specific needs of individuals. This requires the flexible use of
resources across health, social care and the voluntary/independent sector to deliver optimal outcomes, linked to effective joint delivery of
services that deliver maximum recovery of independence before and after hospital discharge.



Delivery of a system wide commitment to:
 Maintaining someone in their home environment;
 Developing ways to get people home from hospital rather than into residential care placements, when they are not best placed to
make this decision;
 Proactively support the timely discharge to patients preferred home environment;
 Supporting Family Carers, recognising and addressing their individual needs with the same commitment as the cared for.



Demonstration of improved outcomes in the management of a person’s long term health and wellbeing, particularly for those pathways
for which there is a strong evidence of impact on the health and care system, i.e. Joined Up Older People’s Strategy 2012. An important
component of this will be the inclusion of the independent care providers to ensure a standardised delivery of quality, safe service.
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Joint development of prevention strategies (including self-management) that demonstrably reduce system demand through providing
targeted services. This will concentrate on both those individuals with the most complex needs and those who are predicted to
deteriorate in their health and wellbeing.



For those with complex and enduring health and care needs, improved processes that ensure timely access to a comprehensive
assessment, including continuing healthcare, so that people receive the most appropriate response to their needs.



Jointly agreed work programme that promotes whole systems mitigation of factors that make people likely to need care or high cost
health treatment.



The promotion of whole system joint working at the most local level.



The coordination of the use of information about the experience of individuals using the health, third sector, independent sector and care
system as a driver for improving strategy, commissioning and service delivery.

The specific deliverables include:
 Improved access to primary care through the development of the accountable GP. This will be supported by risk stratification, MDT case
review, comprehensive geriatric assessment (CGA) and shared care planning. A rolling implementation programme has already
commenced and will be extended across west Suffolk over the next six months


Implementation of tele-health remote monitoring supporting CGA for people with long term conditions.



Implementation of a new falls pathway which connects the ambulance call outs to falls with primary care case finding of frequent fallers.



Implementation of a respiratory pathway



Early identification of those people at risk of an emergency admission through risk stratification



Integrated health and social care teams working around clusters of primary care populations. The key elements include:
 Real time clinical information sharing – joint shared care plan; MDT’s (primary and acute based);
 Workforce development – joint system planning ,commissioning and delivery;
 Patient information – joint offer for Suffolk;
 Integrated ECP & rapid response service;
 Voluntary sector support & care service – stay at home services/rehabilitation services/ Family carer primary care workers;
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Underpinning the model is the implementation of a care programme approach which works to motivate and empower the individual to understand
their own needs and aspirations so as to optimise their potential. The local model has been in a period of development and phased implementation
for a year and aims to fully launch from Quarter 4 2013/14.
Furthermore, the CCG will support GP practices in transforming the care for patients over 75 years old by providing funding to practices to
commission additional local services that will improve the quality of care for older people and reduce avoidable emergency admissions. This funding
is seen as an enabler to the CCG’s Integrated Care programme in supporting people with complex needs. The CCG is supporting primary care to
develop plans that underpin the principles of the two year plan relating to case finding, comprehensive assessment and proactive case management
with shared care planning. The plans being developed by primary care aim to compliment the aims of the DES in developing the accountable GP and
case management approach to managing people with complex care needs with a focus on prevention and admission reduction.
Key Performance Indicators supporting delivery of these plans are currently in development and will be agreed by Primary Care prior to
implementation. These will be outcome based measures supporting a reduction in emergency admissions.
The Better Care Fund provides a further opportunity to accelerate progress in delivering the vision of the Suffolk Health and Wellbeing Board (HWB),
with a particular focus on early intervention and prevention, ensuring services are integrated at the point of delivery, and that there are seamless
services in place, including mental health.
Organisations in Suffolk are already committed to creating and delivering an integrated health and care system that supports our population to remain
living independently with a good quality of life for as long as possible. Suffolk County Council’s adult social care transformation programme
‘Supporting Lives Connecting Communities’ is fully in line with the direction of travel outlined in this Operational Plan
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Case Study:
Integrated Admission Avoidance by Dr Emma Derbyshire, Transformation Leads, West Suffolk CCG
This winter, the health and social care system in West Suffolk are working together to take some of the pressure off our local hospital. These
schemes are to support the system at three key stages: before hospital, within hospital and at discharge from hospital.
Before hospital:
 Commissioning an out of hours social care support service accessed via Suffolk County Council’s Customer First,
 Providing specialist emergency support and treatment for people at home through the East of England Ambulance Service Trust’s Enhanced
Care Car with the Community Intervention Service and Emergency Care Practitioner working together,
 Providing information and practical support to older people in crisis to ensure they can stay at home and maintain their independence through
Age UK Suffolk’s Stay at Home Service,
 GPs are working with the ambulance service and the hospital to streamline patient attendances and improve demand management and,
 Extending Suffolk County Council’s Flexible Dementia Service to provide extra support for people with dementia who are in crisis.
Within hospital:
 Extending the joint West Suffolk NHS Foundation Trust and Suffolk Community Healthcare Early Intervention Team made up of hospitalbased therapists and support workers to work more in the community with Age UK Suffolk’s Welcome Home Service to treat and prevent
some people from coming in to hospital,
 Commissioning more Community Beds and support workers to give the hospital other options and,
 Increasing the number of nurses doing Community Intravenous Therapies to support the system.
At discharge from hospital:
 Commissioning Winter Beds that are supported by community, social care and hospital staff to increase flow out of the hospital and,
 Forming a new multidisciplinary team to provide low level rehabilitation in people’s homes or in a day centre after they’ve been discharged
from hospital through Age UK Suffolk’s Rehab Voucher Scheme.

All partners are committed to delivering high quality person-centred services, and agree that the only way to do this effectively is to work together to
remove barriers to embed a more integrated system will help us to manage demand pressures, as well as give us the ability to use funding more
effectively.
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To do this the Suffolk system, including all our local health services, care services, district and borough councils, Suffolk County Council, our three
Clinical Commissioning Groups, our local GPs and our voluntary sector and communities are further developing our united vision, focussed on
outcomes for integration which allow localised transformation to happen. To deliver this we will provide determined leadership to build a different
system, one that works for our customers and patients, but is financially sustainable into the longer term.

Case Study:
Community Intervention Services (CIS) By David Jarrold, Suffolk Community Healthcare
Community Intervention Services (CIS) hold a key role in delivering the vision for West Suffolk's health and social care systems. It sees a number
of teams, each with their own discrete function, all working together to deliver the same vision.
It means that the people of West Suffolk:





will not have to navigate a complex system to find the right service that meets their need
have their health or care need identified early before a crisis occurs
have access to a range of local services that focus on self-care and supporting primary prevention
have their care coordinated across clinical and service areas

The core teams in the CIS are the admission prevention service, the early intervention service, the COPD service and the pulmonary
rehabilitation service. We also work closely with the Dementia Intensive Support Service provided by NSFT.
The development of these teams and the delivery of services is driven by collaboration and partnerships between health and social care
providers and 3rd sector providers such as Crossroads Care and Age UK. Together the teams bring specialist nursing and therapy to those in
urgent need. The CIS aims to deliver response times inside 4 hours to prevent unnecessary admission and where possible provide care closer to
home. Delivering CIS is a huge challenge to all involved. All of the partnership organisations are working closely together to bring this about and
the vision is beginning to fall into focus.
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The Suffolk Commissioning Group (SCG) has already been established to identify joint commissioning intentions and joint commissioning frameworks,
starting with areas identified in the Tricordant Joined up Services for Older People review. Areas where work has already started include:
 carer support;
 accelerated discharge;
 dementia management;
 integrated falls provision.
The SCG, using procedures and protocols within shared governance arrangements, will agree plans to deliver joint strategic aims where cross
organisational commissioning is required. It will scrutinise progress of the joint commissioning work streams and remove blockages to progress as
well as Identify, explore and capture the economies of scale and other synergies in countywide approaches to market shaping and procurement.
At a local level, neighbourhood teams are developing as multi-disciplinary networks for pro-active health and social care, with shared information,
assessment and care planning processes. They will cover a range of activities such as population risk stratification, self-care and carer support, active
communities, integrated crisis response, case management and integrated care teams as well as discharge co-ordination.
A joint approach has been adopted for the commissioning and delivery of integrated dementia services in Suffolk where we are due to complete a
dementia needs assessment to inform joint commissioning. This will lead to the development and agreement on the functions needed for an
integrated dementia care pathway, on the models for the delivery of an integrated model of dementia care, the funding mechanisms for the delivery
model and finally the implementation of the agreed model.
Working with local partners and stakeholders, the CCG aims to provide care and support to people in their own homes and communities, with person
centered outcomes that:
 Improve the quality of the services across health and social care for our local population;
 Reduce inequalities of both access and outcomes;
 Co-ordinate around individuals and are targeted to their specific needs;
 Reduce premature mortality and morbidity;
 Improve the experience of care, with the right responses available in the right place at the right time;
 Maximise independence by constructing, individual, family and carer resilience at home and in the community;
 Empower people to manage their own health and wellbeing;
 Through proactive and joined up case management, avoid unnecessary admissions to hospitals and care homes, and enable people
rapidly to regain their independence after episodes of ill-health;
 Secure a stable future for all health and social care organisations;
 Improve the efficiency in the provision of the services.
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The CCG has developed a ‘Vision for Integrated Care’ to inform and enable a common understanding of the holistic approach being undertaken
within integrated care in West Suffolk. This is a dynamic programme that is driving the integration of the health and care system that supports the
people of West Suffolk. Providers of service from the voluntary sector, the hospital, mental health, social care and community health have come
together to listen to what the public need and to offer high quality care solutions.
The key aim is to improve sustainable quality care through the development of integrated neighbourhood teams and prevention services that respond
across the health and care system to need, specifically aimed at:









reducing avoidable unplanned admissions for
patients with complex needs compared to
anticipated admission numbers;
reducing inappropriate readmissions;
reducing average length of acute length of stay;
reducing average length of stay in intermediate
care beds;
increasing short term use of intermediate care
beds (step up admission prevention &
assessment);
reducing numbers of discharge from acute care
direct into long term nursing/ residential care;
increasing number of people reporting positive
recovery and reablement;
increasing the number of family carers reporting
improved health and wellbeing.

The new model of care sets out the overarching pathway for
co-management of adults who have complex health and care
needs. It goes on to detail the pathway and resources for
maintaining someone in their own home; managing an acute
exacerbation/hiatus in the person’s health and wellbeing
status; longer term care.
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Throughout a person's life their health and wellbeing will fluctuate and will therefore trigger different levels of support at different times. Through
adopting a care programme approach this social and health model works to motivate and empower the individual to understand their own needs and
aspirations so as to optimise their potential
Full details of the CCG’s ‘Vision for Integrated Care’ are set out in Appendix ‘E’.
There is a recognition across Suffolk’s health and social care stakeholders that everyone is a key player to make the above a reality.
Case Study:
Comprehensive Geriatric Assessment Service for Sudbury
The launch of the comprehensive geriatric assessment service for Sudbury took place on the 30th January with all partners meeting with the
locality practices. This service turns unplanned crisis management for complex frail elders and their family carers into planned case
management.

The individual support package is jointly planned with the patient and their family carer with a focus on self management and prevention and is
communicated to all stakeholders through a joint shared care plan. Currently case finding is undertaken via the multi disciplinary team meeting;
this approach will be enhanced by risk stratification from March 2014. The support offer may include information, advice, social networking,
personal & domestic care, screening, clinical assessment, same day diagnostics, intervention and review. The partners involved are Age UK
Suffolk, Suffolk Family Carers, the County Council, Primary Care and Community Services.
There is evaluation and a roll out programme built into the delivery of this initiative over the next nine months.
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Case Study:
Helping People get out of hospital faster by the Clinically Stable and Medically Fit teams, WSFT
The integrated models of care are to enhance collaborative and integrated working between West Suffolk Foundation Trust, community
services, the local authority, ambulance service and voluntary sector. The focus is on improving the management and discharge pathways of
two separate patient cohorts, who occupy a large number of beds in WSFT.
The new integrated models of care will result in:
 identification and removal of blockages along care pathways
 shorter lengths of stay
 improved flow of patients across the health and social care system
 enhanced quality of patient care
 improved patient experience
 support for the sustained delivery of the 95% A&E target.
Clinically Stable Model of Care
Patients who are being treated at WSFT in line with a working diagnosis and clinical treatment. This could be provided in the patient’s own
home, which is the aim of the new interim model of care.
Medically Fit Model of Care
Over 40 medically fit patients are occupying hospital beds with a length of stay ranging up to 60 days. They could be undertaking a continuing
health care assessment or have had an assessment completed and awaiting equipment or require ongoing rehab, awaiting care packages.

A Patient Experience
Patient attended an outpatient clinic at WSFT at 2pm on a Friday. The diagnosis was an infected foot ulcer which required intravenous
antibiotics. The consultant made an immediate referral to the sub-acute clinical team who worked with the Community Services Admission
Prevention Team. The result was the patient was in their own home by 5.30pm that same day with a complete transfer plan of care. Admission
into hospital was avoided, continuation of care was provided and the patient experience was excellent. Prior to this new way of working the
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6.5

Access to the highest quality urgent and emergency care

Local people deserve access to the highest quality urgent and emergency care services. The CCG is working with partners and stakeholders to
deliver a vision for urgent and emergency care services that aligns to the national focus, that:



For people with urgent care needs, a highly responsive service should be provided that delivers care as close to home as possible,
minimizing disruption and inconvenience for patients and their families; and
For those people with more serious of life threatening emergency care needs, they are treated in centres with the very best expertise
and facilities in order to maximise the chances of survival and a good recovery.

The CCG has launched a new system-wide Urgent Care Programme Board leading the development a new urgent care model for Suffolk. The Board
is focused on designing a truly integrated urgent care system covering both health and social care needs across Suffolk. The scope of its work will
inform the use of the Better Care Fund and re-commissioning of community services, out-of-hours services, 111 services, and other urgent care
services.
The Board will bring the system together in the planning based on the high level principles of redesign that came out of the national Urgent and
Emergency Care review. The key principles were agreed locally following engagement with the system and include:









An integrated model with an overall responsibility for urgent care across the population – primary, community, mental health, social care,
secondary care and the voluntary sector working as part of an integrated system with common objectives, with increased access to a
broader range of urgent care responses in the community, to reflect the increased complexity likely to arise from increased multimorbidity and population changes;
Available 24/7 with consistently high quality patient outcomes across the Urgent Care System;
 A system that provides the right co-ordinated response wherever it is accessed, also supporting the Supporting Lives,
Connecting Communities (SLCC) model for urgent care with access through neighbourhood teams rather than through a single
access point;
the caller doesn’t have to identify as urgent – whoever they get through to will pick up if the issue is urgent and then ensure the right
response is delivered;
Having shared access to information systems ideally with a single care record;
Urgent Care to be delivered where most appropriate in the system and supported by a shift in resources;
Facilitating the training and development, long-term, of professionals and leaders that are well equipped to deal with the greater
complexity with which urgent care patients will present in the future. These opportunities would be made available to local professionals
in all stages of their careers.
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Underpinning delivery of the model is the specific work of the CCG’s Integrated Care clinical workstream which aims to improve patient’s experience
of urgent care, reduce the number of emergency admissions, length of stay in hospital and the number of people who are placed into long term care
by:




Bringing all elements of the health and care system together to manage more people away from crises, urgent care support and into
planned care interventions including self-management;
Ensuring that the provision of emergency and urgent care has fully integrated 24/7 services and a simple way for patients to access
them;
focusing on three particular areas of development over the next two years which include:
 Improving the delivery of emergency and urgent care through whole system redesign;
 Further development of primary and secondary prevention of ill health through interventions such as assistive technology and
community development programmes that can safely support people at home;
 Enhancing the current provider landscape through joint working with SCC commissioning colleagues to formally recognise the role
of family carers, voluntary and independent organisations as partners of care.

The Integrated Care workstream established four key priorities for delivery:
Key priority 1:
The CCG will work with the urgent care system and in partnership with Suffolk County Council to develop a new model of Emergency and Urgent
Care provision in west Suffolk informed by the key principles arising out of the National Review 2013/14. This will include the review of service
specifications for primary care out of hours services, Urgent access number ‘111’ and Community Services (in line with contract end dates).The new
model will aim to go live in 2015 and will give consideration to:






Integrated ‘whole system’ Care Coordination 24/7;
Single point of Access;
Access to range of responses including specialist urgent care support outside an acute hospital 24/7;
Shared information across care pathway;
The use of Assistive Technology.
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Key priority 2:
The CCG will continue to work with Ipswich and East Suffolk CCG to implement the stroke specification for hyper acute stroke care locally. The CCG
will procure the early supported discharge element of the stroke pathway in 2014.
Key priority 3:
The CCG will build on the work programme of 2013/14 around supporting frail people at home with a focus on the development of community
networks which will include:





Further development of the virtual wards with access to Comprehensive Geriatric Assessment
Market development that includes a broader range of services to support primary and secondary prevention of ill health and which could
be delivered in partnership with local communities
Implementation of the self-management strategy
Implementation of the family carers strategy

Key priority initiative 4:
To improve patient experience and health outcomes by:






reducing the length of stay of frail elderly within an acute and community hospital
providing alternatives to long term home care placements through:
Further development of the pull based discharge pathway across the system.
Exploring the joint commissioning of episodes/ packages of care as a forerunner to PbR in community contracting.
Develop alternatives with the third sector for longer term rehabilitation/reablement.

The Integrated Care clinical workstream will support the whole system vision of urgent and emergency care, and drive the necessary stepped
changes across the system to deliver this vision for the people of west Suffolk.
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Case Study:
Welcome Home Service, Age UK Suffolk

Mr H was referred to the team by the A&E team due to concerns about Mrs H constantly phoning for paramedics. Mr H had been a frequent
flyer in A & E. Mr H has very advanced dementia. A team member met with Mrs H in A & E, took her for coffee whilst her husband was being
medically treated. Mrs H shared she was at the end of her tether, she explained she had had no support with her husband’s dementia, she
was highly anxious and in need of support. Welcome Home visited the couple the following day, arranged to support practically and referred
to dementia support services including Age UK dementia advice service, in order to ensure the couple had access to the support they
required.
Mr G was referred by A & E staff. He had self-referred into A & E, initially staff were unsure if he was having a panic attack or a possible UTI.
It was a bank holiday Saturday and paramedics brought in a bag packed to last for three days with no family contact details. Via Symphony,
Welcome Home were able to make contact with a family member. The family who were normally supportive were due to go on holiday for the
weekend and had called paramedics when they found Mr G unwell. Mr G was very anxious about being at home alone; he had also recently
lost his wife. The family was clear that he should be admitted to hospital. A & E established the client was medically fit to go home, his doctor
requested the support worker buy some bananas for the client as he had a slightly low potassium level. Welcome Home escorted client home
settled him, made a light meal, gave reassurance and arranged to visit the next day again. The service then supported with ensuring longer
term social networks were re-engaged.
Mr W was referred by F5, the client was medically fit for discharge but because he had no one to support him with shopping, he would
otherwise have stayed in hospital for an extra three nights as this was a bank holiday weekend. The client had a plaster cast up to his thigh
and was therefore unable to be transported in a domestic car. However, Welcome Home arranged to meet Mr W at his home on discharge,
shopped, prepared a light meal and arranged for the service to support until he regained his independence.
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6.6

A step-change in the productivity of elective care

Planned or elective care supports patients throughout
their pathway of care; from referral to intervention (if
required) until the episode of care is completed. The
Planned Care workstream is overseen by a GP Clinical
Lead who is a member of the CCG’s Executive. The
ambitions of the Planned Care work stream are to;






Develop and manage local services in the
community where possible which are
clinically evidenced and appropriate;
Promoting
shared
decision
making
throughout the pathway;
Supporting patients with long term
conditions;
Promoting an integrated approach between
healthcare
providers
with
timely
communication;
Getting the patients right care in the right
place at the right time.

The Planned Care system recognises the need to design
and manage services through a patient pathway to
achieve quality, deliver greater clinical outcomes and
deliver the major step change in productivity with patient’s
involvement at the heart of this transformation.
The NHS ‘Everyone Counts: Planning for Patients’
guidance requires local providers to achieve a 20%
productivity improvement within 5 years.
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Working closely with our main local acute provider, West Suffolk NHS Foundation Trust NHS Foundation Trust, the Planned Care Clinical workstream
has agreed to focus on the specific areas below to deliver productivity improvement:






Developing integrated services in pain and diabetes;
Use of technology to deliver better care through technology such as Teledermatology, supporting virtual clinics;
Pathway development design in Dermatology, Ophthalmology and Respiratory;
Sustaining and refining our work undertaken in musculoskeletal services, trauma and orthopaedics to gain greater outcomes in quality
and productivity;
GP Practice Referral Support and use of Clinical Management Service (electronic referral and advice).

In addition, the CCG and West Suffolk NHS Foundation Trust have agreed a mature ‘open book’ specialty by specialty approach, when considering
and future proofing local acute services. The CCG and hospital will work collaboratively and supportively to ensure that local specialty development
and plans are evidenced-based and appropriate for the needs of the local population, whilst delivering within the challenging financial climate.
Further details around some of the specific projects that will be taken forward over the next two years are detailed at Section 10.

6.7

Specialised services concentrated in centres of excellence.

NHS England is the sole commissioner of specialised services. Specialised services include those services, often provided in relatively few hospitals,
accessed by comparatively small numbers of patients, but with catchment populations of more than one million. These services tend to be located in
specialist hospital trusts that can recruit staff with the appropriate expertise and enable them to develop their skills. Examples include long-term
conditions such as renal dialysis, complex interventions such as liver transplants, rare cancers and secure forensic services. NHS England is striving
to reduce the number of centres providing NHS specialised services and, through this, ensure that high quality services are consistently delivered in
these centres.
NHS England is currently working towards the production of its five-year strategy for specialised services.
To support the development of the strategy, a number of NHS England Area Team-led engagement events will be held in early 2014. These events
will provide Area Teams with an opportunity to talk to local patients, carers, patient groups, providers, Local Authority and CCG colleagues about
some of the key themes emerging during the development of the strategy, and some of the particular issues in their local communities. The CCG is
fully committed to supporting these events and representing the issues which matter to the people of west Suffolk.
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7.1

Convenient access for everyone

Patients have consistently said that they feel it important that they do not have to wait for treatment, and evidence suggests that waiting for treatment
can not only be distressing, but also have an impact on outcomes.
The CCG recognises that the services provided can only improve outcomes for patients if they are readily available to them, they receive treatment in
a timely manner, when and where they need them, and in a time and place that is convenient for their lifestyle.
The Sudbury Community Health Centre has been
commissioned by the CCG, and will be delivered by NHS
Property Services.
Initial plans for the building were displayed at a public event in
January 2011. This event gave local people the opportunity to
comment on the design. Changes to the design happened as
a result of the feedback.
The new facility will see services currently outdated facilities
all being provided under one roof. Services will include:







Paediatrics, dermatology, audiology,
gynaecology, rheumatology ;
Musculoskeletal physiotherapy, podiatry, speech
and language therapy and continence clinics;
X-ray;
Community midwifery, health visitors and
community therapy;
Neurology, urology, ophthalmology and
orthopaedics;
GP services from Siam GP surgery

The facility is set to be open in late 2014.

110

7. Access
7.2

Meeting the NHS Constitution standards

The NHS Constitution sets out a range of rights and pledges to which patients are entitled, and to which the CCG is committed to delivering. These
include:
Referral To Treatment waiting times for non-urgent consultant-led treatment:
 Admitted patients to start treatment within a maximum of 18 weeks from referral – 90%
 Non-admitted patients to start treatment within a maximum of 18 weeks from referral – 95%
 Patients on incomplete non-emergency pathways (yet to start treatment) should have been waiting no more than 18 weeks from referral
– 92%
Diagnostic test waiting times:
 Patients waiting for a diagnostic test should have been waiting less than 6 weeks from referral – 99%
A&E waits:
 Patients should be admitted, transferred or discharged within 4 hours of their arrival at an A&E department – 95%
Cancer waits – 2 week wait:
 Maximum two-week wait for first outpatient appointment for patients referred urgently with suspected cancer by a GP – 93%
 Maximum two-week wait for first outpatient appointment for patients referred urgently with breast symptoms (where cancer was not
initially suspected) – 93%
Cancer waits – 31 days:
 Maximum one month (31-day) wait from diagnosis to first definitive treatment for all cancers – 96%
 Maximum 31-day wait for subsequent treatment where that treatment is surgery – 94%
 Maximum 31-day wait for subsequent treatment where that treatment is an anti-cancer drug regimen – 98%
 Maximum 31-day wait for subsequent treatment where the treatment is a course of radiotherapy – 94%
Cancer waits – 62 days:
 Maximum two month (62-day) wait from urgent GP referral to first definitive treatment for cancer – 85%
 Maximum 62-day wait from referral from an NHS screening service to first definitive treatment for all cancers – 90%
 Maximum 62-day wait for first definitive treatment following a consultant’s decision to upgrade the priority of the patient (all cancers) – no
operational standard set
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Category A ambulance calls:
 Category A calls resulting in an emergency response arriving within 8 minutes – 75% (standard to be met for both Red 1 and Red 2 calls
separately)
 Category A calls resulting in an ambulance arriving at the scene within 19 minutes – 95%
As part of the planning process, the CCG will commission a sufficient level of activity to ensure the rights and pledges are met.
In addition, the Standard NHS contract details the requirement for providers to comply with the NHS Constitution. The CCG will monitor delivery of
this through monthly contractual SLA meetings, and apply contractual consequence for providers failing to meet the mandated Operational
Thresholds. These include sanctions that can be applied if planned operations are cancelled, feedback and complaints.
If further escalation is required, under the terms of the contract, the provider is required to agree a Remedial Action Plan, and actions will be set out to
ensure remedy accommodating demand and peaks in activity.
In addition, the CCG will attend PTL meetings, as appropriate, to ensure that the 18 week RTT target is delivered at speciality level and ensure that
areas of concern are escalated through the contractual monitoring processes.
The CCG regularly reports the latest contractual performance report by provider, including details of current contractual consequences imposed.
These are contained within the Integrated Performance Report in the Governing Body papers available on the CCG’s website.
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In its report ‘Quality in the new health system – maintaining and improving quality form April 2013’ the National Quality Board set out its expectation
that quality is the ‘organising principle of the NHS and that a ‘relentless focus on quality means a relentless focus on how we can positively transform
the lives of the people who use and rely on our services’.
The CCG is responsible for meeting the needs of its population though the commissioning of high quality services and to work as part of the whole
health and social care system to safeguard high quality and patient safety through integrated planning or these services.
The Health and Social Care Act 2012 requires that CCGs have a duty to ‘exercise their functions with a view to securing continuous quality
improvement in the quality of services and the outcomes that are achieved from this provision’. In setting the bar high for quality the CCG will work
with its providers to ensure that not only do they deliver the essential standards of quality and safety regulated by the CQC, but they also strive for
excellence and innovation in practice to drive up those standards for patients and their families.
It is imperative that the CCG also ensures that early warning systems both locally and in conjunction with the Area teams Quality Surveillance Group
are utilised to detect the signs of a failing service or provider organisation or where patient safety is being compromised. Early intervention with
stakeholders and partners to prevent the major failings highlighted by the Francis report must be a priority for the CCG and its systems, processes
and governance. The Government response to the Francis report ‘Hard Truths: essential actions’ outlines its commitment to a duty of candour to
patients and families where care failings occur and the CCG will promote and monitor this approach in its commissioned services.
Patient Safety has also been highlighted as of primary importance by Professor Don Berwick in his report ‘Improving the safety of Patients in England’
stating the NHS should “Place the quality of patient care, especially patient safety, above all other aims”. The CCG will engage with the new patient
safety collaborative being set up by NHS England and with the new systems for reporting and learning from patient safety incidents to prevent
reoccurrence and to drive improvements in practice and service delivery. In particular the culture of reporting and learning is key to this and the CCG
will be seeking engage with provides to achieve this aim in relation to key outcomes.

8.1

Response to Francis, Berwick and Winterbourne View

8.1.1

Francis Report

In February 2013 the Francis report established that proper accountability, a “zero tolerance” approach to breaches of “fundamental standards” and a
“common culture” that puts patients first- these were the themes underpinning the 290 recommendations that form the heart of the report. The
negative aspects of culture in the system were identified as including a lack of openness to criticism, a lack of consideration for patients,
defensiveness, looking inwards not outwards, secrecy, misplaced assumptions about the judgments and actions of others, an acceptance of poor
standards and a failure to put the patient first in everything that is done.
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To change that, there needs to be a relentless focus on the patient’s interests and the obligation to keep patients safe and protected from
substandard care. This means that the patient must be first in everything that is done: there must be no tolerance of substandard care; frontline staff
must be empowered with responsibility and freedom to act in this way under strong and stable leadership in stable organisations.
The report stressed that to achieve this would not require radical reorganisation but re-emphasis of what is truly important:






A structure of clearly understood fundamental standards;
Openness, transparency and candour throughout the system;
Improved for compassionate caring and committed nursing;
Strong and patient centred healthcare leadership;
Accurate, useful and relevant information;

The main aims of the Francis Report recommendations are to:







Foster a common culture shared by all in the service of putting the patient first;
Develop a set of fundamental standards, easily understood and accepted by patients, the public and healthcare staff, the breach of
which should not be tolerated;
Provide professionally endorsed and evidence-based means of compliance with these fundamental standards which can be understood
and adopted by the staff who have to provide the service;
Make all those who provide care for patients – individuals and organisations – properly accountable for what they do and to ensure that
the public is protected from those not fit to provide such a service;
Enhance the recruitment, education, training and support of all the key contributors to the provision of healthcare, but in particular those
in nursing and leadership positions, to integrate the essential shared values of the common culture into everything they do;
Develop and share ever improving means of measuring and understanding the performance of individual professionals, teams, units and
provider organisations for the patients, the public, and all other stakeholders in the system.

The CCG has responded to the findings and recommendations in the following ways.


Following on from the initial authorisation process, the CCG has established processes, to ensure that patterns of concern are
recognised and compliance with essential standards of quality and safety are maintained. Through joint working with the Local Authority
and Local Area Team (NHS England) the CCGs is seeking to ensure openness, transparency and candour throughout the system about
matters of concern. These are discussed regularly by the CCG governing bodies and with other stakeholders, e.g. at the Local Area
Quality Surveillance Group.
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Contract specifications and incentives, for example CQUIN, are being used to enable improvements in local services and to encourage
and enhance the local providers of services to pursue high quality effective services. The CCG will continue to monitor quality
information generated by providers collected through inspections carried out at Quality Improvement Visits and from investigations of
incidents and from complaints. Providers are held to account for necessary improvements and action plans and to report on themes and
trends in their Boards and Annual Reports and Quality accounts.



The CCG will continue to consult with patient forums and local representative groups. They have developed an inclusive approach to
decision-making processes through Board and public meetings and other stakeholder events. Both CCGs maintain high visibility through
interactions with their local communities and provider services to promote a recognisable identity which becomes a familiar point of
reference for stakeholders.

The CCG is committed to working with our acute hospitals and organisations providing healthcare in our area to ensure that our patients receive the
best possible care, have a positive experience of healthcare and are treated safely. The CCG is actively working with the public, patients, patient
groups and patient advocates; other commissioners, health regulators, employers and representatives of the professions to ensure mechanisms are
in place whereby we are made aware of poor and unsafe practice so we can act quickly to protect patients.
The CCG will continue to consult with patient forums and local representative groups. They have developed an inclusive approach to decision-making
processes through Board and public meetings and other stakeholder events. The CCG maintains high visibility through interactions with their local
communities and provider services to promote a recognisable identity which becomes a familiar point of reference for stakeholders. The CCG will
continually improve the quality of the services commissioned by both listening and responding the views of patients, carers and the wider community.
8.1.2

Berwick Report

Following on from the Francis Report, in August 2013 the Berwick Report made further recommendations regarding patient safety in the NHS in
England. It made ten recommendations to help the NHS make care safer. The CCG’s response to address each of those recommendations is set out
below:


The NHS should continually and forever reduce patient harm by embracing wholeheartedly an ethic of learning:
Learning from incidents and serious incidents is regularly scrutinised by the Quality and Patient safety team. The CCG Governing Body
and Clinical Executive overview and scrutiny of trends and themes occurs and the monitoring of improvement plans and quality
standards and performance supports and triangulates findings.
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The CCG will continually and forever reduce patient harm by embracing wholeheartedly an ethic of learning. The CCG will maintain and
develop a patient safety strategy; which will be in partnership with providers across Suffolk. This will ensure learning from incidents and
serious incidents is reviewed, identifying trends and themes triangulating this with other quality indicators to identify early warning signs
in the system. This will involve transparency and a duty of candour to deliver continuous improvement in patient safety. Increased
reporting will be paramount to this as this will be a clear indicator that each commissioned provider has a no blame culture and is using
patient safety metrics as a learning tool to improve patient outcomes.
The CCG will develop models, systems, and processes for assessing and improving safety and the quality of care. Patient safety
measures will be evidenced as a priority in provider contracts and for future service design.
The CCG will engage positively with Health Education East of England (HEE) to ensure sufficient staff is available to the local health
system in future years. . Healthcare organisations should ensure that staff are present in appropriate numbers to provide safe care at all
times and are well-supported. The CCG will be monitoring of capacity of organisations to deliver safe services through well trained and
adequate staffing resource occurs through CCG quality and contractual monitoring systems. The CCG will ensure that the providers of
services have in place adequate training and support to their staff to ensure that good quality care and patient safety approaches are
adopted and are part of the service specification of its commissioned services. Further to this to support the training and education of
staff through partnership working and planning through HEE and locally in relation to CPS e.g. contract with HEIs (UCS).


All leaders concerned with NHS healthcare – political, regulatory, governance, executive, clinical and advocacy – should place quality of
care in general, and patient safety in particular, at the top of their priorities for investment, inquiry, improvement, regular reporting,
encouragement and support:
The CCG operates a programme of Quality Improvement visits to engage with providers and increase visibility of commissioners to
ensure commissioned services are of a high quality and risk and issues subject to early warning trigger systems:



Patients and their carers should be present, powerful and involved at all levels of healthcare organisations from wards to the boards of
Trusts.
The CCG is committed to the active engagement of patients and the public in our work. One of our six priorities is to demonstrate
excellence in patient experience and patient engagement. We have put in place a number of mechanisms to make sure that patients
and carers can be involved at all levels:
 The Community Engagement Group – this is a subcommittee of the governing body made up of appointed members of the public,
who influence and scrutinise the CCG at a strategic level. Meetings are held in public across West Suffolk.
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Members of the Community Engagement Group have already linked in with some of the CCG’s workstreams to ensure the
patient voice is heard in our commissioning – e.g. urgent care review meeting, integrated care workshop and dementia
engagement. This work will continue.
 Shared Decision Making – this is when the clinician and patient discuss options for treatment when there is no single treatment
that is better than another. This allows the patient to think about possible outcomes, positive and negative, and to discuss what
is most important to them. As a result, the clinician and the patient work together to make the best choice that meets the
patient’s preferences. We have launched a programme of Shared Decision Making, beginning with clinical specialities at West
Suffolk NHS Foundation Trust, but it will be expanded across the hospital and into other local health providers, leading to a real
change in culture
 Support for carers – last year the CCG launched a one year project to help GPs identify and support family carers. Two family
carer advisers have been appointed to deliver the project, which is being run by Suffolk Family Carers. The advisers work with
GP practices to help them identify family carers, and to appropriately support them and signpost them to other helpful
organisations
 The Health Forum – this is the free membership of the CCG. Members of the public register an interest in hearing updates from
the CCG and opportunities to get involved at meetings and events. As a result, members receive a bi-monthly newsletter from
the CCG, as well as being the first to hear the latest news from health partners and the latest consultations, surveys, meetings
and events.
 Patient Revolution events – these are the large, annual CCG conferences for patients, the public and stakeholders. The twist is
that there is no set agenda; people who attend can set up discussion groups on the issues that are most important to them. The
CCG has used the comments and feedback from these events to shape its planning and regularly keeps in touch with attendees
to report back on actions taken as a result;
 In February 2014, the CCG began using Patient Opinion to help collect and collate patient feedback to provider organisations.
Plans are underway to promote the use of Patient Opinion to the public;
 Market stall events – last summer the CCG took a health roadshow around West Suffolk marketplaces, giving local people the
opportunity to find out more about the CCG and local health services. As well as taking the CCG out to a different audience of
people that may not book onto events, it also resulted in a great deal of comments and feedback that was taken back to the
relevant teams and colleagues for action.
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Government, Health Education England and
NHS England should assure that sufficient staff
are available to meet the NHS’s needs now and
in the future. Healthcare organisations should
ensure that staff are present in appropriate
numbers to provide safe care at all times and are
well-supported.

Press Release
30 January 2014, Communications Team, West Suffolk CCG

The monitoring of capacity of organisations to
deliver safe services through well trained and
adequate staffing resource occurs through CCG
quality and contractual monitoring systems.

The CCG’s official Facebook page can be found at
www.facebook.com/www.westsuffolkccg.nhs.uk

Mastery of quality and patient safety sciences
and practices should be part of initial preparation
and lifelong education of all health care
professionals, including managers and executive
The CCG will need to ensure that the providers
of services have in place adequate training and
support to their staff to ensure that good quality
care and patient safety approaches are adopted
and are part of the service specification of its
commissioned services. Further to this to
support the training and education of staff
through partnership working and planning
through HEE and locally in relation to CPS e.g.
contract with HEIs (UCS)



The NHS should become a learning organisation.
Its leaders should create and support the
capability for learning, and therefore change, at
scale, within the NHS.

Long live the NHS revolution in west Suffolk
Long live the revolution!

That's the rallying cry from GPs in west Suffolk as the local clinical commissioning
group launches on Facebook.

The NHS West Suffolk Clinical Commissioning Group is the GP-led organisation which
is responsible for buying-in and managing most local health care services for the
285,000 population of west Suffolk.
At the heart of the work of the CCG is delivering a "Patient Revolution" - meaning that
every person in west Suffolk, young or old, rich or poor, has a real voice on how their
NHS health services are designed and delivered. That means patients receive the
best possible level of care that meets their needs.
Dr Ed Garratt, the CCG's chief operating officer said: “Joining Facebook is another
way of getting the message out there, so that people can join us and make a
difference. Our CCG has already developed a reputation, both locally and nationally,
as delivering an exceptional level of patient engagement activities such as our annual
patient revolution conferences and our market stall roadshow events last year.
"Sometimes people don't have the time to attend one of our events and people can be
reluctant to call us as they might think their input might not be taken seriously.
"But the CCG is hungry for local input. We want people to tell us what they think of
their local health care service and how they think it could be improved. We take on
board every piece of feedback we are given and make those changes where we can.
"Facebook gives us the opportunity to really get conversations going in order to
support a patient revolution in west Suffolk."
You can also follow the CCG on Twitter @NHSWSCCG
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The CCG currently holds Investors in People Bronze Level and is going for re-accreditation in March 2014. The Personal Development
Process places an emphasis on line manager supporting learning intervention, our values and behaviours Patient Centered, Respect,
Enabling Excellence and Integrity describe how for example; we will listen and act on what the public say and keeps them informed of
what is happening; support a no blame culture and recognising that we are all accountable for our behaviour towards others; develop
confidence and maximise potential through learning, nurturing and development; regularly benchmarking work to the appropriate
standards of quality and excellence (e.g. researcher publications, programmes and league tables).


Transparency should be complete, timely and unequivocal. All data on quality and safety, whether assembled by government,
organisations, or professional societies, should be shared in a timely fashion with all parties who want it, including, in accessible form,
with the public.
The CCG’s Integrated Performance Report, which reports on clinical quality and patient safety issues is presented monthly to the Clinical
Executive, and also to the public meetings of the Governing Body. The report is also made available to members of the public on the
CCG’s website.



All organisations should seek out the patient and carer voice as an essential asset in monitoring the safety and quality of care.
The CCG actively seeks continuous improvement through the complaints process and welcomes and respond positively to complaints.
All complaints are investigated thoroughly, being transparent to the patient and their family using a coordinated approach with other
agencies if care has overlapped. The CCG uses the patient voice (as set out above) to improve the quality and safety of care.
The CCG promotes a duty of candour implemented by providers alongside public involvement in service redesign and scrutiny
The CCG monitors the implementation of patient safety alerts issued through NHS England in monitoring of its local contracts and
quality measures with providers.
The CCG will ensure it collaborates in the use and requests for information from providers in support of quality, safety and regulation by
CQC e.g. through quality surveillance groups and shared intelligence. It will utilise datasets and metric available through the NHSIC to
monitor and benchmark the quality of local services.



Supervisory and regulatory systems should be simple and clear. They should avoid diffusion of responsibility. They should be respectful
of the goodwill and sound intention of the vast majority of staff. All incentives should point in the same direction.
The CCG will monitor the implementation of patient safety alerts issued through NHS England in monitoring of its local contracts and
quality measures with providers.
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We support responsive regulation of organisations, with a hierarchy of responses. Recourse to criminal sanctions should be extremely
rare, and should function primarily as a deterrent to willful or reckless neglect or mistreatment.
The CCG will ensure it collaborates in the use and requests for information from providers in support of quality, safety and regulation by
CQC e.g. through quality surveillance groups and shared intelligence. It will utilise datasets and metric available through the NHSIC to
monitor and benchmark the quality of local services.

8.1.3

Winterbourne.

The Winterbourne report set out the type of care that people with learning disabilities/0autism and behavioural issues should receive. These are:









People should receive local personalised services that meet their needs, which should be planned from childhood;
People should be supported in the community, in their home or close to their home and family;
People should only go to hospital for assessment and treatment if it is necessary and they cannot get the support they need at home or
in a community service;
People that do have to go into hospital for assessment and treatment should receive good quality care as near to their home as possible;
People should be moved on from hospitals as quickly as possible – either back home or on to other community support;
Commissioners who place people with learning disabilities/autism in hospital or community support settings should have clear
responsibility for each person;
Commissioners should also make sure that people with learning disabilities/autism are able to see and speak to their families regularly;
There should be local services that stop people with learning disabilities from having a crisis. If a crisis does happen then there should
be local services to help people deal with the crisis.

In response to Winterbourne View report, the CCG will:





In response to Winterbourne, the cohort of Suffolk winterbourne clients has been reviewed as per winterbourne concordat.
All clients have had a joint review by CCG, NSFT and SCC and all have discharge dates and supported to access supported living
arrangements in Suffolk where appropriate.
A joint winterbourne sub group will feed into a joint commissioning forum to ensure the needs of the learning disability clients within
Suffolk have the right services in place to ensure they are supported to live as independently as possible.
The winterbourne concordat will also provide a backdrop for improving services for other vulnerable groups including children and young
people.
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8.1.4

Timescales

The timescales that apply to the Winterbourne View are June 2014 for clients to be placed in county.
In relation to Berwick, the development of a Patient Safety Strategy is scheduled for September 2014, with an action plan for 2014-16 available in
December 2014.
Timescales on Francis, linked to the updates and progress, will be monitored routinely through the Health and Wellbeing Board. Safer staffing will be
monitored though Quality monitoring meetings from April 2014. Reporting in providers quality accounts of patient safety and quality improvements
and plans will be available from June 2014.
New systems and mechanisms for reporting incidents and for receiving alerts on medical devices are being put in place from April 2014 in the CCG
with the Medical devices Safety Officer function reporting through the medicines management safety meeting under the stewardship of the Chief
Nursing Officer. Additionally, the improved reporting of medication incidents by providers will be developed and monitored as part of the approach to
delivering the CCG quality premium for 2014/15.

8.2

Patient safety

The Suffolk strategy for patient safety focuses on the three domains of quality defined in High Quality Care for All (2008):




Safety: ‘do no harm’ – keep patients as safe as possible;
Effectiveness: ‘success’ – clinically effective and cost effective treatments; and
Patient experience: ‘quality of caring’ – understanding patient satisfaction through their experiences.

The CCG will commission services that are safe, clinically effective and support a positive care experience.
The scrutiny of information and metrics by the CCG of measures including the safety thermometer, never event and serious incident data and the
other quality metrics will enable the consideration of emerging themes and trends in patient safety and harm to patients. This is supported by an
evidence-based dashboard for the CCG Governing Body that provides both assurance and early warning of quality concerns in commissioned
services. Review the quality assurance mechanisms that are in place across the range of commissioned services and ensure appropriate quality
monitoring and governance arrangements are in place.
Other key programmes of work include:
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Development of a system wide professional and public communications campaign for harm free care
Full implementation of the Clostridium difficile reduction plan
Commissioning 100% use of high impact intervention
Working with health care regulators, the Local Authority, Healthwatch and other commissioners to share information and support
continuous quality improvement
Developing and implementing a commissioning Infection Prevention and Control Strategy.

The CCG will also cooperate with and participate in the emerging patient safety collaborative being set up by NHS England whose aim is to provide a
network of patient safety learning and improvement to continually improve care at the front line and to reduce the likelihood of harm to patients.
The increase in reporting of harm and in particular the reporting of medicines related incidents will be promoted through contractual and quality
improvement discussions with providers and stakeholders. Monitoring of the levels of reporting through the NRLS system and through Serious
incident reporting routes will support the NHS Outcomes framework aim of higher reporting and the emergence of diminishing levels of harm are
achieved by providers of services through the application of best practice and innovative approaches to service delivery. E.g. pressure ulcer
prevalence.
The CCG will optimise the use of root cause analysis of all incidents including those in the infection control review process for MRSA and C difficile to
identify lessons learned and action required to prevent recurrence. Participation in quality surveillance group to identify early warnings of service and
quality failings in order to address the risks to patient that they potentially raise.
VTE Prevention is recognised as an international patient safety issue, and prevention is about saving lives and reducing long term ill-health and
avoidable harm to patients. Providers are required to undertake audit of thromboprophylaxis and root cause analysis of all cases of VTE events
associated with hospitalisation as specified in the NHS Standard Contract
The national VTE CQUIN for risk assessment will not be in place for 2014/15. However, the CCG’s contract with its local provider contains a
requirement to audit appropriate thromboprophylaxis and to scrutinise Root Cause Analysis for cases of VTE. The requirements are:
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The CCG will incorporate VTE risk assessments in its quality monitoring processes going forwards, and any deterioration in performance, or
performance failure, will be escalated through the contractual Service Level Agreement (SLA) meetings, with appropriate contractual sanctions being
applied.

8.3

Patient experience

The CCG will encourage feedback and value the role of patients and healthcare professionals in shaping, monitoring and improving services The
CCG will continue to report, monitor and provide feedback regarding concerns raised by the public and other agencies. Patient stories are shared at
all levels of the organisation to illustrate patient experience and to determine commissioning intentions.
The CCG provides a framework and training to support involvement of members, lay personnel, GP practices and patients in quality assurance
processes e.g. mystery shoppers and involvement in quality improvement visits. In addition, the CCG utilises Patient Advisory Groups, Patient
Reference groups and other community groups to support patient experience feedback.
Quality dashboard reporting will assure each provider is performing against agreed metrics. Patient experience metrics will be triangulated with other
quality indicators such as patient safety reporting and will have a high profile through quality sub group meetings for each contracted provider.
Safeguarding remains a priority for the CCG; ensuring compliance against legislation and national and locally agreed policies. A Safeguarding
dashboard will assure commissioners that reporting thresholds are robust, investigations are transparent and ensure learning is continuous to ensure
the vulnerable achieve the best possible care and robust information sharing processes are in place providing a seamless transition between
services.
Patient experience metrics are reviewed contractually for all commissioned providers identifying trends and themes of the complaint and whether
there are month on month improvements. Evidence is provided through ward to board that complaints and patient voices remain an integral part of
business.
The Friends & Family Test (FFT) patient experience measure is applicable to all providers, inpatient areas, A&E, paediatrics, obstetrics and
gynaecology and outpatient clinics. The key focus of the CCG’s work to further improve patient experience is set out below:


An increase in the number of patients asked is being incentivised through the national CQUIN for 2014/15. This will include FFT staff
surveys, as well as annual staff surveys and recruitment that are focused on each organisations values and behaviours. Our quality
improvement visit programme also focuses on feedback from patient and staff ensuring whistleblowing policies are known and
understood and staff trusts the organisation has a no blame culture;
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8.4



The CCG’s CQUIN for FFT is driving zero detractors and this will be concentrated within inpatient areas of all providers. This will provide
an opportunity for providers to review patient safety clinical quality and patient experience metrics to improve the overall patient
satisfaction in their experience of care;
Patient experience of vulnerable patients will be improved through learning from serious incidents and serious case review findings;



Joint working with Suffolk County Council to ensure admission prevention strategies and early supported discharge is in place;



Liaison nurses for Psychiatry, learning disabilities and dementia forms part of the strategy of the CCG. Development of specific
feedback mechanism related to each vulnerable group will be integral to capture issues important to them as well as capturing carer
feedback. Through adult safeguarding forums and information sharing mechanisms with Health watch, CQC, SCC and the CCG will
continue and strengthen by joining quality monitoring of providers, particularly in the care home sector and supported living



The CCG will continue to review all patient experience feedback from both the provider and the CCG itself. These are reported monthly
through performance reporting to both the Executive and Governing Body.



The CCG will monitor staff feedback more consistently through the FFT test will provide an opportunity to monitor improvements month
on month, work with providers to identify areas of concern and triangulate with patient safety and patient experience metrics. As this is a
national initiative, the ability to measure against other providers will be beneficial as a benchmarking tool.

Compassion in practice

Over the last few years there has been an increasing perception that the caring dimensions have been focused on targets, financial constraints,
reduction in length of stay, increased acuity and technical competence (DH 2005; Burdett Trust for Nursing 2006; London Network 2007; Help the
Aged 2008; Healthcare Commission 2009; Patients Association 2009). Alongside this has been a perception within the nursing profession that nurses
have “lost their way” (Maben & Griffiths 2008). This has led to Compassion in Practice, the new three year vision and strategy for nursing, midwifery
and care staff.
The “NHS Nursing Strategy: Compassion in Practice” sets out the shared purpose for nurses, midwives and care staff to deliver high quality,
compassionate care, and to achieve excellent mental and physical health and wellbeing outcomes. It builds on the enduring values of the NHS, and
the rights and pledges of the NHS Constitution. The strategy sets out six areas for action to be implemented over the next three years:
 Staying independent, maximising wellbeing & improving outcomes;
 Improving patient experience;
 Delivering high quality care & measuring impact;
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Building & strengthening leadership;
Right staff, right skills, right place;
Supporting positive staff experience.

The Suffolk CCG’s strategy aligns to the national vision for nursing as described in Compassion in Practice and provides the opportunity for
discussion at local level to plan how the vision will be realised. It outlines ways that individuals, teams, managers and organisations can demonstrate
and embrace the six values (care, compassion, competence, communication, courage and commitment) and the actions that go alongside them.
Specific areas are identified to work on to help these behaviours become embedded in practice.
Nursing is a major component of nearly every healthcare service that we commission from our providers - including hospitals, community services,
mental health care, nursing homes or care provided in the home. The CCG recognises that nurses, midwives and care staff will lead or support many
of the changes needed for us to realise our ambitions.
The CCG will ensure that all of our providers focus on the ‘Six C’s’ putting the person being cared for at the heart of the care they are given. Where
the local population is in need of NHS services, the CCG will seek to guarantee that they are respected and involved in care decisions, treat with
dignity by a workforce who are competent, committed and have the courage to act as the patient advocate at all times. Each provider is developing
value based recruitment, staff surveys as part of the Friends and Family Test, ensuring a workforce has high morale to deliver safe and effective care.
Addressing compassion in practice is fundamental to the approach the CCG takes to commissioning from all its providers across all settings and in
developing integrated working with local stakeholders in social care and the voluntary sector. The Parliamentary and Health Service Ombudsman in
2011 in the report ‘Care and Compassion’ highlighted gaps in the promise of care and compassion and the personal experiences of in particular older
people accessing NHS care. The CCG continues to develop its community and patient involvement strategies to ensure that the vision and culture
underpinning the 6c’s are reflected across the health and care sector for the Suffolk population in its planning and design of services.
The CCG will work with providers of education to ensure that compassion in practice is a key component in education and training for all staff and that
raising awareness in the workplace and settings were service users access care are prominent.

8.5

Staff satisfaction

Staff satisfaction as a metric is not only necessary for healthcare providers to encourage staff engagement (the process by which staff come to have
a positive attitude towards the organisation and its values) but to accelerate it; evidence from a wide range of sources, highlights that:


Patient satisfaction is consistently higher in trusts with better rates of staff health and wellbeing;
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There is a link between higher staff satisfaction and lower rates of mortality and hospital-acquired infection;
Stress and burnout are more frequent in the NHS than in other sectors. Approximately 30% of sickness absence in the NHS is due to
stress.

The CCG has taken the following steps to increase staff engagement, including:





Articulating values in plain English and showing how they translate into behaviours, this forms part of compassion in practice, with value
based recruitment;
Giving frontline staff the voice to implement changes to services and solutions to problems when they arise;
Train staff to be able to deliver care in an emotional setting, allowing training for reflective practice;
Developing leaders ensuring they have the right management skills. This will include clinical staff.

Staff voices are heard through annual surveys, but the development of Friends and Family Test ensure the staff voice is heard continuously. This will
provide a staff voice identifying trends and themes and the ability to triangulate this information with other quality and safety metrics provide live
measurement of both staff and patients.
The Quality Improvement visit programme represents an opportunity for commissioners to fulfill their duty to patients and the public for the quality of
commissioned services by:
 Connecting with patients, carers and staff at the point of care
 Further developing relationships and understanding between clinical commissioners and providers
 Developing a better understanding and experience of the care environment that has been commissioned
 Enabling commissioners to triangulate evidence of adherence to care standards, achievement of Suffolk-wide Harm Free Care, CQUINS,
Patient Experience and staff satisfaction.
The CCG has comprehensive appraisal process that supports the objectives of the CCG. The personal development needs are collated by HR and
used to develop the CCG training plan. The CCG undertakes staff surveys relating to EDS2, Behaviours and Values, and through a number of staff
engagements groups. The Staff Partnership Forum, “Great Big Ideas”, Organisational Development Group and staff “Away Day” Group all have an indepth understanding of the factors affecting staff satisfaction in the local health economy.
In-terms of staff satisfaction locally, the CCG is being benchmarked against the Investors in People Standards. In 2013 the CCG was recognised as
one of the top ten NHS organisations at the HSJ Annual Awards for Staff Engagement. Following the staff “Away Days”, the CCG surveys its staff on
their thoughts and views of the day. At the 2013 “Away Day”, two of the speakers were patient representatives – Ipswich Hospital User Group and
West Suffolk Patient & Public Involvement (PPI).
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The CCG has delivered a range of workshops, all day, half day and Lunch and Learn (1 hour) sessions on a range of areas that includes, the Francis
Report; Stress Awareness; Communication Skills; and Integrated Service Planning.
Appraisal objectives and development needs are reviewed regularly to ensure that staff are on-line to meet their objectives and development needs.
The KSF outlines provide clear and coherent standards that relate to the CCG objects – this work is supported by the findings of Borrell and West,
which says that there is a clear correlation between patient outcomes and employee engagement and satisfaction.
The plans ensure that there will be a measureable improvement in staff experience in order to improve patient experience.
The CCG will also monitor staff feedback more consistently through the Friends & Family Test which will provide an opportunity to monitor
improvements month on month, work with providers to identify areas of concern, and triangulate with patient safety and patient experience metrics.

8.6

Seven day services

“Everyone Counts: Planning for Patients 2013/14” first signalled that the NHS will move to providing routine services seven days a week. This will
deliver a much more patient-focussed service and one which offers the opportunity to improve clinical outcomes. The NHS Services, Seven Days a
week Forum was established to consider how NHS services could be improved and made available across the seven day week.
The Forum set out ten evidence-based clinical standards that were recommended as being adopted by the NHS to end current variations in outcomes
for patients admitted to hospitals at the weekend.


Patient Experience - Patients, and where appropriate families and carers, must be actively involved in shared decision making and
supported by clear information from health and social care professionals to make fully informed choices about investigations, treatment
and on-going care that reflect what is important to them



Time to first consultant review - All emergency admissions must be seen and have a thorough clinical assessment by a suitable
consultant as soon as possible but at the latest within 14 hours of arrival at hospital



Multi-disciplinary Team (MDT) review - All emergency inpatients must be assessed for complex or on-going needs within 14 hours by
a multi-professional team, overseen by a competent decision-maker, unless deemed unnecessary by the responsible consultant. An
integrated management plan with estimated discharge date and physiological and functional criteria for discharge must be in place along
with completed medicines reconciliation within 24 hours
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Shift handovers - Handovers must be led by a competent senior decision maker and take place at a designated time and place, with
multi-professional participation from the relevant in-coming and out-going shifts. Handover processes, including communication and
documentation, must be reflected in hospital policy and standardised across seven days of the week.



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



Intervention / key services - Hospital inpatients must have timely 24 hour access, seven days a week, to consultant-directed
interventions that meet the relevant specialty guidelines, either on-site or through formally agreed networked arrangements with clear
protocols, such as:
 Critical care
 Interventional radiology
 Interventional endoscopy
 Emergency general surgery



Mental health - Where a mental health need is identified following an acute admission the patient must be assessed by psychiatric
liaison within the appropriate timescales 24 hours a day, seven days a week:
 Within 1 hour for emergency* care needs
 Within 14 hours for urgent** care needs



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.
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Transfer to community, primary and social care - Support services, both in the hospital and in primary, community and mental health
settings must be available seven days a week to ensure that the next steps in the patient’s care pathway, as determined by the daily
consultant-led review, can be taken.



Quality improvement - All those involved in the delivery of acute care must participate in the review of patient outcomes to drive care
quality improvement. The duties, working hours and supervision of trainees in all healthcare professions must be consistent with the
delivery of high-quality, safe patient care, seven days a week.

The CCG has incorporated delivery of the ten Clinical Standards by 2016/17 within the 2014/15 CQUIN Scheme, and has stipulated that West Suffolk
NHS Foundation Trust develop an action plan (a requirement within the Service Development and Improvement Plan section of the NHS Standard
Contract) to be completed in Month 1. There is also a requirement for baseline collection against all standards and partial compliance of the Clinical
Standards in readiness for 2016/17. Nationally, the Seven Days a week Forum will report again in late 2014, setting out further proposals for a fully
integrated service delivering high quality treatment and care seven days a week. The CCG will embrace these findings in delivering services locally.
During 2013/14, an outcome based 7 day working CQUIN has been delivered for the review of patients within 24 hours, including access to
diagnostics and links to 24/7 critical care team. For 2014/15, the CQUIN is to extend to being a core principle that underpins service delivery across
the health system through a comprehensive action plan against all the requirements of NHS Services, Seven Days a Week: Clinical Standards. For
the system to be most efficient & effective, it needs to manage demand & flow across the health and care system and therefore needs to maximise
utilisation of resources by ensuring the ‘best’ advice and support is available to the practitioner at the time of need. Through this, the system will:




Improve patient Family Carer experience;
Reduce avoidable admissions;
Reduce length of stay.

The CQUIN is part of a range of initiatives across providers to develop seven day working across the system, focusing on urgent and emergency care
patients. It supports practitioners to:





optimise clinical management of patients;
avoid unnecessary admissions,
improve overall length of stay and
ensure shared care planning is in place.

The CQUIN aims to extend services that improve clinical outcomes, with the benefit of providing a more focussed patient service.
.
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The CQUIN builds on the work undertaken by the system to integrate services, providing a streamlined, comprehensive offer to the adult patient and
their family/carer, as well as the 2013/2014 7-day working CQUIN to ensure we meet the every day counts case. Milestones for this CQUIN are
based on national clinical standards:


Year 1 (2014/15)
 Provider to write a comprehensive action plan to be shared with the Integrated Care Steering Group designed to deliver
baseline assessments of current weekend performance (quality and productivity) against all the requirements of NHS Services,
Seven Days a Week: Clinical Standards. Plan to include Milestones for delivery.
 Continued delivery of 2013/14 schemes:
 All newly arrived ward patients during the week to be visited by a ward consultant within 24 hours and to have an
admission and discharge plan;
 All new arrivals to wards at the weekends to have consultant review within 24hours to agree admission and discharge
plans;
 Diagnostic tests (CT, ultrasound) to be available at weekends if the referring clinician considers the test will change the
clinical management of the patient or reduce Length of Stay (LOS);
 Weekend consultant to link with the 24/7 critical care outreach team in the management of deteriorating patients;
 All patients admitted to the AMU (F8) will be seen by a Consultant each day of the week. All patients where there is a
significant clinical concern at handover on a Friday evening or where such concerns are raised by ward staff during the
weekend will be reviewed by a Consultant during the weekend;
 Access to diagnostic tests to be reviewed with expectation that faster turnaround times of some scans will expedite
patient throughput;
 Determine methodology and commence collection of baseline data for the Keogh's NHS Services, Seven Days a Week: Clinical
Standards.



Year 2 (2015/16). Trajectory by ward/service to achieving sustainable improvements including:
 levels of seniority by area at each point in the week;
 plans around how flow might be better co-ordinated for surgical and medical support;
 workforce plans (including revisions to job plans);
 resource plans;
 communications;
 inter-agency working.

130

8. Quality
8.7

Safeguarding

8.7.1

Adult Safeguarding

The Suffolk-wide system has reviewed its adult safeguarding strategy as well as developing a system-wide action plan of implementation. This will
include information sharing mechanisms and aligning clinical incident and serious incident reporting to Suffolk County Council, identifying reporting
thresholds in line with the national guidance, and ‘No secrets’ guidance which is facilitated by the health sub group chaired by both Suffolk CCGs.
Adult safeguarding is similar to safeguarding children and young people and Suffolk County Council leads as the statutory agency. The adult
safeguarding board hosted by the local authority has membership of all key stakeholders which includes membership of both commissioners and
providers. The lead for safeguarding represents both Suffolk CCGs at the partnership board and chairs a health sub group to provide assurance that
safeguarding processes across all commissioned services are in place. The health sub group also ensures key actions from the partnership is driven
forward.
Information sharing practices are being evidenced through joint working and reporting of safeguarding issues through clinical quality reports for all
providers to ensure key learning points and system wide learning is implemented.
Increased surveillance of all commissioned providers through quality improvement visit programme provides assurance that adult safeguarding
processes, reporting, training and education is in place and recommendations for improvements are monitored through quality sub meetings that fit
into the monthly contractual review process. Reporting mechanisms in the form of KPIs will be clearly set out in each contract with providers and
reporting on all aspects will take place monthly. Information from these visits is shared openly with the LA and the CQC to promote a system wide
response to areas of concern or to disseminate good practice. Quality Inspection Visits are in place to review safeguarding systems and processes,
as well as asking staff and patients for feedback.
Serious incident reporting from NHS providers is shared with adult safeguarding of the local authority to ensure how root cause analysis and lessons
learned and implementation of are robust and provide the partnership board that health investigations identify change in practice to improve the
overall patient experience. Safeguarding referrals and lack of reporting will be monitored through quality sub group meetings that fit within the
contractual process.
Suffolk has two lead GPs that provide clinical leadership for Adult safeguarding, they assist with the strengthening of safeguarding processes within
Primary health care, raise awareness of the safeguarding agenda, identify education opportunities, provide advice and support to GPs and monitor
outcomes and action from investigations.
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All commissioned providers are undergoing a self-assessment to review adult safeguarding policies and procedures and education and training. This
will be reported to the health subgroup developing actions plans with each provider which will feed into the adult safeguarding board work plan. A selfassessment on all clinical staffs understanding of the Mental Capacity Act and Deprivation of Liberty Safeguards (DOLs). DOLs will coincide with this
self-assessment and education and training will be developed Suffolk wide to address the training needs identified. Adult safeguarding training will be
standardised against the Bournemouth competency framework. The Mental Capacity Act/ DOLS competency framework will be developed and rolled
out as a Suffolk-wide system within health. All providers are currently using the Social Care Institute for Excellence (SCIE) guidance around MCA and
DOLS and all providers have an induction programme for all new starters as well as having yearly updates. The self-assessment will be completed by
30th June 2014 and reported to the August Adult safeguarding board.
Workshops and training to raise awareness of the Prevent strategy within the healthcare will take place with a DVD-based training package called
HealthWRAP – Workshop to Raise Awareness of Prevent. The workshop, aimed at any NHS staff; front line staff, managers and clinicians, is
designed to help make them aware about their contribution in preventing vulnerable people being exploited for terrorist purposes. The workshop is
aimed at frontline staff and it is intended to give an awareness and understanding of the Prevent agenda, improve understanding of the processes
used by terrorists to radicalise individuals, support professional judgement to recognise potentially vulnerable individuals who may be susceptible to
messages of violence, give the confidence to use a common sense based response and ensure staff are aware of who to contact within their
organisation to discuss any concerns. Numbers of staff who access this training will be monitored through the contractual process.
8.7.2

CCG Safeguarding Children Policy

In March 2014, West Suffolk CCG and Ipswich & East Suffolk CCG published a joint Safeguarding Children Policy, which will ensure keeping children
safe will be at the heart of all planning and decision making for services commissioned through the CCGs. The CCGs will ensure that its contracts
clearly specify safeguarding expectations and responsibilities for all health providers of services they commission as set out in its Safeguarding
Children policy. A key component of this will be working together with partners to achieve this and make sure that all health staff across the
geographical boundaries of the CCGs understands their role in the safeguarding of children and young people health and promotion of their welfare.
Our Vision is to deliver a highly specialist, quality focused, safeguarding children’s service that places the child/ children or young person not only at
the centre of care, but at the centre of planning, contracting, delivery and performance monitoring of services to children and adults carers. We aim
to:




Systematically improve and develop safeguarding and looked after children (LAC) practices through the application of consistent
standards, learning from experience, audit findings, reviews, research and policy guidance;
Ensure that staff working in safeguarding children and LAC services demonstrate the value and competencies required for the job;
Work with different partners/organisations to promote the safeguarding children and LAC services;
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Encourage consulting children, young people and their families/carers to ensure that their views are considered as part of service
redesign or changes;
Ensure that children are not disadvantaged through diversity, learning, communication, or emotional and mental health problems.

A Safeguarding Children Outcomes’ Framework has been developed to identify the key standards required to ensure that safeguarding arrangements
fit into the quality agenda and that there is a culture for improving the outcomes for children. The CCGs will gain assurance regarding the quality of
safeguarding arrangements across the Collaborative through the Chief Nurse as the Executive Lead for Safeguarding Children and who represents
the CCGs on the Suffolk LSCB. The CCG Safeguarding Team will lead on providing analytical reports for the CCGs regarding the effectiveness of
safeguarding arrangements, support and challenge commissioners and providers to improve the outcomes for children across the health economy.
The CCG will work in collaboration with the NHS Commissioning Board to ensure that safeguarding children arrangements are in place across the
health economy and will co-operate with the local authorities in fulfilling duties towards looked after children, including health assessment and
planning.
8.7.3

Dashboard and reporting

Work is progressing to include the information required from providers by commissioners in KPI‘s. A performance management tool has been
developed by designated professionals. This will be used across the CCG‘s to obtain key performance data from all health providers from April 2014.
As outlined in the revised Working Together‘ clinical commissioning groups (CCGs) will be the major commissioners of local health services and will
be responsible for safeguarding quality assurance through contractual arrangements with all provider organisations. The dashboard will be used as a
tool to provide commissioners with assurance that providers are compliant with their safeguarding responsibilities
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Key Performance Indicators
Standards/Key Performance Indicators

Method of monitoring

A wide variety of standards and indicators set
by the LSCB to confirm that in discharging its
functions, WSCCG & IECCG has regard for
the need to safeguard and promote the
welfare of children
As set by the NHS Chief Executive in July
2009 (the ‘Nicholson letter’)

Section 11 audit (Section 11
of the Children Act 2004)

Safeguarding Children Annual Reports

Public declaration of
safeguarding children
arrangements posted on all
CCG websites
Safeguarding Children
Annual Report

Looked After Children
Annual Report
As set out in the CCGs Safeguarding Children Performance management
Dashboard
dashboard to inform Board
reports

Monitoring
information
prepared by
Designated
Professionals

Minimum
frequency
monitoring
Annually

Designated
Professionals

Annually

Designated
Professionals

Annually

Designated
Professionals

Quarterly with
monthly
performance
updates

Monitoring reported
of to
CCG Boards
LSCB
NHS England
Chief Nursing
Officers
CCG Boards
Chief Nursing
Officers
CCG Boards
LSCB
NHS England
Chief Nursing
Officers
CCG Boards
Chief Nursing
Officers

A highly competent and skilled Medical and Nursing team has the necessary experience and knowledge to deliver in a very complex, high profile and
priority area of health policy and practice. They have extensive experience of working across different types of NHS Organisations, local authorities
and partner agencies to help them understand the complexities of health responsibilities in Safeguarding children and the statutory nature of the
responsibilities associated with its effective delivery.
The Safeguarding Children Policy provides support to both CCGs and strengthens local safeguarding assurance arrangements for services
commissioned for the local children and families. It also sets out a framework to underpin monitoring of safeguarding arrangements across the health
economy.
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The Director for Quality, Patient Safety and Nursing is the Executive Lead for Safeguarding Children and represents the CCGs on the Suffolk Local
Safeguarding Children Board. The Safeguarding Team consists of the Chief Nurse, Designated Doctors, Nurses and Lead GPs. This team will lead
on providing analytical reports for the CCGs regarding the effectiveness of safeguarding arrangements, support and challenge commissioners and
providers to improve the outcomes for children across the health economy.
Currently the effectiveness of the safeguarding system is assured and regulated in a number of ways and include :







Via the Local Safeguarding Children Board
Via external inspection – Ofsted and CQC
Locally developed Peer Review processes
Action planning and monitoring processes following Serious Case reviews
The safeguarding children dashboard
Section 11 audits

Looked After Children - transition into adulthood
There is a Care Leaver service in place commissioned by the CCGs and delivered through the SCC LAC specialist nurses which commences post 16
years and ends when a young person reaches 18 years. In relation to post 18years mental health pathways for LAC – the CONNECT service –
bespoke service for LAC ends at age 18.
Following on from this NSFT have developed the Youth Pathway for all young people (not just LAC) post 16 are considered to be in transition to adult
services in mental health and these services go onto 24 years.

8.8

Special Education Needs

The Department of Education and the Department of Health have set out a joint vision for the special educational needs reforms and the case for
change. It sets out that the needs for children and young people with special needs is the same as for all children and young people – that they
achieve well in their early years, at school and in college; lead happy and fulfilled lives; and have choice and control.
The special needs reforms will implement a new approach which seeks to join up help across education, health and care, from birth to 25. Help will be
offered at the earliest possible point, with children and young people with special needs and their parents or carers fully involved in decisions about
their support and what they want to achieve. This will help lead to better outcomes and more efficient ways of working
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The overarching objective is that all those with special educational needs will have an Education, Health and Care Plans (EHC Plan). This includes
making Personal Budgets available to those under 25 years old.
Local authorities are required to work with health and social care colleagues jointly to commission services to deliver integrated support for children
and young people with special educational needs.
The Children and Families Bill includes the health commissioning duty: “where there is provision which has been agreed in the health element of the
EHC plan, health commissioners must have arrangements in place to secure that provision. All provision reasonably required by a child or young
person’s special needs must be included in the EHC plan.”
The CCG will explore ways of working with the local authority in the joint-commissioning of an integrated, personalised services and in the design of a
local offer (including ensuring relevant contracts with providers reflect the needs of the local population). Whilst details of funding are still to be
decided, it is anticipated that it will be sourced though the £70m nationally awarded to Local Authorities through a Reform Grant.
8.8.1

Special Educational Needs and Disability (SEND) reforms.

The Children and Families Bill will soon (expected spring/summer 2014) introduce new legal duties on local authorities and their partners (including
CCG’s and health providers) to support children and young people with SEND from September 2014. This will include the need for health to work
jointly with the local authority to provide a single assessment process across agencies, joint Education, Health and Care (EHC) Plans and a clear
offer to children and families what health services are ‘on offer’ to be provided. The guidance also points to the need for health and care to provide
Personal Health Budgets (PHB’s) to children and families underpinning the SEND reforms.
Suffolk County Council has been allocated £887,780 (expected May 2014) through the SEND reform grant to assist the implementation process.
West Suffolk CCG (working closely with Ipswich and East CCG) and Suffolk County Council have commenced discussions to ensure that the
upcoming statutory changes are met. We already have established arrangements in place in Suffolk for joint commissioning children’s services
including CAMHS, short break services and residential therapeutic provision on which to build upon.
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9.1

Research and innovation

9.1.1

Strategic Clinical Networks

The NHS Commissioning Board Authority has set out its plan for a small number of national networks to improve health services for specific patient
groups or conditions. Called strategic clinical networks, these organisations will build on the success of network activity in the NHS which, over the
last 10 years, has led to significant improvements in the delivery of patient care. The conditions or patient groups chosen for the first strategic clinical
networks are:
 Cancer
 Cardiovascular disease (including cardiac, stroke, diabetes and renal disease)
 Maternity and children’s services
 Mental health, dementia and neurological conditions
East of England SCNs for all four patient groups have been established and are working collectively on these objectives. These are detailed at
Appendix ‘F’. These will be supported by the CCG as appropriate.
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9.1.2

Eastern Academic Health Science Network

The Eastern Academic Health Science Network (EAHSN)
brings together universities, hospitals, mental health services,
primary care, clinical commissioning groups, public health,
social care, the voluntary sector and industry, translating worldclass research into improved patient care, thus driving
economic growth.
The EAHSN has developed an organisational network model
that is designed to achieve full integration across our regional
health system. The model requires effective and porous
interfaces
among
academic
departments,
research
organisations and delivery systems; this was best managed by
creating a structure with a centre and four surrounding ‘nodes’.
Each node engages with partners from local government,
primary, secondary and tertiary care, social care, public health
and industry who became ‘members’ of the node, developing a
network of robust relationships across the region encompassing
all stages of the patient pathway.
Senior leadership and management from across the health
system are integrated within the EASHN. The Chief Executive
of WSFT is a Board Member on the EAHSN and Chair of the
Cambridge and Peterborough node, which is the delivery arm
focussing on work to innovate, adopt and spread best practice,
deliver step change service improvement, and work
collaboratively to generate wealth in the local health economy.
Both West Suffolk CCG and WSFT are members of the
Cambridge and Peterborough node of EAHSN, helping to
shape priorities from across the area and to influence projects
in a way that works best for our system. The Chief Executive of
WSFT is also part of the Chief Executives Forum representing
the health system.
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In the later part of 2013/14 the West Suffolk health system engaged in active conversation with the EAHSN to explore the application of telemedicine
in preventing admissions from care homes and nursing homes. The viability of the project is currently being determined.
EAHSN is currently determining its priorities for 2014/15 and the plans of all commissioners within the EAHSN are being taken into account, including
West Suffolk CCG’s.
9.1.3

The local
branches of the
NIHR
Clinical Research
Network have
boundaries that
align with the
Academic Health
Science Networks

Clinical Research Network: Eastern

The National Institute for Health Research (NIHR) Clinical
Research Network – the clinical research delivery arm of the
NHS in England - has embarked on a programme to update its
organisational structure. The organic growth has resulted in a
complex structure of more than 100 local networks, some with
over-lapping boundaries, hosted by more than 70 different NHS
Trusts and Foundation Trusts.
Over 2014-2015, the Clinical Research Network is carrying out
a Transition Programme, which will see the organisation move
to a more streamlined structure of 15 Local Clinical Research
Networks, with boundaries that match those of the Academic
Health Science Networks. These changes are being made to
build on achievements to date, provide the platform for further
service improvements, and develop the flexibility needed to
respond to current and future changes in the NHS and research
environments.
Each of the 15 Networks will be hosted by a single NHS Trust
or Foundation Trust, which will manage funds for research
delivery, and disseminate these resources to research-active
providers of NHS services across its area. Every Local Clinical
Research Network will deliver research studies across all
therapy areas. Starting on 1 April 2014, the 15 hosts will be
awarded five year contracts from the Department of Health, to
act as the Network’s local branches.
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They will take responsibility for performing the remit of the NIHR Clinical Research Network at local level and, collectively, will distribute £280 million
of NIHR funding per year, to support the delivery of clinical research studies in their area.
The selection process was completed in September 2013 and Norfolk and Norwich University Hospitals NHS Foundation Trust has been appointed as
host for the ‘Clinical Research Network: Eastern’, which encompasses WSFT.
In relation to clinical engagement, the Clinical Research Network will structure around specialties and themes. Each Local Clinical Research Network
will determine how to configure its local specialty groups – the groups of clinicians who drive delivery of the local research delivery portfolio. The “map”
below shows how the specialties/themes and the research delivery divisions relate to one another and this new structure will come into effect on 1st
April 2014.
Within the Clinical Research Network: Eastern, six Research Delivery Managers have recently been appointed, who will plan the allocation of
research delivery resources for the specialties in their division, facilitate day-to-day study delivery, and develop local stakeholder relationships to
support the Clinical Research Network’s objectives.
The current Norfolk & Suffolk CLRN is a network that has been particularly successful since its inception in 2008. It has substantially increased the
number of patients in our region being offered access to clinical trials, supported clinical researchers in getting their studies off the ground and
delivered to time and to target, and has provided increasing value for money to the taxpayer. The Primary Care Research Network (PCRN), CLRN &
Norfolk & Suffolk Primary Care Research & Development, report on recruitment, number of studies approved and any pertinent additional activities to
the Clinical Executive.
On 21 November 2013 almost 60 Research & Development staff from across CRN: Eastern met in Bury St Edmunds to get to know each other better
and to think about sharing best practice.
The role of the CCG research lead will input into the following strategic, operational and development areas:






Maintain a strategic overview of local and national research opportunities and ensure research updates are taken to CCG Executive
Meetings.
Understand the national and local R&D strategy and priorities and agree research priorities for the CCG area with R&D, the CCG Exec
and PCRN based on current activity and needs.
Promote the delivery of research within the CCG and, as appropriate work with R&D and PCRN to develop the research culture across
the CCG area.
In conjunction with R&D staff, be the point of contact between the NIHR Clinical Research Networks (CLRN, PCRN), and the CCG.
Work closely with other local CCG research leads, as well as regional and national leaders as required. Particularly contribute to the
development of the new Academic Health Science Networks.
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9.1.4

Primary Care Research Network East of England

Primary Care Research Network (PCRN) East of England is one of eight regionally-based Local Research Networks which make up the National
Institute for Health Research Primary Care Research Network in England. The region is split into smaller areas called locality teams enabling a more
localised service with the aim of providing improved treatment and services for NHS patients by working in partnership with patients, researchers, and
primary care practitioners in efficient and effective ways to deliver important and relevant research to the highest standards.
Current arrangements for promoting research will continue through the Suffolk Primary Care Research Network team.
The CCG has a Service Level Agreement with the local Research Network. The CCG has appointed 2 GP research leads who work across Suffolk
and in partnership with the local Research Federation to support and encourage research in practice. Innovation is further supported through the
contractual route by CQUIN schemes with providers of services.
9.1.5

Staff innovation

In 2013 the CCGs were shortlisted in the Staff Engagement category of the HSJ Awards. The award is about recognising organisations that have
turned the theory of engaging with staff into reality and can show how staff engagement is delivering innovation, higher quality services and
contributing to the QIPP agenda. It recognises organisations that are able to demonstrate that staff engagement is at the heart of their culture - where
they are at the heart of decision making processes, feel valued, and understand the values of the organisation.
The CCG is proud of its achievement particularly its work around engagement and partnership working with trade unions. The award recognised the
environment that the CCG is creating where staff are at the heart of decision making processes, feel valued, and understand the values of the
organisation
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10.1 Commissioning for Value
In October 2013 Sir David Nicholson set out ten key points to support planning for a sustainable NHS. Working with Public Health England and NHS
Right Care, NHS England provided every CCG with a data pack to support effective ‘commissioning for value.’ The packs help CCGs identify the
best opportunities to increase value and improve outcomes as well as supporting local discussion about prioritisation and utilisation of resources.
These packs are for use by the local health economy, its partners and CCG senior management teams - primarily those responsible for finance, QIPP
or service reconfiguration. Clinical Commissioners and Governing Body members may use it to support strategic planning and decision-making. The
localised information supports discussions about prioritising areas for change, utilising resources and will help local leaders make improvements in
healthcare quality, outcomes and efficiency
The CCG analysis relates to the financial year 2011/12 and is based on a comparison with its ‘most similar’ CCGs which are:










NHS South Norfolk CCG
NHS Hambleton, Richmondshire and Whitby CCG
NHS Herefordshire CCG
NHS South Lincolnshire CCG
NHS Shropshire CCG
NHS East Riding of Yorkshire CCG
NHS South West Lincolnshire CCGNHS Ipswich and East Suffolk CCG
NHS South Worcestershire CCG
NHS High Weald Lewes Havens CCG

The graphs below set out those areas where there is the greatest opportunity for the CCG to improve outcomes or to realise efficiencies. The results
of this analysis have been reflected in the development of the CCG’s QIPP plans detailed at Section 10.3.
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According to the Commissioning for Value
benchmarking tool, are there programmes which
seem to offer more opportunities for improving
value?
 The programme areas that appear to offer
the greatest opportunity in terms of both
quality and spending are: Endocrine,
Nutritional and Metabolic Problems and
Mental Health Problems.


The programme areas that appear to offer
the greatest opportunity for quality-related
improvements are: Endocrine, Nutritional
and Metabolic Problems and Mental
Health Problems.



The programme areas that appear to offer
the greatest opportunity for financial
savings are: Respiratory System Problems,
Neurological System Problems, Cancer &
Tumours, Circulation Problems (CVD) and
Genitourinary.

10.2 Financial resilience; delivering value for money for taxpayers and patients and procurement
The CCG is required to prepare financial plans for the next two years which form years one and two of the five year Strategic Plan. The financial
plans presented below are draft, but have been constructed with due regard to the national business rules of financial planning, including surplus,
contingency, and non-recurrent expenditure.
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The financial plan for 2014-15 is based on 2013-14 forecast outturn to which a series of agreed principles and key assumptions are applied as laid
out below. The starting point for the financial plan for 2015-16 is the planned 2014-15 position.

Description
Allocation Growth (+%)
Gross Provider Efficiency (-%)

Type
Programme
Acute
Non Acute

Provider Inflation (+%)

Acute
Non Acute

Demographic Growth (+/- %)
Acute
CHC
Non-Demographic Growth (+/- %)
Prescribing
Other Non Acute
Other (%)

Contingency
Transformation

146

2014/15 2015/16
1.72%
1.44%
-4.00%
-4.50%
-4.00%
-4.00%
2.50%
2.20%

2.90%
2.20%

1.50%

1.50%

1.30%
10.00%
1.90%
0.00%

1.30%
10.00%
1.90%
0.00%

0.50%
2.50%

0.50%
1.00%

10. Delivering Value and QIPP
The CCG’s two year financial plan is summarised below:
Non2014/15 Recurrent &
Net Tariff
Activity
Starting
Other
Inflation /
Growth
Position Adjustments Deflation (+/-) (Demog) (+)

Net Tariff
Activity
Growth
2014-15 QIPP Delivered
Inflation /
Growth
(Other) (+) Final Plan*
14-15
Deflation (+/-) (Demog) (+)

Allocation

277,193

Acute Services
Mental Health services
Community Health Services
Continuing Care Services
Primary Care services
Other Programme services

159,099
26,946
23,620
10,714
40,153
1,249

1,168
-154
0
-2,718
0
0

-2,404
-482
-359
176
772
0

2,404
402
354
120
602
0

3,872
-95
416
3,519
-680
0

164,139
26,617
24,031
11,811
40,848
1,249

-5,606
0

Total - Commissioning services 261,781

-1,704

-2,297

3,882

7,032

268,695

-7,267

0
3,373

0
1,889

0
0

0
0

1,386
1,454

1,386
6,715

265,153

185

-2,297

3,882

9,872

276,796

5,406

386

0

0

224

6,016

Contingency
CCG Reserves
Total Programme Budgets
Total - Running costs

277,252

Total Costs
Surplus Requirement

282,812
2,772

Current Gap

Activity
Growth
(Other) (+)

Other

0

-1,151
-510

-7,267

-7,267

2015-16
Final Plan*

285,750

-2,626
-479
-363
260
776
17

2,462
399
360
177
613
0

2,134
0
0
154
151
0

3,107
0
675
613
419
0

163,609
26,537
24,704
11,863
42,297
1,266

-2,415

4,012

2,438

4,814

270,276

0
0

0
0

0
0

42
10,239

1,429
16,954

-2,415

4,012

2,438

15,096

288,659

0

0

0

-604

5,412

-2,415

4,012

2,438

14,492

294,071

2,772

2,857

-8,332

-11,178

Notes: The 2015-16 assumes an element of the 2014-15 QIPP is recurrently delivered; £5.6m against Acute Services, £1.2m against CHC and £0.5m
against Primary Care
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The chart below shows the movement between 2013/14 and 2014/15
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10. Delivering Value and QIPP
The chart below shows the movement between 2014/15 and 2015/16
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10.3 Quality, Innovation, Productivity, Prevention (QIPP)
This plan reflects the CCG’s ongoing commitment to the delivery of QIPP for 2014/15-15/16 which underpins delivery of the CCG’s financial plan.
Each programme within the CCG’s QIPP Plan is led by a GP. The headline programmes and the lead GP are identified below:









Prevention
Integrated Care Transformation
End of Life
Planned Care
GP Prescribing
Mental Health
Children and Young People
Cancer

Dr Rosie Frankenberg
Dr Emma Derbyshire
Dr Simon Arthur
Dr Jon Ferdinand
Dr Emma Derbyshire
Dr Roz Tandy
Dr Rakesh Raja
Dr Andrew Yager

The QIPP programmes, together with a summary of the projects that will deliver the quality and productivity improvements in the next two years are
set out below. A summary of QIPP and funding sources is attached at Appendix G and a consolidated project summary is attached at Appendix ‘H’.
Project charters have been drawn up for each project, detailing key milestones for delivery, key performance indicators, and outcomes.
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Blue = Planning/Scoping
Project
No
Cancer
1
2

Project
Risk Stratification Follow Up Pathways
a. Acute Oncology
Service - Reducing
Hospital Admissions

Pink = implementation

Orange = Mobilisation

Activity

Q1 14/15

Reduction in Urology cancer follow-ups by 20% by March
2014 and ongoing throughout 2015.
Reduction in hospital cancer emergency admissions by 5%
14/15 and 5% during 15/16

Yellow = Watching

Q2 14/15

Q3 14/15

Green = Evaluation

Q4 14/15

15/16
Rescoping

Rescoping

Investment
(2014/15)

QIPP (£)
(2014/15)
14,579
21,720

b. Community Cancer
Nurse Pilot
CYPM
3

4

Age Inclusive Eating
Disorders

To develop an age inclusive eating disorder service for
young people and adults in west Suffolk in a seamless
pathway of care that eliminates current service gaps for
young people aged <18

Paediatric Urgent
Care Pathway

Over a third of short stay admissions in infants are for minor
illnesses that could have been managed in the community.
The project aim is therefore to further develop the
paediatric urgent care pathway of care in West Suffolk for
children and young people <19 and reduce the number of
unplanned admissions to the acute hospital for common
childhood illnesses.
• Mainstream the 2013/14 CQUIN Urgent Paediatric Care
Consultant Led Telephone Advice Line for primary care
clinicians considering admission of a child
• Further Development of a suite of primary care guidance
and education material on common childhood illnesses
• Continue to develop the network of paediatric health and
social care providers through both the Paediatric Network
and developing closer links between acute care consultants
and primary care paediatric leads
• Develop a paediatric short stay tariff for unplanned
admissions <6 hours

2,810
Rescoping

172,513

Rescoping

Rescoping

Rescoping
Rescoping
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Blue = Planning/Scoping
Project
No
5

Orange = Mobilisation

Project

Activity

Paediatric Long Term
Conditions

To further develop the paediatric pathway of care in West
Suffolk for children and young people <19 and reduce the
number of unplanned admissions to the acute hospital for
common childhood illnesses including asthma and epilepsy.
• To identify other areas of common childhood illnesses
which could benefit from improved education and
information for clinicians and which may be better and more
cost effectively managed in community settings e.g.
dermatology.
• To build on the success of the diabetic year of care tariff
by mainstreaming the service to reduce avoidable
emergency admissions.
• To promote early intervention and prevention approaches,
whilst improving multi-agency / professional working based
around the child and family.
To work with SCC in partnership to modernise services and
respond and implement new statutory requirements for
children and families.

6

Joint working with
SCC

7

Maternal Mental
Health

8

Speech & Language
Therapy Service
(SALT)

EoL
9

Pink = implementation

EoL Education

Q1 14/15

Yellow = Watching
Q2 14/15

Q3 14/15

Green = Evaluation
Q4 14/15

15/16

Investment
(2014/15)
88,634

QIPP (£)
(2014/15)
222,353

0

To respond to the recommendations of the Suffolk
Maternity Needs Assessment with a particular focus on
maternal mental health.
In partnership with Suffolk County Council review and
remodel Speech and Language Therapy Services so that they
respond to the recommendations of the Suffolk Children
with Speech, Language and Communication Needs Health
Needs Assessment (2013)

0

Aligned to
SCH
retender

To develop a sustainable model of End of Life Education
across Suffolk to improve skills of health care professionals
in delivering end of life care. Underpinning the ethos of
sharing of expertise and developing sustainable interorganisational relationships; providing End of Life care (EoL)
training, education and support to all staff within the care
home setting and extending to carers of patients at EoL also.

0

0
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Blue = Planning/Scoping
Project
No
10

11

14

Orange = Mobilisation

Q4 14/15

15/16

QIPP (£)
(2014/15)

To address the education and training needs of generalist
staff working within the acute provider, West Suffolk
Foundation Trust, ensuring an agreed programme of End of
Life education is delivered
To complete the roll out and refinement of the System1
based Electronic Palliative Care Coordination System
(EPaCCS,) implemented in 13/14 across Suffolk-wide health
providers – this is an electronic register that will assist
Health Care Professionals in all settings to care
appropriately for patients in the last 12 months of life as
they will have access to the shared EoL care record. By
identifying appropriate individuals at EoL we aim to reduce
hospital deaths by 4% based on 12/13 baseline.

0

To develop a comprehensive psychiatric liaison service
model which supports people with suspected or identified
mental health presentations in acute hospitals and into
community settings.
Evidence based research underpinning the National
Dementia Strategy & service user & family carer feedback is
for an integrated service that supports the individual & their
Family Carer from diagnosis & through the pathway of the
illness.

180,247

Learning Disabilities

Q3 14/15

Investment
(2014/15)

EoL Education CQUIN

Dementia

Q2 14/15

Green = Evaluation

Activity

Electronic Palliative
Care Coordination
System (EPaCCS)

Q1 14/15

Yellow = Watching

Project

Mental health
12
Psych Liaison

13

Pink = implementation

0

147,000

The proposal is that health & social care commissioners
work together to deliver the following functions:
Prevention, Early Intervention & identification, Assessment
& diagnosis, Information & advice, Shared care planning,
Key working, Review Support, Optimising the care
environment, Specialist input & crisis intervention, End of
life care
To re-commission and modernise specialist NHS services for
people with Learning Disabilities (LD), in particular widening
community based support. To ensure children, young
people and adults can access universal services.

0

0
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Blue = Planning/Scoping
Project
No
15

Project
CAMHS

16

Mental health
contract management
(NSFT)

17

Mental Health Joint
Commissioning
Arrangements
(Pooled fund)

Planned Care
18
Pain

Pink = implementation

Orange = Mobilisation

Activity

Q1 14/15

To modernise Child and Adolescent Mental Health Services
in response to the recommendations of the Suffolk
Children’s Emotional Wellbeing Strategy.
To continue the successful implementation of the NSFT
Contract during the period of service redesign, whilst
minimising financial risk to the CCG and provider and
maintaining the quality of service delivery so that mental
health services: • Respond to need and demand
• Deliver the quality standards set by the CCG
• Are in line with national best practice, guidance and
requirements
• Provide high quality care evidence based treatment of PbR
Care Packages
• Deliver robust patient reported outcome measurements
To review the current joint commissioning arrangements
with SCC and reach agreement on future plans to
commission rehabilitation services that effectively move
patients on form inpatient services and repatriate back to
the local area.

Yellow = Watching
Q2 14/15

Q3 14/15

Green = Evaluation
Q4 14/15

15/16

Investment
(2014/15)

QIPP (£)
(2014-15)

Rescoping

0

Rescoping

0

0

To develop a holistic integrated three tier approach to pain
with the specific development of a community based model
of care, primary care support and review of clinical policies
for clinically effective interventions. The service is
developing an integrated three tier approach.
• Tier 1 – Primary care – up skill and support GPs and nurses
along with a pain ladder for effective prescribing
• Tier 2 – Community service – Clinical and medical support
along with specialist physiotherapy and psychology service.
Through use of personal health plans, each patient will have
support including patient education on self-management
and appropriate use of medications.
• Tier 3 – Secondary care – access for patients with red flags
and those referred by tier two for further intervention as
clinically appropriate.

152,368
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Blue = Planning/Scoping
Project
No
19

Dermatology

20

Diabetes

21

T&O/ MSK

22

a. Clinical
Management System
(CMS)

Project

b. Practice referral
support

Pink = implementation

Orange = Mobilisation

Activity

Q1 14/15

Yellow = Watching

Q2 14/15

Q3 14/15

Green = Evaluation

Q4 14/15

15/16

To continue to develop dermatology services including
streamlining of services within secondary care along with
ensuring procedures undertaken are clinically appropriate
and in cost effective settings, advice and guidance to GPs,
Telederm and reviewing opportunities for community
services.
Review and refresh the strategy for diabetes in particular an
integrated diabetes service for West Suffolk.

Investment
(2014/15)

QIPP (£)
(2014/15)
150,466

86,674

Review and develop Trauma and Orthopaedic (T&O)
pathways and services and review of clinical policies for
clinically effective interventions to deliver improved quality
and patient experience with associated cost savings against
6% expected cost growth 11/12 – 13/14. Opportunity to
improve quality and effectiveness of service through
procurement of a county-wide integrated community
musculoskeletal (MSK) physiotherapy service.
CMS is currently operating at West Suffolk Hospital (WSHFT)
across a number of specialities to provide GPs with
electronic advice and guidance on managing patients where
clinically appropriate, thereby reducing the need for some
patients to visit hospital and ensuring patients are seen in
the correct clinic at first appointment. To embed the CMS
across all specialities with regular evaluation and audit,
ensuring subsequent signposting to subspecialties occurs
without delay. To identify referral trends where there is
potential for the treatment to be moved into Primary Care.
The CCG plans to extend CMS across all specialties (where
appropriate) at West Suffolk Hospital; develop further
providers to offer CMS to GPs; embed CMS to be the first
choice for GPs on routine referrals; link CMS with other
advice and guidance options with other providers such as
Cambridge University Hospitals Trust (CUHFT).

335,899

Rescoping
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Blue = Planning/Scoping

Pink = implementation

Orange = Mobilisation

Project
No
23

Ophthalmology

From the prime contract model of extended community
ophthalmology services drive forward further community
pathways. Review the current pathways for patients across
the health system to ensure they are efficient and effective.
Embed shared decision managing into the pathway and
patient self-management. Develop advice and guidance
(CMS) within WSFT. Develop robust GP Education on eye
conditions and pathways

24

Female Continence

25

Irritable Bowel
Syndrome

26

Development of local
tariffs for nurse led
clinics
Clinical Thresholds

To commission a community based women’s health
physiotherapy service, providing timely intervention and
prevention incorporating the latest NICE guidance. No
increase in cost other than demand increase that are built
into the plan from 2013/14 as service currently being
provided.
Continue to embed and the new IBS Pathway encouraging
dietetic support earlier in the pathway and to reduce the
number of 1st OP appointments in Secondary Care (QP8
pathway).
Following a review of clinic codes to develop a local tariff for
nurse-led clinks along with the development of clearer clinks
codes for information.
To ensure WSCCG is commissioning services that are
clinically effective and to offer options for the place of this
treatment in view of the clinical evidence current clinical
practice.
To embed the use of the policies across the health system by
all providers.
The specific areas to support this work are:
• Use of a nurse (band 7) to proactively support the clinical
implementation of agreed polices prior to the procedure
occurring and audit the evidence.

27

Project

Activity

Q1 14/15

Yellow = Watching
Q2 14/15

Q3 14/15

Green = Evaluation
Q4 14/15

15/16

Investment
(2014/15)

Rescoping

QIPP (£)
(2014/15)
175,715

0

30,000

59,989

0

770,861
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Blue = Planning/Scoping
Project
No
27
(cont)

Project
Clinical Thresholds
(continued)

Pink = implementation

Orange = Mobilisation

Activity

Q1 14/15

RAG rate the policies currently developed and review those
rated red quickly.
• Develop the checklists into GP referrals forms for use
within the clinical system.
• Develop training days for medical secretaries on polices
and other pathways.
• Develop material for GP practices on the policies and the
pathways
• Review the opportunities for further clinical
commissioning policies and develop the policies in a timely
way to support elective care specifically on the pain pathway
and generally across elective care.
To transform Planned Care across the elective pathway
encompassing the planned care projects and driving greater
change in the end to end

Yellow = Watching
Q2 14/15

Q3 14/15

Green = Evaluation
Q4 14/15

15/16

Investment
(2014/15)

QIPP (£)
(2014/15)
See line above

28

Overarching planned
care plan

0

29

Daycase setting to
outpatient setting

The workstream seek to commission services of the same
quality at a more cost effective cost setting

754,715

30

Extending capacity at
WSFT

44,700

C9

Clinical forums

Through supporting West Suffolk Hospital in developing
more out-reach clinics especially in areas patient find hard
to access the services, the project will increase activity
within Suffolk. The project will, therefore support hospital
that are struggling in managing activity.
This CQUIN supports clinically led transformation of selected
specialties to meet the QIPP challenges for West Suffolk in
2014/14 and is the vehicle for achieving high quality with
significant saving required for financial sustainability. The
role of clinical forums is to combine experts and patients to
transform the care we deliver in distinct areas across the
system for true integration of primary, community,
secondary and even tertiary care. The current selected
forums are:
Diabetes (see Project No 20 above), Cardiology, Respiratory,
Trauma and Orthopaedics, Pain

95,915cardiology
152,883respiratory
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Blue = Planning/Scoping
Project
Project
No
Medicines Management
31
Prescribing
recommendations

32

Complex medication
reviews

33

Pain medication
saving

Pink = implementation

Orange = Mobilisation

Activity

Q1 14/15

Yellow = Watching
Q2 14/15

Q3 14/15

Green = Evaluation
Q4 14/15

15/16

Investment
(2014/15)

QIPP (£)
(2014/15)

Cost effective, safe, appropriate and evidence based
prescribing
To include:
• The avoidance of prescribing of DROP-List drugs, which
are drugs of low priority, poor value for money or where
there are safer alternatives available
• Appropriate dietetic prescribing, i.e. of oral nutritional
supplements, gluten free foods and infant formulae

490,000

To optimise treatment regimes, promote adherence and
reduce waste.
To ensure that cost effective, safe, appropriate and evidence
based prescribing is implemented, with a specific focus on
patients who are on complex treatment regimes, including
those in care homes
Evidence based use of analgesics

10,000

0

Refer to Planned Care Project No. 18 Pain for details

34

Supporting pathway
redesign

Integrated Care
35
Reduction in care
home admissions by
15%
Reduction in
admissions in range

To ensure that cost effective, safe, appropriate and evidence
based prescribing is an integral part of all pathway redesign

Review ongoing

To reduce the number of inappropriate admissions and
readmissions from care homes by 15% and streamline
processes for returning clients. To further develop a
network of support for care homes across the health and
social care systems. To work with key stakeholders (CQCetc.)
to improve the quality and safety of care delivered in care
homes.

0

Possible
rescoping
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150,038

10. Delivering Value and QIPP
Blue = Planning/Scoping
Project
No

Pink = implementation

Orange = Mobilisation

Q2 14/15

Green = Evaluation

Project

Activity

Reduction in
admissions by those
over 65yrs old by 20%

Align and further develop existing adult services across the
health and care system that best supports the individual
with complex and enduring needs. To build and extend the
development of comprehensive geriatric assessment
service, pull based discharge, supporting lives connecting
communities and transformation bid projects. The expected
outcome is maintenance and optimisation of health and
wellbeing and promotion of independence of the individual
and their family carer. As a consequence there will be a 10%
reduction in avoidable admissions of the middle 40% (65%)
of cost)

37

Falls and fragility
fractures. Reduction
in avoidable falls
admissions: 15%
Reduction in hip
fracture admissions:
10%

To implement a system wide approach to the
implementation of NICE guidance that supports the
reduction of falls and fragility fracture incidence.
Key elements of project includes:
- Case finding using standardised assessment tools
- Multidisciplinary assessment with CGA
- Exercise programmes
- System education and development

Possible
rescoping

38

Ambulatory
Emergency Care
Pathways
Reduction in
admissions in range:
18%

Ambulatory Emergency Care (AEC) or ‘same day emergency
care’ is a whole system approach to ensure patients who are
assessed as appropriate for AEC, are diagnosed and treated
on the same day and then sent home with ongoing clinical
follow up as required. This will be dependent upon the Wells
Score and being placed on the agreed DVT pathway.

Possible
rescoping
for
additional
pathways
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Ambulatory Care
Pathways
Reduction in
admissions in range:
18%

To develop alternative pathways to admission for the top
4/19 national ACS pathways that are prioritised from local
data. They will be identified through primary care with the
aim to manage and treat and thus avoiding unnecessary
hospital admission.
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Q1 14/15

Yellow = Watching
Q3 14/15

Q4 14/15

15/16

50%
operational

75%
operational

100%
operational

Investment
(2014/15)
160,000

QIPP (£)
(2014/15)
1,069,118

10,000

409,432

0

113,434
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10. Delivering Value and QIPP
Blue = Planning/Scoping
Project
No
40

41

Project
ICT Other Adult
Emergency
Admissions
Reduction in
admissions: 6%

ICT A&E 5% reduction

Shared Decision Making
42
Shared Decision
Making

Pink = implementation

Orange = Mobilisation

Activity

Q1 14/15

This project aims to apply the over 75 £5 per head funding
to primary care as the enabler to work with GP surgeries in
improving the management of frail elderly patients with
complex needs. This project will specifically support the
ambitions of the 2 year plan around integrated care and
focus on schemes that address:
- case finding
- health and care assessment
- development of a shared care plan
- accountable GP and case management (supported by
CGA)
This project aims to work on a range of initiatives to manage
the presentation of non-urgent care activity into WSFT:
- Assertive communications and promotion of non A&E
alternatives
- monitoring and support to primary care on improving
access to same day urgent care appointments.
- Direct booking into primary care from A&E
- Alignment of community pharmacies with overall
reduction plan.
- Review of '111' activity to identify and improve options for
local diversion to other services

Yellow = Watching
Q2 14/15

Q3 14/15

Green = Evaluation
Q4 14/15

15/16

Investment
(2014/15)

QIPP (£)
(2014/15)
110,849

212,580

To introduce the principles of SDM across the whole health
system in the West of Suffolk. Working to:
•
Demonstrate the benefits of SDM to patients and
staff
•
Motivate and empower patients and staff to work
closely with each other.
•
Help patients and staff to build SDM into
consultations.
•
Explore how SDM can fit into and enrich the
patient experience

0
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10. Delivering Value and QIPP
10.3.1 Integrated Care Transformation (exc. children)
Supporting Health & Wellbeing Board Outcome 3 - Older People in Suffolk have a good quality of life
Supporting CCG Priority 3 – Improve the health and care of older people.
The Integrated Care programme’s primary objective is to ensure that the health and care system delivers the right health care, at the right time and in
the right place. The focus of the QIPP programme will be on improving the quality of care for people through the implementation of integrated and
flexible primary and secondary health and care services which promote the wider development of community-based alternatives to hospital
admissions. The programme also focuses on improving the quality of care and management of those patients with long-term conditions.
The key projects that will be delivered during the next two years, together with indicative financial savings, are as follows:







Reducing emergency admissions from care homes by 15% (£150k in 14/15, £150k in 15/16);
Reducing emergency admissions for those over 65 years old including reduction in admission in ranges of 20% (£1,069k in 14/15,
£1,069k in 15/16);
Falls and fragility fractures - reducing avoidable falls admissions by range of 15%, reducing hip fracture admissions by 10% (£409k in
14/15, £409k in 15/16);
Ambulatory Care Pathways – reducing emergency admissions in range of 18% (£113k in 14/15, £113k in 15/16);
ICT Other Adult Emergency Admissions Reduction in admissions: 6% (£111k in 14/15, £111k in 15/16);
ICT A&E 5% reduction (£213k in 14/15, £213k in 15/16)

10.3.2 End of Life
Supporting Health & Wellbeing Board Outcome 3 - Older People in Suffolk have a good quality of life
Supporting CCG Priority 3 – Improve the health and care of older people and CCG Priority 2 – Demonstrate Excellence to patient
experience and patient engagement
The End of Life programme’s primary objective is to develop and provide the best possible services for palliative and end of life care patients, allowing
them to be cared for in the place of their choice. The key projects that will be delivered during the next two years are as follows:




EoL education and support to all care home staff, domiciliary workers and carers of patients at EoL
EoL education CQUIN (now embedded in the core contract) addressing needs of generalist staff within the acute provider
Electronic Palliative Care Coordination System (EPaCCS)- rollout across Suffolk-wide health providers
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10. Delivering Value and QIPP
10.3.3 Planned Care (inc. High cost drugs)
Supporting Health & Wellbeing Board Outcome 2 - Suffolk residents have access to a healthy environment and take responsibility for their
health and wellbeing
Supporting CCG Priority 2 – Demonstrate Excellence to patient experience and patient engagement; and CCG Priority 6 – Delivery of
financial sustainability through quality improvement
The Planned Care programme’s primary objective is to reduce planned non-specialist acute activity and expenditure, whilst also maintaining waiting
time standards, the NHS constitution, and a positive patient experience. In addition, it focusses on adopting a system-wide approach to the
prioritisation and funding of cost-effective medicines. The key projects that will be delivered during the next two years, together with indicative
financial savings, are as follows:















Pain – implementation of a new service model (£152k in 14/15, £624k in 15/16);
Dermatology - Develop access to teledermatology services and explore the development of community clinics/ Telemedicine and Joint
Clinics (£150k in 14/15, £29k in 15/16);
Diabetes - Develop further community services; encourage discharge of appropriate patients for further management in primary
care/discharge of patients to primary care (£87k in 14/15, £58k in 15/16);
T&O/ MSK - embed CT/ OA Hip/Knee/Shoulder pathways (£336k in 14/15, £138k in 15/16);
Clinical Management System (CMS)/ Practice referral support - rollout to all specialities (£281k in 14/15);
Ophthamology - Formally commission existing triage system. Develop community services for stable glaucoma and wet AMD/ embed
existing Triage and extend to Wet Glaucoma (£176k in 14/15, £83k in 15/16);
Female Continence - commission a community based women’s health physiotherapy service
Irritable Bowel Syndrome - Early dietetic assessment and management for IBS patients under the age of 45/ implement Dietetic triage
for IBS patients (£60k in 14/15);
Development of local tariffs for nurse led clinics
Clinical Thresholds (£771k in 14/15);
Transforming planned care - transforming Planned Care across the elective pathway encompassing projects and driving greater change
Daycase setting to outpatient setting (£755k in 14/15);
Extending capacity at WSFT (£45k in 14/15, £134k in 15/16);
Clinical forums- to combine experts and patients to transform care
 cardiology (£96k in 14/15, £70k in 15/16)
 respiratory (£153k in 14/15, £81k in 15/16)
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10. Delivering Value and QIPP
10.3.4 GP Prescribing
Supporting Health & Wellbeing Board Outcome 2 - Suffolk residents have access to a healthy environment and take responsibility for their
health and wellbeing
Supporting CCG Priority 6 – Delivery of financial sustainability through quality improvement
The Prescribing programme’s primary objective is to implement safe, quality changes in prescribing which releases a reduction in spend from the
2013/14 baseline. The key projects that will be delivered during the next two years, together with indicative financial savings, are as follows:





Prescribing recommendations- Cost effective, safe, appropriate and evidence based prescribing (£490k in 14/15, £490k in 15/16);
Complex medication reviews- To optimise treatment regimes, promote adherence and reduce waste (£10k in 14/15, £10k in 15/16);
Pain medication saving (£100k in 15/16)
Supporting pathway redesign- To ensure that cost effective, safe, appropriate and evidence based prescribing is an integral part of all
pathway redesign

10.3.5 Mental Health and LD
Supporting Health & Wellbeing Board Outcome 4- People in Suffolk have the opportunity to improve their mental health and wellbeing
Supporting CCG Priority 4 – Improve access to mental health services; and CCG Priority 6 – Delivery of financial sustainability through
quality improvement
The Mental Health programme’s primary objective is to maintain or increase the quality of mental health learning disability services and to reduce the
unit cost of services by reducing waste and increasing productivity. The key projects that will be delivered during the next two years, together with
indicative financial savings, are as follows:







Psychiatric Liaison- developing a comprehensive service model (£180k in 14/15, £80k in 15/16);
Dementia- an integrated service that supports the individual & their Family Carer from diagnosis & through the pathway of the illness;
Learning Disabilities- re-commission and modernise specialist NHS services for people with Learning Disabilities;
CAMHS- modernise Child and Adolescent Mental Health Services;
Mental health contract management (NSFT)- continue the successful implementation of the NSFT Contract;
Mental Health Joint Commissioning Arrangements (Pooled fund)- review the current joint commissioning arrangements with SCC and
reach agreement on future plans
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10. Delivering Value and QIPP
10.3.6 Children, Young People & Maternity
Supporting Health & Wellbeing Board Outcome 1 - Every child in Suffolk has the best start in life
Supporting CCG Priority 4 – Improve access to mental health services; and CCG Priority 5 – Improve health and wellbeing through
partnership working
The Children, Young People & Maternity programme’s primary objective is to reduce acute activity and out of county placements by commissioning
integrated pathways and service models across primary, community (including Local Authority services) and secondary care including self-care. The
key projects that will be delivered during the next two years, together with indicative financial savings, are as follows:







Age Inclusive Eating Disorders - commission a <18 years service (£2.8 in 14/15, £5.6k in 15/16);
Paediatric Urgent Care Pathway- develop the paediatric urgent care pathway of care for children and young people <19 (£172k in 14/15,
£115k in 15/16);
Paediatric Long Term Conditions- further develop the paediatric pathway of care for children and young people <19 (£222k in 14/15);
Joint working with SCC in partnership to modernise services;
Maternal Mental Health- respond to the recommendations of the Suffolk Maternity Needs Assessment. Maternal Mental Health in
particular is a priority for WSCCG. The CCG plans to review the pathway for maternal mental health services as a discrete theme of the
overall needs assessment for Mental Health.
Speech & Language Therapy Service (SALT) - in partnership with Suffolk County Council review and remodel services

10.3.7 Cancer
Supporting Health & Wellbeing Board Outcome 2 - Suffolk residents have access to a healthy environment and take responsibility for their
health and wellbeing
Supporting CCG Priority 5 – Improve health and wellbeing through partnership working
The Cancer programme’s primary objective is 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. The key projects that will be delivered during the next two years,
together with indicative financial savings, are as follows:



Risk Stratification - Follow Up Pathways- Reduction in Urology cancer follow-ups by 20% by March 2014 and ongoing throughout 2015
(£15k in 14/15, £21k in 15/16);
Acute Oncology Service - Reducing Hospital Admissions- Reduction in hospital cancer emergency admissions by 5% by March 2014
and ongoing throughout 2015 (£22k in 14/15, £22k in 15/16)
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10. Delivering Value and QIPP
10.3.8 Shared Decision Making
Supporting Health & Wellbeing Board Outcome 2 - Suffolk residents have access to a healthy environment and take responsibility for their
health and wellbeing, Outcome 3- Older People in Suffolk have a good quality of life and Outcome 4- People in Suffolk have the opportunity
to improve their mental health and wellbeing
Supporting CCG Priority 2- Demonstrate excellence in patient experience and patient engagement and Priority 5 – Improve health and
wellbeing through partnership working


To introduce the principles of SDM across the whole health system in the West of Suffolk. Working to:
 Demonstrate the benefits of SDM to patients and staff
 Motivate and empower patients and staff to work closely with each other.
 Help patients and staff to build SDM into consultations.
 Explore how SDM can fit into and enrich the patient experience

10.4 Incentives
10.4.1 Commissioning for Quality and Innovation (CQUIN)
The Commissioning for Quality and Innovation (CQUIN) payment framework is a national framework for locally agreed quality improvement
schemes. It makes a proportion of provider income conditional on the achievement of ambitious quality improvement goals and i nnovations
agreed between Commissioner and Provider, with active clinical engagement. The CQUIN framework is intended t o reward excellence,
encouraging a culture of continuous quality improvement in all providers and in 2014/15 it is worth 2.5% of the contract value.
In accordance with an agreed process, all CQUIN proposals were scored on 4 areas: strategic fit, quality improvements, financial health and
likelihood of success. All parts of the system scored the CQUIN proposals, which were weighted on the following basis: CCG (55%), Suffolk
County Council (5%), effected providers (30%) and other providers (10% shared). The tables below detail CQUIN schemes for 2014/15, which
are being developed in collaboration with partners.
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10. Delivering Value and QIPP
West Suffolk NHS Foundation Trust CQUIN 2014/15
Name of Scheme

Brief overview of key elements

Psychiatric Liaison

Continuation of 2013/14 scheme with final evaluation of whether this will be a scheme that the CCG and
acute providers wish to invest in in 2015/16

Integrated Working

Joint scheme across all WSFT providers aiming to integrate workforce planning, share records more
effectively and give common information to patients

7 Day Working

Continuation and extension of 2013/14 scheme

Ambulatory Care Pathways

Detailed co-production of a series of pathways relating to ambulatory care

Clinical forums

Providing dedicated time for clinicians to discuss and design planned care pathways in a similar way to
those developed in orthopaedics

Norfolk and Suffolk NHS Foundation Trust CQUIN 2014/15
Name of Scheme

Brief overview of key elements

Psychiatric Liaison

Continuation of 2013/14 scheme with final evaluation of whether this will be a scheme that the CCG and
acute providers wish to invest in in 2015/16

Mental Health Input into Police
responses

In the east of Suffolk - NSFT to provide mental health professionals to work with the police to respond to
situations where people with mental health illness need support

IMROC

Piloting of the recovery college methodology with children

Integrated working

Joint scheme across all WSFT providers aiming to integrate workforce planning, share records more
effectively and give common information to patients
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10. Delivering Value and QIPP
Suffolk Community Healthcare CQUIN 2014/15
Name of Scheme

Brief overview of key elements

Dementia in the community

To upskill community nurses in the care of patients on their caseload who have dementia as a comorbidity

7 Day Working

Where not already contracted for and beneficial to the health system, extended services to the weekends

Patient Voices

In depth service user interviewing to elicit learning about patient experience and potential for improvement

Integrated working

Joint scheme across all WSFT providers aiming to integrate workforce planning, share records more
effectively and give common information to patients

10.5 Monitoring Delivery of QIPP
In 2014/15, the CCG will closely monitor the delivery of QIPP through the ‘dashboard’ developed in 2013/14. This will be further enhanced to track
individual project delivery across activity and finance. In addition, a Programme Management Office approach will be introduced to track delivery of
projects against key milestones and timelines.
Progress will be reported to the accountable clinical workstreams on a monthly basis, and form part of the Integrated Performance Report presented
to the Executive and Governing Body.
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11. Governance and Accountability
11.1 Governance
The following section describes the governance arrangements and supporting business processes for the delivery of the strategic and operational
plans, including information on:




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

11.1.1 Governance arrangements
The CCG Governing Body meets bi-monthly in public and has prime responsibility for the scrutiny and approval of strategic and operational plans.
The agenda and minutes of each meeting are published on the CCG website, so they are accessible to all. The Governing Body is supported by a
weekly Executive meeting and bi-monthly GP locality meetings, where decisions are delegated as appropriate. In addition, the West Suffolk
Community Engagement Group will provide scrutiny of strategic and operational plans from a community perspective. All investment decisions over
£250,000 have to be made by the governing body.
11.1.2 Governing Body
In accordance with statutory legislation, the Governing Body has responsibility for:




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

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






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

11.1.3 Clinical Executive Committee
Following an Audit Report recommendation, the CCG Governing Body has established the Clinical Executive Committee as an additional clinical
governance sub-committee.
Along with the Audit and Remuneration and HR Committee, the Clinical Executive Committee will be formal sub-committees of the Governing Body,
and, as such, minutes from meetings will be published in the public domain as part of the Governing Body papers.
The purpose of the Committee is primarily to review and scrutinise clinical governance arrangements, with the main elements of the agenda being
consideration of the Integrated Performance Report and Governing Body Assurance Framework. All other business is carried out within the weekly
Executive Committee meeting (see below).
Meetings are held on a bi-monthly basis on the months that the Governing Body does not sit.
11.1.4. Executive Committee
The Executive Committee is the CCG’s engine of innovation, driving forward the development of new clinical pathways and delivering robust review
and performance challenge. It will ensure that the CCG’s strategic plan is executed in full with the resultant continuous improvement in services to
patients and carers across West Suffolk. The Executive Committee will have the following objectives:









To determine the direction of commissioning/decommissioning strategy for the organization;
To stimulate and lead innovation in care pathway re-design;
To sustain and develop local GP engagement structures i.e. Locality and Development Groups;
To deliver broad clinical engagement and support to GP practices;
To monitor and challenge provider performance, as required;
To monitor financial performance and propose action to the governing body to ensure a balanced budget;
To ensure that clinical governance and quality standards are met;
To ensure that all Key Performance Indicators and QIPP targets are met.
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11.1.5 Clinical workstreams
The Clinical workstreams will lead the development and oversee the delivery of the redesign work programme for west Suffolk. The focus of the
weekly meetings will be to agree, oversee implementation and evaluation of impact of a redesign programme that supports:





The vision and priorities for the CCG as outlined in the Integrated Plan
Improves quality of care delivery locally
Delivery of the QIPP objectives
The principles of clinical leadership and public engagement

The key responsibilities of the clinical workstreams are:









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

11.1.6 Performance Delivery
The CCG has robust mechanisms in place to monitor and scrutinise delivery of nationally and locally defined standards and targets. Each month the
Executive receives an Integrated Performance Report, covering the following areas:






performance against key national and local targets;
key clinical quality and patient safety issue;
delivery of QIPP (Section 10.5 refers);
financial performance;
analysis of acute activity (including provider activity levels against plan).
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11. Governance and Accountability
The Report provides the CCG Executive with a detailed ‘early warning’ system across the performance landscape, highlighting those areas where
performance delivery is not in accordance with agreed targets or trajectories. The Report also outlines the mitigating actions being undertaken to
address the issues.
The Report is subsequently presented to the Governing Body and Clinical Executive Committee, providing a further level of scrutiny and
accountability.
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12. Risks
12.1 Governing Body Assurance Framework (GBAF)
The Governing Body Assurance Framework (GBAF) provides the West Suffolk CCG with a simple but comprehensive method for the effective and
focused management of risk. Through the GBAF the CCG Governing Body gains assurance that risks are being appropriately managed throughout
the organisation.
The GBAF identifies which of the organisation’s strategic objectives may be at risk because of inadequacies in the operation of controls, or where the
CCG has insufficient assurance. At the same time it encompasses the control of risk, provides structured assurances about where risks are being
managed and ensures that objectives are being delivered. This allows the Governing Body to determine how to make the most efficient use of
resources and address the issues identified in order to improve the quality and safety of care. The GBAF also brings together all of the evidence
required to support the Annual Governance Statement.
The GBAF should be seen as a working document and will be updated regularly by the Chief Officers Team, monitored by the Audit Committee and
reported to the Governing Body at each of its meetings. The GBAF is linked to the CCG Risk Register, the content of which is also provided for review
by the Chief Officers Team. A flow chart setting out how risks are identified and managed is set out overleaf.
In order to ensure consistency in the risk assessment process, the likelihood and consequences of all risks on the Risk Register are assessed against
the former National Patient Safety Agency (NPSA) 5X5 risk matrix and those scoring 15 and above migrate to the GBAF and thereby inform the
Governing Body agenda.
The 5X5 risk matrix and subsequent red, amber, green (RAG) score identify the level at which identified risks will be managed within the organisation.
It also assigns priorities for remedial action, and determines whether risks are to be accepted on the basis of the colour bandings and risk ratings. In
terms of evaluation of effectiveness, the RAG rating system is also used to present how well the agreed controls are operating. The GBAF for the
CCG is shown at Appendix A.
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12. Risks
The governance arrangements for the management of risk are as follows:
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13 Appendices:
Appendix A:

West Suffolk CCG: Governing Body Assurance Framework (GBAF)

Appendix B:

State of West Suffolk report

Appendix C:

Norfolk & Suffolk Foundation Trust – IAPT Recovery Action Plan

Appendix D:

“Patient Revolution” feedback

Appendix E:

The Vision for Integrated Care

Appendix F:

Strategic Clinical Networks

Appendix G:

Summary of QIPP and Funding Sources

Appendix H:

Detailed QIPP project summary
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Appendix B
Movement between 2013-14 and 2014-15

Movement between 2014-15 and 2015-16

Appendix C

Meeting the NHS Constitution standards
The NHS Constitution sets out a range of rights and pledges to which patients are entitled, and to which
the CCG is committed to delivering. These include:
Referral to Treatment waiting times for non-urgent consultant-led treatment:
 Admitted patients to start treatment within a maximum of 18 weeks from referral – 90%
 Non-admitted patients to start treatment within a maximum of 18 weeks from referral – 95%
 Patients on incomplete non-emergency pathways (yet to start treatment) should have been
waiting no more than 18 weeks from referral – 92%
Diagnostic test waiting times:
 Patients waiting for a diagnostic test should have been waiting less than 6 weeks from
referral – 99%
A&E waits:
 Patients should be admitted, transferred or discharged within 4 hours of their arrival at an
A&E department – 95%
Cancer waits – 2 week wait:
 Maximum two-week wait for first outpatient appointment for patients referred urgently with
suspected cancer by a GP – 93%
 Maximum two-week wait for first outpatient appointment for patients referred urgently with
breast symptoms (where cancer was not initially suspected) – 93%
Cancer waits – 31 days:
 Maximum one month (31-day) wait from diagnosis to first definitive treatment for all cancers
– 96%
 Maximum 31-day wait for subsequent treatment where that treatment is surgery – 94%
 Maximum 31-day wait for subsequent treatment where that treatment is an anti-cancer drug
regimen – 98%
 Maximum 31-day wait for subsequent treatment where the treatment is a course of
radiotherapy – 94%
Cancer waits – 62 days:
 Maximum two month (62-day) wait from urgent GP referral to first definitive treatment for
cancer – 85%
 Maximum 62-day wait from referral from an NHS screening service to first definitive
treatment for all cancers – 90%
 Maximum 62-day wait for first definitive treatment following a consultant’s decision to
upgrade the priority of the patient (all cancers) – no operational standard set
Category A ambulance calls:
 Category A calls resulting in an emergency response arriving within 8 minutes – 75%
(standard to be met for both Red 1 and Red 2 calls separately)
 Category A calls resulting in an ambulance arriving at the scene within 19 minutes – 95%

Appendix D

Appendix D: Performance Trajectories &
Ambitions

Ambition 1: Preventing people from dying prematurely
Quality Premium)

(15% of

Reduction in Potential Years of Life Lost (PYLL) - rate per 100,000 population:
Current national position:

Current East Anglia position:

Improvement trajectory:

Baseline set in national Levels of Ambition toolkit (2012). Guidance stipulates that reduction in Year 1 is no less than 3.2%. This
percentage has been applied for 2014/15. The ‘AnyTown’ CCG model suggests a typical rural CCG could achieve a 7.9% decrease
by 2018/19. This was the basis for setting the 2018/19 reduction target, with a pro-rate reduction in intermediate years. Trajectory
would move WSCCG into national top quintile from 2015/16.

Ambition 2: Improving the health-related quality of life for people
with long term conditions
Average health status (EQ-5D*) scores for individuals aged 18 and over reporting that they have a long-term
condition. It assesses whether health-related quality of life is increasing over time for the population with long-term
conditions, while controlling for measurable confounders (age, gender, disease mix etc). .

Average EQ-5D score (out of 100) for people reporting having one or more long-term condition:
Current national position:

Current East Anglia position:

Improvement trajectory:

Baseline set in national Levels of Ambition toolkit (2012). The ‘AnyTown’ CCG model suggests a typical rural CCG
could achieve a 7.9% increase by 2018/19. This was the basis for setting the 2018/19 target, with a gradual increase in
intermediate years. Trajectory would sustain WSCCG in national top quintile from 2015/16.

Ambition 3: Improving access to Psychological Therapies (15%
of Quality Premium)
Evidence suggests that, where people with mental illness are able to access psychological therapies, this has a
significant impact on their quality of life. Improving access to treatment for those with mental illness is also a vital
part of improving parity of esteem between mental and physical ill-health.
By March 2015, access to high quality evidence-based psychological therapies, capable of delivering recovery
rates of 50% or more, is expected to be available for at least 15% of the adult population.

Proportion of people that enter treatment against the level need in the general population :

Trajectory set to meet national target in 2014/15 and 2015/16. Agreed in NSFT contract.

Ambition 4: Reducing Avoidable Emergency admissions

(25% of

Quality Premium)
This measure is based on the admissions for those conditions (sometimes referred to as ‘ambulatory care sensitive
conditions’) that could usually have been avoided through better management in primary or community care.
Composite measure of:
a) unplanned hospitalisation for chronic ambulatory care sensitive conditions (adults);
b) unplanned hospitalisation for asthma, diabetes and epilepsy in children;
c) emergency admissions for acute conditions that should not usually require hospital admission (adults);
d) emergency admissions for children with lower respiratory tract infection.

Reducing avoidable emergency admissions (per 100k population):
Current national position:

Current East Anglia position:

CCGs within East Anglia
North Norfolk CCG
South Norfolk CCG
Ipswich & East Suffolk CCG
Cambridgeshire and Peterborough CCG
Great Yarmouth and Waveney CCG
East Anglia Area Team average
Norwich CCG
NHS England average
West Suffolk CCG
West Norfolk CCG

Admissions per
100,000 population
2012/13
1,712
1,712
1,749
1,844
1,869
1,893
1,926
2,053
2,072
2,260

Ambition 4: Reducing Avoidable Emergency admissions

(25% of

Quality Premium) - continued
Reducing avoidable emergency admissions (per 100k population):
Improvement trajectory:

Baseline set in national Levels of Ambition toolkit. Trajectory set to align with national requirement to achieve 15%
reduction in emergency admissions. Trajectory relates to 15% reduction in actual admissions (19% rate per 100k
popn.) by 2018/19. Trajectory for 2014/15 represents a 1.75% reduction from 2012/13 baseline, supporting
delivery of CCG’s overall emergency admission reduction initiatives.

Ambition 5: People having a positive experience of hospital care
This overall Patient Experience score is the average (mean) of five domain scores, and each domain score is the
average (mean) of scores from a number of selected questions in the CQC Inpatient Services Survey..

Reducing the proportion of people having a poor experience of hospital care (per 100 inpatients):
Current national position:

CCGs within East Anglia

West Suffolk CCG
Cambridgeshire and Peterborough CCG
South Norfolk CCG
East Anglia Area Team average
North Norfolk CCG
Norwich CCG
West Norfolk CCG
NHS England average
Great Yarmouth and Waveney CCG
Ipswich & East Suffolk CCG

Average number of
negative responses per
100 patients (2012)
121.2
127.6
137.4
139.0
139.7
139.7
141.0
142.0
147.4
158.2

Improvement trajectory:

West Suffolk CCG best performer in East Anglia. Trajectory set to match national best performer by 2018/19.

Grea
Wes
North
Cam
Wes
Ipsw
East
Norw
NHS
Sout

Ambition 7: People having a positive experience of care outside
hospital, in general practice and the community
Patient experience of GP, and GP out-of-hours as measured by scoring the results of selected questions from the
GP Patient Survey (GPPS)

Reducing the proportion of people having a poor experience of General Practice and Out-ofHours Services (per 100 patients):

Improvement trajectory:

Trajectory set to be in top quintile nationally, and best in East Anglia by 2018/19.

Self-certification

Provider Cost Improvement Programme (CIP) proposals are monitored through the Service Level Agreement (SLA) process in terms of
preparedness and availability. None of the main Providers have yet submitted proposals for consideration by Commissioners.
Once received, proposals will be scrutinised by the Patient Safety and Clinical Quality Directorate, under the lead of the Chief Nursing Officer
Designate. Provider systems for establishing proposals, including details of consultation/engagement with clinicians within the service will be
considered. The risk assessment process and governance arrangements for agreeing the proposals, including the Providers own impact
assessment will also be subject to scrutiny.
The process will involve a desk top review of the proposals, discussion with Provider Medical and Nursing Directors and visits to the service to
achieve clarity on proposals where necessary. In the case of specialist clinical services, further ‘expert’ clinical advice will be sought to provide
further assurance where required.
It is the expectation of Commissioners that this process will be complete within the required timescale.
This work was undertaken , as described with their medical and nurse directors, in respect of WSH, IHT and NSFT, reviewing their governance,
scrutiny, clinical engagement and risk management processes for Cost Improvement Programmes for 2013/14. The same approach will be
adopted for 2014/15 and going forwards.

Self-certification (continued)
CCG has selected “Bereaved carers views on the quality
of care in the last 3 months of life”

Yes.
Each provider has complied with national CQUINs rolling out the friends and family test which is extending this year to incorporate staff
feedback by April this year. An increase in satisfaction is to be evidenced ensuring all detractors show sufficient investigation and learning
implemented with a ward to board approach. Suffolk is not going for zero detractors but looking to incentivise each provider. If this is
achieved and where negative responses are obtained each provider will report quarterly on action identified and this will be monitored
through the quality sub group meetings that fit into the contractual cycle. The friends and family test scores are reviewed monthly
contractually and through governance scrutiny meeting for both CCGs
FFT reporting is through clinical quality reports submitted monthly by each provider identifying key learning and action points where negative
responses are identified. Quarterly review of milestones related to CQUIN form part of this process which provides a higher level of scrutiny if
no improvements are being achieved.
The CQUIN for 2014/15 will maintain the FFT programme already in place and support to 0 detractors/negative responses and the roll out of
the staff FFT. Again this will have monthly scrutiny through the clinical quality reporting from each provider that complies with the contractual
cycle. Random samples of action plan and feedback will be provided for commissioning scrutiny on a quarterly basis to support the e CQUIN
milestone delivery.
Patient experience (inc FFT) is scrutinised at monthly Executive and Governing Body meetings.

(15% of Quality Premium payable for delivery of both parts)

Self-certification (continued)
The Executive has agreed a 2% increase in reporting of
medications across providers, based on a review of the current
NRLS data and in discussion with the CCG Medicines
Management. This trajectory will be endorsed by the System
Leaders Partnership Board in April/May 2014.

(15% of Quality Premium)

Quality Premium – Local Measure (15% of Quality Premium)
CCG has selected the following measure, and agreed performance improvement trajectory:

Other Measures

Note: Nationally-set ceiling
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Reference No.

WSCCG 14-20

From: Wendy Tankard, Chief Contracts Officer
TRANSFORMING PATHOLOGY PARTNERSHIPS (TPP)
1.

Purpose

1.1

To update the Governing Body on the current negotiations with TPP.

2.

Background

Overview
2.1

The former Strategic Health Authority’s (SHA) Special Projects Team (SPT) proposed
undertaking a competitive bid process for pathology services across the East of England.
The principle aims of this project were to drive up consistency and quality while creating
medium to long term economic sustainability for pathology services through driving
through economies of scale delivered via the consolidation of pathology units.

2.2

PCTs within the SHA were asked to participate in the process and were sold the prospect
of achieving significant savings whilst maintaining at least as good quality. PCTs agreed to
participate on this basis.

2.3

The specification for the competitive process set out the capability requirements for the
bidders along with the quality requirements. It is this specification which forms the basis of
the draft contract. The WSFT and IHT current contracts contain very little by way of a
specification for pathology services – they are limited to the prices, volume and the speed
of reporting. There is nothing in the contract about the number of collections, information
provision or contactability.

2.4

The competitive bid process was carried out with multiple lot combinations applied – the
most economically advantageous bid for the Suffolk area was that from Transforming
Pathology Partnerships (TPP) a consortia of West Suffolk FT (WSFT), Ipswich Hospital
Trust (IHT), Cambridge University Hospitals FT (CUFHT), Hinchingbrooke, Colchester
Hospital University Hospital (CHUFT) and Mid Essex Hospital Trust (MEHT). In addition
there was a possibility that East and North Hertfordshire (ENH) would join the consortia if
they won the bid in their area.

2.5

Initial estimates of the savings for PCTs/CCGs were significant but due to a combination of
data inconsistencies brought about by the complexity and diversity of data capture and the
passing of time (during which prices dropped due to the DH price deflator), the savings
became losses for the CCGs.
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2.6

Given losses were not going to be acceptable to CCGs, TPP went back to its members
and reconstructed their offer based on offering break even to the CCGs and a 5 year
deflator in pricing of 1.3% per annum. In doing this member Trusts were required to front
load their costs and only realise their own break even in Year 5 of 5. CCGs considered this
offer and agreed to proceed with negotiation on this basis with a tentative go live date of 1
April 2014.

2.7

Since that agreement MEHT announced they were withdrawing from the TPP consortia –
it is not clear on the rationale on this but it is speculated that this is because of their
financial problems pushing them to make short term financial savings at the expense of
the long term gains of TPP.

2.8

The withdrawal of MEHT put TPP at risk, however, ENH have confirmed they are the
preferred bidder for their area which makes TPP viable again. TPP are restructuring their
internal cash flows to make this viable for Trusts – this will not change the deal for CCGs
in any way.

2.9

The CCGs chief officer has written to WSFT and IHT Chief Executives (CEO) asking them
what their contingency plans are should TPP fail and seeking assurance this would not
have a detrimental impact on services or CCG costs.

2.10

Office of Fair Trading – TPP has had to change its legal constitution to ensure it is not in
breach of OFT rules. Informally the OFT has advised they do not anticipate a problem.
This needs to be confirmed before TPP is in a position to proceed.

2.11

TPP will change name if the contract is signed to rebrand as the Pathology Partnership.

Scope
2.12

The scope of services included in the TPP bid was determined through the competitive bid
process (22 page specification available on request). The list represents 98% of GP Tests
(see Appendix 2). Broadly the scope covers:
2.12.1 Consultant-led Integrated Blood Sciences service for Clinical Biochemistry,
Haematology, Immunology;
2.12.2 Consultant-led Microbiology (including virology and mycology) service.

2.13

The table below summarises services in and out of scope:

Service

Clinical Biochemistry
Haematology
Blood Transfusion

Microbiology

In scope of
CCG contract

Service available from TPP for:
Primary Care

Secondary
Care

Yes

Yes

Yes

Yes

Yes

Yes

Yes (testing)

Yes (testing)

Yes (testing)

Yes

Yes

Yes
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Immunology

Cellular Pathology
(Histopathology and noncervical cytology)
Cervical Cytology
Antenatal screening
(Blood transfusion,
Downs and infectious
diseases)
Point of care testing
Phlebotomy
Warfarin dosing service
Infection Control – advice
and guidance
Andrology
Specialist services, ie
Tissue typing, Genetics,
Haemato oncology,
Molecular malignancy

Yes

Yes

Yes

No (can be
arranged
through
contract
variation)

Yes

Yes

No

Yes

Yes

No

Yes (Maternity
pathway)

Yes

No

Yes

Yes

No

Yes

Yes

No (INR testing
is in-scope)

No

No

No

No

No

No

Tbc

tbc

No

No

No

2.14

Phlebotomy: Phlebotomy undertaken by the acute hospitals will continue under the current
providers – there should be no disruption in this service.

2.15

Blood Collection Tubes: TPP have given assurance that any changes to these will be cost
neutral.

2.16

Transport: A plan has been made which would result in a collection service no worse than
now. On day 1 there would be little change, a phased rollout of change is planned.
Initially practices will have 2 – 3 collections daily.

2.17

Assurances had previously been given by TPP that there would be no increase in the
costs of ‘out of scope’ activity as a result of their mobilisation. CCGs made it clear that
securing this with Trusts was a ‘condition precedent’ to them signing a contract with TPP.
All services listed as out of scope will continue to be provided by the same provider as
now with the only exception being Andrology which WSFT have given notice on as their
facilities are non-compliant.

2.18

The letter referred to in 2.9 also seeks this assurance from the CEOs of WSFT and IHT.
Stephen Graves has since confirmed there will be no additional costs from out of scope
pathology work.
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Financial Implications
2.19

West Suffolk CCG spends in the region of £3.7m on direct access pathology per year.

2.20

The TPP offer which was presented to the CCG is based on 2013/14 forecast out-turn
minus 1.3% for 5 years.

2.21

As discussed at a previous clinical executive the deal remains cost neutral across the
CCGs with a common pricing system for all CCGs. This means within the global deal if
there were no shifts in demand there are winners and losers. For a time limited period, the
CCGs agreed to a risk share deal so that all CCGs break even. Because of the
complexities of the changes in currency and pricing the risk share will be backed up with
comprehensive reviews to ensure new activities map back to the old activities and there is
no counting drift or inconsistency. The terms of the risk share deal are being drafted by
North East Essex CCG.

2.22

It would appear from the available data that West Suffolk CCG order significantly more
tests per head of population than other neighbouring CCGs. There is therefore potential to
reduce CCG costs by managing the variation at practice level. TPP are contractually
required to support the CCG in reviewing this benchmark data, providing specialist support
to understand areas of ‘over-testing’ and to work with the CCGs practice members to
reduce demand where appropriate.

2.23

In the longer term the investment costs which are preventing CCGs taking significant
savings in the medium term will have been cleared and prices should fall as a result.

Timescales
2.24

The aim is still to mobilise the TPP contract on 1 April 2014 (this may slip by weeks) but
the implementation of the changes is phased. TPP has a mobilisation plan which is
attached at Appendix 1 but the dates in it will need to be reviewed once all the other
issues have been resolved. Local priorities will be taken into account in this finalisation
process.

2.25

For WSFT and WSCCG the move of GP work to the hub in Ipswich is not scheduled until
January 2015. In the meantime TPP will continue to deliver pathology services from WSFT
with the same staff in the same way as at present. The key information benefits from the
change will be available to the CCG from March 2015.

Communications
2.26

A communications plan has been drafted, this is attached at Appendix 3. Following
agreement, it is anticipated that over the forthcoming weeks there will be further
communications setting out local timetables for moving community work to the Ipswich and
Cambridge hubs and how the Pathology Partnership will ensure a smooth transfer of
planned transformation for each individual GP practice.

2.27

Preparation for implementation of the transformation plan within each CCG will include:
2.27.1 Attendance by a Pathology Partnership representative at key meetings of Practice
Managers to explain the process
2.27.2 A check list for completion by each practice
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2.27.3 Individual visits to each practice
2.27.4 Onsite training where required.
2.28

TPP has appointed a communications lead to manage the transition period.

Quality Requirements
2.29

The Quality Requirements are those set out in the competitive bid process:

No

Quality Requirement

Threshold

1

Percentage of days in which duty clinical
biochemists/haematologists/ microbiologists/virologists respond to all
responses to requests for clinical advice within 30 minutes (including
out of hours).

97%

2

Percentage of Consultants in clinical biochemistry / haematology /
microbiology / virology providing laboratory oversight and clinical
advice who have completed appraisal

100%

3

Percentage of staff who perform clinical work with completed clinical
appraisal

100%

4

Percentage of Consultants in clinical biochemistry / haematology /
microbiology / virology registered with Royal College of Pathologists
or Royal College of Physicians, or equivalent, for Continuing
Professional Development

100%

5

The percentage of Community Users that are asked to participate in
a standardised user satisfaction survey.

95%

6

The percentage of Integrated Blood Sciences Samples requested by
Community Users that are analysed at the Integrated Blood
Sciences Hub

90%

7

The percentage of Microbiology Samples requested by Community
Users that are analysed at the Microbiology Hub

90%

8

The proportion of the aggregate of staff in training in BMS, clinical
scientist and medical staff groups, to be between 15 and 30% of the
aggregate of fully-qualified BMS, clinical scientist and medical staff

90%

Part 2:
No

Quality Requirement

9

The percentage of validated Test results for all
Tests that are required to be reported in <8
hours/working day for Integrated Blood Sciences
(Clinical Biochemistry) which are successfully
reported within 8 hours of the Sample being

Threshold
95%

Amount to
be withheld
£2,500

Page 5 of 17

No

Quality Requirement

Threshold

Amount to
be withheld

collected from the relevant Community User.
10

The percentage of validated Test results for all
Tests that are required to be reported in <8
hours/working day for Integrated Blood Sciences
(Haematology) which are successfully reported
within 8 hours of the Sample being collected from
the relevant Community User.

95%

£2,500

11

The percentage of validated Test results for all
Tests that are required to be reported within 48 to
72 hours for Microbiology (Bacteriology) which are
successfully reported within 72 hours of the
Sample being deposited at a collection site

95%

£2,500

12

The percentage of validated Test results for all
Tests which are required to be reported within <8
hours/working day for Microbiology (Virology)
which are successfully reported within 72 hours of
the Sample being deposited at a collection site

95%

£2,500

Contract sign off
2.30

Near final drafts are available for review – the original was drafted by Wragge and
Company, lawyers for SPT. Much of the detail is based on the original competition
documentation but has been updated to the latest contract template (which is now two
years’ on from the original).

2.31

The final decision on CCG participation will need to go to the CCG’s Governing Body.

Alternatives to sign off
2.32

WSFT has invested significantly in this project and appear to be fully committed to its
success. However, should it not proceed WSFT has given assurance that the full range of
services that TPP would deliver will be delivered by WSFT at the current pricing less
current adjustments in the short term. In the medium term the anticipated cost reductions
would not be realised and this would result in price inflation and a cost pressure for the
CCG or the possibility of service deterioration.

2.33

If WSCCG was to pull out of the deal independently there is a significant risk that the costs
of producing the bid, which are substantial given the delays in implementation, could fall
on the CCG. Legal advice would need to be sought before a decision of that nature is
made.

3.

Conclusion
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3.1

The transfer of pathology services to TPP should result in no deterioration in standards
currently experienced by GPs from WSFT.

3.2

The financial impact is anticipated to be cost neutral in the short term with possible
savings accruing in the medium (if demand is managed and depending on what happens
to NHS standard inflation) to long term (if prices are renegotiated at Year 6).

3.3

If member Trusts agree to go ahead with TPP and the OFT ratify the venture, the CCGs
may incur significant compensation costs if they sought to withdraw from the process.

4.

Recommendation

4.1

Governing Body is recommended to review the above paper and make its final decision on
whether to approve the contract with TPP.

Author:
Jon Reynolds, Deputy Chief Contracts Officer
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Appendix 1: Mobilisation Plan
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Appendix 2 – Current test list
TPP
Code
TPP4
TPP13
TPP17
TPP20
TPP24
TBC
TPP31
TPP545
TBC
TPP35
TPP1938
TPP1897
TPP38
TPP47
TPP1655
TPP570
TPP54
TPP59
TPP62
TPP1891
TPP585
TPP66
TPP67
TPP69
TPP71
TPP1202
TPP78
TPP1401
TPP1402
TPP94
TPP95
TPP96
TPP99
TPP101
TPP104
TPP588
TPP589
TPP110
TPP1278
TPP112
TPP113
TPP121
TPP1911

Description
25 Hydroxy Vitamin D
Albumin
Alkaline phosphatase
Alpha 1 Antitrypsin
ALT
Allergen (RAST)
Amylase
ANA – ELISA
ANCA
Angiotensin Converting Enzyme
Antenatal Screen
Anti Smooth Muscle
Anti thyroid peroxidase antibodies (TPO)
Antibody screen
Anti-mitochondrial antibodies
Antinuclear antibody
APTT
AST
B12
Bence Jones Protein
Beta-2 glycoprotein 1 IgG antibody
Bicarbonate
Bile acids
Bilirbubin
Bilirubin (Total)
Blood culture / Blood culture – paediatric
Blood film - with report
Bordetella PCR
Bordetella pertussis ab
CA 125
CA 15-3
CA 19-9
Caeruloplasmin
Calcium
Carbamazepine
Cardiolipin IgG antibody
Cardiolipin IgM antibody
CEA
Chlamydia PCR/TMA (single assay)
Chloride
Cholesterol
CK (Creatine Kinase)
Clotting Screen
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TPP1282
TPP127
TPP128
TPP131
TPP134
TPP135
TPP577
TPP540
TPP184
TPP186
TPP593
TPP1232
TPP1291
TPP1287
TPP195
TPP595
TPP209
TPP213
TPP1207
TPP1210
TPP1205
TPP1292
TPP1219
TPP1208
TPP219
TPP220
TPP223
TPP1874
TPP1937
TPP232
TPP236
TBC
TPP241
TPP583
TPP1212
TPP1224
TPP244
TPP246
TPP1332
TPP1900
TPP251
TPP252
TPP614
TPP255
TPP258
TPP259
TPP260

CMV IgM
Complement C3
Complement C4
Cortisol
C-Reactive Protein
Creatinine
Cyclic Citrinullated peptide antibody(CCP)
D Dimer
Digoxin
Dopamine
Double Stranded DNA antibody ELISA
Ear
EBV screen
Enterovirus PCR
ESR
Extractable nuclear antibody(ENA) Screen
Faecal Calprotectin
Faecal Occult Blood
Faeces
Faeces - Adenovirus/Rotavirus antigen
Faeces - Clostridium difficile
Faeces - Helicobacter pylori antigen (was previously sendaway)
Faeces - Parasitology
Faeces - single organism screen
FBC
Ferritin
Fibrinogen
Fluid White Cell count
Fluoride Glucose
Folate
FSH
Fungal antibody
Gamma Glutamyl Transferase
Gastric Parietal cell antibody
Genital swabs
Genital swabs - GUM clinic
Glandular fever screening
Glucose
Gonococcal PCR/TMA (single assay)
Group and Screen
Haemoglobin A2
Haemoglobin electrophoresis
Haemophilus influenza b antibody
HbA1c
HCG
HCG (Non-Downs)
HDL
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TPP1293
TPP1650
TPP1294
TPP1298
TPP1302
TPP1303
TPP1304
TPP1312
TPP1314
TPP1315
TPP1316
TPP1324
TPP1489
TPP1924
TPP1319
TPP275
TPP280
TPP274
TPP278
TPP289
TPP599
TPP294
TPP302
TBC
TPP306
TPP311
TPP314
TPP584
TPP320
TPP1910
TPP322
TPP323
TPP1222
TPP645
TPP1216
TBC
TPP1333
TPP1228
TPP348
TPP569
TPP349
TPP354
TPP366
TPP1902
TPP1903
TPP1912
TBC

Helicobacter pylori
Hematoxylin and Eosin (H&E) Sections
Hepatitis A IgM
Hepatitis B anti HBc
Hepatitis B anti HBe
Hepatitis B immunity acquired
Hepatitis Bs Ag screen
Hepatitis C screen
Hepatitis D (delta) antibody
Hepatitis E IgG
Hepatitis E PCR
Herpes simplex PCR - Genital specimens
Herpes simplex virus - HSV 1+2 IgG antibody
High-Density Lipoprotein
HIV screen
IgE
IgM
Immunoglobulins (Igs) IgA
Immunoglobulins (Igs) IgG
INR
Intrinsic factor antibody
Iron
Lactate Dehydrogenase
Legionella antibody
LDL (Direct)
LH
Lithium
Liver antibodiesAMA,ASMA,ALKM)
Lupus Anticoagulant
M2 (Anti PDH) Antibody
Magnesium
Malaria parasite film
MRSA swabs
Muscle specific kinase antibody(MUSK)
Mycology (routine)
Mycobacterium (TB)
Norovirus PCR
Nose/Throat swab
NTproBNP
Nuclear antibody(HEp-2)
Oestradiol
Osmolality
Paraprotein Quantitation
Parathyroid Hormone (ng/l)
Parathyroid Hormone(pmol/l)
Paul Bunnel Test
Parvovirus (B19)
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TPP374
TBC
TPP375
TPP615
TPP398
TPP401
TPP403
TPP405
TPP406
TPP409
TPP1913
TPP416
TPP417
TPP542
TPP430
TPP432
TPP1342
TBC
TPP538
TPP440
TPP441
TPP1223
TPP445
TPP744
TPP770
TPP784
TPP800
TPP817
TPP846
TPP855
TPP941
TPP944
TPP1213
TBC
TBC
TPP1349
TPP450
TPP452
TPP457
TPP1861
TPP612
TPP468
TBC
TPP471
TPP475
TPP477
TPP480

Phenytoin
Phenobarbitone
Phosphate
Pneumococcal serotype antibodies
Potassium
Pregnancy Test (not by quantitation of HCG)
Progesterone
Prolactin
Protein
Protein Electrophoresis
Prothrombin Time
PSA (Total)
PTH
Red cell folate
Reticulocytes
Rheumatoid Factor
Rubella IgG
Rubella IgM
Semen Analysis: fertility
SHBG
Sickle cell screening test
Single-organism screen
Sodium
Specific IgE cat dander (E1)
Specific IgE dog dander (E5)
Specific IgE Food Mix FX5 (f1, f2, f3, f4, f13, f14)
Specific IgE grass Mix GX1(g3, g4, g5, g6, g8)
Specific IgE house dust mite (pteronyssinus) (D1)
Specific IgE mould Mix MX1(m1, m2, m3, m6)
Specific IgE nut Mix FX1 (f13, f17, f18, f20, f36)
Specific IgE timothy grass pollen (G6)
Specific IgE tree Mix TX8(t1, t3, t4, t7, t11)
Sputum
Streptococcal antibody
Swabs - wounds/pus/fuids
Syphilis screen
T3 (free)
T4 (Free)
Testosterone
Tissue Autoantibodies
Tissue transglutaminase IgA antibody
Total Protein
Toxoplasma antibody
Transferrin
Triglyceride
Troponin I
TSH (Routine)
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TPP482
TPP484
TBC
TPP14
TPP1754
TBC
TPP501
TPP1762
TPP1764
TPP1353
TPP1340
TPP1323
TPP529
TBC
TBC
TBC
TBC
TBC

Urate
Urea
Uric acid
Urine Albumin/Microalbumin
Urine Creatinine
Urine culture and sensitivity
Urine Immunofixation
Urine Protein
Urine Urea
Varicella zoster PCR
Virus PCR RESP (Flu A Flu B, RSV, Para 1,2,3, Entero, Adeno)
Virus PCR Skin (Herpes, VZV)
Zinc
Other Biochemistry
Other Haematology
Other Immunology
Other Malaria tests
Other Microbiology
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Appendix 3: Draft communications plan

Update 2 – for GPs and practice managers
Tuesday 4 March 2014
Modernising pathology services
Following extensive negotiations and planning, new arrangements are anticipated to start on
1 April 2014 for pathology services in parts of the East of England. Under the name of the
Pathology Partnership, six NHS laboratories have come together to modernise delivery of
pathology services for GPs and hospitals.
The partnership was formed in response to changes driven by commissioners and NHS
Midlands and East to transform pathology services and follows the recommendations set out
in the Carter Report on Pathology 2008. The six Trusts in the joint venture are Cambridge
University Hospitals, Colchester, East & North Herts, Hinchingbrooke, Ipswich, and West
Suffolk. By consolidating six pathology services into one large-scale NHS operation the
partnership will deliver significant efficiencies and benefits for patients.
Two ‘hub’ laboratories, located in Cambridge and Ipswich, will carry out non-urgent testing for
both GPs and hospitals. Smaller satellite laboratories will operate from the other hospitals in
the partnership for inpatient tests. Microbiology for GPs and hospitals will be centralised at the
two hubs, as will some more specialist work.
There will be a phased transition of GP work to the hub laboratories over a period of a year.
This will include a programme of visits and training for GP surgeries and no changes will be
made without first informing GPs and practice managers.
All GP practices will benefit from electronic ordering (OrderComms) being introduced where it
is not already in place; test results viewing will be enhanced for GPs through a new laboratory
system; specimen collection will become twice daily once the work transfers to the hubs;
inpatient results will be accessible online for GPs; and a pathology help line for GPs will
operate weekdays from 0800-2000.

Anticipated timeline for the changes
Current
pathology service
provider

Hub

Electronic requesting status

Anticipated
date for GP
work moving
to Hub

Cambridge

Cambridge

Already in place

No change

Colchester

Ipswich

To be introduced Dec 2014-March 2015

March 2015

East & North Herts

Cambridge

Already in place

September 2014

Hinchingbrooke

Cambridge

To be introduced – April-June 2014

June 2014

Ipswich

Ipswich

Already in place

No change

West Suffolk

Ipswich

Already in place

January 2015

Any questions?

Linda Underwood, GP Liaison Manager at the Pathology Partnership, will be keeping GPs and
practice managers fully informed through Locality Group meetings, practice visits and via CCG
and Trust communications channels for GP. Please contact her if you have any queries:
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Tel: 01223 393981 | Email: linda.underwood@transformingpathologypartnership.org.uk

www.thepathologypartnership.info

GP Communications Plan
Objectives

The purpose of this paper is to set out the approach the Pathology Partnership will take for
communications with GPs and practice managers.
The objectives of the communications activity is to:
1. raise awareness and understanding of the Pathology Partnership
2. alert GPs/practice managers to the planned changes to pathology services
3. inform GPs/practice managers of the timescale for training programme and changes
4. gain GP/practice manager support for the new service

Key messages for GPs /practice managers - what we need to tell them
•

Opening message
Following extensive negotiations and planning, new arrangements are anticipated to start
on 1 April 2014 for pathology services across a geography covered by five CCGs1. Under
the name of the Pathology Partnership, six NHS laboratories have come together to
modernise delivery of pathology services for GPs and hospitals.
1

The CCGs are Cambridgeshire & Peterborough, East & North Herts, Ipswich & East
Suffolk, North East Essex & West Suffolk:

•

About the Pathology Partnership
o The partnership was formed in response to changes driven by commissioners and
NHS Midlands and East to transform pathology services.
o The six Trusts in the joint venture are Cambridge University Hospitals, Colchester,
East & North Herts, Hinchingbrooke, Ipswich, and West Suffolk.
o The partnership will continue to be part of the NHS.
o By consolidating six pathology services into one large-scale operation the
partnership will deliver significant efficiencies and benefits for patients.

•

How it will work
o Two ‘hub’ laboratories, located in Cambridge and Ipswich, will carry out non-urgent
testing for both GPs and hospitals.
o Smaller satellite laboratories will operate from the other hospitals in the
partnership for inpatient tests.
o Microbiology for GPs and hospitals will be centralised at the two hubs, as will some
more specialist work.
o The ‘hub and satellite’ model follows the best practice recommendations of the
Carter Report on Pathology 2008.

•

When this will happen
o The anticipated start date to the new service is 1 April 2014.
o During 2014/15 there will be a phased transition of GP work to the hub
laboratories.
o There will be no immediate changes or any changes without first informing GPs and
practice managers and appropriate training provided.
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•

What this means for GPs
o Electronic ordering – all GP practices will benefit from the use of electronic
ordering (OrderComms) – it will be introduced and training given where it is not
already in place.
o Test results viewing will be enhanced through a new laboratory system.
o Specimen collection from GPs and the community will become twice daily once
the work transfers to the hubs.
o Inpatient results will be accessible online for GPs.
o A pathology help line for GP enquiries will operate weekdays from 0800-2000.
o Changes will be implemented over the next year during which time there will be a
programme of visits and training for GP surgeries.
o Existing contacts will remain in place between GP surgeries, consultants and
appropriate pathology staff.

These messages will be used as the basis for any communication from the Pathology
Partnership GP liaison team whether face to face or in writing.

Timeline for the changes

The anticipated schedule for implementation of changes for GPs is as follows:
Current pathology
service provider

Hub

Electronic requesting status

GP work
moves to Hub

Cambridge

Cambridge

Already in place

No change

Colchester

Ipswich

To be introduced Dec 2014-March 2015

March 2015

East & North Herts

Cambridge

Already in place

September 2014

Hinchingbrooke

Cambridge

To be introduced – April-June 2014

June 2014

Ipswich

Ipswich

Already in place

No change

West Suffolk

Ipswich

Already in place

January 2015

Communications channels - how we are going to tell them
The GP liaison manager at the Pathology Partnership will communicate through the coordinating commissioner and the GP communications contacts within the CCGs and the
partner Trusts. The GP liaison manager will also communicate face to face with GPs at the
Locality Group meetings and at GP practices when training.
The following channels exist but need to be mapped out in more detail by the GP liaison
manager along with contact details of GP engagement co-ordinators within CCGs and Trusts.
1. CCG communications channels
a. GP network meetings – agenda items as required
b. Articles in GP newsletter
c. Information on GP website
2. Partner Trust communications channels (varies across trusts)
a. Primary care liaison manager – meetings and visits to surgeries
b. GP newsletters
c. GP website (where Trusts have them)
Page 16 of 17

3. The Pathology Partnership GP liaison manager and team
a. Attend Locality Group meetings – Q&A sessions
b. Visits to GP surgeries for new system training – three visits per practice
Outline communications activity timetable
Date

Content

Method

W/c 3 March
2014

News update – modernising
pathology services and what it
means for GPs

Email update to CCGs and Trusts for
communication to GPs/practice managers via
their newsletter and other channels

March

About the Pathology
Partnership – how the primary
care process will work

Published on the Pathology Partnership
website – and for CCG and Trust GP
websites where they exist

1 April 2014

News update – the partnership
is now official, more info about
timeline details and training on
website

Email update to CCGs and Trusts for
communication to GPs/practice managers via
their channels

April
onwards

About the Pathology
Partnership, what it means to
GPs, when changes will happen

The Pathology Partnership GP liaison
manager to attend Locality Group
meetings – agenda item and discussion
(dates to be confirmed and scheduled into
diaries and notes of meetings circulated)
CCG to include a Pathology Services agenda
item on regular GP/CCG network meetings
CCG Board meetings and informal
meetings as required – informed by update
The Pathology Partnership team to start
training at GP practices
The Pathology Partnership website
developed further to provide more
information for GPs

Monthly –
and/or at
key points
along the
timeline

Updates and reminders about
changes as and when required
to include issues such as –
order comms roll out, training
schedule, GP liaison manager
role

Email update to CCGs and Trusts for
communication to GPs/practice managers via
their channels
The Pathology Partnership liaison manager
attendance at Locality Group meetings and
practice visits

Monitoring and evaluating the process

At regular intervals the communications lead at the Pathology Partnership will contact CCGs
and partner Trusts to assess the effectiveness of the communications activity. If feedback
suggests that GPs are not aware of the proposed changes to the service or in support of the
Partnership, the communications approach will be adjusted.
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Agenda Item No.

14

Date of Meeting.

WSCCG 14-21

From: Dr Jon Ferdinand Clinical Lead for Planned Care.
COMMUNITY PAIN SERVICE

1.

Purpose

1.1

To seek approval from the Governing Body to procure a community pain service that
will, through effective collaborative of services for persistent pain deliver:
•
•
•

Improved patient outcomes, improve patient satisfaction and access to pain
management services in West Suffolk.
Support both A&E and urgent care pathways providing an SOS service in the
community.
Through a bio-psychosocial model of care, support independence from health and
promote self-management to deliver improved patient outcomes along with
significant cost savings to the system.

2.

Background

2.1

NHS England Everyone Counts: Planning for patients 2014/15 to 2018/19 advise that
services for elective care “must be designed and managed from start to finish to
remove error, maximise quality, and achieve a major step-change in productivity of
20%”

2.2

West Suffolk CCG required QIPP saving for 2014-15 is projected to be £9m and for
2015/16 £12m.

2.3

Pain has been identified as a priority and long-term condition for England with
• Each year 5 million people in the UK develop chronic pain but only two thirds will
recover.
• Patients with chronic pain are more likely to utilise NHS resources 5 times more
frequently than individuals without chronic pain.
Department of Health (2009) ‘Improving Pain Management Services’ - Chief Medical Officers Annual Report 2008.
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2.4

The prevalence of chronic pain with a high expressed level of need is estimated at
6.4% of the population with an annual incidence of 8.4%. Severe chronic pain has
adverse effects on employment status, daily activities, relationships, mood, sleep and
all aspects of general health (National Pain Audit 2012)

2.5

People with chronic pain are high consumers of healthcare resources across primary,
secondary and tertiary service. Pain Management Services: Planning for the Future
(November 2013) advise that:
•
•
•
•

4,825 patients (20% of its respondents) reported visiting Emergency
Departments in the previous 6 months to seek help for their pain.
It also reported that 3,469 respondents had more than 3 visits to healthcare
providers.
In 2004, primary care management of patients with chronic pain, was estimated to
account for 4.6 million appointments per year, this is equivalent to 793 whole time
GPs at a cost of approx. £69 million.
37% of sufferers had used specialist pain services, rising to 57% among those with
the most severe pain.

2.6

In 2009, Suffolk PCT and WSFT in response to increasing waiting lists, agreed criteria
for acceptance to the pain clinic. The service would only see high risk patients that met
specific criteria. With Addenbrookes Trust as a tertiary service this significantly limited
the access to pain services in West Suffolk.

2.7

In 2013, WSFT reported that circa 850 patients were waiting an average of 513 days
for an intervention. WSCCG, WSFT and AHP Suffolk formed a task group to develop a
new model of care. Due to change in consultants in April 2014 at WSFT, the
opportunity is unique in now implementing a new community service.

2.8

A review has found that nine PCTs have successfully commissioned community pain
clinics. Discussions have been held with:
• Kent Community Service and Ashford CG
• Sheffield CCG and Dr Oliver Hart (Commissioning Lead and board member of
the British Pain Society)
• Hull CCG

2.9

The service will support A&E and urgent care demand by offering an SOS service for
patients.

3.

Current Activity

3.1

In 2013, the following activity took place across all acute providers
Activity
Cost £
First outpatient appointment
Follow up attendance
Telephone follow up
Outpatient procedure
Inpatient procedure
TOTALS

579
2380
1599
328
765
5651

105,966
225,596
38,631
50,413
522,413
943,019
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3.2

The first outpatient activity is across the following acute trusts is dispersed as follows

WSFT
Addenbrookes Hospital
Ipswich Hospital
Colchester General
Other
TOTALS

Activity

%

355
99
56
15
54
579

61%
17%
10%
3%
9%
100%

Pain activity also occurs in Trauma and Orthopaedics, Rheumatology and Neurology.
This is especially pertinent given the limited access to the pain service for West
Suffolk.
3.3

Due to pain being a symptom rather than the diagnosis finding activity for A&E frequent
attenders and admissions for pain control is challenging. Reviewing the number of
patients attending A&E in 2012 and having a subsequent appointment in the pain
clinic, 219 patients had 1144 attendances at a cost £89,588 for A&E.

3.4

Public Health using the Procedure Explorer Tool found the CCG to be a significant
outlier in nerve denervations within East Anglia Area Team with 49.24 procedures per
100,000 patients.

4.

Community Service

4.1

The community pain service will through effective clinical triage and delivery of pain
will offer:
•
•
•
•
•
•
•
•
•
•
•
•

4.2

A single point of access for ALL patients with persistent pain in the community
with specific referral criteria.
Daily triage-see the right person/right place/right time.
A community based Bio-psychosocial assessment.
Psychological support, consultant, nurse and physiotherapist clinics to include
weekly MDT.
Pain Education Programme.
Shared decision making/supported programmes of care.
SOS clinics to support A&E attendances and urgent care patients.
Support discharge from Pain Clinic.
Reduce dependency on healthcare systems and enhance quality of life for
service users and carers/families through shared decision.
Improved access to high quality pain (non-invasive) interventions i.e education,
physical therapy and psychological support.
Integrate with, and educate, clinical colleagues to safely optimise the use of
analgesia and self-management tools and techniques.
Work with a range of different organisations including contract parties, local
authorities, private and voluntary sectors.

A review of the service specification has been undertaken by Dr Oliver Hart (GPwSI in
pain management and board member of the British Pain Society) confirming that the
pathway delivers strong evidence based rationale to support and manage patients in
the community with persistent pain. Dr Oliver Hart commented positively on the step
down element of the model and the links to urgent care. Val Conway, clinical lead
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Community Chronic Pain (Kent) has also offered comment and feedback on the
specification.
5.

Pathway – appendix 1

5.1

Referral
The service supports four access points:
• GP or MSK referral for patients who have pain for longer than three months that
are not responding to medication management within the analgesic ladder or
preventing engagement in active physiotherapy techniques or impacting on
activities of daily living.
• SOS appointments within 24 hours (Monday – Friday) for patients who have
attended A&E two or more times in the past 12 months and patients admitted to
EAU where pain would prevent discharge and assessment is required.
• Advice and guidance for GPs and other health professionals in managing
persistent pain.
• Patients stepping down from acute care pain services who require assessment
due to high levels of pain/inability to self-manage.
Patients (excluding A&E and EAU) will be offered an appointment within four weeks of
referral.
An advice and guidance service will be available for health professionals who need
support to manage persistent pain but patients may not meet the criteria for referral.

5.2

Assessment
All referrals for pain will be triaged daily within the service. Facial pain with anorexia
and complex regional pain syndrome will be triaged directly into tertiary care.
• At the first face to face appointment, a full bio-psychosocial assessment will be
made. Using shared decision making an agreed plan will be developed with the
patient.
• Complex patients will be discussed at the monthly MDT that includes the nurse,
consultant or GPwSI, psychologist and extended scope physiotherapist.
• Patients will offered a pain education programme either on line or in groups.
• Patients will be signposted to other services as appropriate such as voluntary
sector, contracted services such as drug and alcohol or work and pensions
services to support employment etc.

5.3

Discharge
Patients will be discharged back to the GP although may remain active within the
community service for 12 months. A small number of patients may be discussed at
MDT and referred to tier 3 services if necessary.

6.

Activity, Costs and Savings

6.1

Activity
Based on Kent and review of Hull and Sheffield, their activity has been ‘flexed’ for the
WS CCG population. The service is expected to see 1092 patients per year. Currently,
579 patients have first outpatient appointments in pain services.
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6.2

Costs
The cost of the service is £343k per year.

6.3

Savings
Pain savings to the system are based on the outcomes from Kent, Hull and Keele
along with observing pain clinics in WSFT and Kent as well as experience from tertiary
services.
Intelligence from Hull and Kent further possible savings of 20%-25% in T&O and up to
35% from Rheumatology.
However, conservative estimates of 50% of all pain activity, 10% of Rheumatology,
outpatient activity, 3% of T&O outpatient activity and 1% of neurology outpatient
activity have been used in the business case.
This gives savings to the health system of £690k per year which after the community
service cost gives a net minimum saving to the system of £348k per year.
However, should the service achieve the outcomes in T&O and Rheumatology
suggested by Kent and Hull, the net savings would grow to £616k per year after the
necessary increase in community service.

6.4

No account has been taken for the multiple appointments made between T&O,
Rheumatology and then into pain that could be diverted to the community service at a
lower cost. Furthermore, no estimation has been taken of the savings reducing
multiple A&E attendances, or EUA not converting from a short stay tariff to a long stay
tariff through the use of the SOS appointments.

6.5

The use of early intervention and focus on self-management will bring opportunities to
reduce medications cost especially the use of opioids which make up around 55% of
the cost of pain medication and have grown steadily in items and cost each year.

6.6

Based on review of other community pain services, further quality and financial
innovations can be developed such as a recognised pain management programme to
repatriate patients to west Suffolk at lower cost.

7.

Procurement

7.1

The service will be procured as single tender award.

7.2

Procurement timeline for single tender award.
01/04/2014
April 2014
Sep 2014
Oct 2014

Procurement Start
Market Development Event
Contract awarded
Mobilisation
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8.

Risks
Without a community service
• The activity and costs within secondary care will increase to meet demand and the
backlog.
• CCG opportunity for meeting, in part, the 20% provider efficiency will be missed.
• A further pain consultant will need to be employed at WSFT.
• Opportunity for savings missed.
• Increasing treatment waiting lists and unmet need creating patient dissatisfaction
with the service.
• Patients continue to be re-referred due to lack of community provision.
• A service that does not meet the needs of the population in West Suffolk.
That demand exceeds the service procured. This risk is managed through the review of
other CCGs community pain services and mapping the activity to our population.
The community pain management service (CPMS) calculations have been over
estimated and the service does not make the savings.
This risk has been mitigated through review of other CCG savings along with pain
nurse specialist shadowing current clinician and the 18 years of experience within
WSFT and Addenbrookes. The community pain service triaging all referrals.
An interim service during 2014, managing the unmet need will ensure the CCG can
maximise the savings.

9.0

Recommendation

9.1

The Governing Body is asked to consider approval of the business case agreed by the
Clinical Executive on 12 March 2014.

Quality Control

Name

Requested by Dr Jon Ferdinand

Date
14/03/2014

Author Gill Simon/Claire Jay
Head of Planning & Eugene Staunton
Delivery
Clinical Lead Dr Jon Ferdinand
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Appendix 1 – model of care

Note: The Pain Ladder is currently under review and will be completed before the Community Pathway is sent out
to GPs after the service has been procured.
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Agenda Item No.
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Reference No.

WSCCG 14-22

From: Dr Rakesh Raja, Governing Body Member

COMMUNITY PHYSIOTHERAPY PROCUREMENT
1.

Purpose

1.1

To seek approval from the Governing Body (26th March 2014) on behalf of West Suffolk
Clinical Commissioning Group (WSCCG) to commence a single provider tender
procurement for community physiotherapy services.

2.

Background

2.1

The World Health Organisation (WHO) and European Bone and Joint Health Strategies
Project states:
•
•
•
•
•

Musculoskeletal (MSK) conditions are the most commonly reported type of workrelated illness.
They take up more than thirty percent of all GP consultations and forty percent of
those attending NHS walk-in services.
Up to sixty percent of people who are on long-term sick leave cite MSK problems as
the reason.
Forty percent of people over seventy have osteoarthritis of the knee.
Low back pain is reported by about eighty percent of people at some point in their
life.

2.2

WSCCG expects a greater than seven percent increase in population by 2021/22 and we
have a high proportion of middle-aged and elderly people compared with England.
Approximately twenty percent of the population is over 65 and is projected to increase to
greater than twenty three percent by 2021/22.

2.3

Public Health estimates suggest from 2012/13 an increase of twenty eight percent is
predicted for hip replacements and forty eight percent for knee replacements by 2021/22

2.4

Across Suffolk (east & west) in 2012/13 there were:• 149,596 contacts with physiotherapists for Suffolk CCG patients.
• 83,744 contacts in T&O at a cost of £45.14m for Suffolk CCG registered patients.
• 35.7 % of first outpatient appointment resulting in discharge with no further investigation.
The Allied Health Professionals Suffolk (AHPS) community physiotherapy contract is due
for renewal at the end of March 2014 covering the whole of Suffolk. This community service
covers musculoskeletal physiotherapy including the OA Hip/Knee pathways, Back and
Neck service (BaNS) and a West Suffolk female continence service.

2.5
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2.6

The OA Hip/Knee pathways were launched as pilots beginning November 2012. These
were added as service variations to the original contract and will now become part of the
core service.

2.7

A female continence interim service was launched in April 2013 and was added as a
service variation to the original contract and will now become part of the core service.

2.8

The table below shows the services which AHPS covers along with parallel providers who
offer the same service:Existing service provision
Community MSK

OA Hip

OA Knee

BANS

Female
Continence

AHPS + IHT
AHPS + WSH

AHPS
AHPS + WSH

AHPS + IHT
AHPS + WSH

AHPS
AHPS

IHT
AHPS

East
West

AHPS = Allied Health Professionals Suffolk, WSH = West Suffolk Hospital, IHT=Ipswich Hospital Trust

2.9

The Clinical Executive (Aug 2013) agreed the existing contract could be extended to the
end of September 2014 while procurement takes place.

2.10

Ipswich and East Suffolk CCG (IESCCG) has been co-working with WSCCG to develop the
service specification and contract for a Suffolk-wide service.

2.11

Two task and finish groups were established following a county wide workshop. These
groups comprised clinical and management staff from the three current MSK service
providers, consultant clinicians from the two hospitals, hospital management, GPs from the
CCGs, patient representatives and CCG staff, and have reviewed the pathways and
defined the community physiotherapy service model.

3.

Key Points

3.1

Service specification

3.1.1 With input from the task and finish groups, the contracting team and GP leads, a draft
service specification was submitted to Clinical Executive and Planned Care work stream on
the 12th March.
Key service / specification considerations:
• The majority of the new specification upholds the current service arrangements.
• Single provider tender allows a block contract to be used.
• All practices will be able to refer to the provider without limitation but via specified
pathways
• The service will be limited to patients aged 16 years and over.
• There are some minor changes to waiting times
3.1.2 The scope of this procurement will include Community MSK, Back and Neck Service
(BaNS), OA Hip and OA Knee pathways, and female continence.

Page 2 of 3

3.2

Procurement

3.2.1 The Clinical Executive have requested a single provider tender procurement in which
bidders are evaluated against each other and a single provider offered the contract to
deliver the service.
The advantages of a single provider tender are:• There is no risk of fragmentation of services across numerous providers
• A ‘block’ contract can be used to contain costs
• The CCG will not be in breach of the competition rules
The risks of a single provider are:• Successful bidder not delivering highest quality outcomes
• Innovation being stifled
These risks will be mitigated by the service specification clearly specifying the required
quality outcomes and expectations for innovation.
3.2.2

There is an additional risk of losing continuity of care if a new provider in the market for
west Suffolk successfully bids for the contract.

3.2.3

The services across Suffolk will be procured in two lots. One will cover IESCCG and the
other WSCCG.

3.2.4

The community physiotherapy service will be tendered from April 2014 with the contract
awarded in September and mobilisation of the service in October. The possibility of a
further three month extension has been accounted for should this be required.

3.2.5

A market development event will be held in May 2014 as an opportunity for potential
bidders to find out about the service, ask questions and feed information back to CCGs.

3.3

Financial Model

3.3.1 The NHS England’s planning guidance – “Everyone Counts- Planning for Patients 2014/15 18/19” proposes that the NHS budget is invested so as to drive continuous improvement
and to make high quality care for all, now and for future generations into a reality. There is
an inbuilt expectation that a step-change in the productivity of elective care be pursued with
the target for providers to achieve a twenty percent productivity improvement within five
years. The commissioned services for community physiotherapy should be positioned
accordingly so as to contribute to this.
3.3.2

A block contract is available under a single provider tender and the block payment can be
selected to contribute to the productivity improvement target.

4.

Patient Involvement

4.1

Patients have been directly involved in the design process of the service specification
having contributed via the two Task and Finish groups and the system wide workshop held
between November 2013 and February 2014.

5.

Recommendations

5.1

The Governing Body is asked to approve the procurement of community physiotherapy
services for West Suffolk CCG, including the scope outlined in 3.1.2 above, as part of a
single provider tender for the services across Suffolk.

Author: Martin Bate
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Reference No.

WSCCG 14-23

From: Wendy Tankard Chief Contract Officer
AMBULANCE SERVICE – IPSWICH & EAST SUFFOLK CCG AS LEAD CONTRACTOR
1.
1.1

Purpose
This paper is submitted to the Governing Body to update on the position with
the East of England Ambulance Service Trust (EEAST).

2.

Background

2.1

A detailed recovery plan had been developed by EEAST and agreed by the commissioning
consortium and the Trust Development Authority (TDA) as advised at the last update to the
Governing Body in September 2013.

2.2

The recovery plan included trajectories for improving performance targets at a regional and
sector level. The trajectories were such that all national targets would be met at a sector
and regional level for 13/14 focused on building front line ambulance capacity to get to
patients more quickly by increasing the effectiveness and number of frontline resources.
This plan did not deliver the anticipated results. A Risk Summit was therefore undertaken in
February to consider further steps to be taken to support EEAST to recover their services.

3.
3.1

Current Position
Key points:
•

The Risk Summit concluded a number of actions to be undertaken in order to help
deliver a quicker pace of recovery

•

EEAST is due to present their revised recovery plan to commissioners, NHS
England and the TDA at the end of March 2014.

•

Extra ambulances have been deployed in areas of low performance to
reduce delays and continuously improve clinical safety

•

Maximum waiting time targets and local floor targets have been agreed in
addition to the mandatory targets in order to improve quality and safety

•

The Trust will continue to require support to deliver the improvements set out in the
revised recovery plan and to deliver the consistently responsive ambulance service
we want for our patients and public.

•

The commissioning consortium is to continue with Ipswich and East Suffolk as lead
throughout 14/15, with new governance arrangements in order to ensure effective
and timely decisions
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•
3.2

An Oversight and Scrutiny Committee has been established, chaired by TDA and
NHSE to provide oversight of recovery.
Current Position – EEAST Organisation

A crucial part of delivering the improved ambulance service is for EEAST to operate
effectively as an organisation with improved morale and high quality stable management.
A new interim Chief Executive, Dr Anthony Marsh has now been appointed. Some
appointments have been made for Non-Executive directors too; including an interim
Chair.
3.3

Current Position – Recovery Plan
The current Trust Board has agreed the following priority areas to transform ambulance
services into a sustainable, consistently responsive service:
•
•
•
•
•
•

Recruit 400 student paramedics in 2014/15
Up skill the Trust Emergency Care Assistants to Technicians and Technicians to
Paramedics
Maximise clinical staff on front line vehicles
Reduce response cars and increase Ambulances
Accelerate fleet and equipment replacement programme
Re-invest corporate savings into front line delivery

A detailed, revised recovery plan focusing on the above areas is being developed by
EEAST and is due for review by the commissioning consortium, NHS England and the Trust
Development Authority (TDA) by the end of March 2014.
3.4

Current Position – Regional Performance
Current performance for headline regional targets is as follows:
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EEAST Regional Performance August 2013 - February 2014
100.00%

Red 19 Target 95%
95.00%

90.00%

85.00%

80.00%

Red 1 and Red 2 Target 75%
75.00%

70.00%

65.00%

60.00%

55.00%

50.00%
August

September

October

Red 1 ( 8 Mins) (Target 75%)

November

December

Red 2 ( 8 Mins) (Target 75%)

January

February

Red 1/Red 2 ( 19 Mins) (Target 95%)

Performance on National Targets
Operational Standards

Target

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

YTD

A8 Red 1

75%

74.52%

75.39%

74.27%

74.52%

71.59%

72.91%

70.80%

73.90%

A8 Red 2

75%

73.44%

70.24%

68.20%

68.47%

67.14%

71.65%

64.36%

70.14%

A19

95%

93.78%

92.93%

92.60%

92.82%

92.10%

93.74%

91.77%

93.12%

Performance has deteriorated over the winter period as the Trust has struggled to
increase Double Staffed Ambulance capacity on the road as planned. Although
contracted activity is 1.8% down on plan, there has been an 11% increase in Red calls,
reflecting a higher level of patients acuity.
The Commissioning Consortium, through the lead contracting team in Suffolk, elected to
enforce the maximum available consequences as a result of the above performance
failure; however the monies arising from these contractual levers are to be reinvested in
the Trust to support the transformation process.
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National Quality
Requirements

Target

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

YTD

Handover to Clear

75% within 15
mins

36.51%

36.89%

38.10%

39.90%

59.81%

60.90%

49.94%

Handover to Clear

nos>30 mins

5,018

4,833

4,164

3,671

2,996

2,856

41,036

Handover to Clear

nos>60 mins

258

251

170

168

128

120

2194

£121,000 £116,740 £96,880 £86,860 £70,160 £66,720

£996,240

Total Handover to Clear
Penalties

Handover performance has improved in recent months, although 50% year to date timely ‘Clear’ journeys is still significantly under required
standards to ensure that ambulances can get back on the road as quickly as possible.
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3.5

Current Position – West Suffolk Area

3.5.1 Actual performance remains variable in the area but remains below the target agreed in the 13/14
contract for the area. In line with regional performance, February Red 2 response performance
significantly tailed off.
Local Performance on
CCG Targets 2013/14

Aug

Sep

Oct

Nov

Dec

Jan

Feb

YTD

Red 1
(A8)

Actual
Performance

80.00%

64.52%

68.75%

69.44%

73.81%

69.70%

54.55%

69.52%

Red 2
(A8)

Actual
Performance

66.14%

61.44%

62.86%

58.96%

58.86%

65.27%

60.87%

62.83%

Red 2
(A8)

Target by
30/11/13

64.86%

64.86%

64.86%

64.86%

64.86%

64.86%

64.86%

64.86%

Red 2
(A8)

Variance vs
Target

1.28%

-3.42%

-2.00%

-5.90%

-6.01%

0.41%

-3.99%

-2.03%

A19

Actual
Performance

87.48%

83.42%

82.75%

83.41%

84.32%

86.24%

83.82%

85.05%

A19

Target (all
months)

87.09%

87.09%

87.09%

87.09%

87.09%

87.09%

87.09%

87.09%

A19

Variance vs
Target

0.40%

-3.67%

-4.34%

-3.68%

-2.77%

-0.85%

-3.27%

-2.04%

Red 1 does not have a CCG target in 13/14

3.5.2 The time between ambulance arrival at West Suffolk Hospital and handing over patients
has reduced considerably over recent months.

Number of patients waiting over 60 mins - ARRIVAL TO HANDOVER
Week

West Suffolk
Hospital

27

28

29

30

31

32

33

34

35

36

37

38

39

40

41

42

43

44

0

0

2

1

0

0

0

0

1

0

3

0

0

3

1

0

0

4

3.5.3 The time between ambulances clearing from Ipswich Hospital after handing over
patients has also reduced considerably over recent months.

Number of ambulances waiting over 60 mins - HANDOVER TO
CLEAR
Week

27

28

29

30

31

32

33

34

35

36

37

38

39

40

41

42

43

44

West Suffolk
Hospital

1

4

2

3

2

2

3

2

2

0

0

0

2

1

0

0

0

1
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4.
4.1

Going Forward
The ambulance commissioning team continues to work closely with EEAST the Trust
Development Authority and NHSE to ensure:
i)
ii)
iii)
iv)

EEAST build a strong Board and senior team to improve the health of the
organisation;
Clinical quality and safety is improved and there is learning taken and
embedded from any adverse incidents that do occur;
The revised recovery plan and performance target trajectories are met on a regional and
local basis. This includes the new maximum waiting times targets. Appropriate contractual
action will be taken where this falls short;
The Trust is supported whilst it goes through this difficult process of reorganisation
and change.

4.2

As lead of the Consortium the CCG is also working hard to involve and inform the 19
CCGs. This work includes breaking down targets to a local CCG level to ensure greater
equity in service provision.

4.3

CCGs will need to make decisions on the level of investment into the ambulance service.
This will be informed by the forthcoming transformation business case that is currently in
development, following continued feedback from the commissioning consortium on the
case.

5.
5.1

Recommendation
The Governing Body is asked to note the content of the report and that further, regular updates
will be provided.

Author:
Wendy Tankard and John Harris
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Reference No.

WSCCG 14-24

From: Carl Goulton, Chief Finance Officer, Barbara McLean, Chief Nursing Officer, Wendy
Tankard, Chief Contracts Officer
INTEGRATED PERFORMANCE REPORT
1.

Purpose

1.1

This report provides members with a summary of performance for 2013/14 against national
targets, contractual targets, clinical quality and patient safety issues, financial position and
acute activity.

2.

Public Engagement
Not applicable.

3.

Recommendations

3.1

It is recommended that members:
 note the position regarding financial and service performance;
 review the actions being taken with regard to patient safety and clinical quality
issues; and
 note any actions to mitigate risks or poor performance.

Author:
Carl Goulton
Chief Finance Officer
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Executive Dashboard

Overall CCG position:

Previous 6
months

Current
month

Clinical Quality & Patient Safety….

Var

Financial position against plan……

M10

Acute activity levels against plan…

M9

QIPP delivery (* see note below)…..…

M9

Local Quality Premium Indicators ..

Var

NHS Constitution/national targets..

Var

CQUIN…………………………….

Q3

Headlines:
Clinical Quality & Patient Safety
• Quality Improvement Visits have highlighted concerns around essential care
standards at nursing homes in the area (pages 7-8);
• The CCG has reported 6 MRSA bacteraemia cases for the year to date to the
end of February 2014 (validated) (page 10);
• The CCG reported 44 C.difficile infections for the year to date to February
(unvalidated) against a year to date ceiling of 47 (page 11);
NHS England National Targets
• Performance against the suite of national targets is generally good, although
performance is not at the required levels in:
• 6 week waiting time target for diagnostic tests for both January and the year to
date (Page 49);
• Emergency admissions for acute conditions that don’t normally require
hospitalisation for both January and the year to date (Page 54);
• Ambulance clinical quality indicators and ‘handover’ times (Page’s 54-55);
Local Quality Premium
• Year to date performance against the Local Quality Premium Indicators are
below target for all three measures;
• Dementia patients prescribed anti-psychotic medication (page 52);
• Stroke Care – Increase the proportion of patients admitted to an acute stroke
unit within 4 hours of a hospital arrival (page 51);
• Breastfeeding prevalence (page 62);
• It will be challenging for the West Suffolk CCG to achieve their Local Quality
Premium Indicator targets for 2013/14.

Notes:
Please note that the RAG scores above should be read from right (latest
month) to the left. This was amended in the March-14 report.
(*) Based on delivery of agreed suite of QIPP KPI’s (Pages 35-36)
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Executive Dashboard (continued)

Overall CCG position:

Previous 6
months

Current
month

West Suffolk hospital…….

Var

Harmoni (OOH)..…………

M10

Harmoni (‘111’)……………

M10

Serco……………………….

M10

NSFT……………………….

M10

Headlines:
Finance, QIPP & Activity
• At month 10 the CCG remains on track to deliver the full year required surplus
of £2.6m (1%) despite big variances within the service lines;
• Re-forecast 3 was undertaken in January to determine the likely year end
position and the required surplus remains deliverable by utilising the full
contingency along with some use of funds originally planned for investments;
• Significant risks remain in the system, particularly over performance at West
Suffolk Hospital, Ipswich Hospital and Prescribing;
• At month 10 QIPP delivered was £1.5M, £2.6M adverse to plan, excluding any
marginal threshold adjustments.
Provider Performance
• Performance against the key measures within the West Suffolk hospital
contract is generally good, although performance targets were not achieved in
the areas set out below:
• A maximum two-week wait standard for rapid access chest pain clinic for the
YTD (Page 48);
• Direct access diagnostics, January and YTD (Page 48);
• Choose and book, first outpatient booking, including clinical management
system for both January and the YTD (Page 48);
• Provider cancellation of Elective Care organisation for non-clinical reasons for
both January and YTD (Page 48);
• Stroke – Proportion of patients with a joint health and social care plan on
discharge for both January and the YTD (Page 53);
• Cancer – I hour door to needle for all patients presenting with suspected
neutropenic sepsis for both quarter 3 and YTD (page 59);
• Harmoni did not meet the required standard for 2 of the contractual Quality
Standards for Out of Hours services and for 3 of the ‘111’ services (pages 7173);
• For both Serco (pages 74-76) and NSFT (pages 77-82) only those areas that
are currently, or have historically failed, are shown by exception.

Notes:
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Part 1
Detailed Clinical Quality & Patient Safety
Report

5

Executive Dashboard – Clinical Quality & Patient Safety
Current
position

Quality Improvement Visits………...
SIRIs…………………………………
Never Events……………………….
Infection Control (HCAI)…………..
Falls………………………………..
Pressure Ulcers…………………....
Patient Advice & Liaison Service..
Contract Query Log………………
Net Promoter Score (NPS)………..
Complaints…………………………..
Safeguarding Children………..……
Safeguarding Adults………………..
Notes:
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• Quality Improvement Visits have highlighted concerns around essential care standards
at nursing homes in the area. Further information is provided under CQC and QIV
action. (pages 7-8);
• There are no outstanding SIs from WSH. Quality of root cause analysis and lessons
learned still require improvements. A contract query and remedial action plan remain in
place. (page 9);
• The CCG has reported 6 MRSA bacteraemia cases for the year to date to the end of
February 2014 (validated). Refer to the Clinical Quality section of this report (page 10).
The year end ceiling is zero for the CCG. The current position of 6 cases over a zero
ceiling will have an adverse impact of the CCG’s Quality Premium payable in 2014/15
(reduction of 12.5% of the total payable, based on £5 per head of population, calculated
using the same formula as the payment of running costs allowance);
• The CCG reported 44 C.difficile infections for the year to date to February (unvalidated)
against a year to date ceiling of 47 and an end of year ceiling of 52. Refer to the Clinical
Quality section of this report. (page 11).

Quality Improvement Visits (QIV)

Care Home

Date of visit Issues raised

Chilton Croft

15‐Jan‐14

Brandon Park

25‐Nov‐13

Kingfisher

11‐Nov‐13

7

Actions

CQC have have referred their findings to Health and
CQC found that the provider had failed to properly assess
Safety Executive, Local Authority:
people’s needs and ensure that they had been provided with Commissioning, Local Authority: Safeguarding and
Police. They will check to make sure that
the correct moving and handling equipment, that ensured
action is taken to meet the essential standards.
their welfare and safety.
The CQC inspection found some evidence of improvement
CQC have requested that Brandon Park send them a
since our last inspection with regard to ensuring people were report by 01 February 2014, setting out the
being appropriately supported. They remained concerned in action they will take to meet the standards. They
relation to the service's management of wound care and
will check to make sure that this action is
prevention of pressure ulcer development.
taken.
Care plans were comprehensive and kept under review but
CQC noted some gaps in record keeping so they could not
always see that people’s needs were being met in line with
their plan of care. The service was finding it difficult to recruit
trained nurses to lead each shift. The management of the
service was compromised because the manager was not
permanently employed. The head nurse was covering the
The CQC have requested that the provider send
service but was given little time to complete management
them a report by 24 December 2013, setting out the
tasks and was mostly directly delivering care. A number of
audits were overdue and had not been completed since the action they will take to meet the standards. CQC will
last manager was in post. This meant they could not be assured check to make sure that this action is
of the quality of the service being provided.
taken.

Review date

31‐Mar‐14

31‐Mar‐14

31‐Mar‐14

Quality Improvement Visits (QIV) (continued)

Care Home

North Court Care
Home

Risby Park Nursing
Home

Mabbs Hall

8

Date of visit Issues raised
The CQC found that improvements were needed
in the management of diabetes and wound care.
They found that trained nurses needed to be
more aware of current practices. Records in place
did not support the service effectively. The CQC
found records cumbersome, repetitive and key
7 and 9 Oct‐ issues such as diagnosis and reason for using the
service hidden in the mass of recording.
2013
The provider met the standards for the
inspection. However, three staff members lacked
an understanding of
the Mental Capacity Act 2005 which seeks to
protect people by ensuring that they are
supported to make decisions in their own
interests. The CQC noted that formal capacity
assessments had not been carried out for some
people who may have benefitted from
them. However, staff had a good knowledge of
how to ensure that people's independence
26‐Nov‐2013 and freedoms of choice were maintained.

31‐Jan‐14

Personalised care: My Life Folders have
commenced, not yet fully completed, much of
the information to be provided.

Actions

The CQC have asked the provider to
send them a report by 16 November
2013, setting out the
action they will take to meet the
standards. The CQC will check to
make sure that this action is
taken.

There were no stated actions.

Review date

31‐Mar‐14

31‐Mar‐14
The progress
of the action
to be
On‐going action:
My life folder – on‐going programme progressed
before 31st
to be completed by staff members,
March 2014
residents and families together

Serious Incident Requiring Investigation (SIRI)

West Suffolk Clinical Commissioning Group
Provider

No of
SIRIs

Category

WSH

6








EEAST
(Regional)

12






1
1
1
1
1
1

Grade 3 – Pressure Ulcer
Failure to act upon test results
Delayed diagnosis
Communication Issue
Ward Closure
Maternity Services – Intrauterine
death

8 Ambulance Delay
2 Ambulance General
1 Allegation against healthcare
professional
1 Other – loss of morphine

• Please refer to the contractual section on page 71 for further detail.
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Overdue 45
reports up until
31 December 2013
in total
0

0

Never Events
• No never event this month.

Infection Control ‐ MRSA
• West Suffolk Clinical Commissioning Group (WSCCG) currently
(YTD) has 6 cases of MRSA bacteraemia: 1 case being
apportioned to the Acute Trust and 5 cases being apportioned to
the Community/Non-Acute. This is number is against a trajectory of
0;
• West Suffolk Hospital opened their cohort ward on 30th January
2014 for patients with Clostridium difficile which in turn should free
up rooms within the rest of the hospital for isolation of MRSA cases;
• West Suffolk Hospital continues to be supervised in the avoidance
and management of MRSA bacteraemia. The formal Remedial
Action Plan (RAP) assessed against the agreed RAP contractual
obligations has been largely met and therefore closed.
• Please refer to the contractual section on page 70 for further detail.

10

Infection Control – C.difficile

• Please note: February figures have not yet been validated by the HPA data capture system;
• Currently the February C diff numbers for West Suffolk Clinical Commissioning Group (WSCCG) are 0 case against a monthly trajectory of 5.
WSCCG year to date total of 44 cases over a trajectory of 47;
• Accumulatively, West Suffolk Hospital (WSH) has a YTD total of 21 cases over a end of year trajectory of 19;
• No successful appeals to date; however 4 cases are being put forward for appeal supported by the CCG;
• The Isolation ward opened January 2014;
• Following an external independent C diff review performed at WSH in September 2013, there were some overarching recommendations made
to the Trust to address in order to be compliant with current national guidelines and good practice.
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Falls
2013‐14

WSH

SCH (NCH)

Total Number Falls resulting in Total Number
of falls
serious harm
of falls
67
6
April
2
63
5
May
0
60
0
June
3
55
0
July
1
47
8
August
1
49
5
September
0
50
2
October
0
50
9
November
0
40
0
December
1
38
3
January
2

Falls resulting in Total Number Falls resulting in
serious harm
of falls
serious harm
20
0
0
28
0
0
9
0
0
23
0
0
17
0
0
14
0
0
23
0
0
37
0
0
22
0
0
37
0
0

Total Number of Falls 2013/14
120
100
80
60
40
20
0

NSFT (East and West)

Number of falls resulting in serious harm 2013/14
3.5
3
2.5
2
1.5
1
0.5
0

WSH

12

SCH (NCH)

NSFT (East and West)

WSH

SCH (NCH)

NSFT (East and West)

Pressure Ulcer incidents
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Pressure Ulcer incidents (continued)
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Patient Advice & Liaison Service (PALS)

Dental
GP query
Continuing care
Funding
Podiatry
Optical
Physiotherapy
Meds/Pharmacy
Mental health
Med cert/recs
Continence
Screening - bowel/breast/ cervical
Acute
PALS - other area
Prisons
Transport
Equipment
Community Hospitals
Out of hours
Child Weight Management
Miscellaneous

15

75
6
0
0
1
0
0
0
0
1
0
0
0
0
0
0
0
0
0
0
6

CCG data for February (validated)
Total PALS activity across county for February 2014 showed 534 compared
with 670 for February 2013. These figures include patients accessing the
emergency dental service. Other figures are hospital transport,
pharmacy/prescribing queries as well as GP, optical, dental and other
community provider services such as SCH/Serco, and Harmoni;
Included in the miscellaneous figures are Help for Health Costs and
signposting to outside organisations and general information. The appeals
process for hospital transport continues to be a PALS function;
For locality breakdown, the overall figure for February for West Suffolk CCG
was 89 and for others out of NHS Suffolk area, 28. The PALS figures include
the emergency dental appointments, orthodontics and general dental queries
around treatment and charges. The figures for West Suffolk CCG were 75
and other areas 5.

Contract Query Log

Number of queries
Number closed
Overall number outstanding
Harmoni
IHT
N&N
CUFT
Papworth
Queries by
Provider
WSFT
NSFT
Serco
Private
Other

Aug
2013
21
9
28
1
3
0
0
0
1
1
14
0
1

Sept
2013
32
12
35
1
6
0
0
0
2
10
13
0
0

Oct
2013
35
7
39
1
8
0
0
0
10
8
8
0
0

Nov
2013
27
5
45
0
3
1
1
0
4
7
10
0
1

Dec
2013
28
11
35
0
7
0
1
0
5
4
11
0
0

Jan
2014
22
5
29
0
6
0
1
0
1
6
8
0
0

Feb
2014
19
7
21
1
5
0
0
0
1
5
7
0
0

• Queries to the GP Contract Log should be sent to the following e-mail address to be raised with the provider service:
wsccg.gp-contract-query@nhs.net
• Queries received by the Patient Experience Team are passed to the Contract Team. Where specific patient identifiable information is required consent
is requested from both the practice in the first instance and then directly from the patient. This is facilitated by the Patient Experience Team.
• Responses to the GP/Clinician who have raised the query should be provided within 20 working days. The Contract Team are provided with a monthly
breakdown of issues to address.
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Contract Query Log (continued)
Breakdown of queries in January 2014:
Provider

Type of Query

WSH

Access to Services x 1

NSFT

Access to Services x 4

Staffing Capacity x 1
IHT

Communication x 1
Referrals to Services x 2

18.2.14

Closed
Outstanding
Outstanding
Outstanding
Outstanding
Outstanding
Closed
Outstanding
Outstanding
Closed
Closed

Access to Services x 1
Phlebotomy Services x 1
Communication x 1

4.2.14
12.2.14
12.2.14
12.2.14
10.2.14
20.2.14
25.2.14

Closed
Closed
Outstanding
Outstanding
Closed
Outstanding
Outstanding

OOH

20.2.14

Outstanding

District Nursing Service x 2
Access to Services 2

Harmoni

11.2.14
12.2.14
20.2.14
27.2.14

Outstanding/Closed

4.2.14
4.2.14
26.2.14
5.2.14
6.2.14

Referrals to Services x 2
SERCO

Date
raised
10.2.14

Outstanding queries prior to January 2014:
Provider

Type of Query

Date raised

WSH

Communication x1
Medication x 1
Referral x 1
Referral x 1

2.12.13
4.12.13
30.12.13
17.1.14

IHT

Referral x 1
Access to information x 1

16.12.13
17.12.13

CUFT

Communication x 1

3.12.13

NSFT

Access to Services x 1
Staffing Capacity

7.1.14
17.1.14

• Requesting patient identifiable information and consent has proved to delay responses and is not always accessible making some queries difficult to
take forward. In these cases a generic response is provided.
• From 1st March it has been agreed the Patient Experience Team will work directly with providers in order to resolve queries quickly and will ensure the
Contracts Team are kept informed of trends and themes throughout the month.
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Net Promoter Score
Friends and Family Test results for January 2014
• The Friends and Family Test aims to instigate a culture of continuous improvement in the NHS by providing a simple, headline metric which, when
combined with follow-up questions, can provide insight into good practice and lead to improvements in the quality of NHS care. It will enable the views
of patients and their families to be heard and provides a platform to shape and deliver better services. The implementation of the FFT across all NHS
services is an integral part of Putting Patients First, NHS England’s Business Plan for 2013/14 – 2015/16.

100
90
80
Inpatients

70
60
50

A&E

40
30
20
10
0

• *There is a requirement to ask the Friends and Family question four
times across Maternity Services; at the 36 week antenatal
appointment, following birth in the delivery suite or birthing unit,
post-natally on discharge from the post natal ward and lastly at the
time of discharge in the community.
• From January 2014, the figures have been further broken down into
Birthing Unit or Labour Suite. The scores for this month are shown
below;

Antenatal
85
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Birthing Unit Only
98

Labour Suite
86

• The combined score for Suffolk Community Healthcare for January 2014 is
86.

Post Natal Ward
75

Post Natal Care
94

Complaints

Patient Experience

• The Patient Experience Managers attended the NHS Complaints System Improving Patient Safety and Rights conference in February. The aim of
the conference was to discuss the proposed changes to the complaints system. Following the outcome of the Francis Report the Department of
Health are undertaking a pilot to consider where changes need to be made to both Complaints and PALS across Health & Social Care;
• The Patient Experience Team have received training and access to Patient Opinion and will be responding to such matters relevant to the CCG.
Future reports will provide further information on this work and will also detail some of the stories patients share;
• The Patient Experience Team met with Health watch Suffolk in February to discuss how the service was developing and identify any cross-working.
The meeting was useful in establishing what Health watch do and their plans around service development. It was also helpful to explain the remit of
PALS and Complaints to ensure Health watch correctly signpost their service users;
• Future Complaint and PALS reports will have PALS information from the Ambulance Service and NSFT. Unfortunately this information was not
available for this month’s report as NSFT currently collate figures Trust wide. We have requested that they record this information by County and
then by CCG area which they have confirmed will be provided for next month’s report. Likewise, the Ambulance Trust will provide this information for
both PALS and Complaints broken down by CCG and type and again this will be provided from next month’s report.
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Complaints (continued)

Examples of where PALS intervention provided a good patient experience:
• The decision by Patient Transport and Clinical Assessment and Advice Service (PTCAAS) to decline a 90 year old man hospital transport to WSFT
for weekly cancer treatment was successfully overturned. PALS confirmed with the patient and PTCAAS all 6 weeks were with transport provided;
• A patient had been advised by her GP she required an INR test due to changes in her warfarin medication. She and her husband queued at
Brandon Health Centre but due to the time constraints the phlebotomist had closed the clinic at 11am and the patient was not seen. She contacted
PALS who negotiated with SCH staff and with their assistance it was agreed that she would be given a home visit the next day to take her bloods.
Provider data for January (validated)
West Suffolk Hospital
WSH recorded 94 PALS contacts in January 2014. Trust-wide the most common problem areas are as follows:

PALS issue
Admissions, Discharge and Transfer Arrangements
All Aspects of Clinical Treatment
Appointments, Delay / Cancellation (outpatients)
Attitude of Staff
Communication / Information to patients (written and oral)
Information/Advice request

7
24
16
7
10
17

Future reports will include PALS statistics for NSFT and the Ambulance Service.
The CCG PALS Team provide a PALS service for Serco and Harmoni (111 and out of hours) so contacts regarding these services are outlined
within the CCG information presented above.
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Complaints (continued)

February
5 complaints were received in February for the West Suffolk CCG.
West

Complaint Details / Themes

CCG
CHC

CHC

Unhappy that claim has been closed and feels this
is an unfair decision given time constraints, lack of
contact and in some cases, never having received
correspondence advising the case will be closed if
no contact made within 28 days
Appealing decision regarding eligibility in 2008 and
2011

Various Providers
Harmoni Unhappy with treatment provided to son
N&N Hospital

1

1

TOTAL

From 22nd May 2013 any new complaints received by the West
Suffolk CCG regarding primary care are now sent directly to the NHS
England Customer Contact Centre for processing.
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Number of
complaints
4
3

5

Complaints (continued)

February
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Complaints (continued)
January - validated data

West Suffolk Hospital
• 21 complaints were received during January
2014 for the West Suffolk Hospital. Of the 21
complaints, the breakdown by Primary
Directorate is as follows: Medical (11),
Surgical (7), Clinical Support (2) and Women
& Child Health (1). Trust-wide the most
common problem areas are as follows:

Serco
• 7 complaints were received during January
2014 for Suffolk Community Healthcare. Of
the 7 complaints, the breakdown by service
area is as follows; Community Equipment
Services (3), Community Health Team (2),
Wheelchair Services (1) and SEPT –
Paediatrics (1). The subject type of these
complaints, are as follows;

Admissions, Discharge and Transfer Arrangements
All Aspects of Clinical Treatment
Appointments, Delay / Cancellation (outpatients)
Attitude of Staff
Communication / Information to patients (written and oral)

Aids and appliances, equipment, premises (including access)
All aspects of clinical treatment
Appointments, delay/ cancellation (outpatients)

Ambulance
• Future reports will include complaint statistics for the Ambulance Service.
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6
5
5
4
6

4
2
1

Complaints (continued)
January - validated data
NSFT
• 16 complaints were received by NSFT for Suffolk. Of those complaints, 3 were regarding the WSCCG area. The subject type of these complaints,
are as follows;

All aspects of clinical treatment
Appointments delay/cancellation (outpatient)
Attitude of staff

1
1
1

Harmoni
• 4 complaints were received by Harmoni in January regarding the Suffolk out of hours and 111 services. The subject type of these complaints,
are as follows;

Access / Delay
Clinical Assessment Advice
Attitude of staff
111 service
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1
1
1
1

Children and young people/ Adult Continuing Health Care/Adult Safeguarding
Safeguarding Children
Children on a Child Protection Plan
• On 20.01.14 there were 596 children who were subject of a child protection plan in Suffolk. This is following an upward trend and is an increase of 18 on
last month’s figures.
Suffolk Children Subject to a Child Protection Plan by category and age group

Serious Case Reviews (SCR)
• The Suffolk Serious Case Review action plan for agencies will be presented at the March LSCB. The health response to this action plan will then be
completed and disseminated to providers;
Suffolk LSCB updates
• A briefing event on Suffolk’s Statutory Assessment Framework was held on 5th February. This framework will now go live early in March;
Contracts
• The Safeguarding team have been working with Clinical Quality and Patient Experience and the contracts department to ensure Safeguarding Children
is included with the provider contracts.
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Children and young people/ Adult Continuing Health Care/Adult Safeguarding (Continued)
MASH update
• Funding for the Health posts within the MASH has now been agreed and jobs will be advertised on 4th March 2014;
CQC Inspection of LAC and Safeguarding Children Services Preparation
• Preparations have continued for a CQC safeguarding inspection, involving the Designated and Named professionals and the Lead GPs;
Safe Sleeping
• The safeguarding team are working with the LSCB through the Child Death Overview Panel to develop a Safe Sleeping Strategy and
practitioner guidance to help prevent Sudden Infant Deaths in Suffolk;
Domestic Abuse
• Suffolk Police ceased sharing their Domestic Abuse information with health – primarily health visitors and school nurses- on a routine
basis two years ago and despite continued efforts by Designated and Named Nurses to develop an acceptable information sharing
protocol to facilitate this process this remains an area of no progress. The national SCR for Daniel Pelka highlights the importance of
sharing domestic abuse information with health and with this in mind this issue has now been raised with the newly formed Suffolk
County Council Domestic Abuse Task Group for resolution. This item will be raised again for resolution at the March LSCB.
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Safeguarding adults/Children and Young People’s Complex Cases

Children and Young People’s Complex Cases
• The Complex Case Panel for West Suffolk CCG in February discussed 2 cases. Two young people have transferred to Adult service during February
and this has reduced the monthly spend.

Number of cases
presented
Number of cases agreed

2012-13
April 13
May 13
June 13
July 13
August 13
September 13
October 13
November 13
December 13
January 14
February 14
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Apr 13

May
13

Jun 13

Jul 13

Aug
13

Sept
13

Oct 13

Nov
13

Dec 13

Jan 14

Feb 14

7

1

0

0

5

0

4

0

4

1

2

6

1

0

0

4

0

4

0

4

0

1

No of Children and
Young People with
packages
20
17
18
18
18
19
20
20
20
19
18
17

Estimated spend
per month (£)
45,629
37,139
37,160
36,585
36,900
38,103
42,806
43,251
42,750
40,004
34,346
27,864

Average cost per
case/month (£)
2,235
2,185
2,064
2,033
2,061
2,005
2,140
2,163
2,138
2,105
1,908
1,639

Part 2
Financial and Performance Delivery Report
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FINANCIAL PERFORMANCE SUMMARY – MONTH 10

1.

Income & Expenditure: West Suffolk continues to over perform; the full
year forecast shows over-performance of £3.1m which will be off-set by
reduced Mental Health placements £0.9m, reduced Children’s
placements £0.4m and a combination of reduced investments and
release of contingency. The CCG is still on track to deliver a full year
surplus of £2.6m.

2.

Risk & Opportunity/Forecast Schedule: The main weighted risks are a
further £0.2m of Prescribing Expenditure, additional over-performance at
Ipswich Hospital £0.2m and West Suffolk Hospital £0.1m. These are
balanced by opportunities to reduce expenditure on the non-recurrent
CHC Backlog £0.2m and further management of investments £0.3m.

3.

7.

At 31st January 2014 Total Assets less Liabilities were (£16.8m).
Significant liabilities at 31st January 2014 were as follows:Prescribing Creditor - £6.4m
Accrued Expenditure with NHS Bodies - £7.1m
Accrued Expenditure with Non NHS Bodies - £4.5m

Activity Summary: Key areas over performance are Elective activity
1.8m, Non Elective combined 0.8m, A&E 1.6m and Outpatient telephone
2m. These areas are mainly driven by over performance at WSFT and
partly offset by under performance on Outpatient follow up1.7m and
Outpatient procedures 0.2m.

Total assets less current liabilities are forecast to improve to (£14.4m) at
the year-end due to greater cash being available in March to settle liabilities
8.

4.

Investment Tracker: Non-recurrent investments (Transformation Funds)
continue to be on plan but a number of recurrent investments were
delayed this year, giving an opportunity of £1.0m to help offset over
performance at West Suffolk Hospital.

5.

QIPP Tracker: QIPP delivery YTD £1.5m against a plan of £4m, £2.6m
adverse. Integrated Care QIPP is £1.7m adverse to plan (excl. marginal
threshold) and Prescribing £0.5m adverse to plan.

6.
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Local Quality Premium: The value of the Quality Premium available to
WSCCG is £1,2m. The CCG has already failed on two targets this year
(CB-A15/16 and Local Priority 3) reducing the Quality Premium to £902k.
For a number of targets totalling £602k (CB_A1, CB_A6 and CB_A13) the
data will not be available until later in 2014, but given performance over
the last year, meeting these targets are subject to significant risks.
In addition to the above, the CCG needs to meet 4 key targets in order to
avoid reductions to the Quality Premium. Each failed target will reduce
the Quality Premium by 25%. As at the end of January the CCG has
failed one of these targets (CB_B15_01), reducing the total Quality
Premium achievable to £677k (75% of £902k).

Balance Sheet: Under the NHS reforms that came into effect this financial
year, most of the material high value assets previously carried by Primary
Care Trusts such as land and buildings were transferred to non-CCG
bodies - eg, NHS Property Services Ltd. Consequently CCGs in general
do not carry material non-current assets on their balance sheets. Their net
assets / liabilities equate to the difference between actual net operating
costs incurred (accounted for on an accruals basis) and the cash funding
drawn down from NHS England to finance this expenditure.

Cashflow: At 31st January 2014 the Maximum Cash Drawdown was
£256.1m, though this is expected to increase before the year-end as it
does not take into account additional agreed resource limit adjustments of
£946k to cover winter planning schemes. There was a £112k balance in
the bank account at 31st January, adjusted to (£181k) on the Statement of
Financial Position after accounting for unpresented cheques and bacs
payments that cleared in the following month.
At the year-end all CCGs are required to manage their cash balances down
to a figure no more than 1.75% of their March cash drawdown. NHS West
Suffolk CCG is forecasting a £100k closing cash balance at the year-end
which will be within the NHS England target.

9.

Better Payments: The Better Payment Practice Code requires the CCG to
pay all valid non-NHS invoices by the due date or within 30 days of receipt
of goods or a valid invoice, which ever is later, unless other payment terms
have been agreed with a supplier. To date, the CCG has paid over 90% of
Non-NHS invoices within target.

Financial Summary – Month 10
In Month

Submitted
Plan
SP

Full Year
Forecast
Position
RF3

SP to
RF3

2.1
-0.4
0.4
-0.2

99.3
29.2
14.9
4.5

102.4
28.7
14.9
4.4

3.1
-0.5
0.0
-0.1

126.2

1.9

147.9

150.4

2.5

6.6

6.7

0.0

8.0

7.9

-0.0

-0.0
-0.0

19.9
3.5

19.8
2.7

-0.1
-0.7

23.9
4.2

23.7
3.2

-0.2
-0.9

2.3

-0.1

23.4

22.5

-0.9

28.1

26.9

-1.1

1.7
0.4

1.5
0.4

-0.2
-0.0

16.7
3.8

16.4
3.3

-0.3
-0.4

20.0
4.5

19.8
3.9

-0.3
-0.7

2.0

1.9

-0.2

20.5

19.7

-0.8

24.6

23.6

-0.9

3.0
0.4

3.2
0.4

0.2
0.1

30.1
3.6

30.9
4.2

0.8
0.6

35.9
4.3

36.6
5.2

0.7
0.9

3.4

3.6

0.3

33.7

35.1

1.3

40.2

41.8

1.6

0.4
0.2
-

0.7
0.2
-

0.2
-0.0
-

4.5
2.3
-

6.8
2.1
-

2.3
-0.2
-

5.4
2.8
-

8.1
2.6
-

2.8
-0.2
-

0.7

0.9

0.2

6.8

9.0

2.2

8.2

10.7

2.5

0.0
-

0.0
-

-0.0

0.3
-

0.3
-

-0.0

0.4
-

0.4
-

-0.0
-

0.0

0.0

-0.0

0.3

0.3

-0.0

0.4

0.4

-0.0

Phasing Adjustment
Contingency
Winter Pressure
2% Transformational

0.1
0.1
0.4

-0.3
0.1
0.2

-0.3
-0.1
-0.3

1.1
0.8
4.4

1.2
0.8
1.0

1.2
-1.1
-3.4

1.3
0.9
5.3

0.9
2.4

-1.3
-2.8

Corporate Running Costs

0.5

0.5

0.0

4.8

4.3

-0.5

5.8

5.4

-0.4

22.8

22.8

-

226.8

226.8

-

270.6

270.6

-

263.0
2.3
5.9

263.0
2.3
5.9

1.9
-2.6
270.6

1.9
-2.6
270.6

All figures £m

Acute

West Suffolk
Cambridge
Acute: Other NHS
Acute: Non-NHS

Ambulance
Mental Health & LD

Community

Primary Care

Continuing Care

Clinical Academic Reserve
Property Recharges

CCG EXPENDITURE

NSFT
Other

Serco
Other

Prescribing
Other

Continuing Care
Funded Nursing Care
CHC Backlog

YTD

Budget

Actual

Variance

Budget

Actual

Variance

8.5
2.4
1.3
0.4

8.7
2.3
1.5
0.4

0.2
-0.1
0.2
-0.0

83.9
24.3
12.5
3.7

86.0
23.8
12.8
3.6

12.5

12.8

0.3

124.3

0.7

0.8

0.1

2.0
0.3

1.9
0.3

2.3

CCG INCOME
Allocation
Surplus Brought Forward
Running Cost Allowance
Revenue Adjustments M8
Carry Forward Surplus Required

Total Spend Allowance
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22.2
0.2

220.5
1.9

0.5
0.2

5.0
1.6

-0.2

-2.2

22.8

226.8

Headlines:
Results based on actuals for M1 to M9 for acute, M8 for Prescribing and M10
for Continued Health Care (CHC)
Acute
West Suffolk is overspent by £2.1m; mainly due to Non-elective activity
£0.5m, Planned Care day cases £1m, Outpatients £0.2m, Critical Care
£0.2m.
Addenbrookes is underspent by £0.4m, with a general underspend across all
areas offset by long-term patients not yet discharged £0.3m.
Acute:Other-NHS adverse variance of £0.4m is mainly due to increased
expenditure at Colchester £0.1m, Ipswich £0.3m and the London Trusts
£0.6m offset by reduced investment expenditure £0.7m.
Acute:Non-NHS favourable variance of £0.2m is due to underspend on
investments; within planned care there is reduced activity on Minor Surgery
(BMI) £0.7m and Home Delivery Drugs £0.2m, offset by unbudgeted
expenditure on IVF £0.3m, Lymphoedema £0.2m and an overspend on Brain
Injury Rehabilitation £0.2m.
Mental Health
Mental Health is underspent by £0.9m due to lower activity against plan;
estimated variance at year-end £1.1m.
Community
The favourable Serco variance is due to expenditure on investments and a
transfer of dressings to prescribing £0.1m. The savings in Other Community
is due to lower activity on Childrens Placements of £0.3m and a recharge to
Suffolk CC and Waveney CCG £0.1m.
Primary Care
Prescribing is £0.8m adverse against plan and includes actuals up to
November and planned figures for December & January. GP Prescribing is
adverse by £1.1m but offset by prescription income of £0.3m. The increase
in GP Prescribing is due to new higher cost drugs, ageing patients with
increased medical needs and an increase in unnecessary repeat medicines.
Other Primary Care overspend represents additional GP IT costs £0.4m,
other prescribing £0.1m (oxygen and central drugs) and Local Enhanced
Services £0.1m.
Continuing Care
Continuing Care shows an overspend of £2.2 m; due to an over-spend on
CHC of £2.3m slightly offset by FNC variance of £0.2m.
The RF3 position ringfenced a proportion of Non-Recurrent Investment,
Contingency and Property Services to pay for the backlog in CHC.

Statement of Financial Position – Month 10
Actual
May
Period 02
£000
Non Current Assets:
Fixtures and Fittings
Total Non Current Assets

Actual
Jun
Period 03
£000

Actual
Jul
Period 04
£000

Actual
Aug
Period 05
£000

Actual
Sep
Period 06
£000

Actual
Oct
Period 07
£000

Actual
Nov
Period 08
£000

Forecast
Dec
Period 09
£000

Forecast
Jan
Period 10
£000

Forecast
Feb
Period 11
£000

Forecast
Mar
Period 12
£000

0
0

0
0

0
0

0
0

0
0

0
0

0
0

0
0

14
14

14
14

14
14

0
1,794
0
1,267
0
-4
4
3,061

1,651
833
0
11,360
0
-9
7
13,842

1,205
-26
0
3,386
0
2,287
16
6,868

1,156
293
0
1,124
37
333
8
2,951

669
588
963
2,291
281
-12
38
4,818

1,493
461
935
1,493
538
-12
70
4,978

938
529
2,462
1,065
605
-4
23
5,618

839
599
623
968
620
6
45
3,700

765
595
862
760
620
0
6
3,608

100
475
600
600
620
0
25
2,420

100
250
400
500
0
0
30
1,280

Cash at Bank and in Hand
Cash at Bank & Petty Cash

3,963

-69

-292

7,473

10,747

6,353

6,495

3,494

-181

1,016

100

Total Current Assets

7,024

13,773

6,576

10,424

15,565

11,331

12,113

7,194

3,427

3,436

1,380

0
3,241
-12,216
0
0
-102
-93
-137
-9,307

-9,214
-6,131
-2,404
0
-2
-103
-95
-148
-18,097

-698
660
-7,437
0
-4
-106
-97
-141
-7,823

-6,436
549
-4,576
0
0
-107
-97
-144
-10,811

-6,501
394
-37
-4,459
-4,516
-113
-101
-143
-15,476

-6,549
-174
-531
-3,673
-7,106
-109
-99
-29
-18,270

-6,325
-2,562
-137
-2,923
-8,012
-116
-103
-79
-20,257

-6,209
-464
-856
-4,258
-7,506
-113
-104
-72
-19,582

-6,421
-1,500
-264
-4,642
-7,164
-99
-111
-8
-20,209

-6,400
-750
-1,000
-4,862
-5,593
-110
-110
-100
-18,925

-6,500
-1,500
-1,000
-1,650
-3,733
0
0
-50
-14,433

-2,283

-4,324

-1,247

-387

89

-6,939

-8,144

-12,388

-16,782

-15,489

-13,053

0

0

0

0

0

0

0

0

0

0

-1,350

-2,283

-4,324

-1,247

-387

89

-6,939

-8,144

-12,388

-16,768

-15,475

-14,389

-43,000
0
45,283
0
2,283

-63,000
0
67,324
0
4,324

-84,100
-4,852
90,199
0
1,247

-105,100
-7,189
112,676
0
387

-125,600
-9,640
135,151
0
-89

-139,600
-12,049
158,588
0
6,939

-159,100
-14,467
181,711
0
8,144

-174,600
-16,968
203,956
0
12,388

-190,600
-19,376
226,759
-15
16,768

-211,100
-21,822
248,412
-15
15,475

-231,916
-24,229
270,549
-15
14,389

Additional Information:
Year To Date Planned Net Operating Costs
Year To Date Actual Net Operating Costs
YTD Reported Surplus

45,729
45,283
446

67,986
67,324
662

91,086
90,199
887

113,784
112,676
1,108

136,478
135,151
1,327

160,140
158,588
1,552

183,486
181,711
1,775

205,947
203,956
1,991

228,973
226,759
2,214

250,846
248,412
2,434

273,201
270,549
2,652

In Month Planned Net Operating Costs
In Month Actual Net Operating Costs
In Month Reported Surplus

45,729
45,283
446

22,257
22,041
216

23,100
22,875
225

22,698
22,477
221

22,694
22,475
219

23,662
23,437
225

23,346
23,123
223

22,462
22,245
217

23,026
22,803
223

21,873
21,653
220

22,355
22,137
218

Current Assets
Current Trade & Other Receivables:
NHS Receivables: Revenue
Non NHS Receivables: Revenue
NHS Prepayments & Accrued Income
Non NHS Prepayments & Accrued Income
Prepayments: PCT Legacy
Other Receivables
VAT

Current Liabilities
Current Trade & Other Payables:
FHS Payables (Prescribing)
NHS Payables: Revenue
Non NHS Payables: Revenue
NHS Accruals & Deferred Income
Non NHS Accruals & Deferred Income
Tax
Social Security
Other Payables

Net Current Assets / (Liabilities)
Provisions
Current Provisions:
Total Assets Less Current Liabilities
Financed By:
General Fund & Revaluation Reserve
Net Parliamentary Funding: Cash Drawdown
Net Parliamentary Funding: PPA Drawdown
Net Operating Costs
Modified Absorption Gain / Loss
Total General Fund & Revaluation Reserve
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Cashflow Forecast – Month 10
Cash Flow Forecast 2013/04
Description

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Total

Actuals
£000

Actuals
£000

Actuals
£000

Actuals
£000

Actuals
£000

Actuals
£000

Actuals
£000

Actuals
£000

Actuals
£000

Actuals
£000

Forecast
£000

Forecast
£000

Forecast
£000

0

2,485

3,971

-68

-292

7,473

10,748

6,353

6,493

3,535

-182

1,016

0

-17,926
-418
0
-1,613
-159
-400
0
0
-20,516

-15,967
-1,605
-15
-11
-177
-429
-186
-131
-18,521

-16,946
-4,604
-18
-1,563
-142
-436
-198
-134
-24,041

-17,783
-4,394
-78
-33
-156
-443
-198
-142
-23,227

-13,032
-4,280
-34
-81
-189
-445
-202
-141
-18,404

-12,407
-4,574
-44
-379
-210
-436
-201
-139
-18,390

-14,095
-3,763
-48
-59
-169
-442
-214
-144
-18,934

-15,392
-4,670
-97
-61
-152
-458
-209
-142
-21,181

-14,562
-3,732
-54
-37
-173
-481
-219
-148
-19,406

-14,350
-4,845
-45
-82
-191
-504
-217
-147
-20,381

-14,500
-4,232
-60
-100
-300
-475
-220
-145
-20,032

-16,000
-4,857
-60
-100
-200
-475
-440
-290
-22,422

-182,960
-45,974
-553
-4,119
-2,218
-5,424
-2,504
-1,703
-245,455

0
0
1
1

0
0
7
7

0
0
2
2

1,900
3
0
1,903

5,066
62
41
5,169

1,160
0
5
1,165

487
36
16
539

1,524
64
233
1,821

889
57
2
948

565
23
76
664

650
50
30
730

650
20
20
690

12,891
315
433
13,639

-20,515

-18,514

-24,039

-21,324

-13,235

-17,225

-18,395

-19,360

-18,458

-19,717

-19,302

-21,732

-231,816

23,000
0
23,000

20,000
0
20,000

20,000
0
20,000

11,100
10,000
21,100

21,000
0
21,000

20,500
0
20,500

14,000
0
14,000

19,500
0
19,500

15,500
0
15,500

16,000
0
16,000

20,500
0
20,500

20,816
0
20,816

221,916
10,000
231,916

2,485

3,971

-68

-292

7,473

10,748

6,353

6,493

3,535

-182

1,016

100

100

23,000

20,000

20,000

21,100

21,000

20,500

14,000

19,500

15,500

16,000

20,500

20,816

231,916

0
0
0
0
0

26
0
0
0
26

25
2,411
-77
0
2,359

23
2,398
-31
77
2,467

30
2,238
38
31
2,337

27
2,465
-3
-38
2,451

26
2,397
-17
3
2,409

33
2,367
1
17
2,418

26
2,413
63
-1
2,501

26
2,423
22
-63
2,408

27
2,441
0
-22
2,446

28
2,379
0
0
2,407

297
23,932
-4
4
24,229

23,000

20,026

22,359

23,567

23,337

22,951

16,409

21,918

18,001

18,408

22,946

23,223

256,145

Cash Book Balance Brought Forward
Payments
Payments to NHS Bodies
Payments to Non-NHS Suppliers (inc GPs): Bacs
Payments to Non-NHS Suppliers: Payable Orders
Payments to Non-NHS Suppliers: CHAPS/DD
Payments to Nursing Homes: Funded Nursing Care
Payroll
PAYE/National Insurance Contributions to HMRC
Pension Payover to NHS Pensions Agency
Total Cash Payments
Miscellaneous Receipts
Receipts from NHS Bodies
Receipts From Non-NHS Bodies: VAT
Receipts From Non-NHS Bodies: Other
Total Miscellaneous Receipts
Net Cash Payments
Financed by:
Cash Drawdown From NHS England
Cash Drawdown: Main Funding
Cash Drawdown: Supplementary Funding

Cash Book Balance Carried Forward
Charge to Cash Limit
Cash Drawdown From NHS England (as per line 5.0 above)
Items Top Sliced from Cash Limit Per Cash Advance Report
Home Oxygen Therapy Actuals (one month time lag)
Drugs recharge Actuals (two months time lag)
Advance pay adjustment for Drugs charges - current month
Advance pay adjustment for Drugs charges - reverse previous month

Maximum Cash Drawdown - £256,145k Per Cash Report 29/01/14
Bank Statement to Cash Book Reconciliation
Bank Balance Per Bank Statements
Citibank
RBS
Combined Bank Balances Per Bank Statements
Less: unpresented payable orders
Less: bacs payment run clearing in following month
Bank Balance Per Cash Book (Agrees to Line 6.0)
Ledger Timing Difference Due to SBS Processing Delays
Roundings
Bank Balance Per SOFP (Agrees to SOFP Line 3.0)
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£000
2,485
0
2,485
0
0
2,485
0
0
2,485

£000
4,058
0
4,058
-14
-73
3,971
-8
0
3,963

£000
535
0
535
-10
-593
-68
0
-1
-69

£000
254
0
254
-4
-542
-292
0
0
-292

£000
7,541
0
7,541
-10
-58
7,473
0
0
7,473

£000
11,996
0
11,996
-9
-1,239
10,748
0
-1
10,747

£000
6,458
0
6,458
-24
-81
6,353
0
0
6,353

£000
6,813
6
6,819
-60
-266
6,493
0
2
6,495

£000
3,580
0
3,580
-45
0
3,535
-41
0
3,494

£000
112
0
112
-26
-268
-182
0
1
-181

£000
1,313
0
1,313
-22
-275
1,016
0
0
1,016

£000

£000
130
0
130
-30
0
100
0
0
100

130
0
130
-30
0
100
0
0
100

Risk Analysis – Month 10
Action
Taken
RF2

YTD Position YTD Position Expected
v Plan
v Plan
Variance
Timing
Real
M11 ‐ M12

RF3

Further
Risks/Opps

%

Risk
Weighted

Additional funds required/ Risks:
+£2.8 m

•Provision for non-recurrent CHC backlog

+£0.5 m

•Allocation reduction from SCG baseline exercise

+£0.6 m

+£0.1 m

+£0.7 m

-£0.3 m

80%

-£0.2 m

+£1.6 m

•West Suffolk Hospital Adverse variance.

+£2.3 m

+£1.0 m

+£3.1 m

+£0.3 m

40%

+£0.1 m

+£0.1 m

•Ambulance Contract

+£0.8 m

+£0.1 m

85%

+£0.1 m

•GP IT Costs

+£0.4 m

+£0.3 m

+£0.7 m

•Provision for CHC (Core Activity)

+£1.8 m

+£0.2 m

+£2.0 m

•UCLH Additional activity (in dispute - SCG)

+£0.1 m

+£0.0 m

+£0.1 m

•Other London specialists

+£0.5 m

+£0.1 m

+£0.6 m

•Colchester Additional Activity

+£0.1 m

+£0.1 m

+£0.2 m

•Ipswich Additional Activity

+£0.3 m

-£0.1 m

+£0.2 m

+£0.2 m

85%

+£0.2 m

•Other Primary Care

+£0.2 m

+£0.0 m

+£0.2 m

•Prescribing

+£0.7 m

+£0.0 m

+£0.7 m

+£0.3 m

70%

+£0.2 m

+£7.0 m

+£1.7 m

+£8.5 m

+£0.7 m

-£1.1 m

-£0.2 m

-£1.3 m

-£2.3 m

+£0.5 m

-£2.8 m

-£0.8 m

-£0.3 m

-£1.1 m

+£5.8 m

-£0.2 m

-£0.2 m

+£0.4 m

Funded by:
-£0.5 m

•Contingency Release

-£2.8 m

•Non-Recurrent 2% funding ring-fenced

-£1.1 m

•Property services allocation

-£0.6 m

•Mental Health Placements and NSFT

-£0.3 m

•Funded Nursing Care

-£0.2 m

+£0.0 m

-£0.2 m

-£0.5 m

•Community Services

-£0.6 m

-£0.1 m

-£0.7 m

-£1.0 m

•West Suffolk C-Difficile

-

•Other Acute

-£0.2 m

-£0.3 m

-£0.5 m

+£0.2 m

50%

+£0.1 m

•Addenbrookes

-£0.4 m

-£0.1 m

-£0.5 m

-£0.1 m

85%

-£0.1 m

•Corporate (inc CHC Staff)

-£0.4 m

+£0.0 m

-£0.4 m

-£0.1 m

85%

-£0.1 m

•Active Management of Investments

-£1.0 m

+£0.0 m

-£1.0 m

-£0.4 m

75%

-£0.3 m

-£5.8 m

-£1.0 m

-£7.0 m

-£0.5 m

-£8.5 m

-£0.4 m

-£0.4 m

-£0.0 m TOTAL

-£1.2 m

+£0.0 m

+£1.2 m

+£0.0 m

+£0.3 m

+£0.0 m
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Investment Tracker – Month 10

Project
Ref
1
2
3.1.1
3.1.2
3.1.3
3.1.4
3.1.9
3.1.11
3.3.1
3.3.2
3.3.4
3.3.4
3.3.5
3.3.6
3.3.6
3.3.6
3.3.6
4
4
5

FULL
YEAR
PLAN
(RF3)
£'000

YEAR TO
DATE PLAN
£'000

YEAR TO
DATE
SPEND
£'000

100
38
437
153
230
92
150
500
100
60
153
80
150
50
134
0
0
0
0
0
0
0
0
0
0
0
0

0
53
437
153
0
92
60
479
100
60
14
153
35
20
52
10
189
51
36
80
17
1
51
200
5
55
24

83
32
364
128
191
77
125
417
83
50
128
67
125
42
112
0
0
0
0
0
0
0
0
0
0
0
0

0
21
292
86
0
8
0
287
0
5
0
0
0
0
17
0
48
0
29
0
0
1
17
0
1
0
0

2,427

2,427

2,022

811

163
131
100
58
135
49
43
400
0
0
0
0
0

45
109
0
0
0
46
50
5
2
0
43
0
60

136
109
83
49
113
41
36
333
0
0
0
0
0

1,079

359

120
50
100
165

YEAR TO
DATE
COMMITTED
£'000

YEAR TO
DATE
VARIANCE
£'000

Latest
Forecast
JANUARY
£'000

FULL
YEAR OPP/
RISK
£'000

14/15 FULL
YEAR
IMPACT
£'000

83
11
73
42
191
69
95
129
33
45
121
5
111
42
78
0
-78
0
-29
0
0
-1
-21
0
-1
0
0

0
53
437
131
0
69
60
479
100
45
14
153
35
20
51
10
152
51
36
80
17
1
51
200
2
55
24

0
0
0
22
0
23
0
0
0
15
0
0
0
0
1
0
37
0
0
0
0
0
0
0
3
0
0

0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0

214

998

2,325

101

0

0
84
0
0
0
0
0
0
0
0
0
0
0

15
0
0
0
0
0
0
0
0
0
26
0
0

121
25
83
49
113
41
36
333
-0
0
-26
0
0

45
84
0
0
0
0
56
3
2
0
43
0
60

0
25
0
0
0
46
-6
2
0
0
0
0
0

180
145
0
184
0
0
102
160
250
120
0
0
0

899

84

41

774

292

68

1,141

20
0
0
55

100
42
83
138

0
0
0
0

0
0
0
0

100
42
83
138

0
0
0
55

20
0
0
0

170
0
0
160

435

75

363

0

0

363

55

20

330

3,941

2,861

3,284

895

254

2,135

2,672

189

1,471

NON-RECURRENT INVESTMENT
Strategic Review of Stroke Services and Implementation
111 Project (Programme Management)
Admission Prevention in ED
Enhanced Care Car
7/7 Dementia Intensive Support Service
Stay at Home Support Service
Provision of OOHs social care crises response
GP Rapid Response
Extension of Flexible Dementia Service
Rehab Voucher Scheme
Community Beds - beds in Hazel Court/Newmarket Community Ho
Community Beds - therapy
Community IV Therapy
Plan B Winter Beds - ACS
Plan B Winter Beds - WSFT
Plan B Winter Beds - Transport (Risby)
Plan B Winter Beds - Risby Care Homes
EOL Education - EPaCCs
EOL Education - Yellow Folders
GP Family Carer Advisor Project
Referral Management Nurse
Other
Winter Planning Managers
Plan B West Suffolk Hospital - Winter Re-hab ward
Dermatology, T & O - T & O Education Materials
Dermatology, T & O, IBS - Dermatology Tele-Medicine
Dermatology, T & O, IBS - IBS

RECURRENT INVESTMENT (Non-QIPP)
Childrens Autism Service
Adults Autism Service
Dermatology, T & O, IBS (T & O)
Dermatology, T & O, IBS (Dermatology)
Dermatology, T & O, IBS (originally transformation)
Age Inclusive Eating Disorders
Pain Pathway (originally transformation)
Ophthalmology (Pilot, opticians triaging patients)
Diabetes (Evaluation of last years pilot)
Epilepsy & Asthma Nurses
Looked After Children
CAHMS
Dementia Suffolk Wide - Family Carers

QIPP INVESTMENTS
Integrated Dementia Services
Dermatology, T & O, IBS
Integrated Care Pathway
Non-Urgent/Planned Care Pathway Development

T OTAL PRIORIT ISED
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FULL
YEAR
PLAN
(Budget)
£'000

0
0
0
0
30
50
0
7
61
14
17
30
0

5
0

Summary of QIPP Delivery – West Suffolk CCG QIPP Report for January 2014
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Summary of QIPP Delivery

Notes:
QIPP delivery as shown above is based on actual activity and financial spend against plan for an agreed suite of Key Performance Indicators. These are
subject to final review and validation.
36

Quality Premium Indicators

37

NHS constitution and outcome measures

38

NHS constitution and outcome measures (continued)

39

NHS Outcomes Framework, NHS Constitution, and Acute Contractual Performance Measures 2013/14 ‐ @ 10/03/14

Key:

NHSOF – NHS Outcomes Framework, NHS Co - NHS Constitution;
NHS Sm – Supporting Measure; OCM – Other Contractual Measure

40

NHS Outcomes Framework, NHS Constitution, and Acute Contractual Performance Measures 2013/14 ‐ @ 10/03/14

Key:

NHSOF – NHS Outcomes Framework, NHS Co - NHS Constitution;
NHS Sm – Supporting Measure; OCM – Other Contractual Measure
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NHS Outcomes Framework, NHS Constitution, and Acute Contractual Performance Measures 2013/14 ‐ @ 10/03/14

Key:

NHSOF – NHS Outcomes Framework, NHS Co - NHS Constitution;
NHS Sm – Supporting Measure; OCM – Other Contractual Measure

42

NHS Outcomes Framework, NHS Constitution, and Acute Contractual Performance Measures 2013/14 ‐ @10/03/14

Key:

NHSOF – NHS Outcomes Framework, NHS Co - NHS Constitution;
NHS Sm – Supporting Measure; OCM – Other Contractual Measure
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NHS Outcomes Framework, NHS Constitution, and Acute Contractual Performance Measures 2013/14 ‐ @10/03/14

Key:

NHSOF – NHS Outcomes Framework, NHS Co - NHS Constitution;
NHS Sm – Supporting Measure; OCM – Other Contractual Measure
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Part 3
Redesign & Clinical Work streams

45

CCG Integrated “Plan on a Page”
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Dr Jon Ferdinand

Clinical Workstream Dashboard – Planned Care
Current
position

Financial position against plan……

Headlines:
• QIPP – Based on the selected suite of QIPP KPI’s (Pages 35-36), there is a shortfall in
delivery of £0.2m;
• Trauma and Orthopaedic pathways (T&O):OA hip, OA knee and Carpal Tunnel Pathways.
The Clinical Executive have agreed in February 2014 to continue the promotion of these
pathways for another Year;

(See below)

Acute activity levels against plan…
QIPP delivery……………………….

• Procurement of Community Physiotherapy. The CCG Clinical Executive is due to consider the
service specification and procurement timetable on 12.03.14;

(Based on delivery of QIPP KPIs)

Local Quality Premium Indicators ..
• Pain Pathway. A new community pain service model has been worked up as part of a CQUIN
with WSHFT in 2014/15. The CCG Clinical Executive is due to consider the business case on
12.03.14. The new model has a greater emphasis on pain management in the community and
reduce the chance of pain becoming chronic;

NHS Constitution/national targets..
Contractual performance targets:
West Suffolk hospital…….…

• Tele-dermatology. The CCG Clinical Executive in February 2015 agreed to fund the business
case to develop a screening service for dermatology;

Serco………………………..

• Three new Clinical Forums will be established (namely; Diabetes, Cardiology and
Respiratory) with WSHFT as part of the 2014/15 CQUIN programme of work;
• Diabetes. The new clinical forum will oversee the development of a community service for
diabetes.

Summary:
January
Budget:
QIPP target:
Investments:
Trans. Fund:
47

Year to date

FY (£m)
77.8m
0.8m
0.05m
0.2m

Budget
64.9m
0.6m
0.07m
-

Actual
66.8m
0.4m
-

Clinical Workstream Dashboard – Planned Care

Dr Jon Ferdinand

Headlines:
National Targets – Performance against the national targets remains generally good, although the following targets were not achieved:
• 6 week wait for diagnostics (page 49. ref 16). There were 66 breaches in January for the West Suffolk CCG (equivalent to 3.2% of total tests provided
against a target of 1%). Of the 66 breaches 60 were at West Suffolk hospital (60 non-obstetric ultrasound) and 6 were at Cambridge University
hospital’s (5 MRI, 1 Cystoscopy). The reasons for the breaches at West Suffolk hospital were maternity leave and staff sickness. The department are
reviewing the usage of ultrasound rooms, equipment and staff to ensure better utilisation which should improve the situation going forward. Year to
date the CCG is still above target at 1.7% (target 1%). Delivery of the annual target for the CCG will not be achievable for 2013/14;
• The following contractual targets were not achieved:
• For Quarter 3, the maximum two week wait standard for rapid access chest pain clinic was 100% (138 out of 138 patients) against a target of 100%
(Page 49. ref 22). For the year to date this measure is below target with performance of 84.8% (368 out of 434 patients) against the 100% target;
• For January there was 1 direct access diagnostic breach within 3 working days. This was for a skull x-ray within haematology. Year to date there were
18 direct access diagnostic breaches at West Suffolk hospital against the contractual three working day target for dispatch of results to referrers. (Page
49. ref 24);
• Current ratios of OP procedure to day case for agreed list of procedures to be maintained or improved – Performance for January was below plan at
89.3% (Target 90.2%). Year to date this measure is also below plan with performance at 89.0% (target 90.2%) (Page 49. ref 25);
• Choose and book, sufficient appointment slots. Performance for this measure for January was below target at 2.5% (110 out of 4,349 referrals) against
the 3% target. Year to date this measure is above target at 3.2% (1,310 out of 40,447 referrals) (Page 49. ref 27);
• Choose and book, first outpatient booking, including Clinical Management System (CMS) referrals. Performance against this local measure for January
was below target at 57.2% (2,823 out of 4,933 referrals) against a target of 90%. (Page 49. ref 28);
• Provider cancellation of elective care operation for non-clinical reasons (Page 49. ref 29). This measure was above target in January with 39
cancellations at West Suffolk hospital (equating to 1.8%). Year to date this measure is above target with 282 cancellations (1.4%) against the 1%
target.
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Clinical Workstream Dashboard – Planned Care
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Dr Jon Ferdinand

Dr Emma Derbyshire

Clinical Workstream Dashboard– Integrated Care/EoL
Current
position

Headlines:
• QIPP - Based on the selected suite of QIPP KPI’s (Page’s 35-36), there is a shortfall in
delivery of £1.7m;

Financial position against plan……
(See below)

Acute activity levels against plan…

• System leadership: The system continues to drive through the delivery of the Integrated Care
action plan via the monthly West Strategic Leaders Partnership/Integrated Care Steering
Group. In the near future will be delivering the Health & Independence programme board
action plan;

QIPP delivery……………………….
(Based on delivery of QIPP KPIs)

Local Quality Premium Indicators ..
• Integrated admission avoidance: The comprehensive geriatric assessment service roll out
commenced 10 February (Sudbury) with a planned roll out programme to be completed for
West Suffolk by September 2014. This involves a pathway which incorporates the Interface
geriatrician function (recruitment for two Interface Geriatricians is underway) and the
geriatrician on the day is now live, offering clinical review and support. Risk stratification is
being relaunced in order to inform case finding. Transformation funding has supported the
implementation of an ambulance enhanced care car, joint health and social care triage, in and
out of hour crisis response service (health/social care), enhanced community IV intervention
nursing service and enhanced primary care urgent care home visits which all work alongside
the community intervention service. Evaluation is taking place in March and will be reported to
the SLP. The CCG has also commissioned a Stay at Home service to support those people
who are at risk of admissions, in addition to an enhanced 7 day home visiting service a from
Age UK Suffolk to support vulnerable people who attend A&E but are not admitted. The CCG
has also commissioned two GP advisors to support identification, signposting, information
provision and respite on prescription of/for family carers, 2014/15 CQUINs for shared clinical
information and shared public information offer will support this admission avoidance;

NHS Constitution/national targets..

Contractual performance targets:
West Suffolk hospital…….
Harmoni (OOH)……………
Harmoni (‘111’)……………
Serco……………………….

Summary:
January
Budget:
QIPP target:
Investments:
Trans. Fund:
50

Year to date

FY (£m)
83.7m
3.6m
0.06m
2.2m

Budget
70.0m
2.7m
0.8m
2.0m

Actual
70.2m
1.1m
1.0m

• Community beds: The use of existing community beds have been changed to support a new
system wide approach to managing medically fit but clinically unstable patients differently.
Evaluation of additional winter beds will be conducted in March.

Clinical Workstream Dashboard– Integrated Care/EoL

Dr Emma Derbyshire

Headlines (contd):
• Care homes: Post evaluation of the targeted approach to 5 care homes in west Suffolk, it has been agreed a different approach using pooled system
resource to provide tiered, need-dependent support to all homes has been agreed. This will include more coordinated training, an integrated team to
provide in reach guidance and support and improved clinical quality assessment and reporting;
• Complex discharge: Triggers for discharge and shared care planning have been agreed and a pull based discharge pathway commenced in January.
This pathway links to supporting the medical fit patients outlined in above;
• Ambulatory care pathways: The DVT Ambulatory Emergency Care pathway was reviewed at WSFT in September 2013 supporting the shift of where
and how patients are managed within the acute trust setting. This pathway has been further supported by additional staff working on the new
ambulatory care ward including the addition of a dedicated ultrasound machine. Further nursing staff to be trained in sonography over the coming
months. Further extension of the approach is being supported through CQUIN next year;
• EoL - Phased approach to the implementation of the Electronic Palliative Care Co-ordination System (EPaCCS) across Suffolk. Training is underway
on the back of EDSM training and being delivered by NSFT. System1 practices are receiving this training first. St Elizabeth Hospice are hosting the
System1 unit and have employed additional staff to manage the data upload and collection;
• EoL Education programme – On-going work being led by St Nicholas Hospice Care in relation to the provision of education and training to generalist
staff within the primary care setting (West only). The project is being delivered in phases and has so far addressed and delivered training to staff within
Care Homes/ Domiciliary Care Agencies and now plan to move on to Supported Housing. A Community Palliative Care network has been set-up to
deliver training on a regular basis (2 monthly) across the West of the county. This Network will feed into the Suffolk-wide EoL Education forum and
have been linked with The Care Home Project Steering Group, and WSFT Sub-acute Model for full integration and completeness;
• EoL CQUIN – On target to deliver an education programme to ALL generalist staff involved in EoL care at the WSFT. As we approach Q4 of the
initiative we hope to see a robust sustainability plan in place in order to ensure competency in this area of specialist practice is taken forward and
maintained;
• EoL, Just in Case Meds – A co-ordinated approach to this piece of work to further support patients to die within their preferred place. Work is
underway with specialist practitioners/clinicians from the WSFT, SNHC and Primary Care to develop and agree a policy to make available and
agree/manage the administration of drugs when a patient is near EoL.
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Clinical Workstream Dashboard– Integrated Care/EoL

Dr Emma Derbyshire

Headlines (contd):
• Standardised approach to the medical model supporting inpatient beds at WSFT and seven day working is being evaluated in March and future
direction will be determined by SLP;
• Short stay assessment unit: This is now operational within WSFT supported by consultant telephone advice line for primary care;
• Neighbourhood teams: Social care, community and mental health teams are aligned to clusters of GP practices with operational MDT meetings.
Case management and care leadership training programmes are in progress and concluding in March 2014; motivational coaching is going into its
second year of delivery; 14/15 CQUIN agreed for workforce development and planning;
• Local Quality Indicators – Delivery of the Local Quality Premium Indicator relating to dementia was above target achieving 13.7% (target 12.9%)
for Quarter 3. Year to date performance is 14.0% (target 12.9%). (page 37. ref 7). The Local Quality Premium Indicator relating to stroke care
(admitted to a stroke unit within 4 hours) remains below target for the year. West Suffolk hospital performance stands at 86.8% year to date (263 out
of 303 patients) against a target of 90% (page 37. ref 8). January’s monthly performance was above target at 85.7% (24 out of 28 patients. Please
refer to page 67 for the contractual details;
• National Targets - Performance against a number of national targets is not being achieved:
• Emergency admissions for conditions that should not usually require admission. For January this measure was above target with performance of
341 (target 301). Year to date performance is also above target with 2,751 admissions against a target of 2,522 (page 54. ref 31);
• Emergency readmissions within 30 days of discharge from hospital. This was above target for January with performance of 7.43% (333/4,383)
against a target of 5.84%. Year to date this measure is also above target with performance of 6.43% (2,724/42,340) against the target 5.97% (Page
54. ref 34);
• East of England Ambulance Trust (EEAST) did not achieve the national clinical quality indicators for response times in January for CCG patients
(page 54. refs 36-38). Please refer to page 69 for the contractual details.
• Category A (Red 1) 8 minute response time – performance 69.7% (23 responses in 8 mins, out of a total of 33), year to date 70.8%;
• Category A (Red 2) 8 minute response time - performance 65.3% (515 responses in 8 mins, out of a total of 789), year to date 63.0%;
• Category A 19 minute response time – performance 86.2% (708 responses in 19 minutes, out of a total of 821), year to date 85.2%.
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Clinical Workstream Dashboard– Integrated Care/EoL

Dr Emma Derbyshire

Headlines (contd):
• West Suffolk hospital’s A&E performance year to date to the 9th March stands at 95.3%. West Suffolk hospital met the target for February achieving
performance of 96.2%. Please refer to page 68for the contractual details;
• Ambulance handover delays continue to exceed targets. National requirements specify that all ‘turnarounds’ between ambulance and A&E must take
place within 30 minutes. During January, there were 84 delays exceeding 30 minutes (669 year to date), 3 of which then exceeded 60 minutes (74 year
to date) (page 54. refs 41-42). Please refer to page 68 for the contractual details;
• The following contractual targets were not achieved:
• Increase the proportion of patients admitted to an acute stroke unit within 4 hours of hospital arrival. For January the CCG were above the target with
performance of 95.0% (19 out of 20 patients). Year to date performance is below target at 84.4% (205 out of 243 patients) against a contractual target
of 90%. (page 54. ref 44);
• Proportion of patients in Atrial Fibrillation, receiving anti-coagulation. For January the CCG was below the target with performance of 0% (0 out of 1
patients). Year to date performance is above target at 68.9% (42 out of 61 patients) against a contractual target of 60% (page 54. ref 45);
• Proportion of stroke patients and carers with a joint health and social care plan on discharge. For January the CCG did not meet the target with
performance of 90.9% (10 out of 11 patients). Year to date performance is below plan at 87.5% (98 out of 112 patients) against a contractual target of
100%) (Page 54. ref 47). Please refer to page 67 for the contractual details;
• Percentage of stroke patients needing an urgent brain scan getting access within 60 minutes. For January the CCG met the target with performance of
100% (10 out of 10 patients). Year to date performance is below target at 88.1% (96 out of 109 patients) against a contractual target of 100%. (Page
54. ref 48). Please refer to page 67 for the contractual details;
• West Suffolk hospital continues to exceed the target for the single longest time spent by patients in the A&E department (page 55. ref 56);
• A&E – Number of admissions for cellulitis. For January this measure was above target with performance of 34 (target 30). However, year to date the
measure is below target with performance of 269 (target 284) (page 55. ref 57);
• Emergency assessment unit (EAU) advice and guidance service was below the target for January with performance of 4.0% (target 10%). Year to date
this measure is also below target with performance of 3.2% (target 10%) (page 55. ref 60);
• Threshold for admission via A&E. This measure was above target in January with 27.6% (1,252 out of 4,542 patients) being admitted (page 55. ref 61).
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Clinical Workstream Dashboard– Integrated Care/EoL
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Dr Emma Derbyshire

Clinical Workstream Dashboard– Integrated Care/EoL
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Dr Emma Derbyshire

Clinical Workstream Dashboard – Mental Health & Learning Disabilities
Current
position

(see below)

Acute activity levels against plan…

n/a

QIPP delivery……………………….
(Based on delivery of QIPP KPIs)

Local Quality Premium Indicators ..

Headlines:
• QIPP - Based on the selected suite of QIPP KPI’s (Pages 35-36), there is a shortfall in delivery
of £0.1m;
•

Financial position against plan……

Dr Roz Tandy

WSCCG, I&ECCG, Suffolk County Council and Public Health are holding two mental health
half day ‘conversations’ at the end of March 2014 to consider how can the Suffolk community
work together to promote mental health and wellbeing and reduce mental illness, how can we
respond better when a person with mental health issues urgently needs help and considering
how we work together to improve recovery, prevent relapse and reduce stigma following an
episode of mental illness or a crisis. The output of the sessions will feed into the development
of the mental health JSNA and 5 year commissioning strategy;

n/a

• Psychiatric Liaison Development. It has now been agreed to extend the initiative to a second
year (14/15) using CQUIN as a lever in a joint approach across N&SFT and WSHFT;

NHS Constitution/national targets..

• Norfolk and Suffolk Foundation Trust (N&SFT): New service operating model went live from
01.07.13. WSCCG and I&ECCG held a joint workshop on 04.03.14 to discuss with clinicians,
users and support teams to take stock on the new model and set out plans for 2014/15;

Contractual performance targets:
NSFT……………………….

• Dementia Memory Assessment Service: WSCCG has agreed in February 2014 additional
funding at N&SFT to increase capacity to complete dementia diagnosis, to reflect this a key
priority for the CCG. This will also be the local Quality Premium target for WSCCG in 2014/15.
• National Targets - Performance against national targets is as follows:
• The proportion of those patients on a Care Programme Approach (CPA) discharged
from inpatient care who were followed up within 7 days was above target with
performance of 97.1% for Quarter 3 (Target 95%). This consisted of 34 patients out of
a total of 35 (page 57. ref 65). Year to date performance is below target at 94.3%;
Summary:
January
Budget:
QIPP target:
Investments:
Trans. Fund:
56

Year to date

FY (£m)
28.1m
0.2m
0.2m
-

Budget
23.4m
0.1m
0.3m
-

Actual
22.5m
0.1m
-

• For Quarter 3 the improved access to psychological services (IAPS) for people with
depression and/or anxiety disorders was below target with performance of 2.5% (target
3%). This consisted of 651 patients out of a total of 25,949 (page 57. ref 66). Year to
date performance is also below target at 8.7% (target 9%).

Clinical Workstream Dashboard – Mental Health & Learning Disabilities

57

Dr Roz Tandy

Dr Andrew Yager

Clinical Workstream Dashboard – Cancer
Current
position

QIPP delivery……………………….
(Based on delivery of QIPP KPIs)
n/a

NHS Constitution/national targets..
Contractual performance targets:
West Suffolk hospital…….

Summary:
January
Budget:
QIPP target:
Investments:
Trans. Fund:
58

• AOS: The Acute Oncology Service based on best practice evidence is now fully operational at
West Suffolk Foundation Trust with monthly evaluation of impact from the improved access to
specialist support on patient experience, admission avoidance and length of stay. Plans are
being considered to extend the service from 5 to 7 days a week during 2014 by way of the 7/7
working CQUIN along with education/training and support to all acute departmental staff. A
contract query is also in place here to support delivery of the 100% door to needle time target
of 60 minutes for all suspected neutropenic sepsis patients;
• Unexplained Weight Loss Pathway: Regional Clinical Strategic Network funded project to
support direct access to diagnostics for an agreed client group. Care pathway approved which
was launched during July Evaluation being carried out by David Edwards at the WSFT,
working closely with Dr Dan Sharpstone;

Year to date

FY (£m)
6.0m
0.06m
-

• QIPP - Based on the selected suite of QIPP KPI’s (Pages 35-36), there is a shortfall in
delivery of £0.05m;
• Telephone Follow-ups: Prostate cancer: Conversion of up to 25 patients per month from face
to face consultant outpatient appointments to nurse led telephone follow up which
commenced in July. However, only now starting to see the odd patients transferring to this
service. Numbers low but in progress. Evaluation of pathway change will inform potential for
extension to other cancer diagnosis;

Financial position against plan……
(See below)
Acute activity levels against plan…

Local Quality Premium Indicators ..

Headlines:

Budget
5.0m
0.05m
-

Actual
5.0m
-

• Community Cancer Nurse Pilot: This pilot project, joint funded by the Strategic Clinical
Network and Macmillan Cancer Support is testing a new model of community cancer care and
will run for two years from August 2013. The pilot is part of a region-wide programme being
managed by the Regional Clinical Network which has commissioned Health Economics
Consulting at the University Of East Anglia to provide evaluation. The pilot commenced on 1
August and will focus on three practices (Hardwicke House Group Practice in Sudbury; Siam
Surgery in Sudbury and Long Melford Practice). The two post-holders are being hosted by
Serco – a band 7 Cancer Nurse Specialist and band 4 support worker. These roles are aimed
at providing expert information/support and guidance to individuals affected by cancer at any
stage of their cancer journey.

Clinical Workstream Dashboard – Cancer

Dr Andrew Yager

• National Targets
• The majority of national and contractual cancer targets were achieved in January, and are on track for the full year (page 60. ref 67-77). The
following measures are the exception for January;
• National targets – The following target was not achieved for January;
• Percentage of patients receiving first definitive treatment for cancer within 62 days of a consultant decision to upgrade their priority status. West
Suffolk CCG performance for January is 66.7% (2 out of 3 patients) against the monthly national target of 91.3% (page 60. ref 75). The breach
was at West Suffolk hospital and we are currently waiting for the breach details. Year to date the CCG is also below target with performance of
88.9% (32 out of 36 patients) against the 91.3% target;
• Contractual targets – The following targets were not achieved for January;
• Acute oncology service, 1 hour door to needle for all patients presenting with suspected neutropenic sepsis (page 60. ref 76), West Suffolk
hospital’s performance was 78.3% for Quarter 3 (36 out of 46 patients) against a contractual standard of 100%. Year to date performance is
71.7% against the 100% target (76 out of 106 patients). Please refer to page 69 for the contractual details;
• Emergency oncology admissions - Reduction of 4.5% from 2012/13 baseline by the end of the year. This measure was not met in January with
performance of 36 (target 34) being reported (Page 60. ref 77). Year to date this measure is also above target with performance of 372 (target
340).
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Clinical Workstream Dashboard – Cancer
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Dr Andrew Yager

Clinical Workstream Dashboard – Children & Young people & Maternity
Current
position

Dr Rakesh Raja

Headlines:
• QIPP - Based on the selected suite of QIPP KPI’s (Page’s 35-36), there is a shortfall in
delivery of £0.1m;
• Paediatric Urgent Care Pathway: GP Telephone advice line for paediatrics provided by WSH
has been successfully implemented through CQUIN since 01.05.12. Public Health have
completed a positive independent evaluation of the initiative that was considered at the
CYPM clinical work stream on 19.02.14. The CCG Clinical Executive will consider a paper
on 12.03.14 to consider extending the initiative for a further year (14/15);

Financial position against plan……
Acute activity levels against plan…
QIPP delivery……………………….
(Based on delivery of QIPP KPIs)

• CYPM Associate GP (Rachel Casey) has developed with clinicians at WSH guidelines
adopting a traffic light toolkit approach for gastroenteritis, bronchiolitis and fever based on
NICE Guidance. Dr. Casey is also scoping the possible development of a short stay tariff for
paediatrics, a pathway for medically unexplained symptoms and perinatal mental health
services;

Local Quality Premium Indicators ..
NHS Constitution/national targets..
Contractual performance targets:

• West Suffolk Paediatric Strategy Group. This group has been established with clinical
representation from WSH, mental health services, primary care, community services and
social care. The group met on 05.02.14 and discussed the CCG work programme and
priorities in the CCG 2 year plan (2014-16). The areas of priority were validated and positive
feedback was received from Dr. Melanie Clements (regional CYPM Clinical Director). Next
meeting will consider services for disabled children;

West Suffolk hospital…….

• Eating Disorders Service for <18’s in West Suffolk. The CCG Clinical Executive supported
the funding of this Service in February 2014 which addresses the historic inequity of services
only been available in the East of the County;
Summary:
January
Budget:
QIPP target:
Investments:
Trans. Fund:
61

Year to date

FY (£)
14.7m
0.1m
0.08m
-

Budget
12.9m
0.1m
0.04m
-

Actual
12.6m
0.03m
-

• Children’s Emotional Health and Well Being (previously CAMHS). A new strategy has been
agreed between partners and the supporting multi agency governance structure
underpinning discussions refreshed and relaunched. The CCG Clinical Executive agreed to
invest in extending the number of Primary Mental Health Workers in February 2014 as part
of a shared commissioning approach with Ipswich and East CCG and Suffolk County
Council.

Clinical Workstream Dashboard – Children & Young people & Maternity

Dr Rakesh Raja

• Local Quality Indicators - The local quality premium of breastfeeding prevalence at 6-8 weeks (Page 37. ref 6) was not achieved for Quarter 3.
Performance was 46.2% against a target of 49.0% (276 out of 597 children were recorded as being fully or partially breastfed). Year to date this
measure is also below target with performance of 47.6% (860 out of 1,806) against the 49.0% target;
• National Targets – The following targets were not achieved:
• The target relating to Unplanned hospitalisation for asthma, diabetes and epilepsy in under 19s was not achieved for January (Page 63. ref 78). For
January this measure was above plan with performance of 21 (target 18). Year to date performance remains below plan with performance of 187
(target 232);
• The target relating to Emergency admissions for children with LRTI was not achieved for January (page 63. ref 79). For January, this measure was
above plan with performance of 32 (target 21). However, Year to date performance remains below plan with performance of 137 (target 166);
• Contractual targets - The majority of the contractual performance targets are being achieved, with the exception of the following measures;
• Proportion of births that are undertaken as caesarean section. This measure was over plan for January with performance of 23.8% (target 22.7%).
However, Year to Date performance remains below plan at 19.2% (target 22.7%) (page 63. ref 82);
• Maintain maternity 1:30 ratio. For January this measure was above target with performance of 01:30.2 (page 63. ref 83);
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Dr Rakesh Raja

Dr Emma Derbyshire

Clinical Workstream Dashboard – Prescribing
Current
position

Headlines:
• QIPP - Based on the selected schemes below, there is a shortfall in delivery of £0.5m
(Page’s 35-36). Progress across the key workstreams is as follows:
Project description

Expected
savings
2013/14

n/a

Prescribing
recommendations

£380,000

Local Quality Premium Indicators ..

n/a

PrescQIPP DROP-List £200,000
(drugs of low priority)

NHS Constitution/national targets..

n/a

Financial position against plan……
(See below)

Acute activity spend against plan…
QIPP delivery……………………….

Summary:
January
Budget:
QIPP target:
Investments:
Trans. Fund:
64

Budget
31.2m
0.5m
-

Actual
32.5m
-

673 prescribing recommendations implemented.
6,329 further interventions made by medicines management
technicians working in GP practices, e.g. drug quantities altered,
review letters sent, medicines archived.
Practice reports showing year to date achievement of PIP metrics
and prescribing recommendations (including DROP-List) shared
with all practices, to encourage further savings to be made.
Similarly, potential remaining savings from implementation of
‘simple metrics’ highlighted.
Review of prescribing support carried out to ensure that
technicians and sessional pharmacists are working efficiently in
practices are care homes that are fully engaged in the medicines
optimisation agenda.
PIP 2014/15 discussed further.
Strengthened working relationships with care homes developed,
including liaison with the lead for the Registered Nursing Homes
Association.
Further additions made to the WSCCG ScriptSwitch profile.

Medication reviews/
medicines
optimisation

£10,000

Further patients benefitted from medication review/medicines
optimisation; 432 interventions made by medicines management
sessional pharmacists.
Homely remedies policy promoted to reduce prescribing costs of
medicines and dressings for minor, self-limiting conditions.

Dietetics

£10,000

Further dietetic prescribing changes implemented.
Enteral feeds contract under review

Total

£600,000

Year to date

FY (£m)
37.2m
0.6m
-

Key achievements for February 2014

Part 4
Contractual Performance, by provider, reported
by exception only
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West Suffolk hospital – CQUIN Delivery: Quarter 3

Q3 - The one goal that is currently not being met is Tele care. The CCG are currently waiting to see if West Suffolk hospital wish to accept or dispute the
final position.
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West Suffolk hospital – Summary of contractual levers (contd.)
Performance Issue

Contract
Notice
Stage

Current status

Key actions within Remedial Action Plan (RAP)

Latest performance
(Source - NHSS
performance pack):

WSFT
Stroke:
- % patients admitted
to a stroke unit in 4
hours (target 90%)
- % stroke patients
with a joint health and
social care plan
(target 100%)
- % of suspected
stroke patients having
brain scan within 60
minutes (target
100%)

First
Exception
report
(ER20131401)

The Trust were fully compliant
with all three KPIs, however, in
January, recent data shows they
are now only compliant with one
of the three targets set out in the
agreed RAP.

-zero tolerance approach to non-availability of
ring-fenced beds: Breach reporting on each
occasion this situation occurs
-continued recruitment to ESOT team to enable
24/7 availability
-patient level breach reports

% patients admitted to a
stroke unit in 4 hours (90%):
Nov – 91.7%
Dec – 91.4%
Jan – 85.7%

The CCG is exploring reasons for The failed targets were:
the drop in performance with the i.
Admission to stroke target within 4 hours
Provider.
(85.7% in M10)
ii.
% patients with health and social care plan
This Notice will be carried
on discharge: not met for 3/15 patients.
forward into the 2014/15
Accordingly the RAP will remain open.
Contract.
Moving forward into the next
contractual year the trust will be
required to monitor and be
compliant with any new stroke
targets arising from the
implementation of the HASU
model.
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% stroke patients with a joint
health and social care plan
(100%):
Nov – 91.7%
Dec – 100%
Jan – 80%
% of suspected stroke
patients having brain scan
within 60 minutes (100%):
Nov - 100%
Dec – 100%
Jan – 100%

West Suffolk hospital – Summary of contractual levers (contd.)
WSFT
A&E:
- 4 hours from arrival to
admission or discharge
(95%)

1st
Exception
Report
(ER 121301)

CCG Executive has determined
that all Milestones within the
Remedial Action Plan have been
met and accordingly this
contractual notice has now been
formally closed.

CLOSED

4 hour standard (95%):
Nov – 96.31%
Dec – 96.89%
Jan – 95.17%
January (as at 28th Feb)
QTD – 95.27%
YTD – 95.27%
All winter months have
achieved the 95% threshold
and performance into early
February is good.

WSFT
Ambulance arrival to
handover:
- Target is 90% of
patients within 15
minutes or 100%
within 30 minutes and
60 minutes
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Contract
Query
(CQ 20121306)

The RAP has been reset in line
with the 30 minute and 60 minute
target.
Performance for the month of
January shows that performance
levels remains good and the
Trust continue to work to
eliminate any further breaches.
There were 84 30 minute
breaches and 3 60 minutes
breaches.

30 minute standard (100%):
Nov – 94.67%
Dec – 95.58%
Jan – 92.70%
60 minute standard (100%):
Nov – 99.92%
Dec – 99.69%
Jan – 99.74%

West Suffolk hospital – Summary of contractual levers (contd.)
WSFT
Acute oncology
service: 1 hour door to
needle for all patients
presenting with
suspected neutropenic
sepsis.
Contract target 100%

Contract
Query
(CQ131404)

A trajectory has been agreed with the
Trust against A&E and MMDU with
targets requiring 100% compliance by
March 2014. The agreed cohort of
patients that this KPI is being applied to
is all oncology/haematology patients on
chemotherapy.
Performance is very slightly behind
trajectory but patient numbers are
small.
This Notice will be carried forward into
2014/15 Contract.

An agreed RAP with a trajectory to reach
100% compliance by March 2014 for G1
(cancer ward)/MDU and A&E. Other key
actions:
Submission of concise RCA review with
thematic analysis to address all out
standing RCAs.
Requirement to submit all future individual
RCAs on the 10th working day of each
month after occurrence of any such
incidents.

G1/MDU (AOS Service):
Dec (85%) 84%
Jan (87%) (86%)
Feb (90%)
Mar (100%)
A&E Component:
Dec (50%) 100%
Jan (60%) 50%
Feb (80%)
Mar (100%)

Range of support actions to support
delivery particularly in A&E. Including
training, triage processes, monitoring
implementation of PGD.
WSFT
Methicillin-resistant
Staphylococcus aureus
(MRSA)

Contract
Query
(CQ 20131403)

The Trust has had one incidence of
MRSA and a RAP had been agreed to
put actions in place to avoid
reoccurrence. The RAP also required
improved compliance with levels of
emergency and non elective MRSA
screening to reach 100% by December
2013.
Performance levels have continually
improved since this RAP has been
open and there has been no further
incidence of MRSA cases, therefore the
CCG is looking to close this Notice.
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Key actions include:

% MRSA screening ,
elective admissions (100%):
-audit of all wards to ensure 100% hand gel Nov (98%) -93.42%
use
Dec (100%) – 94.32%
-review of recording of IV cannulisation
Jan (100%) – 95.09%
-more rapid escalation of compliance
issues at ward level
% MRSA screening, non
- inclusion of swabs in ward admission
elective admissions (100%):
packs
Nov (98%) – 95.97%
Dec (100%) – 96.91%
Jam (100%) – 95.90%

West Suffolk hospital – Summary of contractual levers (contd.)
(contd.)
WSFT
Serious Incidents
Requiring investigation
(SIRIs)

Contract
Query
(CQ20131402)

A revised RAP has been agreed
with the Trust and includes
recommendations from the NHS
England Risk Summit.
Overall the trust evidence
improvements in SIRI processes
through both timeliness of
reporting mechanisms and
improving quality of RCA reports.
The CCG is looking to close this
notice.

Key requirements of RAP:
- Submission to WSCCG of all outstanding SIRI Final
Reports that are currently beyond 45 Operational
Day reporting deadline (legacy)
- All active SIRIs to have Final Reports submitted
within the local 40 Operational Days reporting
deadline*
- Evidenced internal sign off for all SIRIs will be
within 35 Operational Days
- All SIRI final reports will be submitted against the
new methodology outlined in the revised SIRI
investigation process, and as such, the quality of the
report will be in line with the NPSA standards, as a
minimum
- Learning and subsequent actions, as set out in the
revised SIRI process, will be implemented and
monitored
- All SIRIs to be reported to WSCCG via STEIS < 2
Operational Days of the incident occurring
- WSCCG will advise on feedback process
- All SIRI Final Reports open beyond the 45 day
reporting deadline will have been escalated to board
level prior to the breach or within the 45 Operational
Day deadline (monthly board) and a plan agreed for
closure within a two week period. The Provider will
advise of all reports escalated to board level and
submit a copy of the agreed plan.
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Harmoni ‘Out of Hours’ – Quality Dashboard

Headlines:
• Overall, performance against contract
requirements is good, however
performance against two KPIs has not met
the required standards; 9b – calls triaged
within 20 minutes (96% actual, vs, 97%
requirement) and urgent home visits (within
2 hrs. (93% actual vs 95% requirement);
• As a consequence, the CCGs shall apply
financial penalties and identify actions to
remedy the position.
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Harmoni ‘111’ – Quality Dashboard
Quality and
Performance
Indicators
Engaged calls
Abandoned calls
Call waiting time

Headlines:
Quality and Performance Indicator(s)

Target

Oct‐13

Nov‐13

Dec‐13

Jan‐14

Total number of calls engaged
Total number of calls abandoned
No of calls answered within 60 seconds at
the end of the introductory message which
can be no more than 30 seconds long

<0.1%
<5%
≥95%

0.00%
0.17%

0.00%
0.32%

0.00%
0.67%

0.00%
0.26%

99%

98%

96%

99%

No of calls which are designated by the
clinical system as life threatening
message sent to EEast within 3 minutes of
reaching applicable DX code
Meeting individuals Provision of interpretation service/
needs
appropriate provision where required
within 15 minutes of initial contact
Patient Outcome
Provision of all consultations (including
(NQR2)
appropriate clinical information) to the
practice the patient is registered with by
8am the next working day (up until V2
implementation)
Callback rates
There are no call backs during the course
(NQR9)
of completing the clinical assessment from
a 111 service failure
Callback rates
Where a call back this must be within
(NQR9)
10mins where unable to warm transfer as
part of initial assessment

100%

100%

100%

100%

100%

100%

100%

100%

100%

Safeguarding

97%

Life threatening
referrals

Pathways
Assessment rate

Frontline staff and Advisors training in
recognition of safeguarding issues for
adults and children to an appropriate level
(
b of
d)eligible calls assessed using
Percentage

95%

95%
Where a call is txf to OOH the consultation info is
sent from OOH only and NOT 111 as previous ‐ this
from 01/12 2013

98%

98%

57.00%

63%

75%

69%

72%

51%

51%

56%

56%

100%

100%

100%

100%

100%

100%

100%

100%

88%

87%

88%

90%

95%

95%

97%

Pathways at least at level 0

Warm Transfer
waiting time

Maximum Warm Transfer time (90
seconds)

95%

Patient Education
(LQR13)

Percentage of frequent users (who call 111
more than 4 times in a 28 day rolling
period) whose use is immediately
highlighted to their registered GP

95%

72

• Overall, performance against
contract requirements is good,
however performance against
two KPIs has not met the
required standards; 9b – calls
triaged within 20 minutes (96%
actual, vs, 97% requirement)
and urgent home visits (within
2 hrs. (93% actual vs 95%
requirement);

agt with
commisioner
process is to provide
monthly report to agt with commisioner process
commissioner for is to provide monthly report to
Further
Further
clarification clarification patient who call 4 commissioner for patient who
call 4 times in a month.
times in a month.
required
required

• As a consequence, the CCGs
shall apply financial penalties
and identify actions to remedy
the position as part of a formal
Warning notice which has
been issued.

Summary of Contractual Levers ‐ Harmoni
Performance Issue

Contract Notice Stage

Current status

Key actions within RAP

Latest performance
(Source - CCG
performance pack):

Harmoni 111Non achievement of KPI
thresholds for Warm
Transfer, Call Backs
within 10 minutes and
Warm Transfer Waiting
Time

Warning Notice

An initial meeting has taken
place to review the draft
Remedial Action Plan, with
a final plan to be agreed w/c
10/03/14.

TBC – areas of focus to
include;
- Reviewing workforce
resources against
demand profile
- Actions to improve
operational performance
(maximise efficiency)

January
Warm transfer; 72%
(standard is 95%)
Call backs in 10 mins; 56%
(standard is 95%)
Warm transfer waiting time
(max 90s); 90% (standard
is 95%)
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Community Services (SERCO) – Service Quality & Performance Dashboard

Headlines:
Contract Queries;
1. Not achieving KPIs thresholds or accurate reporting for 10 KPIs (priority KPIs). Serco is on track to meet the milestones in the RAP.
2. Not achieving 4 hr. and 72 hr. response times. Serco has met both of the RAP Milestones and therefore the CCGs will look to close the Contract
Query.
3. Community Equipment Service. A final RAP has now been agreed with Serco and performance is required to get back in line with contract thresholds
by the end of June 2014. The CCG will return the withheld 2% of the contract value that was withheld until the RAP was agreed.
Other;
1. A draft action plan shall be agreed in March to address the recommendations from the CCGs Quality Review.
2. The status of the Group 2 and 3 shall be shared with both CCG Clinical Executives in March.
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Summary of contractual levers ‐ SERCO
Performance Issue

Contract
Notice
Stage

Current status

Key actions within RAP

Latest performance
(Source - CCG performance pack):

Serco
Failure to meet data
quality and access
standards for key
services

Contract
Query

Remedial action
plan agreed

(1) Care lead availability
• KPI compliance March 2014
(2) Care plans shared with GP practice
• KPI compliance March 2014
(3) Care lead availability and reporting
for specific patient groups, i.e palliative
care
• KPI compliance March 2014
(4) Pulmonary rehabilitation complete
within 12 weeks
• Q4 – 125 patients offered a course
and 63 completed
• KPI compliance by June 2014 (back
stop date)
(5) Stage 2 falls assessments
• Monthly clinical audit to begin with
compliance in Jan 2014
(6) Joint community rehabilitation care
plan
• Data collection in Feb 2014 and
compliance by April 2014

(1)The care lead training is on track to complete
in March.
The January Milestone was partially achieved
67.1%
with 29 trained.
(2) On track
(3) The reporting of ‘vulnerable’ adult requires
resolution, otherwise, on track
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(4)On track and CCGs have Serco allocated
additional funds to clear the inherited backlog.
- Jan – 32 offered, 6 completed

(5) On track – January milestone met

(6) On track

Summary of contractual levers ‐ SERCO
Performance Issue

Contract Notice Stage

Current status

Key actions within RAP

(7) Reduction in acute hospital length of stay
• Quality requirements agreed with the CCG
by Dec 2013, with compliance by March
2014
(8) Care co-ordination centre response times –
compliance by Jan 2014
(9) Referrer satisfaction – compliance by Jan
2014
Serco – failure to
achieve 4 hr. and 72
hr. response time
standards

Contract Query

Closed - both Milestones
met

Serco – failure to
achieve equipment
provision and
collection standards
and Infection Control
standards

Contract Query

A Final RAP has now been
agreed. The withheld 2% of
monthly contract value for
every month the RAP had
not been agreed will be
returned to the Provider and
full compliance is required
by the end of June 2014.
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Analysis and review phases built in the RAP
timetable – full compliance is required by the
end of June 2014.

Latest
performance
(Source - CCG
performance
pack):
(7) On track

(8)
67.1%

All Milestones
completed and
achieved.
(9) Milestone
achieved.
4 hrs. - 98.53%
72 hrs. – 96.49%

January– delivery
times, 98%
threshold for all
standards; 4 hrs.
– 87.77%, Next
Working Day –
89.45%, 2
Working Days –
88.37% and 7
Working Days
92.77% and
collections within
10 Working Days,
93% (standard
98%)

Mental Health Services (Norfolk & Suffolk Foundation Trust) – Service Quality & Performance Dashboard
Performance Overview
Data Quality - SQPR
NSFT submitted the SQPR with the agreed locked (October), refresh (November) & primary (December) positions. There is also commentary provided
to outline where the refresh changes have occurred. A metric has been agreed for the 2014/15 contract to measure quality of information for 9 key areas;
PbR - NSFT have implemented two thirds of the actions outlined in the action plan. CCGs have requested the business rules for the dataset to validate
the changes made. CCgs have agreed to provide a priority list of information areas that the dataset will be used for. The business rules will be provided
for these areas with further areas developed in year;
15/18 week referral to treatment pathway
CCGs raised concerns regarding the high numbers potentially soon to breach the RTT targets as until the patient is allocated a second contact
appointment they do not appear on breach reports. NSFT have been asked to validate the lists and provide a report to CCGs outlining when patients
have been allocated appointments beyond 8 weeks and how many of the total cohort are going to breach targets;
Contract Queries
1. Non IAPT waiting times and data quality
December’s report shows compliance in 2 areas, but slow progress against the 28 day target for access and assessment. The 72 hour target has also
slipped against trajectory. A First Exception Notice was issued to the Provider. A meeting will be scheduled to discuss the Notice week beginning 3
March 2014.
Nov 13
actual
3.3
a
3.3
b

Agree and implement improvement trajectory for Domain 4 KPI 1:
Early Intervention in psychosis
Agree and implement improvement trajectory for Domain 5 KPI 2a:
4 hours for emergency assessment

3.3
c
3.3
d
3.3
a

Agree and implement improvement trajectory for Domain 5 KPI 2b:
72 hours for urgent assessment
Agree and implement improvement trajectory for Domain 5 KPI 2c:
28 days for routine assessment
Agree and implement improvement trajectory for Domain 4 KPI 11:
CAMHS 15 week maximum wait

Dec-13
target

Dec 13
actual

Jan 13
target

Jan
actual

100%

93%

100%

96%

100%

93.9%

93%

96.9%

96%

100%

67.2%

82%

93.9%

94%

92.2%

62.8%

77%

64.1%

90%

62.6%

93.1%

84.8%
95%

77

93.1%

98%

Mental Health Services (Norfolk & Suffolk Foundation Trust) – Service Quality & Performance Dashboard
Performance Overview
Contract Queries
2. IAPT waiting times
A revised RAP and trajectories have been agreed
Nov 13
actual
2.3
2.4

Agree and implement improvement trajectory for KPI
4.5 (10 days for non IAPT therapies)
Agree and implement improvement trajectory for KPI
4.6 (28 days for IAPT therapies)

Dec-13
target

Dec 13
actual

Jan 13
target

Jan 13
actual

81.0%

88.7%

86.7%

94.3%

94.6%

88.3%

93.2%

96.9%

96.6%

92.0%

Good progress has been made in both areas but performance has fallen slightly behind the trajectory for 2.4. NSFT are reviewing the data and will
provide a report within 2 weeks. CCGs will consider the report and decide whether further action is appropriate
3. Staff Training
A contract Query Notice was issued in respect of staff training levels for MCA DOLS and level 3 Safeguarding. A meeting to agree a RAP will be
scheduled week beginning 3 March 2014
IAPT recovery plan
The recovery plan has been developed further to include specific areas for marketing and communications. NSFT have been asked to review and
update regarding work already underway or planned before final draft can be agreed.
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Mental Health Services (Norfolk & Suffolk Foundation Trust) – Service Quality & Performance Dashboard
Exception reporting of NSFT’s Contractual KPI’s for February 2014:-

KPI
Area

KPI
Number

Quality Performance Indicator

Threshold

Apr-13

May13

Jun13

Jul-13

Aug13

Sep13

Oct-13

Nov-13

Dec-13

Actual

Actual

Actual

Actual

Actual

Actual

Actual

Actual

Actual

Locked

Do
mai
n3
Doma
in 4

IAPT
recovery rate of 50%

11b

6

28 working days from referral for all step
3 psychological therapies

6
(new)

Integrated Wellbeing Approach

50%
recovery
rate

Locked

Locked

Locked

Locked

Locked

47.5%

38.8%

43.5%

51.8%

42.3%

42.9%

52.0%

58.0%

61.0%

67.0%

60.0%

84.0
%

86.6%

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

Locked

45.8%

Locked

57.0%

Actual

Refresh

44.3%

Jan-14

Primar
y

49.5%

P
l
a
n

Variance

Commentar
y

to Plan

50%

-0.5%

December
Refresh:
-1.2%

Integrated Wellbeing Approach

6b
(new)

7

28 days from referral for all IAPT
psychological therapies.

100%

100%

88.3%

96.9%

92.0%

100%

-8.0%

99.5%

99.3%

99.7%

100%

-0.3%

NR

96.5%

96.1%

94.9%

100%

-5.1%

88.6%

75.6%

80.0%

81.3%

Integrated Wellbeing Approach
28 days from first therapeutic treatment to
second treatment session where this is
required.

Integrated Wellbeing Approach
Service users referred from one
component of the service to
another component are seen
within 10 days of referral.

100%

10 days

Decembe
r
Refresh:
Same
Decembe
r
Refresh:
Same
Decembe
r
Refresh:
Same
Decembe
r
Refresh:
Same

Other service waiting times – Domain 5 indicators 1-4. Domain 4 Indicators 11 & 14
Apr-13 to Sep-13
KPI Area

KPI
Numb
er

Quality Performance Indicator

Thresh
old

Oct-13
Actual
Locked
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Nov13
Actual
Locked

Dec-13
Actual
Refresh

Jan-14
Actu
al
Prima
ry

P
l
a
n

Variance

to Plan

Comme
ntary

Mental Health Services (Norfolk & Suffolk Foundation Trust) – Service Quality & Performance Dashboard
Exception reporting of NSFT’s Contractual KPI’s for February 2014:1

GENERAL – Service Strategy Development
All new referrals through the Access and
Assessment service will be triaged within 1
Operational Day

95%

54.5%

84.3%

94.9%

96.2
%

95%

1.2%

Decem
ber
Refresh
:
+0.1%

Not previously reported as new part of
new service model

100.0
%

93.9%

96.8%

100.
0%

100%

0.0%

Decem
ber
Refresh
:
-0.1%

N/A

100.0
%

N/A

100.
0%

100%

0.0%

100.0
%

95.5%

100.0
%

100.
0%

100%

0.0%

Not previously reported as new part of
new service model

GENERAL – Service Strategy Development
Unless otherwise stated the waiting time for first
assessment following triage shall be within:
• 4 hours for emergency assessment

4 Hours

2ai

Under 18's - 4 hours for emergency assessment

4 Hours

Not previously reported as new part of
new service model

2aii

18 and Over - 4 hours for emergency
assessment

4 Hours

Not previously reported as new part of
new service model

2b

GENERAL – Service Strategy Development
Unless otherwise stated the waiting time for first
assessment following triage shall be within:
• 72 hours for urgent assessment

72 Hours

Not previously reported as new part of
new service model

72.4%

67.2%

93.9%

89.3
%

100%

-10.7%

Decem
ber
Refresh
:
Same

2bi

Under 18's - 72 hours for urgent assessment

72 Hours

Not previously reported as new part of
new service model

71.4%

75.0%

100.0
%

100.
0%

100%

0.0%

Decem
ber
Refresh
:
+8.3%

2bii

18 and Over - 72 hours for urgent assessment

72 Hours

72.5%

75.2%

95.7%

92.2
%

100%

-7.8%

Decem
ber
Refresh
:
Same

Domain 5

2a

Not previously reported as new part of
new service model
Not previously reported as new part of
new service model

2c

GENERAL – Service Strategy Development
Unless otherwise stated the waiting time for first
assessment following triage shall be within:
• 28 calendar days for routine assessment

28 calendar days

60.3%

62.8%

61.4%

59.8
%

100%

-40.2%

Decem
ber
Refresh
:
-2.7%

2ci

Under 18's - 28 calendar days for routine
assessment

28 calendar days

60.0%

41.3%

66.3%

47.1
%

100%

-52.9%

Decem
ber
Refresh
:
-1.6%

2cii

18 and Over - 28 calendar days for routine
assessment

28 calendar days

60.4%

68.4%

60.3%

62.6
%

100%

-37.4%

Decem
ber
Refresh
:
-3.0%

Not previously reported as new part of
new service model

Not previously reported as new part of
new service model

See notes re First Exception Notice above
NSFT have advised this is an operational issue but have been asked to submit a report against Domain 5.4 breach.
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Decem
ber
Refresh
:
Same
Decem
ber
Refresh
:
Same

Mental Health Services (Norfolk & Suffolk Foundation Trust) – Service Quality & Performance Dashboard
Exception reporting of NSFT’s Contractual KPI’s for February 2014:PbR – Domain Other local 6 – indicators 5-7

KPI
Number

Other local 6

KPI
Area

Quality Performance
Indicator

5

Data Quality/Cluster
Metrics (1)
Cluster completeness - % of
qualifying patients with a
MHCT cluster

6

Data Quality/Cluster
Metrics (2)
Clustering quality - % of
clusters compliant with ‘must
scores’

7

Data Quality/Cluster
Metrics (3)
Metric for assessment not
clustered - % of
assessments not clustered
of a total of all assessments

Threshold

Q1 90%
Q2 93%
Q3 96%
Q4 99%

Q1 70%
Q2 73%
Q3 76%
Q4 80%

Q2 to Q4
no
deteriorat
ion
against
Q1
baseline

Apr13

May13

Jun13

Jul-13

Aug13

Sep13

Oct13

Nov13

Dec-13

Actual

Actual

Actual

Actual

Actual

Actual

Actual

Actual

Actual

Jan-14
Varia
nce

Actual
Plan

to
Plan

Commentary

Locked

Locked

Locked

Locked

Locked

Locked

Locked

Locked

Refresh

Primary

91.8%

92.1%

92.5%

92.5%

93.6%

92.4%

92.0%

92.5%

92.5%

93.8%

99.0
%

5.2
%

December Refresh:
Same

72.1%

72.4%

72.6%

71.8%

75.1%

75.1%

71.1%

73.9%

74.2%

76.0%

80.0
%

4.0
%

December Refresh:
Same

66.2%

67.7%

67.5%

68.4%

69.1%

67.8%

66.6%

66.7%

66.5%

66.4%

December Refresh:
Same

Concerns regarding cluster quality and completeness performance against target. Performance has levelled off. Discussed stretch target for cluster
quality to support NSFT to improve quality of clustering to ensure PbR variable currency in future.

TSS – safety indicator report
Access – time to triage new referrals improving (94.84% in one working day)
QU 19 – (Bed occupancy) NSFT need to include leave for this metric
QU17 – (annual health check) Patients have been in in-patient wards longer than 1 year but NSFT clinical system doesn’t allow this to be capture.
Where appropriate (and with patient consent) all health checks have been provided.
QU 12 – (Absconsions) NSFT advised no national benchmark for this area. NSFT are investigation the rationale for the target of 8.82
WD 08 – Vacancy rates East and West. Discussed the number of vacancies reported in Andrew Hopkins letter to AT – 93 in East 53 West and 5 in A&A
Serious incidents – clarity required on reporting.
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Summary of contract levers ‐ NSFT
Performance Issue

NSFT
Failure to meet data
quality and access
standards for key mental
health services

NSFT
Failure to meet data
quality and access
standards for key Suffolk
well being services

NSFT
A need to increase the
number of staff trained in
MCA, DOLS and
Children’s level 3
safeguarding.
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Contract Notice Stage

Current status

Key actions within RAP

Contract Query

The Trust have failed to
meet the RAP requirement
to deliver all the contract
targets set out on the
Contract Query. The RAP
trajectories will be revised
to reflect the new service
delivery model targets

Identification of clear data
counting rules including
access criteria

Although overall
performance has improved
the Trust have failed to
meet the RAP target
requirements. The CCGs
are considering next steps

Complete technical
guidance

Remedial Action Plan to be
agreed

Tighter reporting of training
compliance.

Contract Query

Contract Query

Latest performance
(Source - CCG
performance pack):

A revised RAP with new
trajectories set against the
new service delivery
thresholds has been sent
to the Trust for agreement

Improvements in waiting list
management to bring
service performance back
in line

Improve reporting

A revised RAP with new
trajectories set against the
new service delivery
thresholds has been sent
to the Trust for agreement

Meet waiting time
standards

Increased numbers of
personnel trained.

Remedial Action Plan to be
agreed

Part 5
Appendices
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Sentinel Stroke National Audit Programme
(SSNAP) July-September 2013
East of England benchmarking

84

Sentinel Stroke National Audit Programme (SSNAP) overview

• The Sentinel Stroke National Audit Programme (SSNAP) is a programme of work which aims to improve the quality of stroke care by auditing
stroke services against evidence based standards. SSNAP will build on the work of the National Sentinel Stroke Audit (NSSA) and the Stroke
Improvement National Audit Programme (SINAP);
• SSNAP provides regular, routine, reliable data;
•
•
•

to benchmark services national and regionally;
to monitor progress against a background of change;
to support clinicians in identifying where improvements are needed, lobbying for change and celebrating success
to empower patients to ask searching questions.

• SSNAP will be the single source of data for stroke;
•
•
•

SSNAP will provide the data for all other statutory data collections including the NICE Quality Standard and Accelerating Stroke
Improvement (ASI) metrics;
SSNAP will be the chosen method for collection for stroke measures in the NHS Outcomes Framework and the CCG Outcomes
Indicator Set (formerly known as the Commissioning Outcomes Framework or COF);
SSNAP metrics will be aligned with those in the Cardiovascular Disease Outcomes Strategy.

• The following three slides show a graphical presentation of the July – September 2013 patient-centred results for teams within the East stroke
care network. These slides have been chosen as they are three of the key stroke metrics for West Suffolk hospital;
• Each slide provides both local provider level stroke performance, and benchmarks this against the national performance;
• Further information is available at the following link - www.rcplondon.ac.uk/ssnap/clinical-audit.

85

Stroke ‐ % of stroke patients needing an urgent brain scan getting access within 60 minutes

86

Stroke ‐ Increase the proportion of patients admitted to a stroke unit within 4 hours of hospital arrival to 90%

87

Stroke ‐ >80% people treated on a stroke unit >90% of their stay
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Acute Trust Quality Dashboard
WEST SUFFOLK HOSPITALS NHS TRUST

The Acute Trust Quality Dashboard provides an assessment of quality across the 5 domains of the NHS Outcomes Framework:
1. Preventing people from dying prematurely
2. Enhancing quality of life for people with long-term conditions
3. Helping people to recover from episodes of ill health or following injury
4. Ensuring that people have a positive experience of care
5. Treating and caring for people in a safe environment and protect them from avoidable harm
A sixth domain has been created "Organisational Context" which contains a number of metrics which look at organisational behaviour and measures useful in interpreting other metrics
in the Dashboard.

Report Overview
Period for which
data is displayed

Section title listing NHS
outcome framework
domain.

Indicator reference

3. Helping people to recover from episodes of ill health or following injury

Period

Value

National
Mean

IH01 Emergency readmission - % within 30 days following non-elective admission

Q4 1011

13.0%

13.0%

IH02 Emergency readmission - % within 30 days following elective admission

Q4 1011

5.76%

6.37%

IH03 Emergency readmission - % within 2 days following non-elective admission

Q4 1011

2.26%

2.46%

IH04 Emergency readmission - % within 2 days following elective admission

Q4 1011

1.06%

0.93%

Q4 1011

8.73%

7.08%

Q4 1011

2.63%

2.79%

Q4 1011

1.47%

1.35%

Q4 1011

0.44%

0.48%

Emergency readmission - % within 30 days following non-elective admission
(Same Specialty)
Emergency readmission - % within 30 days following elective admission (Same
IH32
Specialty)
Emergency readmission - % within 2 days following non-elective admission
IH33
(Same Specialty)
Emergency readmission - % within 2 days following elective admission (Same
IH34
Specialty)

IH31

Indicator name*

SPC Chart displaying
variance for each
indicator**

The mean value for all
acute trusts in
England

Actual value for
this indicator

Chart

Where data is
available indicators will
have an SPC sparkline'
showing the previous 8
data points. These are
a condensed way to
show variation and
trend of Trust position
against national
expected limits.

How to interpret charts

If a trust is in
this range their
rate is much
worse than
expected by
chance (99.8%
or 3SD)**

If a trust is in this range their rate
is worse than expected by chance
(2SD or 95%)**

If a trust is in this range their
rate is better than expected by
chance (2SD or 95%)**

The vertical bar represents the
average value for all acute
Trusts in England

This diamond represents the
value for the acute trust.

If a trust is in this range their rate is
much better than expected by chance
(99.8% or 3SD)**

The scale of
each chart is
dynamic to show
a range that
enables each
measure to be
viewed clearly
for the trust in
question. See
Meta data
document * for
further
information.

The chart on the left shows a trust whose performance on this indicator is better than the national picture by a degree that is
unlikely to be explained by random chance**

The two charts on the left shows a trust whose performance on this indicator does not differ from the national picture by more
than can be explained by random chance**

The chart on the left shows a trust whose performance on this indicator is worse than the national picture by a degree that is
unlikely to be explained by random chance**
The chart on the left is for an indicator that does not have a desired direction for improvement. The Trust shown in this
example is within the expected range based on the national picture.
* For a full description of each metric and metadata, please see technical guidance.
** These charts are constructed using statistical process control (SPC) principles and use control limits to indicate variation from the national mean. The display shows both two standard
deviation (95%) control limits and three standard deviation (99.8%) control limits. Values within these limits (the light grey section) are said to display 'normal cause variation' in that
variation from the mean can be considered to be random. Values outside these limits (in the light green or orange sections) are said to display 'special cause variation' at a two standard
deviation level, and a cause other than random chance should be considered. Values outside these sections (in the dark green or red sections) also display 'special cause variation' but
against a more stringent test.
Variation at the two standard deviation level can be considered to raise an alert, and variation at the three standard deviation level to raise an alarm.
For enquiries please contact: insightanalytics@methods.co.uk
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The West Suffolk Hospital NHS Trust serves an area of approximately 600 square miles which
encompasses a population of approximately 275,000. The West Suffolk Hospital itself has around 480
beds open at any one time and is set in a 19-hectare parkland site on the edge of Bury St Edmunds.
Outpatient services in the community are provided by the Trust at several sites in the form of
Lower Limit 3SD
consultant-led clinics.
2SD

Acute Trust
Value

SPC Sparklines
Nationa
l Mean

Period

Value

National
Mean

PD02 Age / Sex standardised hospital mortality from conditions amenable to healthcare

RY Q1 1314

83.2

100.0

PD03 Age / Sex standardised in hospital mortality in low risk HRGs

RY Q1 1314

59.0

100.0

PD04 Crude in hospital perinatal mortality per 1,000 births (including still births)

RY Q1 1314

2.70

6.20

PD06 Summary Hospital-level Mortality Indicator (SHMI) - Emergency & Elective

RY Q4 1213

89.4

100.0

PD07 SHMI - Elective (pending data)

xxx

xxx

xxx

PD08 SHMI - Emergency (pending data)

xxx

xxx

xxx

PD09 SHMI - Stroke (sub-group 66)

RY Q4 1213

102.2

100.0

PD10 SHMI - COPD (sub-group 75)

RY Q4 1213

109.4

100.0

PD11 SHMI - MI (sub-group 57)

RY Q4 1213

92.5

100.0

PD12 SHMI - #NOF (group 120)

RY Q4 1213

88.9

100.0

PD13 SHMI - Pneumonia (sub-group 73)

RY Q4 1213

86.4

100.0

PD14 SHMI - CHF (sub-group 65)

RY Q4 1213

77.3

100.0

PD15 SHMI - Renal (sub-group 99)

RY Q4 1213

79.1

100.0

PD16 SHMI - Diabetes (sub-group 34+35)

RY Q4 1213

59.7

100.0

PD25 % of patients with a fractured neck of femur operated on within 48 hours

Q1 1314

74.2%

74.9%

PD30 Cancer waits – % waiting less than 31 Days from decision to treat to first treatment

Q1 1314

99.7%

98.4%

PD31 Cancer waits – % waiting less than 62 days from GP referral to first treatment (HQU15)

Q1 1314

92.6%

Period

Value

EQ01 % emergency admissions for >65 years old with dementia

Q1 1314

14.1%

National
Mean
14.3%

EQ02 LOS (Days) for patients >65 years old admitted in an emergency with Dementia

Q1 1314

13.9

14.4

EQ03 LOS (Days) for patients >65 years old admitted in an emergency

Q1 1314

10.3

10.4

Q1 1314

2.27%

1.65%

Q1 1314

33.6%

Period

Value

1. Preventing People from dying prematurely

2. Enhancing quality of life for people with long term conditions

EQ04

Ambulatory care sensitive conditions - % of emergency admissions for cellulitis and DVT
(based on SQU04_01)

EQ05 % of admissions with zero day LOS for emergency ambulatory care conditions

Clinical Effectiveness

Spine Charts

Emergency readmission - % within 30 days following non-elective admission

Q1 1314

11.63%

IH02

Emergency readmission - % within 30 days following elective admission

Q1 1314

6.46%

6.72%

IH03

Emergency readmission - % within 2 days following non-elective admission

Q1 1314

2.19%

2.81%

IH04

Emergency readmission - % within 2 days following elective admission

Q1 1314

0.58%

1.06%

IH31

Emergency readmission - % within 30 days following non-elective admission (Same
Specialty)

Q1 1314

5.71%

6.80%

IH32

Emergency readmission - % within 30 days following elective admission (Same Specialty)

Q1 1314

3.92%

2.84%

IH33

Emergency readmission - % within 2 days following non-elective admission (Same
Specialty)

Q1 1314

0.86%

1.34%

IH34

Emergency readmission - % within 2 days following elective admission (Same Specialty)

Q1 1314

0.35%

0.51%

IH05

Emergency readmission - % within 30 days following discharge - Angina

Q1 1314

15.09%

14.98%

IH35

Mean length of stay (LOS) for patients admitted for Angina

Q1 1314

5.6

3.9

IH06

Emergency readmission - % within 30 days following discharge - Asthma

Q1 1314

9.59%

11.69%

IH36

Mean length of stay (LOS) for patients admitted for Asthma

Q1 1314

3.8

5.9

IH07

Emergency readmission - % within 30 days following discharge - CCF

Q1 1314

25.89%

18.55%

IH37

Mean length of stay (LOS) for patients admitted for CCF

Q1 1314

12.1

11.1

IH08

Emergency readmission - % within 30 days following discharge - COPD

Q1 1314

16.47%

23.54%

IH38

Mean length of stay (LOS) for patients admitted for COPD

Q1 1314

7.3

7.4

IH09

Emergency readmission - % within 30 days following discharge - Diabetes

Q1 1314

5.66%

15.45%

IH39

Mean length of stay (LOS) for patients admitted for Diabetes

Q1 1314

6.1

10.2

IH10

Emergency readmission - % within 30 days following discharge - Epilepsy

Q1 1314

14.77%

15.99%

IH40

Mean length of stay (LOS) for patients admitted for Epilepsy

Q1 1314

6.8

7.0

IH11

Emergency readmission - % within 30 days following discharge - Renal

Q1 1314

11.22%

14.71%

IH41

Mean length of stay (LOS) for patients admitted for Renal

Q1 1314

8.9

7.5

IH21

% patients discharged to usual place of residence

Q1 1314

94.0%

94.9%

IH22

% of eligible patients taking part in PROMS (eligible FCEs) (Apr-Jun 12)

1213

66.5%

56.1%

IH23

Patient Reported Outcome Measures - % Patients reporting an improvement following hip
replacement (Apr11-Mar12)
Patient Reported Outcome Measures - % Patients reporting an improvement following knee
replacement (Apr11-Mar12)
Patient Reported Outcome Measures - % Patients reporting an improvement following
varicose vein procedure (Apr-Jun 12)
Patient Reported Outcome Measures - % Patients reporting an improvement following
hernia procedure (Apr-Jun 12)

1213

89.5%

87.2%

1213

83.9%

79.1%

1213

47.6%

52.6%

1213

63.5%

51.0%

IH25
IH26

Chart

Chart

41.3%

IH01

IH24

Acute Trust
Value

87.1%

National
Mean
14.25%

3. Helping people to recover from episodes of ill health or following injury

Upper Limit
2SD 3SD

Lower
3SD

Chart

National
Mean

Upper
3SD

Trend
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Acute Trust Quality Dashboard
4. Ensuring that people have a positive experience of care
PE00 95th Percentile wait for elective inpatient treatment (weeks)
PE01 Median wait for elective inpatient treatment (weeks)

Patient Experience

National
Mean

Aug-13

17.6

21.7

Aug-13

9.10

8.98

5.82%

6.06%

Q1 1314

94.4%

95.5%

Q1 1314

92.6%

94.6%

PE08 A&E re-attendance - % within 7 days (HQU09)

Q1 1314

5.4%

7.0%

PE10 Median total time in minutes spent in A&E for admitted and non admitted patients (HQU10)

Q1 1314

147

133.0

PE11 A&E attendances - % of patients who leave without being seen (HQU11)

Q1 1314

1.1%

2.7%

Q1 1314

14.0

3.0

PE13 A&E - Median Time to treatment in minutes (HQU13)

Q1 1314

88.0

55.0

PE14 A&E - % Admissions with zero day LOS

Q1 1314

16.7%

24.8%

Sep-13

0.00

0.11

Q1 1314

12.5

9.0

PE17 Overall inpatient experience measure

1112

7.9

7.5

PE18 Overall outpatient experience measure

1011

8.1

7.9

PE19 Overall A&E experience measure

1112

8.1

7.9

PE20 Mother satisfaction measure

2010

87.7

83.8

PE21 Delayed Transfers of Care per 1,000 occupied beds - NHS Responsibility

Q1 1314

668.3

652.0

PE22 Delayed Transfers of Care per 1,000 occupied beds - Social Care Responsibility

Q1 1314

73.9

163.9

Cancer waits – % seen within 14 days of GP referral to first out-patient appointment
PE03
(HQU14)
PE23 A&E - % of patients admitted, tranferred or discharged within 4 hours of arrival

PE12

A&E - Median Time to initial assessment for patients brought in via ambulance in minutes
(HQU12)

PE15 Mixed sex accommodation breach rate per 1000 FCEs (HQU08)
PE16 On the day cancellations of elective surgery per 1000 procedures for non-clinical reasons

5. Treating and caring for people in a safe environment and protecting them from
avoidable harm

Period

Value

National
Mean

SC01 Rate of patient safety incidents reported in trusts per 100 admissions

OCT12-MAR13

7.36

7.42

SC02 Rate of "serious harm" patient safety incidents reported in trusts per 100 admissions

OCT12-MAR13

0.35

0.43

SC03 % of all admissions who have venous thromboembolism risk assessment (SQU01)

Jul-13

99.6%

95.9%
88.2

SC04 Rate of surgical site infections per 10,000 specified orthopaedic operations

Patient Safety

Value

Q1 1314

PE02 Diagnostic Waits - % of patients waiting over 5 weeks

1112

73.8

SC05 HCAI - MRSA bacteraemia rate per 1,000,000 occupied beds (HQU01)

Q1 1314

29.0

12.2

SC06 HCAI - C. diff bacteria rate per 100,000 bed days (HQU02)

Q1 1314

28.35

18.90

SC20 HCAI - MSSA rate per 100,000 bed days

Q1 1314

8.7

8.1

SC07 Adult - BADS Daycase Rate (As per BADS V4 directory thresholds)

Q1 1314

86.4

81.2

SC21 Paediatric - BADS Daycase Rate (As per BADS V4 directory thresholds)

Q1 1314

81.5

83.7

SC08 % of planned day case procedures that are converted to inpatients on the day

Q1 1314

7.5%

4.3%

SC09 % of deliveries via Caesarean Section - Elective

Q1 1314

11.32%

10.89%

SC10 % of deliveries via Caesarean Section - Non Elective

Q1 1314

8.53%

14.71%

SC12 Emergency readmission - % babies within 30 days following delivery

Q1 1314

9.97%

7.09%

OCT12-MAR13

7.41

7.70

Aug-13

8.78

3.01

Period

Value

National
Mean

OQ01 Admitted Patient Care - % Valid data (Average for all fields)

Aug-13

91.4%

97.82%

OQ02 Out Patient - % Valid data (Average for all fields)

Aug-13

94.4%

95.75%

OQ03 Accident and Emergency - % Valid data (Average for all fields)

Aug-13

99.7%

97.23%

OQ21 Admitted Patient Care - % Records submitted with valid HRG on first submission

Jul-13

100.0%

98.7%

OQ04 Elective - Depth of coding (mean number of secondary diagnosis)

Q1 1314

2.62

2.40

OQ05 Non-elective - Depth of coding (mean number of secondary diagnosis)

Q1 1314

5.83

4.79

OQ06 Rate of palliative care (ICD10: Z515) per 1,000 episodes

Q1 1314

8.19

7.73

OQ20 Rate of palliative care (main specialty 315) per 1,000 episodes

Q1 1314

0.00

0.45

OQ18 Rate of use of integrated palliative care pathway (ICD10: Z518) per 1,000 episodes

Q1 1314

1.50

4.16

OQ07 Rate of written complaints per 1,000 episodes

1213

6.21

6.26

OQ08 NHSLA Claims per 10,000 bed days

1213

1.75

2.18

OQ09 Workforce - FTE Nurses per bed day

Jun-13

1.84

1.94

OQ10 Workforce - Sickness % - Medical

Jun-13

1.74%

1.10%

OQ11 Workforce - Sickness % - Nurse

Jun-13

4.0%

4.0%

OQ12 Workforce - Sickness % - Midwife

Jun-13

3.2%

4.3%

OQ13 Workforce - Sickness % - Other

Jun-13

4.2%

3.9%

OQ14 Staff recommendation of the trust as a place of work (CQC survey)

2012

73.6%

55.2%

OQ15 Staff recommendation of the trust as a place to receive treatment (CQC Survey)

2012

79.3%

62.1%

OQ16 Overall medical trainees global satisfaction score (GMC survey)

2012

79.4

78.6

OQ17 Consultant clinical supervision trainers given to their trainees

2012

87.9

86.8

Q1 1314

15.7%

14.3%

SC17 Medication errors per 1,000 bed days
SC19 Incidence of patients with pressure ulcers per 1000 admissions
6. Organisational Context

Organisational Context

Period

OQ19 % of A&E attendances which are "inappropriate" (V08 / VB11Z)
For enquiries please contact: insightanalytics@methods.co.uk

Chart

Chart

Chart

Release 9.00 : Autumn 2013/14

Maintained by Methods Insight Analytics

Acute Trust Quality Dashboard
This section of the dashboard is included to allow hospitals to provide notes on the content of the dashboard and indicators where required.

There are no notes for this trust.

For enquiries please contact: insightanalytics@methods.co.uk
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COMMISSIONING PROCUREMENT POLICY
1.

Purpose
1.1. To approve the re-drafted Commissioning Procurement Policy.

2.

Background
2.1. The Commissioning Procurement Policy was first drafted under the PCT in 2009, and since then
there have been considerable changes in the procurement landscape that have changed the
requirements for the Clinical Commissioning Groups.

3.

Key Points
3.1. The Commissioning Procurement Policy has been reviewed in 2013/14 in order to reflect the
changes in the NHS and procurement landscape.
3.2. The Purpose of the Commissioning Procurement Policy is to ensure that all Procurement
undertaken on behalf of West Suffolk Clinical Commissioning Group:
3.2.1. Provides the best possible value;
3.2.2. Is undertaken in a transparent and non-discriminatory manner with equality of treatment a
core requirement;
3.2.3. Is compliant with all regulatory frameworks including local, national and European Union
legislation;
3.2.4. Uses best practice as standard; and,
3.3. Complies with long and short-term objectives of the Clinical Commissioning Group.

4.

Public Engagement (if appropriate)
4.1. This policy has been reviewed and commented upon by the 38 Degrees group, and additional
emphasis has been added around the following areas:
4.1.1. Social Value Act
4.1.2. Promoting Tax Compliance
4.1.3. Patient and Public involvement in procurement processes

5.

Recommendation
5.1. The revised Commissioning Procurement Policy is now up to date with the latest legal and NHS
procurement frameworks. These will change from time to time and the policy will be updated as
and when this happens. The Governing Body is requested to approve the re-drafted policy.

Author:
Jane Garnett, Lead for Procurement
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ABSTRACT
The Commissioning Procurement Policy has been reviewed in 2013/14 in order to reflect the considerable changes in
the NHS and procurement landscape.
The Purpose of the Commissioning Procurement Policy is to ensure that all Procurement undertaken on behalf of
Ipswich & East Suffolk Clinical Commissioning Group and West Suffolk Clinical Commissioning Group:
o Provides the best possible value;
o Is undertaken in a transparent and non-discriminatory manner with equality of treatment a core requirement;
o Is compliant with all regulatory frameworks including local, national and European Union legislation;
o Uses best practice as standard; and,
o Complies with long and short-term objectives of the Clinical Commissioning Groups.
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CONTEXT
1. Purpose of the Commissioning Procurement Policy
1.1. The Purpose of the Commissioning Procurement Policy is to ensure that all Procurement undertaken on
behalf of Ipswich & East Suffolk Clinical Commissioning Group and West Suffolk Clinical Commissioning Group:
1.1.1. Provides the best possible value;
1.1.2. Is undertaken in a transparent and non-discriminatory manner with equality of treatment a core
requirement;
1.1.3. Is compliant with all regulatory frameworks including local, national and European Union legislation;
1.1.4. Uses best practice as standard; and,
1.1.5. Complies with long and short term objectives of the Clinical Commissioning Groups.
2. Purpose of the Document
2.1. Procurement in the National Health Service is increasingly being recognised as one of the levers for achieving
the savings required of the system. There is a greater emphasis on getting the process right in order to
procure the best ‘value for money’ for the system.
2.2. This document is being updated for 2013/14 in order to bring it in line with developments in this area and in
the policies and guidance which support the system.
2.3. Procurement is the acquisition of goods and/or services at the most economically advantageous tender
(MEAT). It is acquiring the right goods and services from the right supplier at the right time, in the right place
at the right price, at the right quality, generally via a contract.
2.4. The purpose of this document is to describe:
2.4.1. The Commissioning Procurement Policy, including;
2.4.2. how the commissioning of services should be undertaken,
2.4.3. the various procurement methods available,
2.4.4. tendering and contracting procedures,
2.4.5. how suppliers are selected and managed.
3. Scope
3.1. This policy applies to all procurement activities (clinical and non-clinical) undertaken on behalf of NHS Ipswich
& East Suffolk Clinical Commissioning Group (I&ESCCG) and NHS West Suffolk Clinical Commissioning Group
(WSCCG). It is particularly relevant to the procurement of services that support the delivery of healthcare.
3.2. This policy must be followed by all full-time and part-time personnel working on behalf of either I&ESCCG or
WSCCG including staff on temporary or honorary contracts, pool staff, students, Independent Contractors,
Sub-Contractors and representatives from the East of England Procurement Hub or NHS England.
3.3. The application of all or part of this policy will not discriminate, directly or indirectly against staff or potential
service providers on grounds of race, colour, age, nationality, ethnicity, gender, sexual orientation, marital
status, religious belief or disability.
3.4. This policy is supported by process guidance detailed within the appendices.
4. Context within the wider NHS
4.1. The Procurement landscape is constantly evolving at an increasing pace as the focus on procurement in the
NHS intensifies.
4.2. There have been a number of documents released by the Department of Health aimed at all sectors of the
Healthcare system, such as;
Final version 2.19 Revision 1314
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4.3.

4.4.

4.5.

4.6.

4.2.1. NHS Procurement: Raising our game – May 2012
4.2.2. NHS Standards of Procurement – May 2012
4.2.3. Procurement Policy Note – Taking account of bidder’s past performance – November 2012
4.2.4. Health and Social Care Act – Section 75 – April 2013
4.2.5. Procurement, Patient Choice, and Competition (No. 2) Regulations 2013
4.2.6. The Social Value Act 2012
4.2.7. Securing best value for NHS patients – August 2012
The above have been released in the past two years, however there were already a raft of guidance and
regulations which underpinned the way the NHS undertook commissioning and procurement, including:
4.3.1. The Public Contract Regulations 2006 (as amended)
4.3.2. Procurement Guide for Commissioners of NHS-funded Services – July 2010 (now out dated)
4.3.3. Principles and rules for cooperation and competition – July 2010 (now out dated)
4.3.4. Extending Patient Choice of Provider (AQP) – July 2011
Of all of the guidance and regulation which is related to procurement the ratification of the Health and Social
Care Act and the subsequent introduction of the Procurement, Patient Choice, and Competition (No.2)
Regulations 2013, has the greatest impact. The regulations outline the objectives for all procurement which
at a high level are to procure services from the provider which is the “most capable” and whom “provide best
value”. Some areas of the regulations are left open to interpretation and could potentially be open to further
amendment through case law. Paragraph 2 sets out the objectives for all procurement:
“When procuring health care services for the purposes of the NHS, a relevant body must act with a
view to –
(a) Securing the needs of the people who use the services,
(b) Improving the quality of the services, and
(c) Improving efficiency in the provision of the services,
including through the services being provided in an integrated way.”
Paragraph 5 goes further and discusses the awarding of a contract without competition which pushes the
need for procurement unless the relevant body “is satisfied that the services to which the contract relates
are capable of being provided only by that provider”. This appears to be the acid test as to whether a
procurement process should be undertaken by the Clinical Commissioning Group.
The introduction of the Procurement, Patient Choice, and Competition (No.2) Regulations 2013 will no doubt
have an impact upon the health care system, but at the time of reviewing this document there have been no
precedents set, therefore the Clinical Commissioning Group will need to be mindful of these requirements for
each procurement or award without competition.

5. Commissioning and Procurement Decision Making
5.1. As part of the section 75 Procurement, Patient Choice and Competition (No. 2) Regulations 2013 Monitor
recommends that a series of questions are asked to inform the commissioning decision and therefore the
procurement process to be followed; as demonstrated in figure 1.
6. Context within the wider European Union
6.1. The European Directive 2004/18/EC (as amended), which governs the coordination of procedures for the
award of public works contracts, public supply contracts and public services contracts is currently being
reviewed by the European Union. The released draft amendment outlines that healthcare services will be
subject to a light touch regime under the new directives.
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Figure 1
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7. Local Strategic Visions and Goals
7.1. Ipswich & East Clinical Commissioning Group (I&ESCCG) has the following strategic vision:
7.1.1. Patients first
7.1.2. Action focused– drive and deliver improvements
7.1.3. Teamwork – clinicians with communities, patients and the public
7.1.4. Innovation – for improved outcomes
7.1.5. Equality of opportunity – a reduction in health inequalities
7.1.6. Never ‘overdrawn’ – a balanced budget
7.1.7. Timeliness – decisions – results
7.1.8. Simple sustainable systems and stable providers
7.2.

The aims which the I&ESCCG strives to attain in order to work towards the vision are listed below and all
procurement activity should support these:
7.2.1. To work effectively with patients, carers, communities, clinicians and partners
7.2.2. To improve the health and wellbeing of the people of Suffolk
7.2.3. To help individuals to take responsibility for their health
7.2.4. To ensure high quality health services for all who need them
7.2.5. To give patients and their carers easy access to joined up services
7.2.6. To maintain financial balance

7.3.

The I&ESCCG’s clinical priorities are to:
7.3.1. Improve health and educational attainment for children and young people
7.3.2. Improve outcomes for patients with diabetes to above national average
7.3.3. Improve care for frail elderly individuals
7.3.4. Improve access to mental health services
7.3.5. Allow patients to die with dignity and compassion, and choose their place of death
7.3.6. Improve the health of those most in need
7.3.7. Ensure high quality local services wherever possible
7.3.8. Promote self-care.

7.4.

West Suffolk Clinical Commissioning Group (WSCCG) ambition is expressed as:
7.4.1. To deliver the highest quality health service in West Suffolk through integrated working

7.5.

The strategic goals which the WSCCG strives to attain in order to work towards the vision are listed below and
all procurement activity should support these:
7.5.1. Develop clinical leadership
7.5.2. Demonstrate excellence in patient experience and patient engagement
7.5.3. Improve the health and care of older people
7.5.4. Improve access to mental health services
7.5.5. Improve health and wellbeing through partnership working
7.5.6. Deliver financial sustainability through quality improvement

8. Pre-Tender Process
8.1. The Clinical Commissioning Groups have two levels of project / tender / contract approval; these are as
follows:
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8.2.

8.1.1. Joint approval from the Accountable Officer, Chief Finance Officer and Chair – £250,000
8.1.2. Governing Body – Over £250,000
Prior to a service going out to tender the relevant Body (depending on the value) needs to provide their
approval to proceed.

9. Public and Patient Engagement
9.1. The Clinical Commissioning Groups have a duty to consult patients and members of the public with regards to
their healthcare services as laid out within the Health and Social Care Act 2012 and reflected with the Clinical
Commissioning Groups Constitutions.
9.2. Further to these duties patient and public representatives should be involved in the procurement processes
from the service specification review.
9.3. The representatives should be sought by working with the Patient and Public Engagement Officer.
9.4. The representative should be provided with all of the information required in order to make an informed
decision on their involvement due to the potential extent of the task.
9.5. Below is an introductory fact sheet for Patient and Public Representatives which should be shared prior to any
in-depth discussion.

Procurement Patient
and Public Representa

Patient and Public Representatives – Procurement fact sheet
10. Chief Contracts Office handover requirements
10.1. Once a Commissioning Proposal has been worked up and approved by the relevant committee the Chief
Contracts Office will implement the procurement and/or contracting activity.
10.2. In order to undertake this process in an efficient and timely manner the team require certain information to
be supplied. This information will inform the procurement route and populate the relevant contract. The
information required consists of:
10.2.1. A service specification completed within the National Standard Service Specification format where
necessary.
10.2.2. A copy of the Full Commissioning Proposal, which supports the Service Specification.
10.2.3. Assurance that the appropriate consultation has taken place; particularly with reference to Section
242(1B) of the NHS Health and Social Care Act 2006.
10.2.4. Any relevant activity and financial data including a budget for the procurement, where appropriate.
10.2.5. Any previous contracts completed for this service.
10.2.6. Workforce considerations understood, including a completed TUPE list, where applicable.
10.2.7. Notification of any relevant national policy or guideline documents.
10.3. Wherever possible a Chief Contracts Office representative should be involved as early in the development
process as feasible (ideally from Clinical Workstream stage), in order to gain an understanding of the service
being implemented, and to be able to input into the development process from a procurement and contract
management perspective.
11. Procurement Purpose, Objectives and Guiding Principles
11.1. Procurement Purpose
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11.2. To support the CCG’s visions and objectives by:
11.2.1. Ensuring value for money is achieved using fair, equitable and transparent processes.
11.2.2. Offering improved choice and commissioning quality by achieving significant and measurable
advantage through the application of effective procurement processes.
11.2.3. Providing the interface between customer and supplier in order to obtain supplies of goods and
services to enable the organisation to satisfy its external and internal stakeholders.
11.3. Procurement Objectives
11.3.1. To achieve the best possible quality within the available resources.
11.3.2. To understand the true value of a contract, including life cycle costs across the entire length of the
service / good.
11.3.3. Ensure market intelligence is up to date, relevant and accurate to ensure the best procurement route
is implemented.
11.3.4. To achieve true value by acquiring:
11.3.4.1. The right goods or services from;
11.3.4.2. The right supplier at;
11.3.4.3. The right time at;
11.3.4.4. The right place, at; the right price, and at;
11.3.4.5. The right standard of quality and outcomes.
11.4. These objectives will be met by:
11.4.1. Working with a wide range of Service Providers and Suppliers from all sectors who can offer high
quality, innovative and acceptable choices for local service users.
11.4.2. Stimulating the supply market where intelligence suggests that a wider portfolio of services or
service providers is needed.
11.4.3. Continuously reviewing existing contracts to ensure that they deliver in accordance with key
performance indicators, offer maximum value for money and demonstrate continuous improvement
in the quality and range of service on offer.
11.4.4. Working with partners to ensure that buying power and economies of scale are maximised through
collaborative procurement opportunities.
11.5. Guiding Principles
11.5.1. Purpose – Decisions made by CCG members should contribute to the goals of the whole system, and
should have patient interest and the wider public interest at heart. Service Specifications should be
driven by the evidenced needs of the population.
11.5.2. Transparency – Where possible, all information should be shared between organisations and
individuals within the system, including those relating to conflicts of interest.
11.5.3. Objectivity – Key decisions must be based, wherever possible on objective data, information or
criteria, or reasonable assumptions, and kept as public records for audit purposes, allowing for
increased levels of transparency.
11.5.4. Proportionality – Actions, in particular with reference to transactions and / or consequences for the
organisation of not following agreed rules, must be proportional to the size, complexity or risks of
the issue at stake; based on objective information or reasonable judgements, and capable of
withstanding public scrutiny and reporting.
11.5.5. Non-discrimination – Commissioners must not discriminate among providers, and providers must not
discriminate among patients.
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11.5.6. Accountability – CCG members should strive to align their authority and legal powers with their
accountability and legal duties. It should be clear, in statute and in practice, who is accountable for
what; furthermore it should be clear what authority those accountable have to control their areas of
responsibility.
11.5.7. Subsidiarity – Decisions should be made by the lowest competent authority and not have to be
escalated to Board level on a consistent basis. Under this principle, commissioning organisations
should manage their local system and escalate appropriately to Board or regional levels issues that
cannot be managed.
11.5.8. Consistency – Formulation and implementation of policy must be internally coherent and consistent.
11.5.9. No ‘double jeopardy’ – Where possible, providers should not be held to account for the same issue
by more than one institution. (e.g. CCG Members, Regulator or Government Department)
11.5.10. Interdependency – When assessing specific issues, Commissioners and Providers should understand
and minimise the potential unintended consequences of any actions.
(Based on Framework for Managing Choice, Cooperation and Competition, May 2008, Gateway Ref, 9914)

12. The Social Value Act 2012
12.1. The Public Services (Social Value) Act 2012 (the Act) was bought into force on 31st January 2012, and places
requirements on commissioners to consider the economic, environmental and social benefits of their
approaches to procurement before the process starts.
12.2. Commissioners should consider social value before the procurement starts so that it can inform the shape of
the procurement and the design of the services required.
12.3. The Act requires commissioners to make the following considerations at the pre-procurement stage:
12.3.1. how what is proposed to be procured might improve the economic, social and environmental wellbeing of the relevant area, and;
12.3.2. how, in conducting a procurement process, it might act with a view to securing that improvement,
and;
12.3.3. whether to undertake a consultation on these matters.
12.4. An example of how social value could be taken into account is as follows:
12.4.1. A local authority is considering the provision of a ‘meals on wheels’ service for elderly people. During
the pre-procurement stage, the contracting authority decides that as this is a service that will be
provided directly to citizens it will consult potential users and potential suppliers along with other
interested stakeholders.
12.4.2. The results of the consultation suggest that many potential service users suffer from loneliness and
social isolation. Feedback from a community group suggests that a service where people are
collected and taken to a local community centre for their meals would help combat problems of
loneliness and isolation. Feedback from the local NHS trust suggests that many potential users would
benefit from contact with health professionals for routine medical services who could spot other
medical and mental health issues at an earlier stage. In addition feedback from local people suggests
the development of a new community centre would provide a valuable new community resource.
12.4.3. The council takes this feedback into account when designing the outcomes it wishes to see from this
new service as wider economic and social benefit would derive from improving community cohesion
for users of the service, in addition to improving user’s health and improving access to care facilities.
12.4.4. As well as informing the specification of a service, considerations under the Act may inform selection
of economic operators. When considering a potential supplier’s technical or professional ability a
supplier’s experience in delivering similar services may be relevant.
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12.4.5. The local authority decides to procure a ‘meals on wheels’ service which is based on bringing people
to a local community centre. When considering suppliers’ technical ability to deliver this service
experience in providing specialist transport services as well as catering is considered as well as
experience of providing services to elderly people. The selection criteria that are established make it
clear that suppliers can demonstrate their technical ability through sub-contractors taking on
specialist roles in the delivery of the service, as part of a consortium as well as by a single supplier.
Example extracted from Procurement Policy Note – The Public Services (Social Value) Act 2012
– advice for commissioners and procurers – Information note 10/12 20 December 2012

13. Ethical Considerations, Environmental Issues and Social Responsibility
13.1. The procurement process within the CCGs will be conducted so that any provider with the necessary abilities
to provide a service / supply goods has a fair opportunity to secure the tender on offer.
13.2. The CCGs have a responsibility to their Providers and wherever possible, when problems arise with a
Provider’s performance or behaviour, will work with the organisation concerned to help them meet the
expected requirements.
13.3. The CCGs will behave ethically and with integrity in all of its activities.
13.4. Each time a contract is established with a provider the CCGs will embed and monitor adherence to the latest
version of the Equality and Diversity Plan.
13.5. The commissioner and provider will adhere to the requirements of the Equality Act 2010 during the tender
process and service delivery.
13.6. The CGGs will not work with companies that:
13.6.1. exploit child or sweated labour;
13.6.2. pirate the intellectual property of others;
13.6.3. wilfully and avoidably damage the environment;
13.6.4. or otherwise act in contravention of applicable laws.
13.7. The CCGs will encourage providers to conform to the Ethical Trading Initiative Base Code (ETI Base Code). This
code covers free choice, trade unions, working conditions, child labour, wages, working hours, discrimination,
regular employment and employee treatment.
13.8. The ETI Base Code is detailed within the “Ethical Procurement for Health Guidance” document, which outlines
how NHS Procurement processes can ensure that they are procuring services with an ethical approach.
13.9. The CCGs wish to work with organisations that share a commitment to preserving the world’s natural
resources, and as far as reasonably practicable and consistent with procurement law and guidance, the CCG
procurement choices will favour products showing clear environmental and sustainability consideration.
13.10. From time to time, employees may become aware of a provider organisation apparently acting in concert to
fix prices or divide markets. Any such arrangement is likely to be illegal and may contravene competition
legislation. Any such suspicions should be reported (with any supporting evidence) to the CCGs (via the Trust
Secretariat) which will investigate and if necessary pass the information to Monitor.
14. Promoting Tax Compliance
14.1. In the March 2013 budget the Government announced measures to promote tax compliance through
procurement processes. From the 1st April 2013 any Central Government tenders with a value over £5 million
would require questions to be asked around the bidders tax compliance practices.
14.2. In order to adopt best practice any procurements with a value over £5 million undertaken by the CCGs would
implement this requirement in the Pre-Qualification Questionnaire or Invitation to Tender, depending on the
process. Further detail can be found within the Procurement Policy Note: Measure to Promote Tax
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Compliance, Action Note 06/13, 25 July 2013 (or any subsequent guidance) including the questions for
inclusion.
15. Standards of Business Conduct and Conflicts of Interest
15.1. When undertaking procurement processes on behalf of the CCGs the ‘Standards of Business Conduct and
Managing Conflicts of Interest’ of the applicable Constitution will be followed by all involved.
15.2. The document “Code Of Conduct: Managing conflicts of interest where GP practices are potential providers of
CCG-commissioned services” shall also be followed and the template at the back of the document shall be
completed for any procurement consideration.

c-of-c-conflicts-of-int
erest.pdf

Conflict of interest
template.docx

Code of Conduct

Template

LEGAL CONTEXT
16. Local Legal Context
16.1. Standing Orders and Detailed Financial Policies
16.2. Standing Orders are in place within both NHS Ipswich & East Suffolk Clinical Commissioning Group (I&ESCCG)
and NHS West Suffolk Clinical Commissioning Group (WSCCG) to ensure that decision-making is informed by
intelligent information covering the full range of corporate, financial, clinical information and research
governance.
16.3. Standing Orders are central to the CCGs governance framework and sustaining the highest standards of
corporate and personal probity, accountability and openness. Good governance provides the bedrock for
effective performance and assuring better health and health services for the people of Suffolk.
16.4. Clinical Commissioning Groups are established under the Health and Social Care Act 2012 (“the 2012 Act”).
They are statutory bodies, which have the function of commissioning services for the purposes of the health
service in England and are treated as NHS bodies for the purposes of the National Health Service Act 2006
(“the 2006 Act”).
16.5. The duties of clinical commissioning groups to commission certain health services are set out in section 3 of
the 2006 Act, as amended by section 13 of the 2012 Act, and the regulations made under that provision.
16.6. Detailed Financial Policies set out the financial responsibilities, policies and procedures adopted by the
CCG. They are designed to ensure that the CCGs financial transactions are carried out in accordance with the
law and with Government policy in order to achieve probity, accuracy, economy, efficiency and effectiveness
16.7. Should any difficulties arise regarding the interpretation or application of any of the Detailed Financial Policies
then the advice of the Director of Finance and Performance must be sought before acting.
16.8. The failure to comply with Detailed Financial Policies and Standing Orders can in certain circumstances be
regarded as a disciplinary matter that could result in dismissal.
16.9. Detailed Financial Policy 8.5 (Formal Competitive Tendering) states that:
16.9.1. “Formal competitive tendering shall apply to all arrangements (which may include the extension of
an existing contract) where expenditure is incurred except as stated within 8.5.2., and within
Appendix 1 of this document. The CCG shall ensure that competitive tenders are invited for:
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16.9.1.1. the supply of goods, materials and manufactured articles;
16.9.1.2. the rendering of services including all forms of management consultancy services (other
than specialised services sought from or provided by the DH);
16.9.1.3. for the design, construction and maintenance of building and engineering works
(including construction and maintenance of grounds and gardens); for disposals;
16.9.1.4. the provision of healthcare services by any non-NHS organisation”.
16.10. The full policies and orders can be found within the Constitutions on each of the Clinical Commissioning
Group’s websites.
17. Department of Health and Monitor Regulations and Guidance
17.1. As part of the Health and Social Care Act 2012 the government added provision 75 which allowed additional
regulations to be laid, which directly govern the way in which Clinical Commissioning Groups secure services
for their patients.
17.2. The Procurement, Patient Choice and Competition (No. 2) Regulations 2013 were released in March 2013
and regulate the way CCGs can award contracts with or without a competitive procedure.
https://www.gov.uk/government/publications/regulations-on-healthcare-procurement-patient-choice-andcompetition-laid
17.3. These regulations are now regulated by Monitor, which gained greater enforcement powers much like those
of the Office of Fair Trading, due to provision 76 of the Health and Social Care Act 2013.
17.4. “Monitor has a number of powers to enable us to protect choice and prevent anti-competitive behaviour. We
can:
17.4.1. apply and enforce sections of the provider licence related to integrated care and choice and
competition;
17.4.2. apply and enforce the Procurement, Patient Choice and Competition Regulations and relevant
sections of the Responsibilities and Standing Rules;
17.4.3. apply and enforce provisions of the Competition Act 1998 and the Treaty on the Functioning of the
European Union that prohibit anti-competitive behaviour; and
17.4.4. make market investigation references under Part 4 of the Enterprise Act 2002 to the Competition
Commission.
17.4.5. We also provide the Office of Fair Trading with advice on matters relating to mergers involving
foundation trusts. Find out more about rules governing mergers in the health care sector and
Monitor's role.”
Extract from http://www.monitor-nhsft.gov.uk/regulating-health-care-providers-commissioners/cooperation-and-competition

17.4.6. In order to help CCGs comply with the regulations Monitor has released guidance on their practical
implementation.
http://www.monitor.gov.uk/regulating-health-care-providers-commissioners/cooperation-and-competition/ourcooperation-and-compe
17.5. All tendering opportunities and contract awards are posted on the Supply to Health portal. This website
allows providers to search for tender opportunities announced by NHS commissioners in England.
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http://www.supply2health.nhs.uk/default.aspx
17.6. Monitor will also be overseeing the implementation of the Competition Act 1998 across the Healthcare
sector.
http://www.monitor.gov.uk/regulating-health-care-providers-commissioners/co-operation-and-competition
18. The Public Contracts Regulations 2006 (as amended)
18.1. The Public Contracts Regulations (PCR) 2006 are the UK regulations which implement the European Union
Legislation. Each member state is required to implement the European Union Legislation into their own
national law; and amend with any amendments to the European Union Legislation.
18.2. The Public Contracts Regulations 2006 (as amended by the Public Contracts and Utilities Contracts
(Amendment) Regulations 2007 and the Public Procurement (Miscellaneous Amendments) Regulations 2011)
implement the EU rules relating to services, supplies or works procurements entered into by public bodies
other than utilities (the Public Contracts Regulations).
19. European Union legislation
19.1. PLEASE NOTE: This section – European Union Legislation is subject to change as the draft revision to the EU
procurement rules have been released, but are still under consultation, due to be released and implemented in
2014. Once the full directives have been released, this section and other considerations within this policy will
need to be reviewed and amended.
19.2. The European Union (EU) Treaty and Public Procurement Directives require competition as the mechanism by
which contracting authorities ensure that the EU principles of equality of treatment, transparency and nondiscrimination are met.
19.3. There are three sets of directives which cover the following areas:
19.3.1. Public Contracts Directive 2004/18/EC (as amended)
19.3.2. Utility Contracts Directive 2004/17/EC (as amended)
19.3.3. Defence & Security Directive 2009/81/EC (as amended)
19.4. This policy concentrates on the Public Contracts Directive 2004/18/EC (as amended).
19.5. Within the directives, contracts are divided into two schedules:
19.5.1. Part A, to which the full EU rules apply; and
19.5.2. Part B, where only some of the EU procurement rules apply.
19.6. A list of what constitutes a Part A or Part B service is below:
Part A Services
Accounting, auditing and book-keeping
Market research and opinion polling
Management consultancy
Architectural, engineering, urban planning, landscaping
and related technical services
Advertising
Building cleaning and property management
Sewerage and refuse disposal
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Part B Services
Catering
Legal
Security
Educational
Health and Social
Recreational, cultural and sporting
Other services
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IT services
Financial services
Transport and courier services
Maintenance and repair of vehicles and equipment
19.7. Where legally enforceable contracts are to be awarded for Part B services with estimated full-life value above
£172,514 from 01/01/2014) there is a limited statutory requirement to apply some of the EU procurement
rules, these are outlined within Appendix 3.
19.8. Due regard should be given to the details of the Public Contracts Regulations 2006 and any relevant case law
which may change the process and/or principles. Below is the hyperlink to a copy of the Public Contracts
Regulations 2006.

Public Contracts
Regs 2006.pdf

Regs 2009

The Public Contracts Regulations 2006

The Public Contracts (Amendment) Regulations 2009

19.9. Where ambiguity exists, the responsible officer should seek legal advice through the Trust Secretary.
19.10.If the CCGs do not comply with the EU rules, whether accidentally or otherwise, then the injured parties /
claimants who were deprived of the opportunity to compete for the contract and who had a real and
substantial chance of winning the contract may apply to the Court for a remedy.
19.11.Applications need to be submitted within the limitation period, which is, within thirty (30) days of when the
applicant "knew, or ought to have known” the facts giving rise to the alleged infringement.
19.12.Courts are able to consider the application and as a result of their consideration can undertake the following
actions:
19.12.1. Suspend the contract award procedure;
19.12.2. Suspend the implementation of any decision or action taken by the contracting authority
19.12.3. Order the setting aside of the decision or action (where contract has not been entered into)
19.12.4. Order the contracting authority to amend any document (where contract has not been entered into)
19.12.5. Award damages to a party that has suffered a loss or damages as a consequence of any breach
(where contract has or has not been entered into)
19.12.6. Declare ineffectiveness
19.13.See Appendix 3 for further information.
EC Procurement Thresholds 1st January 2014 (net of VAT)
Central Government Public Bodies
Non-Central Government Public Bodies
Small Lots
Part B Services, R&D Services, Certain Telecoms
Services, and subsidised services contracts (All Public
Sector Bodies)
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SUPPLIES
£111,676
£172,514
£66,672

SERVICES
£111,676
£172,514
£66,672

WORKS
£4,322,012
£4,322,012
£833,400

£172,514
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20. Governance
20.1. The Officer leading on the commissioning work will be known as the Sponsoring Director for the subsequent
procurement exercise and for the follow up commissioning work needed once the procurement exercise has
been completed.
20.2. Officers involved in commissioning will, in consultation with relevant stakeholders be responsible for agreeing
service and care pathway designs (and drawing up the specification of services required). The specification of
a service may need to be agreed by the relevant committee before proceeding to invite competition to
provide the services. This will apply if the anticipated value exceeds the tender limits outlined in the Detailed
Financial Policies. (Please refer to section 8 and 20 of this document for authorisation limits) If the anticipated
contract value is below that specified in the Detailed Financial Policies then there is no need for the
sponsoring director to refer to the committee for a decision.
20.3. It will be the responsibility of the Sponsoring Director to form a procurement working group which will
provide a strategic oversight for the entire procurement process. This group will be responsible for managing
compliance in the following areas against relevant national and local protocols, guidance, strategies and
regulation.
20.3.1. Governance
20.3.2. Finance
20.3.3. Tendering
20.3.4. Contract Monitoring
20.3.5. Contract Termination
20.4. If issues of a sensitive nature emerge during the course of a procurement process, the CCG Chairman and
Non-Executive Directors will be advised immediately.
21. Signatory Limits
21.1. When altering a contract in any way that affects the level of funding, for example an extension; the individual
initiating the work will need to approach the correct level of signatory or committee within the CCG to gain
authority to proceed and sign the appropriate paperwork. The financial levels of authority are outlined within
the “Limits of Financial Authority” which can be found in the Detailed Financial Policies for each CCG. This
document outlines who you should approach for a signature as individuals have varying levels of authority
depending on the requirements of their role.
21.2. Any value that is over £250,000 requires submitting to the CCG’s Governing Body for authority to proceed.
Relevant DFP Section
Authorisation of waiver of
formal tendering procedures
Authorisation of Tenders and
Competitive Quotations
Commissioning
Non-Pay Expenditure
Capital Investment
* Chief Officers include:
Accountable Officer
Chief Finance Officer
Chief Contracting Officer
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Delegated to
Budget holders

Chief Officers *
Accountable Officer following
consultation with the Chief

Financial Limit
Financial limit as delegated to
each Budget holder as agreed
and set by the Accountable
Officer and Chief Finance
Officer and reviewed from
time to time (for the
avoidance of doubt such
financial limit shall not exceed
£37,999).
Up to £38,000
Up to £250,000

Organisational responsibly
Budget holder

Chief Officer
Accountable Officer and
Chief Finance Officer
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Chief Nursing Officer
Chief Operating Officer

Authorisation of waiver of
formal tendering procedures
Authorisation of Tenders and
Competitive Quotations
Commissioning
Non-Pay Expenditure
Capital Investment

Finance Officer and with the
Chair on all significant
proposals
CCG Governing
Body
Designated Budget
Holders:

Over £250,000

following consultation with
the Chair on all significant
proposals
Senior Officer

Level D
Level C
Level B
Level A

Up to £250
Up to £500
Up to £2,500
Up to £5,000

22. Chief Contracts Office
22.1. This team are responsible for the following
22.1.1. Leading and coordinating the integrated delivery of NHS WSCCG and NHS I&ESCCG goals through the
joint development of service specifications and targeted contract management, ensuring effective
service delivery with all providers.
22.1.2. Leading and coordinating all procurement activities on behalf of both CCGs.
22.1.3. Leading targeted contract management to ensure the integrated delivery against defined action
plans.
22.1.4. Working closely internally and externally to ensure that routine and timely monitoring information is
available against agreed monitoring requirements
22.1.5. To initiate and drive forward the full development of the local market; seek out, develop and build
sustainable business relationships with new and existing providers.
22.1.6. To ensure that business planning and monitoring mechanisms are fully developed and implemented,
liaising with internal and external partners as appropriate.
22.1.7. Ensuring new and existing suppliers are accredited. The accreditation criteria will include
organisational and individual competencies and fitness for purpose of the goods / services.
22.1.8. Ensuring services are delivered to the required quality.
22.1.9. Developing standard contract and Service Level Agreement (SLA) templates to facilitate the
negotiation and agreement of contract terms.
22.1.10. Ensuring quality measures and penalty clauses for non-compliance are included in contracts and SLAs
and are implemented in a timely and consistent manner
22.1.11. Members of this team also have editing and authorisation access on the Supply 2 Health website
where all tenders are to be advertised. Advice should be sought from this team on the process
required when advertising tender opportunities.
23. Procurement Advice
23.1. Any proposed extension to or variation of an existing contract or Commissioning Proposal proceeding to
implementation should receive professional procurement advice. This advice should be obtained in the
following order, depending on availability and suitability.
23.1.1. Via the Management Delivery Team and the Chief Contracts Office
23.1.2. Via the Procurement Support Services Framework, either through lot 1 – legal services or through lot
2 – Procurement Resource.
23.1.3. Via the East of England Collaborative Procurement Hub
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23.1.4. In collaboration with a partner agency who may have access to procurement advice; e.g. County
Council
23.1.5. From the CCG’s legal advisors via the Trust Secretary.
24. Documentation
24.1. To comply with values of openness and to ensure the ability to accurately respond to formal complaints
regarding tendering processes it is important that all documentation contains formal version control and is
retained in case of future need.
24.2. Following a review of ordering and receipting non-stock there is a requirement that a central list of all items,
quotes or tenders is held which includes information on what companies are invited to tender for and the
letter of invitation, in addition to the forms completed by senior officers on opening tenders.
24.3. The process for opening tenders is contained with the Detailed Financial Policies for each CCG at sections 8.6.
24.4. This documentation needs to be passed to the Committees and Governance Officer for storage.
24.5. All evaluations of tenders must be formally documented and stored appropriately as information regarding
decision making may be required if a provider contests a decision.
25. Grants
25.1. This section is written in conjunction with the Suffolk County Council Good Practice Guide – Commissioning,
Contract Management, Grant funding and Procurement 2012.

2013-03-07 Good
Practice Guide final.pd

25.2. Grants;
25.2.1. are for investments in the Voluntary Sector and the organisations within it; and,
25.2.2. can be used to ‘test’ innovation in service delivery.
25.3. Grants should not be used to fund on-going service delivery; this should be delivered via a formal contracting
route.
25.4. Grant funding should be competitively assigned to organisations, (unless the value is below £10,000), through
a quotation process or through a more detailed competitive process, depending on the grant value.
25.5. Grants can be used to fund the following activities:
25.5.1. Investment – building capacity in the sector by providing start-up and growth funding and small
capital investments.
25.5.2. Innovation – testing out new and better service ideas.
25.5.3. Partnership Grants – contributing to day-to-day running costs.
25.5.4. Community funding – building social capital including community engagement, preventative /
wellbeing works and increasing local volunteering.
25.6. When considering whether to issue a grant the CCGs should consider whether;
25.6.1. The additional investment will give the organisation a competitive advantage
25.6.2. The CCGs are actually purchasing a service.
25.6.3. The CCGs are not funding the entire organisation.
25.7. If any of the previous scenarios are apparent then the CCGs should reconsider their contribution to the
organisation / project.
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25.8. Investment Grants are to be used when you want to:
25.8.1. Contribute to a start-up of a new organisation
25.8.2. Contribute to help an existing organisation grow
25.8.3. To support an organisation to purchase new equipment so they can deliver a new service, or support
a new service user
25.8.4. To build capacity of an organisation or the sector through training.
25.9. Innovation Grants are to be used when you want to pilot a new project or method of delivery; the grant can;
25.9.1. Offer flexibility around the delivery of the service to allow for the need to change part way through
the pilot.
25.9.2. The CCGs and the organisation will be working in partnership to deliver the outcomes of the pilot.
25.9.3. The learning from the funded project will be joint owed by the funder and funded organisation.
25.10. Partnership Grants should be used when:
25.10.1. There is to be a formalisation of often informal arrangements.
25.10.2. There is to be a contribution towards the core purpose of the organisation.
25.10.3. It is a recognition that the organisation in its day to day work delivers against joint priorities and may
save the funder money in the future.
25.10.4. Agreements set out joint priorities and a minimum set of outcomes and outputs expected in return
for the funding.
25.10.5. It is core funding not project funding, thus allowing freedom of expenditure, and it is a contribution
to costs and does not cover the entirety of the organisations costs.
25.10.6. These types of grants are best suited to organisations where there isn’t a market for what they do
and where creating one would undermine the value of the service.
25.11. Community Grants should be used when you wish to set up a fund for communities to bid into to deliver local
projects.
25.11.1. It can help encourage communities to develop their own solutions to local needs (the big society
idea).
25.11.2. It can be a cost effective method of assisting preventative services.
25.11.3. These grants work best when pooled with other small grant schemes and administered through a
single process as they allow groups to work across silos and access funding more easily.
25.12. Below are the guides published by Suffolk County Council regarding the four grant formats above.

Investment grant
guidance.ppt

Innovation Grant
Guidance.ppt

Partnership Grant
Guidance.ppt

Community Grant
Guidance.ppt

Investment Grant

Innovation Grant

Partnership Grant

Community Grant
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ALTERNATIVE PROCUREMENT ROUTES
26. Framework Agreements
26.1. Framework Agreements are pre-tendered agreements that are fully EU compliant and can be used to
purchase certain products and services without the CCGs having to undertake a full procurement process.
The tendering process is undertaken by an approved third party such as the Government Procurement Service
or the East of England Collaborative Procurement Hub.
26.2. The Third Party issues a specification for a product or service, which organisations tender against and then
successful organisations are added to a list of approved providers of a product or service.
26.3. Under the framework agreement public sector bodies such as the CCGs can procure the product or service at
the set price as long as the requirement sits within the main specification which had been tendered against.
Or the CCG could undertake a mini competition to get a more precise offering from the Provider as long as
this option is allowed under the framework.
26.4. The advantages of using a framework agreement is that they can save time and reduce the cost of introducing
and implementing a product or service.
26.5. Examples of categories of framework agreements are:
26.5.1. Information, Communication and Technology (ICT), including Hardware and Software
26.5.2. Utilities
26.5.3. Property and Office Solutions; such as catering equipment and office supplies.
26.5.4. Professional Services; such as consultancy and legal services.
26.5.5. Payment Solutions; such as fuel payment cards.
26.5.6. Clinical product groups
26.5.7. Pharmaceuticals
26.5.8. eCommerce; such as eAuctions and web-based tools for buying on the internet.
27. Pilots and Trials
27.1. Pilots and Trials are often needed to test new or reformed services and specifications in order to derive
lessons and refine outcomes. If it is decided that a trial or pilot is appropriate then it will need to be clearly
defined with the following requirements:
27.1.1. Specific goal of the pilot
27.1.2. Clearly defined timelines
27.1.3. Volume limits (if applicable)
27.1.4. Robust monitoring systems to enable evaluation of the pilots’ activity and outcomes.
27.1.5. A contract or grant in place for the duration of the pilot / trial
27.1.6. A clear view of the appropriate procurement route after the pilot.
27.2. The decision on whether a pilot or trial should be put to tender should be made by the appropriate signatory
as defined within section 8 of this document. The authorising signatory should evaluate the requirements of
tendering compared to the reasons for testing the service.
27.3. Pilots and trials can be subject to the same procurement rules and regulations as a normal tender. Refer to
section 22 for sources of procurement advice.
28. Terminating Contracts
28.1. The process for terminating a contract or part of a contract prior to its natural end date should be outlined
within the contract that is being terminated.
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28.2. Further advice should be sought by following section 20 – 22 of this document prior to initiating a
termination.
28.3. Generally, contract terminations will be dealt with by the individual leading on managing the contract from
the Chief Contracts Office.
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29. Decision Making Guidance
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Reference No.

WSCCG 14-26

From: Amanda Lyes, Chief Corporate Services Officer
FREEDOM OF INFORMATION QUARTERLY UPDATE
1.

Purpose

1.1

To provide the Governing Body with an update on Freedom of Information requests
received for Quarter 3 of 2013-14.

2.

Background

2.1

The Freedom of Information Act 2000, provides a general right of access to information
held by public authorities, including the NHS. Anyone can request information and has the
right to be told:
•
•

Whether the public authority holds the information, and
If it does, to be provided with the information

2.2

Information includes anything held in a recorded form, such as paper files, loose papers, emails, electronic documents, photos, plans, maps, CCTV, videotapes, audiotapes, voice
mails. Requests must be dealt with promptly and there is a requirement to provide the
information within 20 working days unless there is good reason why this cannot be
achieved.

2.3

There are exemptions to the provision of information covered by the Data Protection Act,
including, for example, personal data. In some cases, also a decision has to be made if it is
in the public interest to disclose information and if it is not, various exemptions applicable
under the Freedom of Information Act can be applied.

3.

Key Points

3.1

In Quarter three the number of Freedom of Information requests received was 40, with 39
having been answered within the 20 day deadline. One request was answered outside of
the deadline due to the amount of initial information requested subsequently being revised.
There was considerable interest in which services the Clinical Commissioning Group
intends to provide in the Community. There were also a significant number of requests for
corporate information.

The statutory 20 working day response compliance was:
Q3
Answered within 20 working days
39
Answered after 20 working days
1
(24 days due to the amount of
information initially requested and a revised request subsequently being submitted)

3.2

The sources of requests were:

Q3

Healthcare Media
Local Media
Interest Groups
Member of Parliament
General Business
Professional Bodies
NHS/ Local Authority
Unknown

10
3
3
4
3
1
2
14

The largest numbers of requests were from healthcare media and unknown sources where
the latter provided no information as to their identity save for an e-mail address.
The types of information requested were:

Q3

Corporate
Clinical
Finance

32
2
6

The disclosure categories were:

Q3

Full Disclosure

33

No requests were refused.
4.

Future Action

4.1

A further report will be presented to the Governing Body in May 2014.

5.

Recommendations

5.1

The Governing Body is requested to note the report.

Author:
Jo Mael
Committee and Governance Officer
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Reference No.

WSCCG 14-27

From: Amanda Lyes – Chief Corporate Services Officer

GOVERNING BODY ASSURANCE FRAMEWORK

1.

Purpose
To provide the Governing Body with the updated CCG Governing Body Assurance
Framework (GBAF) document for February and March 2014.

2.

Background
Content of the GBAF is reviewed by the Chief Officers Team every month and by the
Governing Body and Audit Committee at each of their meetings.

3.

Key Points

3.1

Further to review by the Chief Officers Team, the following amendments/additions have
been incorporated:
Risk 01:

Failure to safely manage surges in patients requiring urgent care during the
winter period across West Suffolk and impact on ability to deliver 95% A&E
target and ambulance turnaround targets: Amendments to key controls
and action plan/timeline

Risk 04:

Failure to evidence the national drive of zero tolerance on MRSA
bacteraemia as set out in NHS England Planning Guidance Everyone
Counts: Planning for patients 2013/14: RAG rating reduced to 16 (but
remains red: critical) and amendments to action plan/timeline

Risk 06:

Failure to achieve the local reduction trajectories for Clostridium difficile as
set out in NHS England: Planning Guidance Everyone Counts: Planning for
patients 2013/14: RAG rating reduced to 16 (but remains red: critical)
and amendments to key controls and action plan/timeline

Risk 07:

Potential impact of Serco model of care and transformation as a result of
staff consultation - Major change introduces instability and could impact
delivery: Amendments to action plan/timeline

Risk 08:

Failure to deliver performance standards and quality of care at
Addenbrookes Hospital (CUHFT): Risk removed

Risk 09:

Service risks as a result of the NSFT proposed service redesign model:
RAG rating reduced to 9 (but remains amber: challenging) and
amendments to key controls and action plan/timeline

4.

Risk 10:

Work with WSH to monitor and report failure to monitor and report key
quality metrics impeding early warning systems to inform commissioners and
regulators of potential risks and deteriorating standards of care:
Amendments to action plan/timeline

Risk 12:

Implementation of Transforming Pathology Services - Potential cost
pressure around anti coagulation, pathology services & phlebotomy:
Amendments to action plan/timeline

Risk 14:

Failure to comply with NHS continuing Health care Framework: Amendment
of granular risks and action plan/timeline

Risk 15:

Resource challenges as a result of having the role of lead commissioner for
the East of England Ambulance Service Trust, reducing the ability to focus
on other local services: Amendments to action plan/timeline

Risk 16:

Risk of sub optimal clinical outcomes for stroke patients: RAG rating
reduced to 9 (but remains amber: challenging) and amendments to
action plan/timeline

Risk 17:

West Suffolk Hospital finance position adversely impacting on quality and
performance at the Trust: Amendments to action plan/timeline

Risk 18:

Failure to meet some statutory duties for Looked After Children:
Amendments to action plan/timeline

Recommendations
The Governing Body is requested to review and approve the updated GBAF for February
and March 2014

Author:

Colin Boakes
Governance Advisor

Governing Body Assurance Framework and
Action Plan
2013/2014

Version Control:

MONTH

VERSION No

REVIEWED BY

SUMMARY OF CHANGES

April 2013

1

COT

Amendments Approved

May 2013

2

COT & Governing Body

Amendments Approved

June 2013

3

COT & Audit Committee

Amendments Approved

July 2013

4

COT & Governing Body

Amendments Approved

August 2013

5

COT

Amendments Approved

September 2013

6

COT, Audit Committee & Governing Body

Amendments Approved

October 2013

7

COT & Audit Committee

Amendments Approved

November 2013

8

COT & Governing Body

Amendments Approved

December 2013

9

COT & Audit Committee

Amendments Approved

January 2014

10

COT & Governing Body

Amendments Approved

February 2014

11

COT & Audit Committee

Amendments Approved

March 2014

12

COT & Governing Body

Board Assurance Framework
Overview
The Governing Body Assurance Framework (GBAF) provides the NHS West Suffolk Clinical Commissioning Group (CCG) with a
simple but comprehensive method for the effective and focused management of risk. Through the GBAF the CCG Governing
Body gains assurance that risks are being appropriately managed throughout the organisation.
The GBAF identifies which of the organisation’s strategic objectives may be at risk because of inadequacies in the operation of
controls, or where the CCG has insufficient assurance. At the same time it encompasses the control of risk, provides structured
assurances about where risks are being managed and ensures that objectives are being delivered. This allows the Governing
Body to determine how to make the most efficient use of resources and address the issues identified in order to improve the
quality and safety of care. The GBAF also brings together all of the evidence required to support the Annual Governance
Statement.
The GBAF should be seen as a working document and will be updated regularly by the Chief Officers Team, monitored by the
Audit Committee and reported to the Governing Body at each of its meetings. The GBAF is linked to the CCG Risk Register, the
content of which is also provided for review by the Chief Officers Team. A flow chart setting out how risks are identified and
managed is set out overleaf.
In order to ensure consistency in the risk assessment process, the likelihood and consequences of all risks on the Risk Register
are assessed against the former National Patient Safety Agency (NPSA) 5X5 risk matrix and those scoring 15 and above migrate
to the GBAF and thereby inform the Governing Body agenda. Once added to the GBAF, a risk should remain in place until its
RAG rating has been mitigated to a score of 1-6 when it is considered manageable and therefore no longer a strategic
concern.
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.

RISKS IDENTIFIED THROUGH:
Work Stream Risk
Assessments
External Assessment &
Audit + Guidance & Alerts
Serious Incidents,
Complaints, Public Health &
Quality Issues

CCG Governing
Body Own & Manage
Risks & the Chief
Officers Team
Reviews the Risk
Register/GBAF

Public & Stakeholder
Engagement
Business & Service Delivery
Plans
Individual Risks Jointly
Managed by Designated Chief
Officers & Clinical Leads

Governing Body
Assurance Framework

Overview & Scrutiny by
the Audit Committee

Assurance to the
Governing Body

RAG Score Framework
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The subsequent red, amber, green (RAG) scores 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 within the following classifications:
RAG Score

Progress

Risk Assessment

Revising Risk Ratings

CRITICAL
(15-25)

• There may be significant gaps in controls to
ensure effective management.
• Controls are in place but insufficient
resources
• Controls are in place but external forces
may be preventing progress.

• There are insufficient controls in place to address the
cause or source of the risk
• Controls are considered insubstantial or ineffective
• Controls are being implemented but are not yet in place
• If this risk were to materialise, the situation could be
irrecoverable in terms of the CCGs
reputational/financial well being and or service
continuity.

If controls are inadequate then the revised risk rating
increases

CHALLENGING
(8-12)

MANAGEABLE
(1-6)

Progress is being made but there is concern
that the objective may not be achieved.
Additional controls or management action is
being taken to improve the likelihood of
success.

There are few controls in place, which are considered
substantial and/or effective and address the cause of the
risk. The consequences of the risk materialising, though
severe, can be managed to some extent via contingency
plans.

Progress is being made in accordance with
plans. There are no significant concerns.

The risk is considered to be small and there are sufficient
controls in place which address or substantially effective
the cause of the risk. The consequences of the risk
materialising can be managed via contingency plans.

In order to determine the likely consequence arising from an identified risk and using the 5X5 matrix:
•

Define the risk explicitly in terms of the adverse consequence or consequences that might arise

If controls are uncertain, the revised risk rating stays the
same as the original risk rating

If they are perceived as adequate, then the revised risk
rating decreases

•

Use the table below for examples, by risk domains, to determine the consequence score relevant to the risk identified
Consequence score (severity levels) and example of descriptions

Risk Domains
1.
Impact on the safety of patients,
staff or public
(physical/psychological harm)

1

2

3

4

5

Negligible

Minor

Moderate

Major

Catastrophic

Minimal injury requiring
no/minimal intervention or
treatment.
No time off work

Minor injury or illness, requiring
minor intervention

Moderate injury requiring
professional intervention

Major injury leading to long-term
incapacity/disability

Requiring time off work for >3
days

Requiring time off work for 4-14
days

Requiring time off work for >14
days

Increase in length of hospital
stay by 1-3 days

Increase in length of hospital
stay by 4-15 days

Increase in length of hospital
stay by >15 days

RIDDOR/agency reportable
incident

Mismanagement of patient care
with long-term effects

Incident leading to death
Multiple permanent injuries or
irreversible health effects
An event which impacts on a
large number of patients

An event which impacts on a
small number of patients
2.
Quality/complaints/audit

Peripheral element of
treatment or service
suboptimal

Overall treatment or service
suboptimal

Treatment or service has
significantly reduced
effectiveness

Non-compliance with national
standards with significant risk to
patients if unresolved

Local resolution

Formal complaint (stage 2)
complaint

Multiple complaints/ independent
review

Single failure to meet internal
standards

Local resolution (with potential to
go to independent review)

Low performance rating

Formal complaint (stage 1)
Informal complaint/inquiry

Totally unacceptable level or
quality of treatment/service
Gross failure of patient safety if
findings not acted on
Inquest/ombudsman inquiry

3.
Human resources/ organisational
development/staffing/ competence

Short-term low staffing
level that temporarily
reduces service quality (<
1 day)

Minor implications for patient
safety if unresolved

Repeated failure to meet internal
standards

Reduced performance rating if
unresolved

Major patient safety implications
if findings are not acted on

Low staffing level that reduces
the service quality

Late delivery of key objective/
service due to lack of staff
Unsafe staffing level or
competence (>1 day)

Critical report

Gross failure to meet national
standards

Uncertain delivery of key
objective/service due to lack of
staff

Non-delivery of key
objective/service due to lack of
staff

Unsafe staffing level or
competence (>5 days)

Ongoing unsafe staffing levels or
competence

Loss of key staff

Loss of several key staff

Very low staff morale

No staff attending mandatory
training /key training on an
ongoing basis

Low staff morale
Poor staff attendance for
mandatory/key training

No staff attending mandatory/
key training

4.
Statutory duty/ inspections

No or minimal impact or
breech of guidance/
statutory duty

Breech of statutory legislation

Single breech in statutory duty

Enforcement action

Reduced performance rating if
unresolved

Challenging external
recommendations/ improvement
notice

Multiple breeches in statutory
duty
Improvement notices

Multiple breeches in statutory
duty
Prosecution
Complete systems change
required

Low performance rating
Zero performance rating
Critical report
Severely critical report
5.
Adverse publicity/ reputation

Rumours
Potential for public
concern

Local media coverage –
short-term reduction in public
confidence

Local media coverage –
long-term reduction in public
confidence

National media coverage with <3
days service well below
reasonable public expectation

Elements of public expectation
not being met

National media coverage with >3
days service well below
reasonable public expectation.
MP concerned (questions in the
House)
Total loss of public confidence

6.
Business objectives/ projects

Insignificant cost increase/
schedule slippage

<5 per cent over project budget

5–10 per cent over project
budget

Schedule slippage

Non-compliance with national
10–25 per cent over project
budget

Schedule slippage

Incident leading >25 per cent
over project budget
Schedule slippage

Schedule slippage
Key objectives not met
Key objectives not met
7.
Finance including claims

Small loss Risk of claim
remote

Loss of 0.1–0.25 per cent of
budget

Loss of 0.25–0.5 per cent of
budget

Claim less than £10,000

Claim(s) between £10,000 and
£100,000

Uncertain delivery of key
objective/Loss of 0.5–1.0 per
cent of budget
Claim(s) between £100,000 and
£1 million
Purchasers failing to pay on time

Non-delivery of key objective/
Loss of >1 per cent of budget
Failure to meet specification/
slippage
Loss of contract / payment by
results
Claim(s) >£1 million

8.
Service/business interruption

9.
Environmental impact

Loss/interruption of >1
hour

Loss/interruption of >8 hours

Loss/interruption of >1 day

Loss/interruption of >1 week

Permanent loss of service or
facility

Minimal or no impact on
the environment

Minor impact on environment

Moderate impact on
environment

Major impact on environment

Catastrophic impact on
environment

•

•

/WT + ED

01

•

•

Insufficient staffing
and flexible
capacity in APS &
CIS
Continued delays in
SCH re-organisation
impacting on
delivery of
Integrated
Neighbourhood
Teams and APS
Capacity in SCH to
accept primary care
referrals
Delays in
ambulance
handover affects the
ability of the
ambulance service
to respond to
emergency calls
resulting in a risk of
emergency
response failure in
the community
Operational issues
at the ambulance
service result in the
delay in ambulance
response

INITIAL RAG RATING
4x4

•

16
•

•

•
•
•
•
•

•
•

Urgent Care Network
(UCN) led by CCG Clinical
Chair with Executive
Director and Medical
Director accountability
UCN action plan with
organisational
responsibilities – delivery
tracked monthly
Winter plan agreed by ICN
and CCG Governing Body
in July 2013 for early
implementation
NHS England has signed
off Winter Plan
Ongoing work with Serco
and WSHT on
transformation
Daily monitoring of
performance at WSH
Escalation process agreed
system wide
First Exception Notice
issued and all actions
complied with-now closed
EEAST/IHT/WSH action
plans to improve
ambulance handover
times
Additional resources and
initiatives for winter period
NHS England risk summit
called

ASSURANCE OF
CONTROLS

•
•

•

•

•
•

UCN dashboard
monthly
Review
performance and
recovery plans at
COT and CCG
Clinical Executive
West winter
planning action
sessions to
ensure recovery of
performance and
sufficient capacity
for Q3 and Q4
Reports to CCG
clinical execs and
integrated care
workstream
Board to Boards
AT performance
reviews

INTERNAL AUDIT
PLAN:
• 4.2 Monitoring of
Contracts
CCG PRIORITY:
•
Demonstrate
excellence in
patient experience
and patient
engagement
•
Improve health
and wellbeing
through
partnership
working

REVISED RAG RATING

•

KEY CONTROLS
ESTABLISHED

RAG RATING LAST MONTH

Failure to safely manage
surges in patients
requiring urgent care
during the winter period
across West Suffolk and
impact on ability to
deliver 95% A&E target
and ambulance
turnaround targets

GRANULAR
OPERATIONAL
RISKS

(LIKELIHOOD x CONSEQUENCE)

ACCOUNTABLE OFFICER &
GP OWNER

No & DATE RISK ADDED

DESCRIPTION OF
STRATEGIC RISK

█

3x4

3x4

MANAGEABLE

12

12

RAG
RATING OF
GAPS IN
CONTROLS

ACTION PLAN & TIMELINE

• Monthly UCN meetings to
manage delivery of agreed
Winter Plan and overall
integrated care plan
July: 95.40% Aug: 95.53%
Sept: 98.11% October:97.79%
Nov: 96.3% Dec: 96.9% Jan
95.2%
• Ambulance handovers >60mins
at WSFT continues to improve
Weeks 1-4 = 30
Weeks 5-8 = 23
Weeks 9-12 = 5
Weeks 13-16 = 3
Weeks 17-21 = 3
Weeks 22-25 = 2
Week 31-35 – 1
Week 37-39 = 3
Week 40-43 = 4
Week 45-48 = 5
• Work underway with WSH on
the Discharge planning project
to aid ‘flow’ through the Hospital
system, including review of CHC
processes.
• Performance in A&E dropped
during the February week of
half-term, due to staffing issues
and an outbreak of norovirus
has further impacted on
performance.. Recent
performance remains over 95%
with MTD at 96.3% (as at
28/2/14) and YTD at 95.3% (as
at 280214).. A revised
ambulance trajectory has been
agreed requiring compliance
with contract standard with
performance over 95% for >30
mins and >99% for >60 mins

CG + CB

02

• Failure to achieve
ongoing financial
balance beyond 13/14
and deliver optimum
service from the
financial resources
available.
• Initial scenario
planning following
release of the
2014/15 planning
guidance has
identified a material
gap between
available funding to
the CCG and funding
requirements by the
providers to maintain
existing services at
existing levels.
• The degree to which
the CCG is underfunded has reduced
by around 5%, from
being 2% underfunded to 3% overfunded following an
adjustment to the
national allocation
formula for
deprivation. This will
result in lower than
anticipated allocation
increases and a
significant reduction in
overall anticipated
funding.
• The national
requirement for the
transfer of money
from Health (the
CCG’s existing
budget) into the
‘Better Care Fund’
(Social Care) of
£14.2m places a
significant and
unachievable burden
on the financial
balance of the CCG if
demand in acute
trusts cannot be
reduced to fund the
new initiative over the
next 12 months.

•

•

•

•

•

•
•

•

•
•
•
•

Failure to deliver
required QIPP
levels. Inability to
invest in
development areas
to improve health
outcomes, financial
overspend
Cost pressures in
continuing care &
specialist
commissioning
budgets & GP IT
allocation
Public / political
opposition to QIPP
change
programmes - delay
or prevention of
delivery
Inability to gain
support for QIPP
changes from
providers or clinical
groups - Inability to
deliver projects as
planned
Failure to meet key
community
healthcare QIPP
targets due to
constraints within
Suffolk Community
Healthcare,
especially during
the transition period
Engagement with
Addenbrooke’s
Failure to engage
wider health
providers outside of
existing core
contract
Providers require
extra financial
support to
maintain/meet
clinical quality and
contractual
standards.
Over performance
WSH
Initial view of 14/15

4x5
20

• Project management
approach to delivery of the
QIPP plans
• Focus on activity levels of
acute with clear actions to
mitigate against over
performance
• Close monitoring of the
delivery of QIPP initiatives
through KPI’s
• Encourage innovative
changes principally via
CCGs to improve efficiency
• Active scrutiny and
challenge of specialist costs
through the Specialised
Commissioning Group
Finance, Commissioning
and Performance
Committee
• Board review of expenditure
prioritisation
• Holding some new
investments until savings
delivered
• Prioritisation process for
QIPP initiative investments
and transformational
change at Executive Group

• COT
• Monthly SLA
meetings
• Governing Body
• AT performance
reviews
• Internal & External
Audit
INTERNAL AUDIT
PLAN:
• 3.1 -3.6: Main
Financial systems;
3.7 -Financial
Reporting &
Budgetary Control;
2.3 Continuing
Healthcare
CCG PRIORITY:
• Deliver financial
sustainability
through quality
improvement

█
CHALLENGING

4x5

4x5

20

20

• 13/14 reforecast 3 remains at a
position of delivering a 1 yr
surplus.
• Monthly identification of risks
and opportunities
• Non-recurrent spend utilised to
support areas that could create
financial risk/pressures
• Clear prioritisation process for
investments within available
funds
• On-going tracking of risks and
opportunities
• On-going QIPP tracking
• LPP audits/coding counting
changes
• Active participation in
discussions on Better Care
Fund with Council.
• Organisation focused on
identifying QIPP opportunities
for 14/15.

BM + JB

04

Failure to evidence the
national drive of zero
tolerance on MRSA
bacteraemia as set out
in NHS England
Planning Guidance
Everyone Counts:
Planning for patients
2013/14

(Failure to achieve
outcome ambition 7:
‘making significant
progress towards
eliminating avoidable
death in our hospitals
caused by problems in
care’ set out in : NHS
England Everyone
Counts: Planning for
patients 2014/15 to
2018/19)

4x3
12

•

All MRSA bacteraemia
cases to be subjected to
NHS England Post
Infection Review (PIR)
•
CCG will lead pre 48hr
cases
•
Acute provider where
case occurred will lead
post 48hr cases
•
Attendance at all PIRs by
Shared Management
Team, reviewing
assurance and
management systems.
• Review of all audits and
contract monitoring
information against CQC
recommended IC
standards (to include
antibiotic prescribing) in
all CCG commissioned
services
•
Review of compliance
against national and
locally agreed MRSA
screening standards.

•

•
•

•

•

Infection Control
audits, including
secondary
assurance
audits/QIVs
Monthly evidence
submission linked
to the action plan
Performance
report data to
CCG Governing
Body
Monthly reports
to COT on
progress of
action plan
Details of
individual cases
reported to CCG
with identified
actions

INTERNAL AUDIT
PLAN:
•
4.2 Monitoring of
Contracts ; 1.4
Clinical
Governance Overview
CCG PRIORITY:
•
Demonstrate
excellence in
patient experience
and patient
engagement

█

4x5

4x4

CHALLENGING

20

16

•

Lead GP identified for
WSCCG. Regular
communication with ICT via
meetings and Network Group

•

QIV programme taking place

•

Contract query raised with
WSH – Remedial Action Plan
(RAP) closed in February
2014 following sufficient
response to plan with ongoing
monthly monitoring through
quality meetings with to
ensure progress and quality
and contractual obligations
met.

•

Monitoring and thematic
review of PIR learning
outcomes to be reflected in
local action plans and BAF

•

MRSA screening and
Decolonization audit results to
be scrutinized by CCG and
concerns raised at HICC and
ICSG

•

Monthly progress on HCAI’s to
be monitored; issues raised
via monthly HICC meetings

•

Isolation capacity monitored
with learning from breaches
raised at ICSG opening of new
isolation facility will provide
additional capacity from
February 2014.

•

Annual consideration ‘winter
pressures’ funding for
improvements

•

RAG to be rated ICSG action
plan reviewed annually by
WSCCG CEB (Quarter 4)

BM + JB

06 (November 2012)

Failure to achieve the
local reduction
trajectories for
Clostridium difficile as
set out in NHS
England: Planning
Guidance Everyone
Counts: Planning for
patients 2013/14

(Failure to achieve
outcome ambition 7:
‘making significant
progress towards
eliminating avoidable
death in our hospitals
caused by problems in
care’ set out in : NHS
England Everyone
Counts: Planning for
patients 2014/15 to
2018/19)

4x4

•

16
•

•
•
•
•

•

•
•

Robust RCA process for
each provider case
identifying those for
successful appeal*
GP ownership of primary
care cases with clinical
review identifying those
for successful appeal*
Provider and CCG joint
thematic analysis of all
cases of CDI
Isolation capacity
monitored with breaches
raised at ICSG*
Ribotyping of all cases of
CDI
Audit programme of CQC
recommended IC
standards (to include
antibiotic prescribing) in
all CCG commissioned
services
Delivery of targeted
infection control
education and audit in all
CCG commissioned
services.
14/15 trajectory to be
agreed in SLA – ceiling
for 25 cases
Independent C diff
Review (Sept 2013)

•

Monitoring of
RCA process and
audit results at
each bi-monthly
ISCG meeting
• System wide
action plan
updated in line
with RCA
outcomes with
bimonthly review
at ICSG;
• CCG led GP
review of CDI
cases (being
upgraded Dec
2013) with
findings shared at
each bi-monthly
ISCG meeting.

INTERNAL AUDIT
PLAN:
• 4.2 Monitoring of
Contracts ; 1.4
Clinical
Governance –
Overview
• Work in
collaboration with
CCG to
implement
recommendations
from independent
C diff review.
CCG PRIORITY:
•
Demonstrate
excellence in
patient experience
and patient
engagement

█

5x4

4x4

CHALLENGING

20

16

• Scrutiny of audit outcomes and
identification of further actions
(by CCG Infection Control Team
and Providers) with findings
shared at HICC and ICSG
• Ribotyping of all specimens with
results shared locally
• Ribotyping of all community
cases to be scoped for funding
and lab capacity
• GPs to work collaboratively with
CCG in developing monitoring
process for CDI cases in primary
care.
• Evidence of actions at ICSM in
response to themes and trends
identified from RCAs
• Evidence of best practice to be
shared from successful CDI
appeals*.
• CDI appeals* cases that are
unsuccessful to be revisited and
reasons for failure to be raised
at HICC and ICSG
• Annual consideration of ‘winter
pressures’ funding for
environmental improvements
• Updated HCAI action plan
reviewed at each bi-monthly
Infection Control Strategy Group
(ICSG) meeting
• Monitoring and thematic review
of CDI outcomes reflected in
local action plans and BAF
• RAG rated ICSG action plan
reviewed annually by IESCCG
CEB (Quarter 4)
• Support trust in implementing
recommendations from
Independent review
• Infection Control isolation beds
opened to provide additional
isolation facility, identify ward to
use as decant area to facilitate
deep cleaning programme in line
with best practice.
• Open Infection Control isolation
beds to provide additional
isolation facility, identify ward to
use as decant area to facilitate
deep cleaning programme in
line with best practice.

Potential impact of
Serco model of care
and transformation as
a result of staff
consultation
Major change
introduces instability
and could impact
delivery

•
•

Patient care
adversely affected
Reputation damage
to community
health service

3x4
12

•
•
•
•
•

WT + SA

07 (November 2012)

•
•

Serco invited to meetings
with CCG and
stakeholders
Risk assessment of
changes
Formal presentation to
HOSC
Formal inclusion of KPI’s
in performance report
from March 2013
Engagement with
Sudbury WATCH
Results of Quality Review
shared.
3 Contract Queries open

•

•
•

Discussion of
assessment and
risks at CCG
clinical Executive
Reports to CCG
Governing Body
Feedback
outcomes of
model of care to
future HOSC
meetings

INTERNAL AUDIT
PLAN:
•
4.2 Monitoring of
Contracts ; 1.4
Clinical
Governance Overview
CCG PRIORITY:
•
Improve access to
mental health
services
•
Improve health
and wellbeing
through
partnership
working
•
Demonstrate
excellence in
patient experience
and patient
engagement

█

4x4

4x4

MANAGEABLE

16

16

•

CCG/Serco review of
transformation on-going.
Structures in place

•

Further discussion with Serco
regarding contract updates &
KPI review.

•

Review of service quality
complete. Action plan in place
including work through
contractual route/Contract
Queries.

•

Review reported to Clinical
Exec and Governing Body.
On-going work programme
through SL and Quality
Forum.

•

Contract Query issued for
priority KPI performance and
reporting, RAP agreed. Some
slippage on dependencies but
overall on track.

•

Contract Query issued for
Response Times-compliance
with RAP for December-both
4hr and 72hr targets meeting
over 92% and on track for
achievement of 95% in
January

•
•

Patient care
adversely affected
Reputational
damage to mental
health service

3x4
12

•
•
•
•
•

EG + RT

09 (January 2013)

Service risks as a
result of the NSFT
proposed service
redesign model

•

NSFT meeting regularly
with CCG and part of
CCG work stream
Risk assessment of
changes
HOSC scrutiny
Revised quality
monitoring criteria
Multi agency workshop
held with N&SFT on
04.03.14 to discuss
impact of new operating
model.
NHS England / Monitor/
Norfolk and Suffolk CCG’s
meeting with N&SFT to
review concerns.

•
•
•

CCG Clinical
Executive review
MH work stream
review and
discussion
HOSC meeting
review

█

3x4

3x3

•

CHALLENGING

12

9

•
•
•

INTERNAL AUDIT
PLAN:
• 1.4 Clinical
Governance –
Overview.

•

CCG PRIORITY:
• Improve access to
mental health
services

•

Work with WSH to
monitor and report
failure to monitor and
report key quality
metrics impeding
early warning systems
to inform
commissioners and
regulators of potential
risks and deteriorating
standards of care

BM + CB

10 (February 2013)

•

•
•
•
•
•

•

•

Failure to report
SIRIs in a timely
way
Poor quality RCA
reports
Repeat themes and
issues
Learning from
similar incidents not
embedded
Failure to accept
avoidable nature of
incidents e.g.
pressure ulcers
Never event –
wrong site surgery
and poor
compliance with
WHO surgical
checklist
Actions and
trajectory agreed
with WSH

3x4

•

12
•

•
•
•
•
•

•

Improvements to quality of
SIRI reports and the range
of personnel to undertake
report writing and
investigations is widened
Evidence of widespread
learning and changes to
practice required to
evidence changes in risks
and issues
Active clinical audit
programme
Evidence of executive
level scrutiny of high level
issues i.e. never events
Board reporting to include
patient safety and quality
items as top priority
Monitor audits of WHO
surgical checklist
Monitor action plan from
Never event – including
new strategy for safer
surgery
1st exception report

• SIRI reporting
process
• Clinical Audit
Programme
• Learning events
and messaging
programme
• Performance
reporting and
contract monitoring
• RCA reports
INTERNAL PLAN :
• 1.4 Clinical
Governance –
Overview.
CCG PRIORITY:
•
Improve health
and wellbeing
through
partnership
working

█

3x3

3x3

MANAGEABLE

9

9

HoSC have reviewed
proposals
CCG Governing Bodies have
reviewed proposals
Additional safety metrics put
into the Contract
CNO reviewing safety aspects
of CIP. Complete and
reported to Work stream and
Clin Exec.
QIV visits and follow up of
ligature improvement plans
for Wedgewood Unit. Action
Plan and timescales for
resolution received and
monitored at SLA meetings
DoN to review Patient Safety
Review actions remain in
place.
Request delay to further
changes to service model.
Review via SLA meeting.

• Scrutiny of compliance with SIRI
reporting process complete
• Analysis of trends and action
plans in place to address issues.
• Monthly monitoring of key
quality metrics
• Quality Improvement visit to key
areas complete
• Monitor Board reporting
complete
• Increased monitoring and
compliance with WHO surgical
checklist following 2nd Never
event at WSH.
• Risk Summit held with Regional
Team. Actions agreed – item
complete

CG + DC

11 (February 2013)

As a result of the NHS
white paper there is no
legal basis for CCGs
to receive, retain and
process patient
identifiable data.
Extended period to
31/10/13
Restrictions on use of
data are already in
force, limiting activity

Potential cost
pressure around anti
coagulation, pathology
services & phlebotomy

WT + JF

12 (April 2013)

Implementation of
Transforming
Pathology Services

• Inability to validate
financial transactions.
• Inability to conduct
healthcare planning
activities.
• Inability to
commission the right
services for the right
people.
• Unable to target
support for patients
and populations
groups at highest risk
• Unable to provide
robust contract
monitoring and
measurement of
patient outcomes
• Unable to monitor
delivery and success
of QIPP initiatives.

4x5

•

3x3

•
•

•

•

•

Lack of clear
pathways
Lack of
engagement with
GP practices
Lack of clarity
about SCH role in
community
phlebotomy service
Potential for
confusion and gaps
in service provision
while new
pathways embed
Risk that patient
results are delayed
resulting in delays
in care
Proposed changes
are unaffordable

•

20
•
•

•

•
•

9

Confirmation received that
CCGs can continue to use
data for PCT ‘close down’
phase only
Extension to Oct 2014
received allowing for use
of SUS data.
Central email address
established for queries,
reviewed by Information
Team and Caldicott
Guardian. No queries
received.
Regular communication to
organisation on what can
and cannot be done by
Information Team
Programme in place to
outsource activities and
contract with DMIC
Extension to 31/10/14 for
validation of NCA

• COO &C CO teams
attending key meetings
with implementation tams
• Comms plan & pathways to
be developed
• Regular recovery meetings
with TPP and other CCGs
in place to resolve

INTERNAL AUDIT
PLAN:
• 5.1 Information
Governance

█

3x4

3x4

MANAGEABLE

12

12

• Audit of & use of data
undertaken
• Programme of work under
review of Information
Governance to get to IG toolkit
level 2 is in place

CCG PRIORITY:
• N/A

• Preferred DMIC now selected
for data processing and storage
• Implementation planned for 31
March 2014
• Confidentiality Advisory Group
(CAG) have now extended
exemption until October 2014.

• Review at COT &
Executive
• AT review
CCG PRIORITY:
• N/A

█

4x3

4x3

•

MANAGEABLE

12

12

•
•
•

•

•

Delivery date is likely to be
April 2014
Regular meetings are
attended to review progress
Further discussion with
Special Projects Team
N Herts are now in the TPP
consortium and the
consortium intends to
proceed.
Assurances given by CEOs
on continuity of care and cost
neutral impact of out of scope
work.
Needs CCG Board decision to
progress to sign off.

Failure to comply with
NHS continuing Health
care Framework

•

BM + JF

14 (April 2013)

•

Inability to assess
patients for CHC
within 28 days
Limited compliance
with DH Policy

4x5
20

• Investment of clinical and
administration personnel,
• High attrition, retention of
staff through training and
ongoing support framework
in development
• Review of operation
processes established to
target backlog which will not
effect on going business
continuity
• Policies and processes to
be established and agreed
by both CCGs

• Review
performance at
COT and CCG
clinical execs and
Governing Body
• Reports to CCG
clinical execs and
integrated care work
stream
INTERNAL AUDIT
PLAN:
• 2.3 Continuing
HealthCare
CCG PRIORITY:
• Demonstrate
excellence in patient
experience and
patient engagement
• Improve the health
and care of older
people

Retrospective claims
for CHC for
September, 2012 and
March 2013 cut off
dates.

•

•

•

Inability to recruit
qualified staff to
review claims
without affecting
CHC backlog
cases.
Failure to process
‘retrospective’
claims within
financial provision
made
Increasing demand
for on-going CHC

• Establish management and
administration process to
review and manage the
claims
• Identify claims applicable to
Ipswich and East CCG with
indicative cost
• Recruitment of personnel
to administer clinically
review all claims

█

4x5

4x5

CHALLENGING

20

20

•

•

•

•

•

•
•
•
•

•

•

Policies and processes to be
established and embedded to
implement a full auditable
process for reporting. Policies
and SOP will be completed by
February 2014
Review backlog cases to
ensure all remain eligible for
review March 2014. External
review by Broadcare.
Team reconfigured into
localities to improve
efficiencies. Complete
Explore Technology required
to improve team efficiencies
project. Report complete and
implementation plan being
developed.
Workflow and systems being
reviewed to ensure alignment
to NHS CHC Framework.

Retrospective team
established fully December
2013. Cases reviewed and
rejected on advice of Reg
Team
Recruitment to temp staff
underway - Complete.
First stage caseload review
complete.
Correspondence with all
applicants taking place –
second stage
A report to Collaboration
Group and clinical exec to
provide information on current
position and agree process
for retrospective cases,
complete
Financial assessment being
undertaken after second
stage Brayleino review
February 2014
Regular reporting to Lead GP
and Clinical Executive

WT + SA

15 (April 2013)

Resource challenges
as a result of having
the role of lead
commissioner for the
East of England
Ambulance Service
Trust, reducing the
ability to focus on
other local services

•

•

•

•

EEAST is currently
experiencing
significant
operational issues
leading to significant
patient risk and high
profile interest
Significant structural
and cultural issues
within EEAST need
to be resolved to
improve service
levels
Risk that whilst this
work is underway
the CCG will be
seen as failing in its
commissioning role
by a range of
stakeholders
including other
CCGs, the Area
Teams, press,
politicians and the
public
Risk that CCG focus
will be diverted onto
the EEAST contract
at the expense of
other work due to
high profile nature

4x3

•

12
•

•

•

CCG consortium members
engagement plans set out
including regular
information updates on
progress
Strong links with the Trust
Development Authority
(the agency responsible
for ensuring EEAST
develop as an
organization)
Rigorous commissioning
of EEAST by a standalone
specialist team within the
CCG overseen by the
CCO
Involvement of the Area
Teams in key areas
including ambulance
handover times at local
trusts

•

•

•

Clinical summit
reviews at
regional level
Monthly meetings
with the TDA and
EEAST
Consortium
commissioning
meetings with
CCGs and EEAST

INTERNAL AUDIT
PLAN:
• 4.2 Monitoring of
Contracts

CCG PRIORITY:
•
Demonstrate
excellence in
patient experience
and patient
engagement

█

4x3

4x3

•

CHALLENGING

12

12

•
•
•

•

Risk summit taken place.
Consortia to remain this year.
New governance structure to
ensure timely decision making.
Quality review meetings
continue
Overview and scrutiny
committee now in place.
NHSE and TDA with lead
commissioner and EEAST
attending.
Detailed recovery plan due 31
March 2014.

•

Hospital handover times are
being monitored and managed
by each CCG system.

•

Structure for the review of
Quality and Patient Safety now
in place, with all CCGs and E
EAST. Additional monthly
review meetings taking place
with provider and Quality
Team.

•

CCO attending EEAST
Turnaround Programme Board

•

CCO attending EEAST regular
exec meetings

•

CNO & CCO attended QSG to
update on ambulance position

WT + CB
West Suffolk Hospital
finance position
adversely impacting
on quality and
performance at the
Trust

CG

17 (October 2013)

16 (April 2013)

Risk of sub optimal
clinical outcomes for
stroke patients.

WSFT are currently
failing the following
standards:
• Proportion of patients
admitted to an acute
stroke unit within 4
hours of hospital
arrival ( 2012/13 76% against target of
90%)
• % of Stroke patients
with access to a brain
scan within 24 hours
2012/13 – 95%
against target of
100%)
• Proportion of Stroke
patients and carers
with a joint health and
social care plan on
discharge (2012/13 –
89% against target of
100%)

• Reduction in quality of
service and inability to
meet performance and
clinical quality targets
• Maintaining adequate
staffing levels
• Additional pressures
upon whole system
• WSH Board have
declared a forecast
deficit from 13/14.

4x4

•

16

•

Direct financial
consequences applied
Contract Query issued
and remedial action plan
agreed

•
•
•

Contract
monitoring
Monthly
workstream
review
Reporting to
Clinical Executive
and governing
Body

█

3x4

3x3

MANAGEABLE

12

9

INTERNAL AUDIT
PLAN:
• 4.2 Monitoring of
Contracts ; 1.4
Clinical
Governance Overview

16

• Initiated system wide review
on impact of trusts position
• Regular FD meetings
established

•

•

Ongoing
monitoring of
performance and
quality via SLA,
CEO to CEO and
CFO to CFO
meetings
Monthly QIVs
being undertaken

INTERNAL AUDIT
PLAN:
CCG PRIORITY:
• To ensure high
quality local
services

•

•

•

•

CCG PRIORITY:
• Demonstrate
excellence in patient
experience and
patient engagement
• Improve the health
and care of older
people
• Improve health and
wellbeing through
partnership working

4x4

•

•

█

4x4

4x4

CHALLENGING

16

16

•
•
•

•
•

First Exception Report l issued
and revised milestones for
remedy
First milestones met:
% patients admitted in <4hrs –
91.7%
% patients with a joint health &
social care plan – 90.9%
% of stroke patients needing
an urgent brain scan in <60
mins – 100%
September Performance
4 hours – 91.7% (v 90%)
Joint plan 100%
Urgent Scan 100%
October performance
4 hours – 91.2% (v 90%)
Joint plan- 94.4% (v 100%)
Urgent Scan 100%
November performance
•
4 hours – 92% (v 90%)
•
Joint plan- 92% (v
100%)-1 patient
•
Urgent Scan 100%
December position compliant
for all Quality RequirementsCCG looking to close 1st
Exception Report..

Regular performance
meetings and sharing of plans
and assumptions
Regular meetings with DoN to
review quality and patient
safety issues
CIP plans reviewed – on-going
programme to identify further
savings. Governance and risk
assessment process
improved.
WSH over-performance YTD
generates additional income
Cash position agreed to pay in
line with over performance..

BM + RR

18 (January 2014)

Failure to meet some
statutory duties for
Looked After Children

• Insufficient clinics to
meet timescales for
initial and review
health assessments
• Variable quality of
health assessments.
• No single professional
for Looked After
Children.
• Insufficient CAMHS
capacity to serve
complex and acute
Looked After
Children.
• Lack of
capacity/insufficient
designated doctor
and nurse resource.
• No clear policy or
process for
responding to ‘out of
county’ Looked After
Children

3x4
12

• Further development of
multi-agency leadership,
strategy and governance.
• Development of
commissioning strategy and
service specifications.
• Enhanced mechanisms for
incorporating children and
young people’s views into
service redesign.
• Additional specialist nurse
recruitment.
• Workforce development
• Further development of
emotional and mental
health and well-being
services
• Task and Finish groups
established to lead actions
as per review
recommendations

•

•
•
•

•

CCG children and
young people’s
work stream
meetings.
Clinical executive
progress reviews
as required.
Children’s Trust
Board
Suffolk
Commissioners
Group bi-monthly
reviews
Suffolk Leadership
Partnership Board
INTERNAL AUDIT
PLAN:

CCG PRIORITY:
• To ensure high
quality local
services
• To improve health
and educational
attainment for
children and young
people

█

3x4

3x4

•

MANAGEABLE

12

12

•
•
•

Agreement to resource to
implement plan 23/7/13.
Short term action plan
objectives to be met within 3 to
6 months.
Task and Finish Group on
target against action plan
timescales.
Internal Audit review being
undertaken to review progress
against actions.

Agenda Item No.

21

Reference No.

WSCCG 14-28

From: Bill Banks, Lay Member for Governance, Vice Chair

MINUTES OF MEETINGS
1.

Purpose

1.1

This report incorporates for endorsement, minutes of recent meetings of the Audit
Committee, Clinical Executive Committee, Remuneration and HR Committee and the CCG
Collaborative Group.
(i) Audit Committee
The (un)confirmed minutes of a meeting held on 11 February 2014
(ii) Clinical Executive Committee
The (un)confirmed minutes of a meeting held on 26 February 2014
(iii) Remuneration and HR Committee
The (un)confirmed minutes of a meeting held on 18 February 2014
(iv) CCG Collaborative Group
The (un)confirmed minutes of a meeting held on 13 February 2014

2.

Recommendations

1.2

The Governing Body is asked to endorse the minutes.

Author:
Colin Boakes
Governance Advisor

Unconfirmed Minutes of a Meeting of the West Suffolk Clinical Commissioning
Group Audit Committee held on Tuesday 11 February 2014

PRESENT
Bill Banks
Peter Knights

-

Lay Member for Governance (Chair)
Governing Body Member

IN ATTENDANCE
Neil Abbott
Lorraine Bennett
Mark Game
Carl Goulton
Mark Hodgson
Amanda Lyes
Jo Mael
Ruth Pritchard-Wooles

-

Head of Internal Audit
Local Counter Fraud Specialist
Head of Accounting and Control
Chief Finance Officer
Ernst and Young – External Audit
Chief Corporate Services Officer
Corporate and Governance Officer
Ernst and Young – External Audit

14/001 WELCOME AND APOLOGIES
The Chairman welcomed those present to the meeting and apologies for
absence were noted from:
Colin Boakes, Governance Advisor
14/002 MINUTES OF THE PREVIOUS MEETING
The minutes of the West Suffolk CCG Audit Committee meeting held on 10
December 2013 were reviewed and confirmed as a correct record.
14/003 MATTERS ARISING AND REVIEW OF ACTION LOG
The action log was reviewed and updated.
The Chair confirmed receipt of a letter from External Audit dated 29 January
2014 seeking assurance with regard to management processes, and
confirmed that a written response would be provided.
14/004 EXTERNAL AUDIT
The Committee was in receipt of the Audit Plan which, it was explained, had
been developed in the absence of national guidance with regard to yearend account closure. Should guidance subsequently be published then
there might be a necessity for the Plan to be revised.

The Plan summarised External Audit’s assessment of key financial risks
and went on to consider economy, efficiency and effectiveness, prior to
detailing the audit process, strategy and associated deadlines.
Whilst the Committee considered that the Audit Plan was a fair statement of
approach, External Audit was asked to revise figures on Page 3 with regard
to the CCG surplus to ensure that they were accurate.
The level of fees, as set out within the report, gave cause for concern as it
was felt they had not been applied fairly in light of both CCGs having a
shared management resource. It was explained that as fees were set
nationally by the Audit Commission, any challenge to the level of fees being
set should be directed to that organisation.
In response to a question as to whether benchmarking information was
available in respect of the administering of fees, it was explained that
information was available on the Audit Commission website.
The Committee was advised that the publication date for the annual audit
letter and the annual accounts was 6 June 2014, with the annual accounts
requiring approval by the Governing Body prior to submission and
publication. As governance arrangements might need to be revised in light
of the timescales associated with these publication dates, the Head of
Accounting and Control agreed to review such arrangements and facilitate
any necessary adjustments to meeting dates.
The Committee noted the content of the report and asked the Chief
Finance Officer to make a challenge to the Audit Commission in respect of
the level of fees if, after further consideration, he thought such action was
appropriate.
14/005 INTERNAL AUDIT INTERIM REPORT
The Committee was in receipt of a report from the Head of Internal Audit
which provided a summary of progress against plan from April to January
2014, together with the results of audit work undertaken and finalised to
date.
Key points highlighted from the report included:
•
•

Internal audit had spent 55 days auditing the systems and activities of
the CCG out of a contract provision total of 100 days.
During the year to date, five audit reports had been issued and cleared.
The levels of assurance were rated as follows: three reports provided a
‘good’ level of assurance; one report provided a “limited” level of
assurance; and for one report a classification was not appropriate.

It was suggested that audit work planned in respect of the shared
management arrangements - CCG Collaborative Group and IT Toolkit
should be deferred in light of there being no relevant benchmarking
information in respect of shared management arrangements, and the IT
Toolkit having already been completed. Other areas such as IT Security

could be explored if felt appropriate.
The Committee noted the content of the report and agreed to defer audit
work in the above areas with any outstanding audit days being rolled over
into 2014/15.
14/006 INTERNAL AUDIT REPORTS
The Committee received and commented on received internal audit reports
as follows:
Financial Systems (Local System and Control Evaluation)
Whilst the report had concluded a ‘good’ assurance level and that solid
financial controls and processes existed, it had been noted that some
authorisation lists were out of date and recommendation had been made to
review those lists.
The Committee accepted the report.
Follow up of NICE Guidance
As with the previous report, there was a ‘good’ assurance level overall, with
recommendations from the audit including review of the Clinical Priorities
Group terms of reference to ensure that they appropriately reflected
membership of the group.
The Committee accepted the report.
Continuing Health Care
This report provided a “limited” level of assurance. It was explained that the
audit had been difficult to carry out due to the rapidly moving environment
within continuing health care. Having been aware of the non-compliance
issues associated with the service, Internal Audit had expected to see
governance reporting, monitoring processes, and an action plan to address
issues, in place.
Although the service had experienced a number of staff changes
throughout the summer of 2013, it was anticipated that the recent
appointment of a new manager would see improvement.
Whilst achievement of the required 28 day assessment period remained
outstanding, the Chief Officer had finalised the audit report. An action plan
had now been developed, with a return audit anticipated during 2014/2015.
A robust monitoring process was vital to ensure progress against the plan.
Whilst the Audit Committee was disappointed with the findings of the audit,
it accepted the recommendations and asked that Internal Audit keep the
Audit Committee updated of progress at each of its meetings going forward.
The Committee also agreed that the report be presented to the Clinical

Executive Committee and that it be asked to monitor progress against the
report’s recommendations.
Conflicts of Interest
Internal Audit had been impressed with arrangements in place for the
recording of interests and gifts and hospitality which had resulted in the
conclusion of a ‘good’ assurance level overall. In light of staff changes it
had been suggested that a more frequent review of budget holders of £5k
or above take place in order to ensure that declarations of interest from
those staff were up to date. A recommendation had also been made that
the checklist, templates and register of interests be made available for
access by procurement staff.
The Committee was advised that informal feedback from NHS Protect had
indicated a rise in conflict of interest referrals although that rise had not
seen a similar increase in investigation levels. Further information was
likely to be available in April 2014.
It was noted that the Internal Audit Report in respect of Safeguarding which
included Looked After Children would be presented to the April 2014
meeting.
The Committee agreed that future agendas include presentation by Internal
Audit of the inventory of internal audit report recommendation follow up
points.
14/007 COUNTER FRAUD
The Committee received a report from the Local Counter Fraud Specialist
(LCFS) the key points from which included;
•
•
•

The Counter Fraud Policy had been reviewed and updated in line with
the template issued by NHS Protect and was being presented under
agenda item 8 for review and endorsement.
As part of the awareness campaign associated with the Counter Fraud
Policy, counter fraud information had been updated and was ready for
addition to the intranet once the policy had been approved.
No referrals had been made to the LCFS during the period under report.

The Committee noted the content of the report.
14/008 COUNTER FRAUD POLICY
The Committee was in receipt of a revised Counter Fraud Policy which, as
mentioned above, had been updated in line with NHS Protect guidance.
Having reviewed the Policy the Committee made the following comments:
•
•

That the first paragraph in relation to Generic Areas of Action on page 4
be revised to include the words – ‘prevent, deter and detect’
That reference to non-executive directors should be removed and

replaced with the appropriate CCG alternatives. The Local Counter
Fraud Specialist agreed to discuss correct content with the Chief
Corporate Services Officer outside of the meeting.
The Committee noted and endorsed the policy subject to minor
amendment as suggested above, and prior to its approval via the CCG
policy approval process.
14/009 LOCAL COUNTER FRAUD AND HR PROTOCOL
The Committee was in receipt of a local counter fraud and HR protocol
which, it was explained, had been developed in line with NHS Protect
guidance and attempted to set out how local counter fraud and HR would
work together.
The Committee welcomed and accepted the protocol which it felt
strengthened working practices already in existence.
14/010 RISK MANAGEMENT – GOVERNING BODY ASSURANCE FRAMEWORK
(GBAF)
The Chief Corporate Services Officer introduced the updated West Suffolk
CCG GBAF and confirmed that the content was reviewed by the Chief
Officers Team every month and by the Governing Body at each of its
meetings.
Whilst reviewing the GBAF the following points were highlighted;
Risk 07 – Potential impact of Serco model of care and transformation as a
result of staff consultation
It was noted that the Governing Body at its meeting held on 29 January
2014 had received a detailed report from the Quality Review of Suffolk
Community Healthcare that had taken place from August to December
2013. The review had concluded that services observed were provided
safely with there being no evidence of harm to patients as a result of the
extensive transformation programme.
Risk 14 – Retrospective claims for continuing health care for September
2012 and March 2013 cut off dates
It was suggested that the recommendations of the internal audit plan should
be reflected within the GBAF.
Review of the GBAF by the Audit Committee was questioned as the
Committee had no opportunity within its membership to hold Chief Officer’s
to account. It was felt that the Audit Committee’s role in respect of risk
management should be a review of whether the correct risks were being
identified and whether adequate assurance controls and processes were in
place, with scrutiny of individual risks included within the GBAF being
carried out by the Clinical Scrutiny Committee.

The Committee noted the content of the report and asked the Chief
Finance Officer to explore future reporting mechanisms in respect of the
GBAF and report back to the Chair outside of the meeting.
14/011 NATIONAL AUDIT OFFICE REVIEW OF SERCO PROCUREMENT
PROCESS
The Committee received a report from the Chief Finance Officer which set
out the results of the National Audit Office’s investigation into concerns
raised about the award of the contract to provide community healthcare
services in Suffolk by the former PCT to Serco and payments made under
the contract.
It was explained that the report was being presented purely for information
and learning purposes as it related to actions that pre-dated the creation of
the CCG. Risks identified within the report had now been addressed and
mitigating processes put in place.
The Committee noted the content of the report.
14/012 INFORMATION GOVERNANCE – IT SECURITY (UPDATE)
The Committee received a report from the Chief Corporate Services Officer
which provided an update on the timescales and method of assuring
security and managing risks around the network and services delivered by
Norfolk and Suffolk NHS Foundation Trust.
The Committee was advised that quarterly reports were now being
presented to contract monitoring meetings with any poor performance being
followed up via those meetings.
The Committee noted the content of the report.
14/013 WAIVERS OF COMPETITIVE TENDERING
The Committee received and considered the waiver of competitive
tendering as attached to the report in respect of the following:
•

Livability Icanho (Brain Injury Rehabilitation)

The Committee endorsed the waiver of competitive tendering presented.
14/014 REVIEW OF THE FORWARD AGENDA
The Committee reviewed and noted the forward agenda for future
meetings whilst recognising that progress against internal audit report
recommendations would be reported to each meeting and that the date of
the June 2014 meeting may need to be changed in line with deadlines
associated with the Audit Plan.
14/015 ANY OTHER BUSINESS

No items of other business were received.
14/016 DATE OF NEXT MEETING
The next meeting of the West Suffolk CCG Audit Committee will be held on
Tuesday 8 April 2014 at 2.00pm in the Paddock Meeting Room at
Rushbrook House.
Future meetings:
Date
2014
10 June 2014
9 September 2014
14 October 2014
9 December 2014
2015
10 February 2015

Venue

Time

Paddock
Paddock
Paddock
Paddock

2.00pm
2.00pm
2.00pm
2.00pm

Paddock

2.00pm

Unconfirmed Minutes of WS CCG Clinical Executive Committee held on
Wednesday 26 February 2014 from 1145 – 1300 in
The Conference Room, Bury St Edmunds Farmers Club
PRESENT:
Dr Christopher Browning
Dr Simon Arthur
David Cripps
Dr Emma Derbyshire
Dr Jon Ferdinand
Peter Knights
Dr Giles Stevens
Dr Roz Tandy
Dr Andrew Yager
Andy Eley
Julian Herbert
Carl Goulton

GP Governing Body Member and CCG Chair
GP Governing Body Member
Governing Body Member
GP Governing Body Member
GP, Governing Body Member
Governing Body Member
GP Governing Body Member
GP Governing Body Member
GP Governing Body Member
Deputy Chief Operating Officer
Chief Officer
Chief Finance Officer

IN ATTENDANCE:
Bill Banks
Jo Finn
Crawford Jamieson
David Kanka

Lay Member – Governance
Lay Member – Public and Patient Engagement
Secondary Care Lead
Deputy Director of Public Health

MINUTES:
Jo Wyatt

Executive Assistant – COO and Chair

PART 1
14/009

WELCOME AND APOLOGIES FOR ABSENCE
The Chair welcomed everyone to meeting. The following apologies for absence were
noted:
Dr Rakesh Raja
Ed Garratt
Amanda Lyes

14/010

GP Governing Body Member
Chief Operating Officer
Chief Corporate Services Officer

DECLARATIONS OF INTEREST
No declarations of interest were received.

14/011

MINUTES OF PREVIOUS MEETING
The minutes of the meeting of 08/01/14 were reviewed. RR requested via JW that
an amendment be made to 14/004, page 6; “this is a saving of £220 per patient” be
changed to “this is a considerable saving over the outpatient tariff per patient”.

14/012

MATTERS ARISING & ACTION LOG
There were no matters arising from the minutes of the meeting of 26/02/14.
The Action Log was reviewed and the following update was given:
14/004 – Integrated Performance Report
The CCO advised that a meeting has taken place with Harmoni, KPIs have been met
and agreed.

14/013

INTEGRATED PERFORMANCE REPORT

Quality & Patient Safety
The CNO presented the detailed Clinical Quality and Patient Safety report.
Headlines
•
•
•
•
•

Quality Improvement Visits have highlighted concerns around essential care
standards at nursing homes in the area.
There are no outstanding SIs from WSH. Quality of root cause analysis and
lessons learned still require improvements. A contract query and remedial
action plan remain in place
The CCG has reported 6 MRSA bacteraemia for the year to date to the end
of January (unvalidated).
The CCG reported 44 C.difficile infections for the year to date to January
(unvalidated) against a ceiling of 42.
Finance and Performance Delivery

The CFO presented the detailed Financial and Performance Delivery Report.
Headlines:
Results based on actuals for M1 to M9 for Acute, M8 for Prescribing and M10 for
Continued Health Care (CHC).
•

Acute

West Suffolk is overspent by £2.1m; mainly due to Non-elective activity £0.5m,
Planned Care day cases £1m, Outpatients £0.2m, Critical Care £0.2m .
Addenbrookes is underspent by £0.4m, with a general underspend across all areas
offset by long-term patients not yet discharged £0.3m.
Acute: Other-NHS adverse variance of £0.4m is mainly due to increased expenditure
at Colchester £0.1m, Ipswich £0.3m and the London Trusts £0.6m offset by reduced
investment expenditure £0.7m.
Acute: Non-NHS favourable variance of £0.2m is due to underspend on investments;
within planned care there is reduced activity on Minor Surgery (BMI) £0.7m and
Home Delivery Drugs £0.2m, offset by unbudgeted expenditure on IVF £0.3m,
Lymphoedema £0.2m and an overspend on Brain Injury Rehabilitation £0.2m.

•

Mental Health

Mental Health is underspent by £0.9m due to lower activity against plan; estimated
variance at year-end £1.1m.
•

Community

The favourable Serco variance is due to expenditure on investments and a transfer
of dressings to prescribing £0.1m. The savings in Other Community is due to lower
activity on Children's Placements of £0.3m and a recharge to Suffolk CC and
Waveney CCG £0.1m.
•

Primary Care

Prescribing is £0.8m adverse against plan and includes actuals up to November and
planned figures for December & January. GP Prescribing is adverse by £1.1m but
offset by prescription income of £0.3m. The increase in GP Prescribing is due to new
higher cost drugs, ageing patients with increased medical needs and an increase in
unnecessary repeat medicines.
Other Primary Care overspend represents additional GP IT costs £0.4m, other
prescribing £0.1m (oxygen and central drugs) and Local Enhanced Services £0.1m.
Continuing Care Continuing Care shows an overspend of £2.2 m; due to an overspend on CHC of £2.3m slightly offset by FNC variance of £0.2m.
The RF3 position ring fenced a proportion of Non-Recurrent Investment,
Contingency and Property Services to pay for the backlog in CHC.
Redesign & Clinical Workstreams
The CFO presented the detailed Redesign & Clinical Workstreams Report.
Headlines:
Planned Care:
•

QIPP

Based on the selected suite of QIPP KPI’s there is a shortfall in delivery of £0.2m
•

Trauma and Orthopaedic pathways (T&O)

OA hip, OA knee and Carpal Tunnel Pathways have been successfully launched and
a joint West Suffolk Hospital/CCG education session took place on 24.09.13. The
Shoulder Pathway, as part of the Quality and Framework (QOF) Quality points (QP)
for 2013/14 has now been agreed and circulated to Practices. Work is underway
jointly with Ipswich and East Suffolk CCG to develop the service specifications for
the tender of the Suffolk wide community physiotherapy service, incorporating the
need to support the new T&O pathways as developed.
•

Pain Pathway

WSFT 13/14 CQUIN used as a lever to develop a new pain service model led by a
task and finish group chaired by the CCG Clinical lead. The group consists of GPs,
Physiotherapists, hospital pain specialists, a psychologist and a representative from
the chronic pain support group. New service specification/model due to be
completed by the end of February 2014. The new model will have a greater

emphasis on pain management in the community and reduce the chance of pain
becoming chronic.
•

Community Management Service (CMS)

This service utilises the Choose & Book System functionality to enable GPs to make
a safe electronic referral to WSFT Consultants for advice and guidance and avoid an
outpatient appointment. After a positive review of the pilot, the CCG is seeking to
further roll out to all appropriate specialties during 2014/15.
•

Diabetes

Four Forest Heath practices are engaged in a pilot with community nurses and
WSFT to provide diabetic nurse support to primary care nurses in primary care
diabetes clinics. The project is designed to up-skill practice nurses and provides a
more targeted consultation for patients with the aim to reduce unnecessary hospital
admissions. Existing community diabetes contracts (8 practices) are being reviewed
as part of the consideration of a future community service including the existing
community diabetes service specification.
Integrated Care
•

QIPP

Based on the selected suite of QIPP KPI’s there is a shortfall in delivery of £1.7m
•

Integrated admission avoidance

The project now is entering into delivery of Phase 3 which will involves a
comprehensive geriatric assessment pathway which incorporates the Interface
Geriatrician function. The first element of phase 3 became operational in October
with CGA provision in A&E and the final element within the community was launched
at the beginning of December. Transformation funding has supported the
implementation of an ambulance rapid response car, enhanced community IV
intervention nursing service and enhanced primary care urgent care home visits
which all work alongside the community admission prevention service. The CCG has
also commissioned and enhanced 7 day home visiting service from Aged UK Suffolk
to support vulnerable people who attend A&E but are not admitted.
•

Community beds

The use of existing community beds have been changed to support a new system
wide approach to managing medically fit but clinically unstable patients differently.
Additional winter demand beds have been commissioned through winter pressures
funding. All beds are overseen by a Senior Clinical Lead to facilitate and manage
flow.
•

Care homes

The targeted approach to 5 care homes in west Suffolk which are high volume users
of urgent care services will commenced in August with in- reach from community
services supported by a GP, Clinical Pharmacists, Ambulance Service and OOH.
The approach aims to provide planned care support to the home through MDT case
review, advanced care planning, medicines review and optimisation and staff training
and support.

•

Complex discharge

Triggers for discharge and shared care planning have now been agreed and a pull
based discharge pathway became operational In December. This pathway links to
supporting the medical fit patients outlined in above.
• Ambulatory care pathways
The Ambulatory Emergency Care pathway was launched at WSFT in September
supporting the four top pathways. Further extension of the approach is being
supported through CQUIN next year.
•

Standardised approach to the medical model supporting inpatient beds
at WSFT and seven day working

CQUIN is driving the implementation of 7 day access to diagnostics and consultant
review.
•

Short stay assessment unit

This is now operational within WSFT supported by consultant telephone advice line
for primary care.
•

Neighbourhood teams

Social care, community and mental health teams are aligned to clusters of GP
practices with operational MDT meetings. Case management and care leadership
training programmes are in progress and concluding in March 2014.
•

Local Quality Indicators

Delivery of the Local Quality Premium Indicator relating to antipsychotic prescribing
for dementia patients was above 12.9% target, achieving 13.7% for Quarter 3. Year
to date performance is 14.0% (target 12.9%). The Local Quality Premium Indicator
relating to stroke care (admitted to a stroke unit within 4 hours) remains below target
for the year. West Suffolk hospital performance stands at 86.9% year to date (239
out of 275 patients) against a target of 90%. December’s monthly performance was
above target at 91.4% (32 out of 35 patients.
•

National Targets

Performance against a number of national targets is not being achieved.
Emergency admissions for conditions that should not usually require admission. For
December this measure was above target with performance of 309 (target 296).
Year to date performance is also above target with 2,410 admissions against a
target of 2,221.
•

East of England Ambulance Trust (EEAST)

Did not achieve the national clinical quality indicators for response times in
December for CCG.

Providers
The CCO presented the Providers Report.
•

West Suffolk Hospital

West Suffolk hospital’s A&E performance year to date to the 17/02/14 stands at
95.3%. West Suffolk hospital met the target for January achieving performance of
95.2%.
Ambulance handover delays continue to exceed targets. National requirements
specify that all ‘turnarounds’ between ambulance and A&E must take place within 30
minutes. During December, there were 57 delays exceeding 30 minutes (585 year to
date), 4 of which then exceeded 60 minutes (71 year to date)
The following contractual targets were not achieved:
•

Increase the proportion of patients admitted to an acute stroke unit
within 4 hours of hospital arrival

For December the CCG were above the target with performance of 92.9% (26 out of
28 patients). Year to date performance is below target at 83.4% (186 out of 223
patients) against a contractual target of 90%.
•

Proportion of Stroke patients with access to a brain scan within 24
hours

For December the CCG was below the target with performance of 96.3% (26 out of
27 patients). Year to date performance is below target at 95.5% (231 out of 242
patients) against a contractual target of 100%.
•

Proportion of stroke patients and carers with a joint health and social
care plan on discharge

For December the CCG met the target with performance of 100% (10 out of 10
patients). Year to date performance is below plan at 87.1% (88 out of 101 patients)
against a contractual target of 100%)
•

Percentage of stroke patients needing an urgent brain scan getting
access within 60 minutes

For December the CCG met the target with performance of 100% (15 out of 15
patients). Year to date performance is below target at 86.9% (86 out of 99 patients)
against a contractual target of 100%.
West Suffolk hospital continues to exceed the target for the single longest time spent
by patients in the A&E department.
•

A&E – Number of admissions for cellulitis

For December this measure was above target with performance of 28 (target 26).
However, year to date the measure is below target with performance of 235 (target
254).
Emergency assessment unit (EAU) advice and guidance service was below the
target for December with performance of 3.6% (target 10%). Year to date this

measure is also below target with performance of 3.1% (target 10%)
•

Threshold for admission via A&E

This measure was above target in December with 28.1% (1,300 out of 4,629
patients) being admitted.
The CEC noted the Integrated Performance Report.
The CO referred to the agenda for the Q3 Assurance Meeting with NHS England
scheduled for the afternoon of 26/02/14.
14/014

GOVERNING BODY ASSURANCE FRAMEWORK (GBAF)
On behalf of the CCSO, the CO presented that GBAF.
The CEC noted the report.

14/015

CONTINUING HEALTHCARE – INTERNAL AUDIT REPORT
BB presented a paper to update the CEC on an internal audit in respect of
Continuing Healthcare.
The CEC noted the content of the report.

14/016

ANY OTHER BUSINESS
There was no further business.
The CEC/Executive closed at 1249.

14/017

DATE OF NEXT MEETING
Wednesday 30 April, 1400 – 1700, The Conference Room, Farmers Club

Part One

Unconfirmed Minutes of a meeting of the West Suffolk Clinical Commissioning
Group Remuneration and Human Resources Committee Meeting held on
Tuesday, 18 February 2014

PRESENT:
Bill Banks

Lay Member for Governance (Chair)

IN ATTENDANCE:
Amanda Lyes
Jo Mael

Chief Corporate Services Officer
Corporate and Governance Officer

Jo Finn, Lay Member for Patient and Public Engagement was present for the Part Two
agenda conducted prior to this meeting which contained items for decision. Having
noted that no items on the Part One agenda required decision she left prior to this
meeting taking place, leaving the meeting inquorate and having confirmed that she had
no comments to make regarding any of the agenda items.
14/001

WELCOME AND APOLOGIES FOR ABSENCE
The Chair welcomed everyone to the meeting and apologies for
absence were received from Colin Boakes, Governance Advisor.

14/002

MINUTES OF THE PREVIOUS MEETING
The minutes of the West Suffolk CCG Remuneration and Human
Resources Committee meeting held on 17 December 2013 were
reviewed and confirmed as a correct record.

14/003

MATTERS ARISING AND REVIEW OF THE ACTION LOG
The Committee was advised that comments received from Governing
Body members and staff in relation to the Dress Code Policy were to be
considered when revising the policy which would be represented to the
Committee in April 2014 for approval. The Committee noted that a
Policy Sub-Group had been set up as an additional layer of scrutiny for
policy development.
The action log was reviewed and updated with comments as follows:
13/062 – Management/Running cost update – the Committee was
advised that the Head of Accounting Control had confirmed that where
costs were common to both CCGs they would be apportioned and
agreed by both Chief Operating Officers.

14/004

IT SERVICES REDESIGN AND TRANSITION PROGRAMME –
SYSTMONE AND TRAINING SERVICES
The Committee received a report from the Chief Corporate Services
Officer which provided an update on CCG staffing changes following the
first stage of the ‘IT Services Redesign and Transition Programme’.
It was explained that on 1 April 2014 the SystmOne and training service
resources currently employed by NSFT would be TUPE transferred into
the CCGs ICT and Informatics team.
Whilst the existing function consisted of 15 wte posts, it was not
anticipated that all those posts would be filled at the point of transfer
with that position being reviewed by the end of quarter one.
It was noted that the Joint Staff Partnership Committee was to be
advised of the IT Services Redesign and Transition Programme at its
meeting to be held on 14 March 2014.
The Committee noted the content of the report and requested that it
receive a further update in April 2014.

14/005

HEALTH AND SAFETY
The Committee received a report from the Chief Corporate Services
Officer which provided an update on health and safety matters.
The Committee noted the content of the report and that it was to
receive a detailed report on risk management at its meeting to be held
on 22 April 2014.

14/006

JOINT STAFF PARTNERSHIP
JANUARY 2014

COMMITTEE

MEETING

–

10

The Committee was in receipt of a report from the Chief Corporate
Services Officer which summarised the main issues discussed and
outcomes to emerge, from the Joint Staff Partnership Committee
meeting held on 10 January 2014.
There was concern that paragraph 2.1 of the report in relation to the pay
progression framework indicated that extraordinary meetings of the
Remuneration and HR Committee may be convened and the Committee
asked the Chief Corporate Services Officer to clarify the situation and
report back.
The Committee noted the content of the report.
14/007

VALUES AND BEHAVIOURS
The Committee received a report from the Chief Corporate Services
Officer which provided information on work being carried out within the
CCG in respect of values and behaviours.

It was explained that following a staff away day held in December 2013,
staff had identified a number of values and behaviours that they wished
to see demonstrated throughout the organisation which had seen the
following four key behaviours having been streamlined for roll out;
•
•
•
•

Patient centred
Respect
Enable excellence
Integrity

The behaviours were to be incorporated into staff objectives for 2014/15
with a staff survey being carried out to ascertain whether the values and
behaviours had been embedded.
The Committee noted the content of the report and welcomed the work
being carried out in respect of values and behaviours.
14/008

ANY OTHER BUSINESS
The Committee was advised that the CCGs were to be assessed for
Investors in People silver or gold awards on 5 March 2014.

14/009

DATE AND TIME OF NEXT MEETING
It was confirmed that the next meeting of the West Suffolk CCG
Remuneration and Human Resources Committee would be held on
Tuesday, 22 April 2014 at 10.00am in the Paddock at Rushbrook
House.

_____________________________
Chairman (Bill Banks)

______________________
Date

Part One

Ipswich & East Suffolk Clinical Commissioning Group
West Suffolk Clinical Commissioning Group

Minutes of the CCG Collaborative Group meeting held on
Thursday, 13 February 2014, 12.30pm in the Pavilion, Rushbrook House
PRESENT
Martin Smith (MS)
Dr Christopher Browning (CB)
Dr Mark Shenton (MS)
Julian Herbert (JH)
Bill Banks (BB)
Body
Graham Leaf (GL)
Governing

CCG Collaborative Group Chair
Chair, West Suffolk CCG Governing Body
Chair, Ipswich and East Suffolk CCG Governing Body
Chief Officer, Ipswich & East Suffolk and West Suffolk CCGs
Lay Member (Governance) West Suffolk CCG Governing
Lay Member (Governance) Ipswich & East Suffolk CCG
Body

IN ATTENDANCE
Jo Mael (JM)

Corporate Governance Officer

Minute
14/001

Action
Welcome and apologies
The Chairman welcomed everyone to the meeting and no apologies for
absence were received.

14/002

Minutes of meeting held on 19 December 2013
The minutes of the meeting held on 19 December 2013 were considered and
agreed as a correct record subject to the last sentence of Item 4 (Key
Performance Indicators for Management Areas), in respect of the Ipswich and
East Suffolk CCG Chief Redesign Officer being moved to the Chief Officer’s
section.
The Group agreed that, in light of the sensitive nature of business carried out
by the Group, that future minutes would be summarised prior to presentation to
the Governing Body with Part Two (confidential) meetings taking place when
appropriate.

14/003

Matters arising and review of action log
There were no matters arising from the previous meeting other than those to
be discussed on today’s agenda. The action log was reviewed and updated.

14/004

Key Performance Indicators (KPIs) for Management Areas
KPIs had been set for all areas of the organisation as part of the annual
objective setting and progress was reviewed regularly through 1:1 meetings

with the Chief Officer. Progress was RAG rated every two months with the
individuals concerned prior to it being discussed within the Chief Officer team
as a whole.
The CCG Collaborative Group reviewed each areas performance against key
performance indicators with the key points highlighted being;
•
•

•
•

•
•

•

Delivery of QIPP targets and, in particular, the need to attempt to address
the prescribing overspends.
Capacity within the Chief Officer teams in light of the amount of work that
would be required to develop two and five year plans alongside contract
renewal. Resources would be directed to key areas and high risk contracts
with it likely that a number of minor contracts would be rolled over.
Both CCGs were working closely with the County Council and other
organisations with regard to progressing joined up working and the various
work-streams were operating well.
The facilitation of effective communication with all 19 consortium members
in respect of the ambulance contract had proved challenging although
there had been recent agreement to delegate authority to four regional
leads.
The action plan in respect of safeguarding children and looked after
children was progressing well and there was now increased reassurance.
The Group questioned whether indicator 6.1 in relation to continuing health
care should be marked as ‘red’ rather than ‘amber’ in light of the internal
audit report presented to the Audit Committee on 11 February 2014. It was
noted that the Audit Committee had asked the Clinical Scrutiny Committees
to review and monitor progress against the audit report going forward. The
Group was advised that whilst the service had experienced considerable
difficulties during October/November 2013, things were now moving in the
right direction, there had been recruitment into the team and a new
manager was now in place.
The Group questioned whether all IT projects were actually ‘green’ as
reported. It was felt that whilst projects may be on target there might be
concerns by users with regard to what was being provided and perhaps
that should be reflected within the report.

The CCG Collaborative Group requested that it be advised, at its meeting on
17 April 2014, of those contracts which were likely to be delayed for renewal
and rolled over. It also asked that the Chief Officer consider how ‘user
perspective’ in relation to IT projects might be incorporated within future
reports.
Although scrutiny of the Service Performance Review Report by the Group was
questioned as it was suggested that the document was for use by the Chief
Officer in his dealings with Chief Officers and that only headlines should
perhaps be presented to the Group for discussion, it was felt that at present,
the Group should continue to see the full report as it was important to view and
compare the differences between CCG’s.
The CCG Collaborative Group indicated its general satisfaction with the
management service being provided.
14/005

Information Update on Transfer of Data Services
The Group received a report from the Chief Finance Officer which provided a
further update on the progress of the transfer of data services to a Data
Services for Commissioners Regional Office (DSCRO) processing hub.

Integration of all data sets (subject to reconciliation of SUS being complete)
was anticipated to be complete by 28 February 2014 with Phase II (additional
services) expected to be implemented by 31 March 2014. The biggest risk
associated with the plan was the extraction and interaction of primary care data
and the Group questioned whether patient consent would be required in order
to progress that area.
In order to facilitate joined up working, Social Care had agreed the use of the
NHS Number as a single identifier going forward, with enabling work by Suffolk
County Council anticipated to have been completed by September 2014.
The CCG Collaborative Group noted the content of the report and requested
that it be provided with a further update which included information on consent
issues at its meeting to be held on 17 April 2014.
14/006

Drug and Therapeutics Advisory Committee Update
The CCG Collaborative Group received a report which proposed an approach
for the future of the Drugs and Therapeutics Advisory Committee for Ipswich
and East Suffolk and West Suffolk CCGs. Recommendations from the report
included;
•
•
•

That the Drugs and Therapeutics Advisory Committee continued to be joint
between IESCCG and WSCCG
That, Dr Ben Solway, should chair all future meetings
That the administrative work of the Committee should be shared between
both CCGs.

Having considered the recommendations the CCG Collaborative Group
agreed that whilst Dr Solway should chair on an interim basis, the Drug and
Therapeutics Advisory Committee should be asked to review its Terms of
Reference to include the determining of a process for appointment of a Chair
on a fixed term basis.
14/007

Any other business
The Chief Officer asked the CCG Collaborative Group whether it might like to
pursue an invitation from Norfolk and Suffolk Foundation Trust (NSFT) to
nominate a representative to join NSFT’s Board of Governors as a partner
governor.
After consideration the CCG Collaborative Group agreed that it would not wish
to nominate a representative to join NSFT’s Board of Governors due to current
engagement, and asked that the Chief Officer decline the invitation.

14/008

Dates of next meeting
17 April 2014 – 11.00am-1.00pm
19 June 2014 – 11.00am-1.00pm
21 August 2014 – 11.00am-1.00pm
23 October 2014 – 11.00am-1.00pm
18 December 2014 – 11.00am-1.00pm
(All meetings to be held in The Pavilion, 1st Floor, Rushbrook House).

