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Foreword 
 
Foreword by Ian Stidston, Accountable Officer, NHS Castle Point and Rochford CCG 

 
The NHS is facing the great challenge of improving the quality of care provided to patients in a equally 
challenging financial environment.  This plan outlines how Castle Point and Rochford CCG plans to rise to this 
challenge in 2015/16 and beyond. Our vision is to enable the people of Castle Point and Rochford to live 
longer, healthier and happier lives by commissioning high quality, cost-effective, caring and 
compassionate services in partnership with our fellow health and social care commissioners. There are several 
components to this plan. Our priorities for 2015/16 focus on: some of the most vulnerable in our society (the 
ŜƭŘŜǊƭȅύΣ ΨƘƻƳŜ ƴƻǘ ƘƻǎǇƛǘŀƭΩ ŀǎ ōŜƛƴƎ ǇǊŜŦŜǊǊŜŘ ǇƭŀŎŜ ƻŦ ŎŀǊŜΣ ŀƴŘΤ ƳƻǾƛƴƎ ǘƻ ŀ ƳƻǊŜ ǇŜǊǎƻƴŀƭƛǎŜŘ ŀƴŘ 
preventative approach to health care. 
 
Working with our partners at Essex County Council and Southend CCG, we will support our GPs to work more 
closely together and with community services and social care to better manage long term conditions, support 
the frail elderly and reduce A&E attendances and admissions into hospitals and nursing homes. 
 
We will also work with other organisations in Essex to help the hospitals in Essex to work more closely 
together to provide centres of excellence. Underpinning our Operational Plan is our desire to help Patients 
and the Public have greater control and responsibilities for maintaining and improving their own health.  
 
We have re-fresh our plan in 2015/16 ǘƘŜ ŎƻƴǘŜȄǘ ƻŦ {ƛƳƻƴ {ǘŜǾŜƴΩǎ ΨCƛǾŜ ¸ŜŀǊ CƻǊǿŀǊŘ 
±ƛŜǿΩ όC¸C±ύ published in Oct 2014 and the associated planning guidance. To this end, we 
have included this FYFV symbol in the text to identify those Operational Plan actions in our 
plan that can be cross-referenced directly to FYFV. 
 
We, of course, would welcome your comments, ideas and suggestions on how we can all jointly help to 
achieve these plans. 
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Section 1: Castle Point & Rochford CCG 

1.1 National Context  
 
THE HEALTH AND CARE SYSTEM IN ENGLAND FACES SIGNIFICANT CHALLENGES 
 

¶ The number of people over 65 years will increase by 65 per cent in the next 25 years. Nearly two-thirds of 
patients admitted to hospital are over 65. 

 

¶ We are seeing increasing prevalence of long-term conditions as the population ages ς half of those currently 
aged over 60 have chronic illness. 
 

¶ We need transformational thinking and change if the system is not to fail ς which means we need new 
approaches for the hospital, in the community and for the workforce. 
 

Every 1948 hospital cannot provide everything in 2013. The NHS aspires to be the best in the world but to spend a 
smaller percentage of GDP than other countries we envy such as Holland, France, Germany and Denmark. The demand 
for health will increase with an ageing population and a 7-day consultant present service. 
 
The UK has fewer doctors per 1000 population than those four EU countries and 30% fewer hospital beds per 1000 
population than Germany. The UK also has fewer doctors per 1000 population than the Organisation for Economic 
Cooperation and Development (OECD) average. 
 
WHAT WOULD SUCCESS LOOK LIKE FOR CASTLE POINT & ROCHFORD CCG 
 

¶ Continued Focus on Higher Quality care. 

¶ Improved training of NHS workforce: doctors, nurses but also health care assistants and other support staff. 

¶ More prevention and self-care: smoking and obesity underlie half of avoidable deaths in UK men aged 35-70. 

¶ More sustainable, integrated services and more patients cared for closer to home. 
 
HOW CAN WE ACHIEVE CHANGE 
 

¶ Reconfiguration: we cannot deliver every service everywhere. 

¶ Ψ{ŎƻǇŜ ƻŦ ǇǊŀŎǘƛŎŜΩ: ς highly trained staff should be doing what they have been trained to do, not administrative 
tasks. 

¶ Work smarter: L¢ Ŏŀƴ ŀƭƭƻǿ ǎǘŀŦŦ ǘƻ ǎǇŜƴŘ ƳƻǊŜ ǘƛƳŜ ƻƴ ǇŀǘƛŜƴǘǎ ŀƴŘ ƭŜǎǎ ǘƛƳŜ ƻƴ ΨōŀŎƪ ƻŦŦƛŎŜΩ ŀŎǘƛǾƛǘƛŜǎΦ 

¶ Training a flexible workforce: ǘƘŜ ƴŜǿ ǿƻǊƭŘ ǿƛƭƭ ƴŜŜŘ ŦŜǿŜǊ ǎǇŜŎƛŀƭƛǎǘǎ ŀƴŘ ƳƻǊŜ ΨƎŜƴŜǊŀƭƛǎǘǎΩΦ {ƻƳŜ 
generalists would subsequently train further in a sub-specialty. 

¶ Blur primary and secondary care in both directions: GPs can be very skilled at keeping people out of hospital 
and specialists can help manage more complex cases in the community. 
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1.2  NHS Castle Point and Rochford CCG ï Key Areas of Focus 2015/16  
 

NHS Castle Point & Rochford CCG envisages a radically different health care system across our localities over the 
next р ȅŜŀǊǎΩ ǘƛƳŜΣ ŜƳŜǊƎƛƴƎ ǘƘǊƻǳƎƘ ŀ ŦƻŎǳǎ ŀƴŘ ŎƻƳƳƛǘƳŜƴǘ ǘƻ ǘǊŀƴǎŦƻǊƳŀǘƛƻƴ ƛƴ ǘƘŜ ŦƻƭƭƻǿƛƴƎ ƪŜȅ ŀǊŜŀǎΥ  
 

1. A focus on Transforming the care of the vulnerable elderly 
2. Recognition that the home, and not the hospital,  is the main location where healthcare takes place and having 

appropriate models to deliver this 
3. A focus on personalised and preventative care (linked to emerging technology trends) 
 

1. Transforming the care of the vulnerable elderly 
 

The Model 
 

¶ The model focuses on the highest need patients at risk of catastrophic decline 

¶ Care is co-ordinated around the needs of the patient, spanning primary, secondary and social care 

¶ Each ǇŀǘƛŜƴǘΩǎ ŎŀǊŜ continues to be ƭŜŘ ōȅ ŀ DŜƴŜǊŀƭ tǊŀŎǘƛǘƛƻƴŜǊΣ ǿƘƻ Ƙŀǎ Ŧǳƭƭ ŀŎŎƻǳƴǘŀōƛƭƛǘȅ ŦƻǊ ǘƘŜƛǊ ǇŀǘƛŜƴǘǎΩ 
outcomes  

¶ Co-ordinating Centres (one in each locality) will act as the physical hub for the care programme, located in the 
community 

¶ Each co-ordinating centre with 2-4 GPs providing clinical leadership can care for ~1,500 high risk patients (from 
a catchment area of ~80,000) supported by multidisciplinary care teams including case managers, nurses, 
physiotherapists and social workers.  

¶ The model will combine core primary medical care services with wider community-based NHS services and 
social care.  For example, district nursing and pharmacy, dentistry, step-down beds, re-ablement and domiciliary 
care services.  It may well provide mental health and preventative services 

¶ It will incorporate, through employment or partnership, some acute specialists e.g. consultant geriatricians, 
psychiatrists and paediatricians, to provide integrated specialist services in the community. 

¶ Integrated into the model will be increased partnership working with the voluntary sector, mobilising 
communities to support and maintain the independence of the vulnerable elderly 

¶ Additional recognition and support will be provided for carers, acknowledging the vital role carers undertake, 
and ensuring services are available to support carers to look after their own health and well-bring. 

 
How would it improve outcomes? 

 

¶ The holistic care system is designed to ensure proactive prevention and early intervention, breaking the cycle of 
reactive care provision 

¶ Robust predictive modelling identifies patients at risk for enrolment into the programme before their health 
declines 

¶ Each patient has a care plan tailored to their individual needs, with different programmes designed for different 
needs e.g. diabetic programme, chronic heart failure programme 

¶  Care takes place at convenient locations for the patient, with significant home care and support for 
transportation to ensure high levels of compliance with treatment programmes 

¶ Breaking down barriers between organisations and removing silo working will deliver improvements in the care 
patients receive, increasing quality and patient experience 

¶ Full authority over care decisions, and full clinical and financial accountability to ensure incentives are aligned to 
drive better outcomes for patients 

 
How would this reduce the financial gap? 

 

¶ Reduced unplanned attendances of Accident and Emergency and Urgent Care Centres 
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¶ Decreased inpatient admissions and re-admissionsand specialist utilisation (including reduced outpatient 
appointments) 

¶ Shortened inpatient length of stay (enhanced recuperation and rehabilitation care at designated step-down 
facilities) 

¶ Reduced proportion of deaths in hospital (and increased provision of end-of-life care at home/ in hospices, 
aligned with patient choice) 

¶ Release of GP time to address other patient groups 
 

2. ΨIƻƳŜΣ ƴƻǘ ƘƻǎǇƛǘŀƭΩ  
 
New health care model in CPR CCG will recognise the home and not the hospital as the main location where 
healthcare takes place. The new model will establish the home as a more efficient location for quality and value 
focused health care. 
 
How can CPR CCG support the emergence of ƳƻŘŜƭǎ ǘƘŀǘ ŦƻŎǳǎ ƻƴ ΨIƻƳŜΣ ƴƻǘ IƻǎǇƛǘŀƭΩ 
 

¶ Long-term conditions (LTC) care. The main site for the provision of health and social care for patients with 
multiple LTCs should be the home. Co-production and self-management, facilitated by technology, needs to be 
at the heart of the new model for CPR CCG, enabling the home to safely be the location for higher acuity health 
care. 

¶ Workforce, relationships and culture. A focus on retraining the workforce to play their role in delivering whole 
person care that enhances self-management. 

¶ 9ƴŎƻǳǊŀƎƛƴƎ ΨƛƴǘŜƎǊŀǘionΩ. The new organisations will need to be incentivised to integrate services from 
multiple providers and will need skills from across the health and social care supply chain rather than in one 
form of provider. 

¶ Reforming specialist care. Specialist providers should become expert not only in the delivery of specialist, 
episodic care but also in the delivery of community level social and health care across a wide set of geographies. 
 

3. Personalised & Preventive & Care 
 
¢ƘŜ ǇǊŜǾŜƴǘŀǘƛǾŜ ŀƴŘ ǇŜǊǎƻƴŀƭƛǎŜŘ ŎŀǊŜ ŀǇǇǊƻŀŎƘ ŦƻŎǳǎŜǎ ƻƴ ǎǘǊǳŎǘǳǊƛƴƎ ŎŀǊŜ ǇǊƻǾƛǎƛƻƴ ǇǊƻŀŎǘƛǾŜƭȅ ŀǊƻǳƴŘ ǇŀǘƛŜƴǘǎΩ 
needs.  The aim is to engage with patients before they get seriously ill or if ill already, to tailor care to reduce acute 
episodes. 

 

¶  Accenture explored ten technology trends that will shape the design and delivery of the preventative and 
personalised care agenda over the next decade. 

 

¶  Main benefits of this approach is the shift to improved wellness, a reduction in the acuity of care and an overall 
improvement in outcomes and efficiency in care delivery 

 
How would the vision improve quality? 

 

¶ Driving a wellness agenda and treating patients proactively to avoid or delay acute episodes through app-driven 
wellness, self-care, smart homes and assisted living technologies 

 

¶ Treating patients in the comfort of their homes, and tailoring care to individual patientΩǎ ƴŜŜŘǎ ǘƘǊƻǳƎƘ 
telemedicine and remote consultations 
 

¶ Greater efficiency in care delivery through the use of case managers, patient coordinators, predictive analytics, 
technology-enabled new work models and interoperability between care systems 
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And Reduce Cost? 
 

¶ Whilst innovative technology can offer an incredibly robust platform for managing individual and population 
health, technology alone will not drive transformational change. 

 
 

1.3    Working Collaboratively 
 
The CCG recognises that, in order to deliver its operational plans it must work collaboratively with its partners. 
 
Excellent progress has been made in agreeing a shared director level post with Southend CCG who will lead the 
commissioning of acute hospital services.  We have also agreed reached with Southend CCG to progress 6 major 
transformational change planned care projects: Ophthalmology, Stroke/Cardiac, MSK, Ambulatory Care, Diabetes 
ŀƴŘ /ƘƛƭŘǊŜƴΩǎ tŀǘƘǿŀȅs. 
 
We continue to work collaboratively with Essex County Council and have recently restructured our Executive 
structure to establish a new post, Director of Integration and Transformation.  We are committed to working 
collaboratively with Essex County Council Public Health to support the delivery of their community health 
improvement programme. 
 
We also will be building on the collaborative approach with all other CCGs in Essex.  In South Essex, regular meetings 
across the four CCGs will be further strengthened to promote and develop collaborative working. 
 

1.4  Primary Care Commissioning 
 
In order to transform services for the entire patient pathway, the CCG recognises that it is essential that it links the 
commissioning of primary care with community and acute services. 
 
To that end we have applied for full delegation for primary care commissioning.  This will ensure that we 
commission services in a joined up way and take every opportunity to drive forward transformation across our three 
key areas: transforming the care of the vulnerable elderly; ŦƻŎǳǎƛƴƎ ƻƴ Ψhome and not the hospitalΩ where health 
care provided, and; delivering personalised and preventative care. 
 
 

1.5   Engaging Communities  
 
NHS Castle Point and Rochford CCG are passionate that every part of our health and care system is shaped and 
improved by involving those who use local services.  
 
We are fortunate to have a very effective Commissioning Reference Group (CRG), with dedicated GP leadership.  
This enables a cross-section of local residents who represent different groups to contribute their distinctive 
perspective.  We look to further develop our membership to ensure hard to reach groups and younger residents are 
represented.  We are passionate about listening and understanding with an aim to collaborate and co-design local 
services that have a rich understanding of what is needed and how to meet these needs. 
 
We will continue our regular CRG meetings with dedicated input from Healthwatch Essex together with ensuring a 
wider voice is heard through attendance at a variety of public events to capture further local insight.  
  
We will also build on our commitment to give local residents a voice at different levels throughout our structures, 
from board level to development of front-line services. We are also keen to further develop a collaborative 
approach to working with partners in regards to our communication and engagement.  
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Section 2: Outcomes 
 

2.1 Improving Outcomes ς 5 Domains  
 
The five NHS Outcome Framework Domains are outlined below and the subsequent delivery 
plan identifies how the CCG plans to achieve measurable improvements in performance 
against these areas during 2015/16 and over the next five years. 
 
Although the CCG is historically performing significantly better than the national average in a 
number of areas, any area where performance is below the national average a standard has 
been set to ensure that performance improves to this level.  In areas where the CCG is already 
performing better than the national average, performance has been stretched to achieve 
ongoing improvements in outcomes for our population with particular focus on the key health 
concerns for our population, as set out in section 1.3 below. 
 
The CCG is committed to monitoring and improving the quality of services that are 
commissioned by moving from a traditional mode of performance monitoring to improving 
patient services by listening to and commissioning for the patients that access these services. 
This will be achieved by ensuring that our providers collect the views of service users through 
patient surveys, transactional websites to facilitate patient feedback and full roll-out of the 
CǊƛŜƴŘǎ ŀƴŘ CŀƳƛƭȅ ǘŜǎǘ ƛƴŎŜƴǘƛǾƛǎŜŘ ǘƘǊƻǳƎƘ /v¦LbΩǎΦ vǳŀƭƛǘȅ ƻǳǘŎƻƳŜǎ ǿƛƭƭ ōŜ ŘŜǾŜƭƻǇŜŘ ǿƛǘƘ 
providers to focus not solely on activity but also, how well patients stay after treatments are 
accessed. The collection of soft data collection through a variety of methodologies will allow 
the CCG to proactively respond to complaints and concerns expressed by patients, the public 
and NHS staff. The CCG has recently reviewed its whistleblowing and complaints policies to 
ensure that systems exist to capture any early warning signs of a failing service. The CCG is 
committed to listening to all concerns raised and ensuring that bespoke replies are delivered to 
all those raising concerns. 
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Domain 1: Preventing People from Dying Prematurely 
 
 
 
 
 
 

Period National Median 75
th

 
Percentile 

CCG % Var 
(Nat.) 

CCG  
Percentile 

Spine Chart (Diff from Median) 
(Limited to +/-100%) 

 

CCGOUT303 2012 66.90 66.35 77.46 46.43 Ƹ 30.6% 4.2

Under 75 Mortality from Cardio Vascualr Disease

 
 
CCG rate is significantly lower than national average.  The CCG is aiming to reduce the rate further through the actions outlined in the following delivery plan.  
 

CCGOUT304 2012 28.25 27.01 33.62 21.60 Ƹ 23.5% 26.6

Under 75 Mortality from respiratory disease

 
 
CCG rate is lower than national average.  The CCG is aiming to reduce the rate further through the actions outlined in the following delivery plan.  
 

CCGOUT305 2012/13 25.73 23.40 33.20 7.90 Ƹ 69.3% 0.9

Emergency admissions for alcohol released liver disease

 
 
CCG rate is significantly lower than national average.  The CCG is aiming to reduce the rate further through the actions outlined in the following delivery plan. 
 

CCGOUT306 2012 123.83 122.13 135.01 115.70 Ƹ 6.6% 31.9

Under 75 Mortality from cancer

 
 
CCG rate is lower than national average.  The CCG is aiming to reduce the rate further through the actions outlined in the following delivery plan. 
 

The following indicators benchmark current CCG premature mortality from the major causes of death.  The 
indicators consist of directly age and sex standardised mortality rate (DSR) per 100,000. 
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Area Aim Indicator 2012/13 

Baseline 
National 
Avg. 

2014/15 
Standard 

Action Required Lead Deadline 

Domain 1 Preventing 
people from 
dying 
prematurely; 
 

Reducing<75 
mortality rate 
from 
respiratory  

15.96 27.44 15.95 Co-ordinated South East Essex review (linked to QIPP) to be undertaken on 
respiratory pathways, looking at gender specific variation in respiratory 
mortality. 

EH/ 
LP/RG 

Feb 2016 

Reducing<75 
mortality rate 
from liver 
(2012) 

12.90 15.40 12.89 South East Essex system to consider with SUHFT the development of fully 
integrated MDT service model for management of liver disease, including 
raising awareness and early detection, with local liver specialist leadership 
to be identified to reduce mortality rates. 

KMK/ 
EH/ 
SG / DS 

March 2016 

Reducing<75 
mortality rate 
from 
cardiovascular 

46.43 65.47 46.42 ¶ Maximise the opportunity to utilise GP Planned care lead, working 
through the CVD Network (including Public Health) to deliver new care 
pathways that enhance management of CVD in primary care and acute 
services.  This will include GP education, diagnostics in primary care, 
patient awareness. 

¶ Support health promotion locally through initiatives around weight 
management, walking buses, establishing a credit bases system for 
patients with LTCs to incentivise healthy choices.   

EH/ 
JM/BK 
 
 
 
 
 
TD/AM/
DS 

December 
2015 
 
 
 
 
June 2015 

Reducing<75 
mortality rate 
from cancer 
disease 

115.70 123.26 114.75 ¶ Engage directly with member practices in relation to their 
responsibilities around early detection. 

¶ Roll out education programme across CP&R locality. 

¶ Supporting cancer specialisation through implementation of the 
pathways recommended by strategic clinical network.  

¶ Ensure that our Governing Body is sighted on screening performance 
and takes responsibility for maximising uptake to national screening 
programmes e.g. bowel cancer screening. 

KMK/ 
LP/MM 
/ DS 

Oct 2015 
 
Oct 2015 
 
Feb 2016 
 
Mar 2016 
 
 

Excess under 60 
mortality in 
adults with 
learning 
disabilities ς 
measurement 
under 
development 

tbc tbc  ¶ Ensuring all patients with LD have the opportunity to access 
comprehensive physical health assessments within the primary care 
environment. 

TD/AM/
SG 

March 2016 
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Area Aim Indicator 2012/13 

Baseline 
National 

Avg. 
2014/15 
Standard 

Action Required Lead Deadline 

Domain 1 Preventing 
people from 
dying 
prematurely; 
 

Life expectancy 
at 75 

CP M: 
11.2 

CP F: 13.3 
R: M 11.6 
R: F 14.0 

M:11.4 
F: 13.2 

M: 11.3 
F: 13.1 

¶ Through public health leadership on our Governing Body, prioritise and 
support public health initiatives that improve life expectancy at 75. 

KMK/ 
DS 

March 2016 

Excess under 75 
mortality rate in 
adults with 
serious mental 
illness 

tbc 436.2  Through South Essex Mental Health Commissioning Board and the Strategic 
Clinical Network work collaboratively to deliver South Essex Mental Health 
strategy including reducing mortality rates and initiatives such as: 

¶ 100% of mental health patients to have an annual health check.  

¶ Identification of high risk patients in primary care settings, reviewing 
prescription items. 

¶ Working with lead providers to reduce suicide rates. 

¶ Ensure through contract that there are robust arrangements in place to 
maximise opportunities for patients to access employment post mental 
health acute episode. 

¶ Improving access to IAPT services to 15% (see IAPT below) 

¶ Through contract ensure early psychosis have high quality intervention / 
crisis plan. 

 
 
 
TD 
SM 
 
KMK 
 
KMK/DS 
 
 
SM 
SM 
 
 
 

 
 
 
March 2016 
March 2016 
 
March 2016 
 
Feb 2016 
 
 
March 2016 
March 2016 
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Area Aim Indicator 2012/13 

Baseline 
National 

Avg. 
Standard Action Required Lead Deadline 

Domain 1 Preventing 
people from 
dying 
prematurely; 
 

Potential years of life lost 
from causes considered 
amenable to healthcare: 
adults, children and 
young people   

1553.9 2060.8 1553.6 
(14/15) 
1553.2 
(15/16) 
1552.8 
(16/17) 
1552.4 
(17/18) 
1552.0 
(18/19) 

¶ Supporting young people with LTCs by identifying a lead 
clinician, as a point of contact. 

 

¶ Robust self management plans developed with the 
patient and their family/carer. 

 

¶ Access to high quality information and support, 
embracing mobile phone technology, looking at Apps to 
support self management. 

 
Provide schools within CP&R with a named GP link with a 
view to creating opportunities to provide advice, support 
and education.  To include education sessions for parents 
around LTCs. 
 
Review CHIMAT data to identify key areas of focus across 
the locality. 
 
Work with Local Authorities to ensure special educational 
needs are in place from Sept 2014.   
 
Ensure that appropriate measures are in place to identify 
better health outcomes for children and young people. 

KMK/ 
KS/CM 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CM 
 
 
CM 
 

Oct 2015 
 
 
Oct 2015 
 
 
 
Sept 2015 
 
 
 
 
 
 
 
 
 
 
Sept 2015 
 
 
Sept 2015 

Survival from  cancers 
(adults): 
ü One year survival (all 

cancers) 
ü Five year survival (all 

cancers) 
ü One year survival 

from breast, lung and 
bowel cancer 
combined 

ü Five year survival 
from breast, lung and 
bowel cancer 
combined 

 

B 1yr: 94.7% 
B 5yr 81.9% 
 
L 1yr 28.4% 
L 5yr  6.6% 
 
CR 1yr 
70.0% 
CR 5yr 
52.9% 
(DATA FOR 
ESSEX 
NETWORK) 

B 1yr:94.7% 
B 5yr 83.3% 
 
L 1yr 28.4% 
L 5yr 8.0% 
 
CR 1yr 
69.4% 
CR 5yr 
51.9% 

B 1yr:96% 
B 5yr 85% 
 
L 1yr 30% 
L 5yr 9% 
 
CR 1yr 71% 
CR 5yr 53% 

¶ Supporting the initiatives to raise awareness campaigns 
ƭƻŎŀƭƭȅΦ  9ƴǎǳǊƛƴƎ ǿŜ ŀǊŜ ǳǘƛƭƛǎƛƴƎ ǘƘŜ //DΩǎ 
communication strategy to raise awareness. 

¶ Programme of practice visits led by public health to 
inform and support GPs on early detection initiatives. 

¶ See early detection actions above. 

¶ Support primary care clinicians following national 
initiatives aimed at raising awareness that wold impact 
upon primary care e.g supporting the cascade of 
information to clinicians through desktop guides. 

KMK/ 
LP/MM 
 
 
 
KP 
 
 
 
KMK 

March 2016 
 
 
 
 
December 
2015 
 
 
June 2015 
and ongoing 
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Area Aim Indicator 2012/13 
Baseline 

National 
Avg. 

2014/15 
Standard 

Action Required Lead Deadline 

Domain 1 Preventing people from 
dying prematurely; 
 

Reducing deaths in 
babies and young 
children 

4.8 4.2 4.2 ¶ Review maternity model across south Essex, ensuring 
appropriate capacity and high level of care. 

¶ Through contract ensure robust arrangements in place to 
negate harm  

¶ Unique dedicated acute streamline pathways, ensuring 
appropriate intervention at the earliest point 

¶ Reviewing paed teams as part of Community Contestability  

TD/HF/KS 
 
LB 
 
TD/HF/KS 
 
EH/JM 

March 2016 
 
Feb 2015 
 
March 2016 
 
Feb 2014 

Five year survival 
rate from all 
cancers in children 

   ¶ Based on guidance from strategic clinical network for 
cancer, ensure the improving outcomes guidance for 
children and young people is fully implemented locally, with 
streamlined access to specialist centres, supported by 
robust local MDT arrangements. 

¶ Any recommendations arising from peer review of C&YP 
Cancer Services will be implemented by the CCG. 

KMK/ CM/ 
MM 
 
 
 
KMK/MM 

April 2015 
 
 
 
 
TBC 
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Domain 2: Enhancing the quality of life for people with long term conditions 
 

Period National Median 75
th

 
Percentile 

CCG % Var 
(Nat.) 

CCG  
Percentile 

Spine Chart (Diff from Median) 
(Limited to +/-100%) 

 

CCGOUT402 2012/13 826.52 821.80 989.00 762.40 Ƹ 7.8% 39.0

Unplanned hospitalisation for chronic ambulatory care sensitive conditions

 
 
 

CCGOUT403 2012/13 338.64 327.80 401.65 258.30 Ƹ 23.7% 26.1

Unplanned hospitalisation for asthma, diabetes and epilepsy in under 19s

 
 
 

% of patients with LTCs who feel supported to manage their condition

CCGOUT401 2010 72.83 73.13 75.41 73.78 ƶ 1.3% 59.0
 

 
 

LOA201 2012/13 73.12 73.41 75.29 74.74 ƶ 2.2% 69.5

Level of Ambition Atlas #201 | Health-related quality of life for people with Long Term Conditions (OF 2) (crude rate) - CCG Level
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Area Aim Indicator 2012/13 

Baseline 
National 
Avg. 

2014/15 
Standard 

Action Required Lead Deadline 

Domain 2 Enhancing quality of life 
for people with long-
term conditions; 

Improved scores for 
being treated with 
dignity in national 
inpatient survey  
(2007/08) 

75 78 78 ¶ Contractually monitor performance around the Friends and 
Family Test results, requesting recovery plans if required.  

TD/ 
AM/ KS 

March 2016 

Reduce 
hospitalisation for 
unplanned chronic 
ambulatory care 
sensitive conditions  
(2012/13) 
 

762.4 808.3 760 See Long Terms Conditions management above. 

¶ Review urgent care pathways and ensure Ambulatory Care 
Unit (key clinical facility for management of ACS conditions) 
is supported by a dedicated consultant physician. 

¶ Work towards integrating the Dementia Intensive Support 
team into Community Services to reduce admission to acute 
hospital for people with dementia. 

 
EH/LP/ 
 
 
 
IL 

 
Sept 2015 
 
 
 
 
 

Enhancing quality 
of life for people 
with LTCs ς 
measured through 
GP patient survey  
(2012/13) 
 

0.73 0.74 0.75 ¶ Ensure self management programme rolled out in CP&R 
locality. 

¶ Utilising new provider arrangements in primary care to 
support consistency in management of Chronic diseases e.g 
GP Federation. 

¶ Use of technology to support self management and 
monitoring of patients with LTCs. 

¶ Ensure appropriate information available to patients to 
support self care management. 

¶ Roll out of personal health budgets across our locality. 
 

LP 
 
LP 
 
 
LP 
 
VM 
 
MG 

Aug 2015 
 
June 2015 
 
 
Nov 2015 
 
Sept 2015 
 
TBC 
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Area Aim Indicator 2012/13 
Baseline 

National 
Avg. 

2014/15 
Standard 

Action Required Lead Deadline 

Domain 2 Enhancing quality of 
life for people with 
long-term 
conditions; 

Reducing time spent in 
hospital by people with 
LTCs ς Chronic 
ambulatory care - 
Length of Stay (12/13) 

205.5 228.3 204 ¶ Reablement assessment to be included within the acute model. 

¶ Improve facilitation of SPOR to support early discharge. 

¶ Increase access to IV therapy, rapid response nurses, physiotherapy, 
respiratory and COPD nurses. 

MG 
 
LP 
 
EH 

March 2015 
 
Jan 2015 
 
Aug 2015 

Reducing time spent in 
hospital by people with 
LTCs ς asthma, 
diabetes and epilepsy - 
Length of Stay (q4 
2012/13) 

67.7 77.0 66 As above. EH  

Unplanned 
hospitalisation for 
asthma, diabetes and 
epilepsy under 19s 
(2012/13) 

337.9 258.3 258 Implementation of further High Impact Pathways. SMC  

Proportion of people  
feeling supported to 
manage their condition 
(2012/13) 

70.78 69.57  72 As above 

¶ Expanding our health coaching training programme. 

¶ Developing train the trainers to educate and support primary 
care clinicians. 

TD/ 
AM/ 
BK  
ST/MK  

 
May 2016 
 
May 2016 

Health related quality 
of life for carers. 
(2012/13) 

0.81 0.80 0.82 ¶ Roll out of partnership initiatives  

¶ Practices to include carers on practice registers to ensure 
appropriate health checks undertaken 

¶ Establish outcome measures to improve support to carers  

EH March 2016 

A measure of the 
effectiveness of post 
diagnosis care in 
sustaining 
independence and 
improving quality of life 
for people with 
dementia. 

   ¶ Patients with Dementia are supported in primary care by the 
Community Dementia Nurses, thus enabling PWD to live longer in 
the community.  Pathways have been developed to ensure all 
newly diagnosed  patients with Dementia are reviewed 
appropriated and on the QOF registers 

SM May 2015 

Domain 2 Enhancing quality of 
life for people with 
long-term 
conditions; 

Estimated diagnosis 
rate for people with 
dementia (2012/13) 

63% 48.7% 83% Currently unable to view QOF data for 12/13. 
However, the standard for  based on 58% should be   
12/13 =  1029      
13/14 1233      
The current MH registers predicted outturn will be 1342, over 
performing against the existing standard.  The MH Commissioning 
Team will over the coming 6mths validate the QOF with the MH 
registers 

SM July 2014 
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Domain 3: Helping people to recover from episodes of ill health or following injury 
 

Period National Median 75
th

 
Percentile 

CCG % Var 
(Nat.) 

CCG  
Percentile 

Spine Chart (Diff from Median) 
(Limited to +/-100%) 

 

LOA305 2012/13 373.61 366.22 473.94 268.98 Ƹ 28.0% 22.8

Emergency admissions for children with lower respiratory tract infections (OF 3.2) (indirectly standardised) - Upper Tier LA level

 
 
 

CCGOUT503 2011/12 0.41 0.41 0.43 0.41 Ƹ 1.1% 38.3

Patient Reported Outcomes for elective procedures : Hip replacement 

 
 
 

CCGOUT504 2011/12 0.30 0.30 0.31 0.31 ƶ 3.0% 56.3

Patient Reported Outcomes for elective procedures : Knee replacement 

 
 

CCGOUT505 2011/12 0.09 0.09 0.10 0.09 ƶ 3.7% 41.0

Patient Reported Outcomes for elective procedures :Groin hernia 
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Stroke Standards  
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Area Aim Indicator 2012/13 

Baseline 
National 
Avg. 

2014/15 
Standard 

Action Required Lead Deadline 

Domain 3 Helping people to 
recover from 
episodes of ill 
health or following 
injury; 

Access to psychological 
therapies  

  15% 
Q1 3.7% 
Q2 3.7% 
Q3 3.8% 
Q4 3.8% 

¶ Continue to deliver the 15% standard. 

¶ Deliver new 15/16 access targets for IAPT 

¶ Built into contract to ensure mechanism in place to hold provider to 
account for delivery. 

¶ Commission care co-ordination service to review all patients aged over 75 
within 3-7 days of discharge from hospital 

KMK/
SM/ 
SG 

March 
2016 

Survival from major 
trauma (estimated 
release May 2014) 
 

   ¶ Working with NHS England to ensure that there is a co-ordinated Trauma 
Centre in place. 

¶ Ensure that response rates are met by the EEAST ς Action plans to be 
developed to improve performance across the region. 

¶ Through contract ensure that we have a first class A&E services with 
access to specialist consultant support. 

Ensuring that there are sufficient ITU beds in place to meet demand. 

KMK 
 
EH 
 
EH 
 
EH 
 

March 
2016  
March 
2015 
March 
2015 

Proportion of stroke 
patients reporting an 
improvement in activity / 
lifestyle on the Modified 
Rankin Scale at 6 months 
(estimated  release 
Autumn 2014) 

   ¶ Implement the recommendations of the EoE Stroke review that sees 
SUHFT as a dedicated HASU.   

¶ Ensure related ambulances services and rehab provision are appropriate 
to support the local HASU. 

¶ Ensure that there are appropriate support services in place post 
discharge, with ongoing stroke support. 

EH Mar 16 
 
Mar 16 
 
Mar 16 

Helping people to 
recover from 
episodes of ill 
health or following 
injury; 

Emergency admissions 
for acute conditions that 
should not usually require 
hospital admission. 

738.6 1189.8 737 ¶ Improve access to community based rapid response and crisis 
intervention team. 

¶ Roll out campaigns that maximise our marketing opportunities of NHS 
ммм ŜΦƎΦ ōƻƻƪ ƘŀƴŘƛƴƎ ƻǳǘ ŀǘ ŎƘƛƭŘǊŜƴΩǎ ŎŜƴǘǊŜǎΣ ƳŜŘƛŀ ŎƻǾŜǊΦ 

¶ Enhance GP services to nursing and residential homes to prevent 
admissions, including dedicated support to care homes with high usage of 
ambulance services. 

¶ Ensuring very good uptake of flu vaccine in appropriate high risk groups 
through GP Federation and Locality Commissioning Groups.  Sharing 
activity to identify practices that need greater support. 

¶ Ensuring access to urgent social care services in place for patients 
suffering with crisis. 

¶ Support lead commission MDT model in primary care through utilisation 
of risk stratification. 

¶ Implement risk stratification model  

¶ Improving timely access to day unit pathways e.g. DAU, MAU, SAU. 

¶ To establish a unique single arrangement to manage GP home visits, that 
a vast majority of home visits are taking place in the morning, so that 

EH Oct 15 
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those patients requiring acute review can be discharged home with 
appropriate support on the same day. 

¶ Improve optimisation of medicine usage by regular reviews of medication 
on appropriate patients. 

¶ Using technology to identify early indication of deterioration in long term 
conditions to avoid unnecessary admissions. 

¶ Work with Local authority to implement BCF initiatives around frail 
elderly and appropriate risk stratification. 

¶ Working with ECC to deliver streamlined models / pathways for the 
management/prevention of falls. 
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Area Aim Indicator 2012/13 

Baseline 
National 
Avg. 

2014/15 
Standard 

Action Required Lead Deadline 

Domain 3 
 
 

Helping people to 
recover from 
episodes of ill health 
or following injury; 

Emergency 
admissions within 
30 days of 
discharge from 
hospital 

10.5  9 ¶ Included in contract and monitored via SUHFT CQRG meeting.  Ensure 
penalty applied if breached. 

¶ Ensure appropriate access to reablement and other support services 
through planning and discharge e.g. dedicated reablement posts based in 
acute. 

¶ Monthly monitoring of reported failed discharges across all providers 

LB 
 
KMK 

Feb 15 
 
Apr 15 
 

Total health gain 
as assessed by 
patients for 
elective 
procedures 
 

   ¶ Ensure structured discussions with patients in relation to having elective 
procedures, utilising NHS Choices tools 

¶ Review of Service Restriction Policy and ensure good evidence base for the 
significant improvement in health outcomes from elective procedures. 

¶ Supporting patients to optimise their health prior to the elective 
procedures e.g. stop smoking 

¶ Ensuring medical and physical therapies are tried prior to surgical 
intervention where appropriate. 

¶ Review of elective pathways for areas identified as outlying compared to 
peers (highest decile): 

o Neurology 
o Clinical Haematology 
o Cardiology 
o Urology 
o Trauma & Orthopaedics 
o General Medicine 

¶ Focus on Pathway Commissioning to deliver high quality episodes of care 
and incentivise productivity and delivery of efficiencies e.g. cataracts. 

KMK 
 
EH 
 
 
DS 
 
EH 

Mar 16 

Emergency 
admissions for 
children with LRTI 

195.5 401.9 194 ¶ Increase flu immunisation uptake for children. 

¶ Ensure early diagnosis and treatment of LRTI through education and 
training of GPs. 

TD/ 
D.Stot
um 

Dec 15 

Improving 
recovery from 
fragility fractures 

 30 days: 
21.7 
120 days: 
47.3 

 ¶ Through Essex-wide review of falls and falls prevention services led by ECC 
ensure Falls Strategy are embedded into the community and mental health 
providers. 

¶ Establishment of Falls Team and support for patients following fragility 
fracture, ensuring appropriate scans are undertaken. 

¶ Education and training around the falls agenda to be rolled out. 

¶ Support the ECC commitment to invest in Falls Prevention services. 

¶ Agree a specification and service improvement plan with a view to having a 
revised agreed specification for 14/15. 

¶ Include longer term planning linked to BCF on Falls related services. 

¶ Roll out of the GP risk assessment toolkit to identify those at greater risk of 
falls. 

TD/ 
EH 
 
EH/ 
DS 
TD 
KMK/
EH/ 
DS 
KMK 
TD/ 
RT 

 
 
 
 
 
 
 
 
 
March 2015 
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Area Aim Indicator 2012/13 
Baseline 

National 
Avg. 

2014/15 
Standard 

Action Required Lead Deadline 

Domain 3 Helping people to 
recover from 
episodes of ill health 
or following injury; 

Helping older 
people to recover 
their independence 
after illness or 
inquiry 

   ¶ Working through BCF to develop and agree a service model that 
support frail elderly to remain independent.   

¶ Direct access to reablement assessment nurses. 

¶ Through community contestability ensure that we have high quality, 
responsive community services to match individual need. 

¶ Target support where there is a concern of patient isolation on 
discharge, to ensure that Befriending services are mobilised to support. 

¶ Ensure patients are given a named person and contact details to ensure 
rapid access to dedicated support if potential to fall into crisis. 

¶ Re-commission integrated health and social care reablement service in 
partnership with ECC, 

KMK 
 
KMK 
 
EH 
 
EH 
 
 
EH 

 
 
 
 
August 2015 
 
 
 
 
Apr-15 

Improved PROMs 
scores for hip and 
knee replacements  
Improved scores in 
Outpatient Survey  

TBC   ¶ Through contract ensure all hip and knee replacements patients receive 
comprehensive post pre-op information. 

¶ Through contract ensure that appropriate pre-screening is undertaken 
to identify patients with greatest need. 

LB 
 
LB 
 
 

Feb 15 
 
Feb 15 

 



 

23 
 

Domain 4: Ensuring that people have a positive experience of care 
 

Period National Median 75
th

 
Percentile 

CCG % Var 
(Nat.) 

CCG  
Percentile 

Spine Chart (Diff from Median) 
(Limited to +/-100%) 

 

CCGOUT601 2012/13 70.84 70.98 74.48 68.25 Ƹ 3.7% 36.6

Patient experience of GP out-of-hours services

 
 

LOA501 2012 141.99 147.02 158.68 134.64 Ƹ 5.2% 19.0

Patient experience of hospital care - average number of negative responses per 100 patients (selected questions; weighted; crude rate) - CCG Level

 
 

LOA601 2012 6.11 5.85 7.13 5.71 Ƹ 6.5% 46.6

Patient experience of primary care - average number of negative responses per 100 patients (selected questions; weighted; crude rate) - CCG Level

 
 
The above information demonstrates that further work is required in primary care to improve performance and move into the top 25% of 
performers.  This work is set out within the primary care section of this plan (Section: 1.14).
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Area Aim Indicator 2012/13 

Baseline 
National 
Avg. 

2014/15 
Standard 

Action Required Lead Deadline 

Domain 4 Ensuring that people 
have a positive 
experience of care; 
and 

Patient experience 
for acute inpatient 
care and A&E 
services, as 
measured by the 
Friends and Family 
Test  

   ¶ Through contract hold secondary care providers to account for 
provision of high quality A&E services, meeting required national 
performance measures. 

¶ National CQUIN in place to support improvement in Friends and Family 
score. 

¶ Using CCG Patient Engagement Group (CRG) ensure direct involvement 
in the development of a robust marketing campaign to raise public 
awareness and reduce reliance on A&E. 

¶ Measure impact of above campaign through repeating initial Urgent 
Care survey and look to enhance campaign for Winter 2014/15. 

LB 
 
 
TD 
 
 
KMK 
 
 
 
EH 

Feb 15 
 
 
Feb 15 
 
 
March 15 
 
 
 
Sept 15 

Ensuring that people 
have a positive 
experience of care; 
and 
 

Responsiveness to 
inpatients personal 
needs 

   ¶ Work with secondary care services to affect the culture of care delivery 
ƛƴ ƭƛƴŜ ǿƛǘƘ ǘƘŜ Ψс /ǎΩ ǇƘƛƭƻǎƻǇƘȅΦ   

¶ Embrace the recommendations from Berwick and Francis Report. 

¶ Check and challenge quality visits through direct engagement with 
service users. 

TD 
 
TD 
 
TD 

Mar 16 

Patient experience 
of outpatient 
services 

   ¶ Through contract ensure that acute providers continue to undertake 
outpatient surveys and ensure that remedial actions are undertaken 
dependent on responses. 

¶ Discussions have been minuted to support the Trust in its ambition to 
generate timely and meaningful feedback. SUFHT now operates a 
system which expands on the Friends and Family test to identify how 
outpatient services can be enhanced. 

¶ Regular oversight at CQRG of staff surveys is key to ensuring that 
motivated staff are delivering front line patient services. The Trusts are 
challenged to address key issues that are identified to motivate and 
engage staff within provider organisations. 

LB Mar 16 

Patient experience 
of primary care 
(2012/13) 

TBC 76.3  ¶ See local measures relating to implementation of primary care strategy 
and improvements in primary care provision. 

¶ The CCG is committed to addressing the need to improve access to 
primary care services.  

¶ Discussions have taken place in Locality meetings and Executive 
meetings to identify ways to improving access. 

¶ Plans for commuter clinics, telephone triage and the up-skilling of 
Practice Nurses to aid same day consultations are being progressed at a 
strategic and local level. 

¶ Member practices are being actively encouraged to pilot modes of 
service delivery to enhance accessibility. 

KMK Mar16 
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¶ As lead Commissioners for NHS 111 the CCG is developing the potential 
for NHS 111 call handlers to directly book appointments in linked 
General Practice Surgeries. 

¶ A review of secondary care wound management has revolutionised the 
way in which A and E works with practices to ensure that unnecessary 
wound care is delivered in surgeries rather than in the acute care 
setting at an enhanced tariff price. 

¶ Work has been undertaken to promote Access for All with the 
enhanced provision of LD Health checks by supporting being offered by 
SEPT LD services. 
The CCG is committed to working with the AT to address identified 
areas where individual surgeries to improve patient experience of care. 

  Patient experience 
of GP OOH services 
(2012/13) 

64.04 70.21  ¶ As host CCG for OOH contract monitor improvements in service 
provision and ensure recovery plans in place where required. 

¶ Undertake review of calls to out of hours and NHS 111 to ensure quality 
of consultation and episode of care.  

EH 
 
 
EH 

 

Overall experience 
of GP surgery 
(2012/13) 

TBC 88%  ¶ See local measures relating to implementation of primary care strategy. KMK  

Access to NHS 
dental services 

TBC 94.9%  ¶ Work with NHS England to ensure appropriate access to dental 
provision, following concerns raised through NHS 111. 

EH  

²ƻƳŜƴΩǎ 
experience of 
maternity services 

   ¶ Implement recommendations from CQC arising from CQC report. 

¶ Ensure recovery plan in place for post natal care at SUHFT. 

¶ Capacity review to be undertaken in relation to maternity services in 
Essex due to increased birth rate. 

¶ The CCG is committed to ensuring that acute, community and Mental 
Health Providers are committed to the role out of the Friends and 
Family test and specifically within Maternity Services. 

TD 
 
TD 
 
TD 

Sept 16 
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Area Aim Indicator 2012/13 
Baseline 

National 
Avg. 

2014/15 
Standard 

Action Required Lead Deadline 

Domain 4 Ensuring that people 
have a positive 
experience of care; 
and 

Improving children 
ŀƴŘ ȅƻǳƴƎ ǇŜƻǇƭŜΩǎ 
experience of 
healthcare (TBC) 

   ¶ CQUINs in place to improve services locally. 

¶ Essex-wide CAMHs re-procurement well advanced with new 
service in place Nov 2015 . 

EH / MF  

.ŜǊŜŀǾŜŘ ŎŀǊŜǊǎΩ 
views on the quality 
of care in the last 3 
months of life 
 

   ¶ Support voluntary bereavement services to provide counselling 
sessions through usage of CCG estates. 

 

¶ Mobilise successful bid to secure funding to run dedicated survey 
of bereaved carers, piloting the Friends and Family test linked to 
improving the end of life care across the CCG. 

TD  

Patient experience 
of community 
mental health 
services 

   ¶ Through contract monitor performance at CQRG to improve 
service provision. 

¶ To ensure that information on complaints from service users is 
collated and shared. 

¶ To improve information, advice and guidance on care options and 
access to relevant services. 

SM  
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Domain 5: Treating and caring for people in a safe environment; and protecting them from avoidable harm 

 
Period National Median 75

th
 

Percentile 
CCG % Var 

(Nat.) 
CCG  
Percentile 

Spine Chart (Diff from Median) 
(Limited to +/-100%) 

 

OPA112 Jun 2013 1.85 2.58 0.55 13.3

 Incidence of hospital care associated infection -Clostridium Difficile (per 100k population, unstandardised)

 
 

CCG Operational Planning Atlas #111 | Incidence of hospital care associated infection - MRSA (per 100k population, unstandardised) 
OPA111 Jun 2013 0.00 0.00 0.00 0.0
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Area Aim Indicator 2014/15 

Baseline 
National 
Avg. 

2015/16 
Standard 

Action Required Lead Deadline 

Domain 5 Treating and caring 
for people in a safe 
environment; and 
protecting them from 
avoidable harm. 

Reducing 
inappropriate 
prescribing of 
antipsychotic 
medication  

   The community dementia nurses continue to provide training/support 
to care homes to ensure prescribing is appropriate. Supporting 
community pharmacists in medication reviews. 

SM May 15 

Reducing premature 
death in people with 
a serious mental 
illness  

   Develop robust psychiatric liaison pathways 
Improve crisis response and care planning and management of people 
with severe and enduring mental illness. 
Increase the number of physical health checks as part of CPA process 
that lead to health intervention and make links to personal health 
plans and be aware of other long term conditions. 
Development of medication concordance programmes. 

SM Mar 16 

Incidence of newly 
acquired grade 2,3,4 
pressure ulcers  
 

   Through contract management ensure the level of pressure ulcers 
continues to decline. 
Supporting the University of Essex to undertake a research project to 
review the acquisition of pressure ulcers in the CPR locality, causes 
and potential areas of improvement. 

TD May 15 

Domain 5 Treating and caring 
for people in a safe 
environment; and 
protecting them from 
avoidable harm. 

Zero cases of MRSA 
and  
C. difficile cases are at 
or below defined 
thresholds for CCG  
by March 2014 

0 
 
21 
(SUHFT) 
YTD Nov 
 
30 
(CCG) 
YTD Nov 

 MRSA 0 
 
CCG 44 
 

The CCG IPC Quality Team are working with acute, community and MH 
providers to ensure that all contracted measures are in place to 
minimise the risk of a Hospital Acquired Infection. This work is 
directed and underpinned by tight trajectories 2013/2014/2015. 
 
Treatment of all patients in SUFHT to prevent MRSA prior to 
admission in line with National Best Practice. 
 
Screening of all podiatry patients by SEPT. 
 
Monthly reporting to CCG Locality Groups as to anti-biotic/ PPI 
prescribing and the evidence underpinning individual prescribing to 
reduce the risk for development of CDIFF during an acute care 
episode. 
 
Re-establishment of Non-Medical Prescribing Forum by Chief Nurse 
for CPR and Southend Practice Nurses. 
 
Monthly newsletter distributed by Hosted  Medicines Management 
team to all practices outlining any new evidence with regards to risk 
prescribing for CDIFF/MRSA. 
Establishment of South Essex focus group by CCG IPC to tackle levels 
of CDiff/MRSA bacteraemia in a systematic way. 

TD Mar 16 
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Area Aim Indicator 2014/15 

Baseline 
National 
Avg. 

2015/16 
Standard 

Action Required Lead Deadline 

   
Hospital deaths 
attributable to 
problems in care 
(estimated release 
April 2014) 

   SHMI/I{aw ǊŜǇƻǊǘŜŘ ōȅ ŜȄŎŜǇǘƛƻƴ ŀǘ /vwDΩǎΦ 
CQC rating score monitored regularly and prompt action to be taken 
ǿƛǘƘ ŀƭƭ ǇǊƻǾƛŘŜǊǎ ǘƘŀǘ ŀǊŜ ƧǳŘƎŜŘ ōȅ ǘƘŜ /v/ ŀǎ άǊŜǉǳƛǊŜ 
ƛƳǇǊƻǾŜƳŜƴǘέ ƻƴ άƛƴŀŘŜǉǳŀǘŜέΦ 
CCG to notify the CQC if it is felt that a provider might have quality or 
risk issues requiring further investigation. 
Attendance at and alerts to the Quality Surveillance Group re patient 
concerns and never events. 
hǇŜƴ ǊŜǇƻǊǘƛƴƎ ƻŦ ŀƭƭ {ŜǊƛƻǳǎ LƴŎƛŘŜƴǘǎ ŀƴŘ ǊŜǾƛŜǿ ƻŦ w/!Ωǎ ōȅ /Ƙief 
Nurse. Check, challenge and audit of action plans to ensure lessons 
are learned.  
Quality Team developed data base to link themes and trends as 
reported via the STEIS reporting model. 

TD Ongoing 

  Deaths from Venous 
thromboembolism 
(VTE) events (release 
before March 15) 

   Monitored via Safety Thermometer and KPI data.  
Ensure that all patients are assessed and provided with prophylaxis as 
appropriate to reduce the risk of development of DVT and PE as per 
contract/CQUIN. 
Safety Thermometer CQUIN for 2014/2015 as per National guidelines. 
All deaths subject to SI and RCA processes. 

TD Ongoing 

  Patient safety 
incidents reported 

   /ƻƳƳƛǎǎƛƻƴƛƴƎ LƴǘŜƴǘƛƻƴǎ ƛƴŎƭǳŘƛƴƎ ƳŜŀǎǳǊŜǎ ǘƻ ŜƴŎƻǳǊŀƎŜ ΨWǳǎǘ 
/ǳƭǘǳǊŜΩΦ 
We have ensured that all providers have robust DATIX collection 
measures in place to identify themes and trends. 
All providers have established links to NPSA/MDA for reporting 
purposes.  
Monitoring of this occurs on a monthly basis through the contract. 
CAS alert system in place. 

TD Ongoing 

Safety incidents 
involving severe harm 
or death 

   As detailed above with the added assurances around the SI process. TD Ongoing 

Incidents of 
medication errors 
causing serious harm 

   Monitored through environmental audits to CQRG. 
Recent SI Health system review of Preventable death due to 
medication omission. Lessons learned will be communicated to the 
family and the wider healthcare community. 

TD Ongoing 

Admission to full-
term babies to 
neonatal care 

3.4 
(SEE 
PCT) 

5.1   TD Ongoing 

Incidence of harm to 
children due to 
ΨŦŀƛƭǳǊŜ ǘƻ ƳƻƴƛǘƻǊΩ 

 1.017   TD Ongoing 
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2.2 Improving Outcomes ς 7 Sentinel Outcome Measures  
 
NHS Castle Point and Rochford CCG is committed to improving the health and wellbeing of our local population and will demonstrate the improvements made 
over the next two years, through the progress measured against the national NHS Outcomes Framework indicators included throughout this plan and the actions 
that the CCG plan to undertake to achieve these improvements in outcomes locally. 
 
¢ƘŜ //DΩǎ ǇŜǊŦƻǊƳance against the five domains noted earlier in the plan and the seven national outcome ambitions has historically been better than the national 
average.  However, the CCG continues to strive for the best outcomes for our population and further improvement in these areas.  The focus for greater 
improvement has been set around the areas of greatest concern identified through the Joint Strategic Health Needs Assessment and this is highlighted in section 
1.3 of this plan. 
 

 7 national improving outcome 
ambitions: 
 

Baseline 2014/15 Standard Action Required Lead Deadline 

1 Securing additional years of life for our local 

population with treatable conditions  

1554 

 

1553.6 (2014/15) 

1553.2 (2015/16) 

1552.8 (2016/17) 

1552.4 (2017/18) 

1552.0 (2018/19) 

We are working directly with NHS IQ to develop comprehensive action that focuses 

on self-management in LTCs 

To improve the confidence and capability of GPs and Practice staff to recognise, 

assess, support and refer people with mental health problems. 

To improve primary care and preventative mental health services to facilitate 

support earlier and in the least restrictive environment. 

KMK 

SM 

 

Mar 2016 

 7 national improving outcome ambitions:  Baseline 2014/15 Standard Action Required Lead Deadline 

2 Improving the health related quality of life for 

people with one or more long-term condition, 

including mental health conditions (2012/13 

baseline 73.1 (Eng. Avg) and 74.4 (Essex avg.)  

74.7 (CCG) 74.90 (2014/15) 

75.10 (2015/16) 

75.30 (2016/17) 

75.50 (2017/18) 

75.70 (2018/19) 

We are working directly with NHS IQ to develop comprehensive action that focuses 

on self-management in LTCs 

Improving the case management of people who have been detained under the MH 

Act. 

Improving the case management of people who repeatedly attend A & E. 

Improve quality of reviews for people in residential and nursing care. 

KMK 

 

SM 

 

 

SM 

EM 

Apr-16 

 

Apr 2016 

 

 

Apr 2016 

 

Apr 2016 
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Implement the use of personal health budgets to promote independence and 

individualised recovery focus service delivery. 

Facilitate the development of a Recovery College and Peer Support services. 

MG/SM 

SM 

Apr 2016 

 

 

Apr 2016 

 7 national improving outcome ambitions:  Baseline 2014/15 Standard Action Required Lead Deadline 

3 Reducing the amount of time people spend 

avoidably in hospital through better and more 

integrated care in the community, outside of 

hospital. 

1636.1 1627.3 (2014/15) 

1618.5 (2015/16) 

1609.7 (2016/17) 

1600.9 (2017/18) 

1592.1 (2018/19) 

Build on 2013/14 review of integrated community teams through establishing a 
dedicated service specification for SEPT to include all objectives set in BCF model. 

100% GPs to have a named palliative care and community nurse, supporting 
practice level MDTs.  In an effort to deliver integrated Teams across the locality the 
CCG will ensure that there is a health and social care provider in place that will 
support identification of patients at risk and ensure that appropriate care packages 
are in place to avoid unnecessary time spent in hospital: 

¶ BCF programme roll out to agree service specifications around lead co-
ordinator, funded by BCF. 

o Review risk stratification model and software to support. 

¶ Include at practice visits checks to ensure that high risk patients are being 
discussed at monthly MDT meetings. 

¶ 100% practices to have risk registers in place for high risk patients. 

¶ Finalise design of ambulatory care unit and associated pathways including the 
development of ambulatory care for surgical conditions 

¶   

¶ Commission community based intermediate care beds.  

¶ Recommission community geriatrician service to support proactive case 
management of patients in the community. 

¶ Implementation of Falls Prevention Strategy in partnership with ECC and B&B 
CCG. 

¶ A Continence Management Strategy to be developed and rolled out across 
Essex. 

¶ Redesign Diabetes Service to deliver and integrated service across acute, 
community and primary care to deliver improved services. 

¶ Develop a business case for improved carers support and commission jointly 
with ECC for implementation 2014/15. 

¶ To ensure all system specialist palliative care providers (including voluntary 

EH 

 

KMK 

 

KMK 
 
KMK 

EH 

KMK 

KMK 
 
 
EH 

EH 

EH (LP) 

 
EH (LP) 

 
EH (JM) 
EH 
 
KMK 

Oct 2015 

 

July 2015 

 

Oct 15 
 
June 15 

July 15 

Jun 15 

July 15 
 
 
Sept 15 

Sept 15 

June 15 
 
 
April 15 

 
TBC 
 
 
August 15 
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sector) are fully integrated through one core MDT with strong clinical 
leadership. 

¶ By April all specialist palliative care providers will be using single electronic 
patient records (SystemOne). 

¶ Providing additional resource and support to practices in relation to 
managing patients in care homes. 

¶ Re-commission Non Urgent Patient Transport Services to ensure services are 
available to support delivery of care at alternative settings, not just the Acute 
Hospitals 

 
KMK 
 
KMK 

 
March 2015 
 
April 2015 

 7 national improving outcome ambitions:  Baseline 2014/15 Standard Action Required Lead Deadline 

4 Increasing the proportion of older people living 

independently at home following discharge from 

hospital. 

  The CCG will enable locally integrated planning and commissioning (using BCF) 
across the following themes to deliver this ambition:  

¶ Provide information and advice to minimise  Social inclusion including 
prevention and early intervention  

¶ Deliver Dementia workstreams pathways as agreed through Dementia 
Network 

¶ With ECC Implement Falls Prevention Strategy 

¶ With ECC implement Continence Management Strategy 

¶ With ECC maximise support for Carers 

¶ Implement Urgent Care Pathways linked to admission avoidance including 
crisis response 

¶ Implement care integrated frailty pathway across health and social care 

¶ With ECC ensure support for professional carers to raise standards in care 
homes, linking with providers of community services 

¶ End of Life Care - CCG will develop more integrated approaches and establish 

common areas to join up and improve End of Life care and support. 

 

 

DS 
 
 
 
LP 
JM 
VM 
EH 
 
EH 
TD 
 
KMK 
 
 

 

 

 

 

 
 
 
May 2015 
Jan 2015 
Sept 2015 
Oct 2015 
 
Mar 2016 
 
Dec 2015 
 
Aug 2015 
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 7 national improving outcome ambitions:  Baseline 2014/15 Standard Action Required Lead Deadline 

5 Increasing the number of people with mental and 

physical health conditions having a positive 

experience of hospital care. 

134.6 132.0 (2014/15) 

129.5 (2015/16) 

126.9 (2016/17) 

124.4 (2017/18) 

121.8 (2018/19) 

Improve the care planning and management process to help people recover from a 

crisis and get home as quickly as possible. 

CPR CCG to lead on development of Action Plan to deliver improvement in Crisis 

Care as per commitment in the signed Crisis Care Concordat declaration. This 

includes securing sustainable arrangement for RAID (at SUHFT) and Street Triage 

(working with Essex police) 

LƳǇǊƻǾŜ ǘƘŜ ŘƛǎŎƘŀǊƎŜ ǇƭŀƴƴƛƴƎ ǘƻ ŜƴǎǳǊŜ ǇŜƻǇƭŜ Ǝƻ ƘƻƳŜ ŀǎ ǎƻƻƴ ŀǎ ǘƘŜȅΩǊŜ ǊŜŀŘȅ 

minimising the distress caused by delayed discharges. 

KMK 

 

KMK 

 

KMK 

 

Feb 2016 

 

Feb 2015 

 

Oct 2015 

 7 national improving outcome ambitions:  Baseline 2014/15 Standard Action Required Lead Deadline 

6 Increasing the number of people with mental and 

physical health conditions having a positive 

experience of care outside hospital, in general 

practice and in the community 

5.7 5.57 (2014/15) 

5.44 (2015/16) 

5.31 (2016/17) 

5.18 (2017/18) 

5.05 (2018/19) 

Commission responsive crisis care to ensure quick access to services when needed, 

by the right skilled teams in a safe and least restrictive environment, with good 

integrated pathways to reduce risk of relapse and support reablement. 

Explore development of alternatives to inpatient services. 

Work closely with Public Health to ensure: 

¶ People aged 40 ς 74yrs on SMI registers access NHS annual health checks. 

¶ People on SMI registŜǊǎ ŀŎŎŜǎǎ άaŀƪƛƴƎ 9ǾŜǊȅ /ƻƴǘŀŎǘ /ƻǳƴǘέ LƴƛǘƛŀǘƛǾŜ 

¶ People on SMI registers have access to screening programmes 

¶ Inclusion in targeted lifestyle support programmes of people with mental 
health problems. 

Increase mental health training for community services. 

KMK  

 

 

 

 

 

March 2016 
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 7 national improving outcome ambitions:  Baseline 2014/15 Standard Action Required Lead Deadline 

7 Making significant progress towards eliminating 

avoidable deaths in our hospitals caused by 

problems in care. 

  ¶ Work with Acute providers to operate in a culture of openness, learning from 

SIs and transforming services dependent on patient feedback: 

o RCA undertaken 
o Quality visits / audits scheduled for 2014/15 
o Working with provider to ensure mechanism in place to minimise 

the risk of preventable harm. 
o Safety thermometer compliance. 
o Mandatory training and investment in staff competencies via the 

appraisal process 
o Development of quality dashboard and quality outcomes 

framework. 
 

TD  
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Section 3: Improving Health 
 

3.1 Reducing Inequalities 
 
In the period 2006 to 2010 in males the difference in life expectance between the most and least 
deprived individuals was approximately 5 years in Castle Point and approximately 4 years in 
Rochford. In females the difference was approximately 5 years in Castle Point and approximately 2 
years in Rochford. 
 
The areas of increased deprivation within Castle Point and Rochford are shown in the map below 
taken from the local JSHNA.  

 
 

Cardiovascular death and deaths from cancer are the biggest causes of death and the greatest 
contributors to health inequalities.  In order to reduce health inequities the risk factors for 
cardiovascular and cancer deaths need to be addressed.  Most important of these is smoking but 
excessive alcohol consumption, inactivity, obesity, diet and undiagnosed or undertreated blood 
pressure are also important.  In will be necessary to monitor the uptake of services to address these 
risk to see that those in the most deprived areas are accessing them at least as much as less deprived 
groups.   
 

3.2 Improving Health ς Commissioning For Prevention  
 
3.2.1 Key Health Problems for Preventative Action 
 

Public health analysis has identified the following 5 key health problems as priorities for Castle Point 
and Rochford Clinical Commissioning Group (CCG). 
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¶ Cardiovascular disease 

¶ Cancer 

¶ Respiratory disease (chronic obstructive pulmonary disease (COPD) in particular) 

¶ Mental health disease (depression / anxiety and physical health in those this severe chronic 
mental illness) 

¶ Health inequity 
 

3.2.2 Goals for Prevention 
 

The following are aspirational goals for prevention (process and outcome) 
 

¶ 5% reduction in prevalence of smoking in patients with COPD and in those on the general 
practice mental health register 

¶ 5% reduction in gradient of smoking prevalence by deprivation across the CCG 

¶ 5% reduction after two years, in emergency admissions for ischaemic heart disease and for COPD 

¶ Making every contact count (outlined below) training widely taken up across general practice, 
community providers and the two acute hospitals 

¶ Social prescribing available from at least two thirds of practices in the CCG (19 out of 28 
practices) 

¶ 10% reduction in the percentage of patient predicted undiagnosed hypertensive patients 

¶ At least maintain the current percentage of patients with hypertension the blood pressure 
recorded as within the target range 
 

3.2.3 High Impact Preventative Interventions 
 
The following interventions have been selected to improve prevention of the identified health 
problems.  Each intervention will affect more than one condition; for example smoking cessation will 
support not only a reduction in cardiovascular disease but also cancer, COPD and the differential life 
expectancy associated with mental illness and deprivation.  The interventions are interlinked though 
for clarity they are presented here as separate interventions. 
 
Smoking cessation services and tobacco control: the CCG will continue and deepen its working 
relationship with the smoking cessation services commissioned by the County Council.  Particular 
focus will be given to supporting smokers with COPD, mental health illness or living in areas of 
deprivation to stop smoking.  The CCG encourage the tobacco control activity of other agencies 
including the police and trading standards. 
 
Making every contact count (MECC): Training material has been developed by the County Council to 
train front line staff to provide brief interventions for health improvement such as smoking cessation, 
sensible drinking, weight loss, activity and a healthy diet.  The CCG will promote these training 
materials across all practices, community providers and both acute trusts. 
 
Social prescribing: the CCG will work with the County Council to develop and pilot a resource that will 
help direct patients in need of non-medical interventions such as health walkers and leisure activities 
to improve wellbeing. 
 
Hypertension: the County Council is supporting the increase detection of patients with hypertension 
through increase surveillance of the population not know to be hypertensive.  The CCG will support 
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this work.  The CCG will also work with practices to increase the quality of hypertensive care of those 
diagnosed.   
 
Depression: the CCG will support the programme commissioned by the County Council to increase 
the detection of depression in patients with other long terms conditions.  In addition the CCG will 
support improvements in quality of the management of depression through psychological therapies, 
ƳŜŘƛŎŀǘƛƻƴ ŀƴŘ ΨǎƻŎƛŀƭ ǇǊŜǎŎǊƛǇǘƛƻƴǎΩΦ 
 
Physical activity: as a member of the local (district/borough) health and well-being board the CCG 
will work with strategic partners including the voluntary sector, health care providers, local authority 
and other public bodies to set the strategic direction for supporting greater physical activity in the 
population. 
 
Falls: in addition to the direct impact on health through problems such as hip fracture, falls have a 
major impact on mental health, confidence and general wellbeing.  The CCG will support the falls 
prevention service commissioned by the County Council by seeking ways to link other community 
services to it.  In addition the CCG will scrutinise the performance of the service and support 
improvements when needed. 
 
3.2.4 Plans for Resourcing Intervention 
 
Much of the resource needed to implement preventative services are already in place.  The CCG will 
encourage this work by putting it on the agenda with partner organisation, monitoring the 
implementation and evaluating the impact of the interventions.  Although additional money is not 
required for these intervention partner organisations will have to be persuaded to meet the initial 
opportunity costs.  For example a brief conversation with someone on practical ways to be more 
active costs time that could be spent on something else.  Without drive and passion the interventions 
will not be systematically implemented. 
 
Some of the resource will come from patients themselves as they are given guidance on how to 
support their own health.  This is expected to provide patients with a feeling of empowerment as well 
as helping sustainability.   
 
Prevention cannot be expected to produce dividends instantly.  Whilst smoking cession may begin to 
show improvements in reduced need for services within 1 to 2 years other interventions generally 
take longer.  However as systematic prevention activity is brought in across the CCG reductions in 
acute activity may free up resources for reinvestment. 
 
3.2.5 Measurements and Experiment 
 
The following outlines how the implementation (process measures) and outcomes (outcome 
measures) for the preventative interventions will be monitored.   
 
Smoking cessation: the GP clinical information system (Systmone®) will be used to monitor smoking 
prevalence across levels of deprivation, across patients with a diagnosis of COPD or on the mental 
health disease register.  Emergency admissions (age standardised) for COPD and for ischaemic heart 
disease which will be expected to fall with reduced smoking prevalence will be monitored. 
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Making Every Contact Count (MECC): Roll out of the MECC program will be monitored by tracking 
the number of partner organisations implementing plans to train their staff.  Whenever possible, 
partner organisations will also be asked for the percentage of all frontline staff trained in MECC. 
 
Social prescribing: the number of practices agreeing to implement social prescribing, the number of 
social prescribers trained and the number of social prescription contacts will be monitored. 
 
Hypertension detection and treatment: this will be monitored through routine data collected for the 
quality outcomes framework.  The ratio of detected to predicted cases and the number of patients 
with controlled hypertension will be recorded. 
 
Falls: the number of patients assessed by the falls service and the number of patients attending 
hospital with falls related conditions will be monitored.  

 

3.3 Parity of Esteem  
 
NHS Castle Point and Rochford CCG in collaboration with South Essex Mental Health Commissioning leads aim to 
undertake a number of key actions to deliver the Parity of Esteem agenda locally. These are set out in table below 
 

Action Progress Clinical 
Lead 

Commissi
oning 
Lead  

Deadline 
Date 

ACCESS  

Delivery of the new 2015/16 access and waiting time 
standards in mental health including 50% of people 
experiencing a first episode of psychosis receiving 
treatment within two weeks  

Embedding in contract for 
2015/16 ς Performance 
already meeting standard 

SG SM April 15 

Improving access to psychological therapies (IAPT) 
service standards in line with new access targets - At 
least 75% of adults having their first treatment session 
within six weeks of referral, with a minimum of 95% 
treated within 18 weeks  

Embedding in contract for 
2015/16 and Action Plan 
for delivery being 
developed. Meeting bi-
weekly with provider to 
oversee delivery 

SG SM April 15 

CRISIS CARE  

Local implementation of the RAID model at Southend 
Hospital. There is a clear local invest-to-save case for 
developing adequate and effective levels of liaison 
psychiatry for all ages in acute hospital. 

Established at Southend 
Hospital using Winter 
Resilience funding; 
Negotiations underway to 
embed in contract 2015/16 

SG SM Apr -15 

Local delivery of the Crisis Care Concordat which 
describes the actions required of commissioners and 
providers to ensure that those experiencing a mental 
health crisis are properly supported. This includes the 
provision of mental health support as an integral part of 
NHS 111 services; 24/7 Crisis Care Home Treatment 
Teams; and the need to ensure that there is enough 
capacity to prevent children, young people or vulnerable 

Castle Point and Rochford 
CCHG leading the 
development of Action Plan 
for South east Essex system. 
Workshop held in Jan 15 
and planning group in place. 
Street 

SG SM Action 
Plan Mar-
15  
Delivery 
12 to 18 
mths 
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adults, undergoing mental health assessments in police 
cells 

CHILDRENS & YOUNG PEOPLE MENTAL HEALTH  

Complete the Essex-wide re- procurement of CAMHS 
services ensuring high standards of community child and 
adolescent mental health services. Investing in children 
ŀƴŘ ȅƻǳƴƎ ǇŜƻǇƭŜΩǎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ŀƴŘ ƎƻƻŘ ǘǊŀƴǎƛǘƛƻƴ 
planning improves outcomes for patients and 
families and generates economic benefits 

On track to meet 1st Nov 
2015 start date for new 
service 

SG SM Nov 15 

DEMENTIA  

Dramatic improvement in dementia diagnosis rates 
required in CPR CCG in 2015/16 
 

Action Plan developed and 
agreed to deliver trajectory 

SG SM Apr-15 

Integrating Mental and Physical Care     

Å All people with low-level mental health need 
(clusters 1-3) to be principally cared for by their GP 
as their Named Accountable Professional. 

Å Community mental health teams to form part of 
primary care multi-disciplinary teams 

Å IAPT services to be integrated into primary care 
based health teams, increasing the focus and 
support to people with long-term conditions. 

Å Psycho- geriatricians and older people 
community mental health teams to be integrated 
into the new care of the elderly community teams. 

Å Introduce specified pathway of health 
prevention work with individuals who suffer from a 
mental health problem (e.g. obesity / alcohol). 

 
Action via 15/16 CQUIN 
 
 
Action via Clinical Review 
Group 
Action via IAPT Action 
Group 
 
Included in Integration 
planning and delivery 
 
See Improving Health (Sec 
2.3) 
 

SG SM  
Apr 15 
 
 
Apr-15 
 
Apr- 15 
 
 
June15 

Primary Care & Personalisation     

Å LƳǇƭŜƳŜƴǘ ǘƘŜ ΨwŜŎƻǾŜǊȅ /ƻƭƭŜƎŜΩ ƳƻŘŜƭ 
Å Implement personal health budgets for people in 

recovery. 
Å Introduce audit programme of GP SMI registers and 

health checks for people with mental health needs. 
Å Cross reference GP and secondary care SMI register 

to identify unidentified individuals. 
Å Implement formulary for mental health services 

across primary and secondary care and supporting 
audit programme. 

 
 

SG SM  
April 2015 
 
Sept 15 
 
Apr ς 15 
 
 
Sept-15 
Apr-15 
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Section 4 Access 
 

4.1 Convenient Access for Everyone  
 
CPR CCG will deliver good access to the full range of services, including general practice and community services, 
especially mental health services in a way which is timely, convenient and specifically tailored to minority groups. This 
includes plans to improve early diagnosis for cancer and to track one-year cancer survival rates. 
 

4.1.1 Access to General Practice and Community Services  
 
The CCG aim to begin the transformation of primary and community services in 2015/16 though our Better Care Fund 

integration agenda. Initial focus will be the vulnerable elderly building a co-ordinating model operating around 4 

ŎƻƳƳǳƴƛǘȅ ōŀǎŜŘ ΨƘǳōǎΩΦ [ƛƴƪŜŘ ǘƻ ǘƘƛǎ ǿƛƭƭ ōŜ ǘƘŜ commissioning of responsive crisis care to ensure quick access to 

services when needed, by the right skilled teams in a safe and least restrictive environment, with good integrated 

pathways to reduce risk of relapse and support reablement.  

There are a range of initiatives that will be mobilised in 2015/16 to improve access. These include: 
 

¶ Improve access to community based rapid response and crisis intervention team. 

¶ wƻƭƭ ƻǳǘ ŎŀƳǇŀƛƎƴǎ ǘƘŀǘ ƳŀȄƛƳƛǎŜ ƻǳǊ ƳŀǊƪŜǘƛƴƎ ƻǇǇƻǊǘǳƴƛǘƛŜǎ ƻŦ bI{ ммм ŜΦƎΦ ōƻƻƪ ƘŀƴŘƛƴƎ ƻǳǘ ŀǘ ŎƘƛƭŘǊŜƴΩǎ 
centres, media cover. 

¶ Enhance GP services to nursing and residential homes to prevent admissions, including dedicated support to care 
homes with high usage of ambulance services. 

¶ Ensuring very good uptake of flu and pneumonia vaccine in appropriate high risk groups through GP Federation and 
Locality Commissioning Groups.  Sharing activity to identify practices that need greater support. 

¶ Ensuring access to urgent social care services in place for patients suffering with crisis. 

¶ Support lead commission MDT model in primary care through utilisation of risk stratification. 

¶ Improve and Implement risk stratification model. 

¶ Improving timely access to day unit pathways e.g. DAU, MAU, SAU and the new Ambulatory Care Unit 

¶ Improve optimisation of medicine usage by regular reviews of medication on appropriate patients. 

¶ Using technology to identify early indication of deterioration in long term conditions to avoid unnecessary 
admissions. 

¶ Work with Essex County Council to implement BCF initiatives around frail elderly and appropriate risk stratification. 

¶ Working with ECC to deliver streamlined models / pathways for the management/prevention of falls. 

¶ We are also working closely with Public Health to ensure: 

- People aged 40 ς 74yrs on SMI registers access NHS annual health checks. 

- People on SMI registers ŀŎŎŜǎǎ άaŀƪƛƴƎ 9ǾŜǊȅ /ƻƴǘŀŎǘ /ƻǳƴǘέ LƴƛǘƛŀǘƛǾŜ 

- People on SMI registers have access to screening programmes 

- Inclusion in targeted lifestyle support programmes of people with mental health problems. 
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4.1.2 Access to Mental Health ς Access to IAPT 
 
In addition, the CCG will work with GPs and providers to ensure patients are aware of their rights and are 
offered choice in mental health services in the same way they do in other areas of health provision. Through 
South Essex Mental Health Commissioning Collaborative structures and the Strategic Clinical Network we will 
work collaboratively to deliver South Essex Mental Health strategy including reducing mortality rates and 
initiatives including: 
 

¶ 100% of mental health patients to have an annual health check.  

¶ Identification of high risk patients in primary care settings, reviewing prescription items. 

¶ Working with lead providers to reduce suicide rates. 

¶ Ensure through contract that there are robust arrangements in place to maximise opportunities for 
patients to access employment post mental health acute episode. 

¶ Improving access to IAPT services to 15% (see IAPT below) 

¶ Through contract ensure early psychosis have high quality intervention / crisis plan. 
 
Key actions being taken to ensure delivery of the new Access target and 15% target in 2015/16: 
 

¶ Update and refresh Action Plan to deliver the new access targets for IAPT in 2015/16 

¶ Progress against Action Plan monitored at bi-weekly IAPT performance meeting and milestones on 
track. 

¶ Data cleansing and additional admin support in place to support increased IAPT information reporting 
requirements. 

¶ Draft self-populating Referral form developed for GPs to add onto SystemOne ς March 2015. 

¶ Additional work taking place with third sector organisations and Public Health to increase referrals 
from other sources. 

¶ Intensive Media campaign being rolled out including stands large stores in the area, four page advert 
in the local paper, leaflet drops, posters and cards in surgeries etc. 

¶ Additional group sessions arranged and model adapted so that these can be accessed if living outside 
of the CCG boundaries e.g. Castle Point resident can attend Westcliff group. 

¶ Modelling undertaken to ensure sufficient capacity in place to meet 15% by March 2016. 

¶ Executive Director lead assigned by SEPT to IAPT and monitoring performance on a daily basis 
internally. 

¶ Service user feedback results shared on a monthly basis. 

¶ Internal communications developed for GPs in relation to IAPT and frequently asked questions sheet 
currently being developed with the support of the service. 

¶ Develop an action plan to roll out IAPT into Long Term Conditions Management and Cancer 

¶ Transfer of PbR clusters 1-3 from secondary care into IAPT service 

¶ Boost effective partnership working between the Trust and Voluntary Sector Organisations to support 
and promote coverage. 
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4.1.3 Cancer Plan ς inc improving 1 year mortality 
 

Essex Local Cancer Forum: CPR CCG is actively engaged in the Essex Local Cancer Forum (ELCF), a key source 

of intelligence and advice on improving cancer services and outcomes. Facilitated by the Strategic Clinical 

Network team for Cancer, the ELCF meets quarterly and has wide representation from Essex cancer providers 

as well as representation from Area Team, public health and Clinical Commissioning Groups (including GP 

cancer leads). The Forum is co-chaired by the Strategic Clinical Network (Cancer) Clinical Lead and a Senior 

CCG commissioner. The ELCF  is part of the East of England Strategic Clinical Network (EoE SCN) structure. The 

EoE SCN structure is part of a national network of SCNs which came into existence on the 1st April 2013. 

Cancer is one of 6 services covered by the national and local SCN structure. The national cancer agenda will be 

shaped by the new National Cancer Director, Sean Duffy, and ƻǾŜǊǎŜŜƴ ōȅ bI{ 9ƴƎƭŀƴŘΩǎ 5ƻƳŀƛƴ м ǎǘǊǳŎǘǳǊŜ 

which focuses on preventing people from dying early. 

Early diagnosis and improving one year mortality figures is key to work plan priorities which are set out in 

detail below. 

Cancer Work Plan 2015/16 

All Domains 

1. DEVELOPING A FIVE YEAR CANCER SERVICES STRATEGY FOR ESSEX - To produce a 5 year cancer 

diagnosis, treatment and care strategy that builds on national initiatives (new national cancer plan to 

be published later this year), current cancer intelligence, expert clinical opinion, local commissioning 

priorities, research activities and horizon scanning. 

2. DEVELOPING A CANCER PATIENT, CLINICIAN AND COMMUNITY INFRASTRUCTURE: To ensure that all 

stakeholders in cancer services - CCGs, Specialised Services, SCN, Patients, Providers, NSSGs, Voluntary 

Sector, PHE, Local Authorities ς have an understanding of: How they can influence the cancer work 

programme; How they will receive information about cancer services; The regular forums wherein 

particular issues can be discussed. 

Domain 1 

3. SHARING CANCER INTELLIGENCE: To ensure that our local cancer providers are submitting robust and 

complete data to national data sources as the prime enabler for the Essex Cancer Forum to identify 

unacceptable variation and inequalities, and thus ensure that all patients across the region have 

equitable access to safe, effective, best practice pathways of care. 

4. DIAGNOSING CANCER EARLIER: To see increasing numbers of patients presenting to healthcare 

professionals at an earlier stage in their disease. This will include: 

¶ To support primary care in improving their awareness and ability to diagnose suspected cancer 

earlier through a range of mechanisms including participation in national awareness campaigns, 

supporting cancer awareness champions, rolling out electronic decision aids, tailored education 

based on GP practice profiles, and improving access to diagnostics. 

5. PREVENTING EMERGENCY ADMISSIONS: To reduce emergency admissions (initially focus on lung 

cancer) across Essex. 
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6. RESEARCH AND CLINICAL TRIALS: To ensure equitable access for patients into clinical trials across the 

region and the embedding of cancer research in service delivery. 

7. ADDRESSING COMMISSIONING AND COMPLIANCE ISSUES: To ensure that Essex cancer patients are 

following safe, best practice pathways of care. This includes:  Essex urology centre - Haemato-

pathology service, and - Essex anal cancer pathway. 

8. CANCER WAITING TIMES: Working with providers to ensure delivery of the NHS Constitution 

standards for Cancer Waiting Times includiƴƎ ǘƘŜ ƛƴŎǊŜŀǎƛƴƎƭȅ ŎƘŀƭƭŜƴƎƛƴƎ Ωсн Řŀȅ ŦǊƻƳ ¦ǊƎŜƴǘ ǊŜŦŜǊǊŀƭ 

ǘƻ ǘǊŜŀǘƳŜƴǘΩΦ ¢Ƙƛǎ ƛƴŎƭǳŘŜǎ ŘŜƭƛǾŜǊȅ ƻŦ ƭƻŎŀƭ ŀŎǘƛƻƴ Ǉƭŀƴǎ ŀƴŘ ŀŘŘǊŜǎǎƛƴƎ ŎƘŀƭƭŜƴƎƛƴƎ ǎƛǘŜ-specific 

pathway challenging specialties such as urology and lung. 

Domain 2 

9. SURVIVORSHIP: To reduce the number of patients receiving hospital-based follow up care to just 

those with complex needs, with the remainder being supported with their follow up care out in the 

community. 

10. TRANSFORMING CARE IN THE COMMUNITY: To prevent unnecessary readmissions to hospital by 

having community CNSs in place, working alongside community matrons/care co-ordinators as part of 

an integrated pathway of care between all teams and services, and acting as community-based key 

workers for patients once they have finished their acute treatment 

Domain 3  

11. REHABILITATION - BRAIN/CNS PATIENTS: To improve the care of Essex Brain/CNS patients (adults and 

children) 

12. REHABILITATION - LYMPHOEDEMA SERVICE: To ensure that there is equality across EoE for patients 

with lymphoedema to access specialist services. 

13. REHABILITATION - COMMUNICATION AIDS: To ensure equitable provision of communication aids for 

Head & Neck cancer patients undergoing treatment and agree commissioning for provision of such 

devices 

14. PSYCHOLOGICAL SERVICES: To ensure equitable, timely access to evidence based psychological 

therapies and ensure more people are able to access them. Effectively making the links between 

locally commissioned IAPT services and cancer care. 

Domain 4 

15. END OF LIFE CARE: To give nursing staff in care and nursing homes the skills and confidence to care for 

patients in their last months, weeks and days of life. To increase the numbers of patients dying at 

home (their normal place of residence) 

Domain 5 

16. ADDRESSING QUALITY AND SAFETY ISSUES: To ensure that Essex  cancer patients are following safe, 

best practice pathways of care, Including Acute Oncology Services and  Management of Spinal Cord 

Compression 
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4.2 Meeting the NHS Constitution Standards  

NHS Constitution Standards 

 Performance Measure 2014/15 Baseline 2015/16 Standard Action Required Lead Deadline 

A&E waits 

 

 

A&E - Percentage of people who have been 
admitted, transferred or discharged within 4 
hours of their arrival at an A&E department 

 

As at 09.02.15 

YTD = 94.13% 
Q1 = 94.14% 
Q2 = 96.25% 
Q3 = 92.35% 
Q4 = 

95% ¶ Continue to monitor progress against the Recovery Action Plan at 

weekly performance meetings with SUHFT and support host CCG 

in respect of raising contract queries as required. 

¶ Implementation of A&E CQUIN to ensure that cancer patients are 

seen in a more appropriate environment e.g. CAU 

¶ Contract notice raised. 

 

 

KMK 

 

 

March 

2015 

Cat A Ambulance Calls 

 

 

Category A calls for an ambulance resulting in 

an emergency response within 8 minutes (R1 / 

R2) and ambulance arriving in 19 minutes 

 

As at December 2014  

Red 1 = 69.6% 

Red 2 = 61.6% 

19 minutes = 91.8% 

Red 1 = 75% 

Red 2 = 75% 

19 minutes = 95% 

Concern remains at a CCG level and across the region regarding the 

performance of the East of England Ambulance Service. A significant 

element of the contract negotiations for 2015/16 is the capacity of the 

service to deliver baseline standards. A further recovery plan is 

expected to accompany the contract.  

EEAST continue to focus on six key priorities to provide a safe and high 
quality clinical service: 

¶ Recruit 400 student paramedics in 2014/15 

¶ ¦Ǉ ǎƪƛƭƭ ¢Ǌǳǎǘ 9/!Ωǎ ǘƻ ¢ŜŎƘƴƛŎƛŀƴǎ ŀƴŘ ¢ŜŎƘƴƛŎƛŀƴǎ ǘƻ 
Paramedics 

¶ Maximise clinical staff on front line vehicles 

¶ Reduce response cars and increase Ambulances 

¶ Accelerate fleet and equipment replacement programme 

¶ Re-invest corporate spend into front line delivery 
/ƻƳƳƛǎǎƛƻƴ 9ƴƘŀƴŎŜŘ aŜŘƛŎŀƭ wŜǾƛŜǿ ƻŦ ΨDн ŀƴŘ DпΩ ŀƳōǳƭŀƴŎŜ 

disposition prior to dispatch via NHS 111, to reduce demand on 

ambulance service for less urgent calls, allowing service to focus on Red 

EH 

 

 

 

 

 

 

 

EH 

March 

2015 

 

 

 

 

 

 

April 

2015 
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1 and Red 2 dispatches. 

 

Referral to Treatment waiting times for non-urgent consultant-led treatment 

 

RTT 

SUHFT continue a programme of backlog 

clearance following a national initiative to 

reduce waiting list to January 2013 levels and 

achieve aggregate level compliance against all 

three standards from end Q3/ December 2014. 

Admitted = 86.10% 

Non-Admitted = 94.7% 

Incompletes = 92.8% 

 

Admitted = 90% 

Non-Admitted =95% 

Incompletes = 92% 

52+ week waits = 0 

Continue to monitor progress at weekly performance meetings with 
SUHFT and support host CCG in respect of raising contract queries as 
required.   

Speciality level areas currently underperforming: 

¶ General Surgery 

¶ T&O 

¶ Urology 

¶ ENT 

¶ Oral Surgery 

Significant issues identified relating to the roll out of the new PAS 
ǎȅǎǘŜƳ ŀƴŘ ǘƘŜ ƛƳǇŀŎǘ ƻƴ ǘƘŜ ¢ǊǳǎǘΩǎ w¢¢ ōŀŎƪƭƻƎ and contract notice 
raised. 

MH Mar-16 

Diagnostic test waiting times 

 

Diagnostic Waits - Percentage of patients who 

have waited less than 6 weeks for a diagnostic 

test 

99% 99% Continue to monitor performance through CQRG. MA Ongoing 

Cancer ς two-week wait 

 

Cancer waits 

2 week waits (patients referred urgently with 
suspected cancer by a GP) 

2 week waits (patients referred urgently with 
breast symptoms (where cancer was not 
initially suspected) 

 

96.7% (Dec 14) 

 

96.9% 

 

93% 

 

93% 

Continue to monitor through weekly performance meetings with the 

Trust. 

Regular review of Patient Tracking Lists and early identification of issues 

arising at Trusts and in Primary Care for resolution. 

Inter-Trust Cancer Policy developed but not yet agreed.  Host CCGs for 

SUHFT and BTUH working with the Trusts to resolve this. 

KMK Mar 15 
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Cancer Waits ς 31 Days 

 

 

31 day (wait from diagnosis to first definitive 
treatment for all cancers) 

31 day (wait for subsequent treatment where 
that treatment is surgery) 

31 day (wait for subsequent treatment where 
that treatment is an anti-cancer drug regimen) 

31 day (wait for subsequent treatment where 
the treatment is a course of radiotherapy) 

96.8% (Dec 14) 

 

96.2% (Dec 14) 

100% (Dec 14) 

 
99.6% (Dec 14) 

96% 

 

94% 

98% 

 
94% 

As above KMK Mar 15 

Cancer Waits ς 62 Days 

 

 

62 day (wait from urgent GP referral) 

62 day (wait from referral an NHS screening 
service) 

62 day (wait for first definitive treatment 
following a coƴǎǳƭǘŀƴǘΩǎ ŘŜŎƛǎƛƻƴ ǘƻ ǳǇƎǊŀŘŜ 
the priority of the patient) 

84.0% (Dec 14) 

95.0% (Dec 14) 

 

87.5% (Dec 14) 

85% 

90% 

 

No operational 

standard set 

Ensure full implementation of the Cancer Waits recovery plan.  

Performance as at Q3 is showing all cancer waiting time standards 

achieved at SUHFT. 

Inter Trust Policy singed between BTUH and SUHFT. 

5ƛǎŎǳǎǎƛƻƴǎ ŀǊƻǳƴŘ ƭƻŎŀƭƛǎŀǘƛƻƴ ƻŦ ǎƛǘŜ ǎǇŜŎƛŦƛŎ ά¢ƛƳŜŘ ǇŀǘƘǿŀȅǎέ 

implemented in Anglia. 

KMK 

TA/MC 

Mar 2015 
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4.3 NHS Constitution Supporting Measures 

NHS Constitution Supporting Measures 

 Performance Measure 2014/15 Baseline 2014/15 Standard Action Required Lead Deadline 

Mental Health 

 

The proportion of people under adult mental 

illness services on CPA who were followed up 

within 7 days of discharge from inpatient care. 

 

Year to date (2014/15) is 98% 

and Dec 15 latest monthly 

performance is 97% 

95% Improving CPA quality standards by addressing care planning and 

management process weaknesses especially S117. 

SM Mar 2015 

Referral To Treatment waiting times for non-urgent consultant-led treatment 

 

Zero tolerance 52 week waits 52+ week waits = 4 (Dec 

2014) 

Zero Tolerance  RS Apr-16 

Mixed Sex Accommodation Breaches 

 

Number of people who breach mixed sex 

accommodation requirements 

 

0 0 Governance process in place via the monthly Provider update for the 

CCG Quality report which goes to the CCG Quality and Governance 

Committee, Locality Commissioning Groups and the CCG Governing 

Body meetings.  

Schedule of planned and unplanned visits in place to monitor 

compliance. 

 

TD March 15 
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 Performance Measure 2014/15 Baseline 2014/15 Standard Action Required Lead Deadline 

Cancelled Operations 

 

Cancelled Operations - Number of  patients who 

are not offered another binding date within 28 

days > 0 

 

 28 YTD as at Dec 14 100% patients to be 

offered another 

binding date within 

28 days 

No urgent ops 

cancelled for the 2
nd

 

time 

Minimise impact of winter system pressures increasing elective 

cancellations 

EH March 

2015 

A&E waits 

 

Number of people who have had to wait for 
longer than 12 hours following a decision to 
admit them in A&E. 

 

0 0 Continue to monitor through weekly performance meetings with the 

Trust.  A&E Recovery Plan in place and Urgent Care Network 

monitoring progress against the plan as a system. 

KMK Mar 15 

Cancelled Operations 

 

No Urgent Operation to be cancelled for the 

second time 

 Zero Tolerance    

Ambulance Handovers 

 

Percentage of ambulance handovers completed 

by 15 minutes of arrival and to be ready to 

accept a new call by 30 minutes of arrival 

 

No. of handovers >15 
minutes = 68.8% YTD at Dec 
14 
 
Of which >30 = 91.1% YTD at 
Dec 14 

15m: 100% 

30m: 100% 

Continued monitoring on a weekly basis in conjunction with the 

EEAST recovery plan. Utilisation of the HALO model being evaluated 

to determine future commissioning intentions.  

Fines continue to be implemented with both EEAST and SUHFT in 

relation to breaches against these standards. 

EH On-going 
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4.4 Activity Levels 

Activity Levels  

 
The table below outlines the activity plan based on the forecast outturn activity for 2014-15 and is adjusted across the 2 years for: 
 

¶ Predicted growth levels ς this includes both demographic change and changes in disease profile. 

¶ Activity reduction associated with QIPP schemes. 
 
The QIPP schemes over the next 12 months assume a reduction in non-elective activity of 3.5% (as per BCF commitment) and the key actions 
identified to ensure delivery are noted in the table below. 
 

Activity Line Assumptions  Activity Action Required 

Non-elective spells - all 
specialties E.C.23 

14/15 outturn based on actuals for the period April to November 2014 , 
with the remaining months forecast using agreed contract profile 
percentages. 

Assessment of 15/16 growth, using the increase seen from 13/14 to 14/15 
as a proxy for the forthcoming year. Additional demographic growth of 
0.35% (per ONS statistics) added.  QIPP efficiency at 3.5% reduction in line 
with BCF submission/requirements. Profile for 15/16 based upon seasonal 
activity seen in 14/15. 

2014-15 
21,353 Implementation of integrated frailty pathway 

and associated services: 

¶ Care Co-ordination Service 

¶ Overarching integrated pathway 

Targeted interventions to reduce respiratory 

admissions including CQUIN to review patients 

inhaler technique and concordance with 

medication regimes, increased focus on 

community case management of exacerbations, 

trial of tool to identify at risk patients 

Undertake project with NHSIQ to embed person 

centred co-ordinated care and personalised 

care planning for individuals living with LTCs 

Review of the End of Life register to ensure it 

accurately reflects a wide range of diagnoses, 

including dementia, and appropriate care is 

2015-16 
21,976 

Difference 3% 
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subsequently offered to support patients to 

achieve their preferred place of death 

The CCG is also aiming to fully resource RAID at 

{¦IC¢ ƛƴ нлмрκмс ŀƴŘ ǘƘŜ Ψ{ǘǊŜŜǘ ¢ǊƛŀƎŜΩ ƛŦ 

successful 

Non-elective spells - G&A 
E.C.4 

14/15 outturn based on actuals for the period April to November 2014 , 
with the remaining months forecast using agreed contract profile 
percentages. 

 Assessment of 15/16 growth, using the increase seen from 13/14 to 14/15 
as a proxy for the forthcoming year. Additional demographic growth of 
0.35% (per ONS statistics) added.  QIPP efficiency at 3.5% reduction in line 
with BCF submission/requirements. Profile for 15/16 based upon seasonal 
activity seen in 14/15. 

2014-15 
20,092  

2015-16 
20,712 

Difference 3% 

Daycase Elective Spells - 
G&A E.C.2 

The same principal as non-elective, with RTT activity stripped out to assess 
real terms growth.  Calculation undertaken by noting the change in the 
period July 13 to June 14 (which was backlog free) and comparing it with 
14/15 outturn.  30% of the the RTT activity assumed to not be achieved 
prior to 31/3/15, hence required in 15/16. QIPP reduction applied at 2%. 
Profile for 15/16 based upon seasonal activity seen in 14/15. 

2014-15 
22,069  

2015-16 

22,048 

Difference -0.10% 

Elective Spells - all 
specialties E.C.21 

The same principal as non-elective, with RTT activity stripped out to assess 
real terms growth.  Calculation undertaken by noting the change in the 
period July 13 to June 14 (which was backlog free) and comparing it with 
14/15 outturn.  30% of the the RTT activity assumed to not be achieved 
prior to 31/3/15, hence required in 15/16. QIPP reduction applied at 2%. 
Profile for 15/16 based upon seasonal activity seen in 14/15. 

2014-15 
6,546 Explore opportunities for re-modelling MSK 

pathways across the system, to reduce 

specialist activity whilst improving patient 

outcomes and experience. 

Ongoing review and update of SRP to reflect 

latest guidance. 

2015-16 
6,669 

Difference 2% 

Ordinary Elective Spells - 
G&A E.C.1 

The same principal as non-elective, with RTT activity stripped out to assess 
real terms growth.  Calculation undertaken by noting the change in the 
period July 13 to June 14 (which was backlog free) and comparing it with 
14/15 outturn.  30% of the the RTT activity assumed to not be achieved 
prior to 31/3/15, hence required in 15/16. QIPP reduction applied at 2%. 
Profile for 15/16 based upon seasonal activity seen in 14/15. 

2014-15 
6,487  

2015-16 
6,610 

Difference 2% 

All First Outpatient 
Attendances - all specialties 

Per elective approach with an assumption of 2% QIPP reduction and 30% of 
RTT backlog not achieved prior to 31/3/15, hence required in 15/16. Profile 

2014-15 
64,504 Explore opportunities for re-modelling MSK 
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E.C.24 for 15/16 based upon seasonal activity seen in 14/15. 
2015-16 

62,429 pathways across the system, to reduce 

specialist activity whilst improving patient 

outcomes and experience. 

Ongoing review and update of SRP to reflect 

latest guidance. 

Continued improvement in outlying areas of GP 
referral management. 

Development of Ophthalmology hub model to 
deliver innovative care across acute and 
community provision. 

Commissioning and implementation of 

Integrated Diabetes Service (Adults) 

Difference -3% 

All First Outpatient 
Attendances - G&A E.C.5 

Per elective approach with an assumption of 2% QIPP reduction and 30% of 
RTT backlog not achieved prior to 31/3/15, hence required in 15/16. Profile 
for 15/16 based upon seasonal activity seen in 14/15. 

2014-15 
60,638  

2015-16 
59,400 

Difference -2% 

First Outpatient 
Attendances following GP 
Referrals - all specialties 
E.C.25 

Per elective approach with an assumption of 2% QIPP reduction and 30% of 
RTT backlog not achieved prior to 31/3/15, hence required in 15/16. Profile 
for 15/16 based upon seasonal activity seen in 14/15. 

2014-15 
36,645  

2015-16 
36,288 

Difference -1% 

First outpatient attendance 
following a GP referral - 
G&A E.C.12 

Per elective approach with an assumption of 2% QIPP reduction and 30% of 
RTT backlog not achieved prior to 31/3/15, hence required in 15/16. Profile 
for 15/16 based upon seasonal activity seen in 14/15. 

2014-15 
35,832  

2015-16 
35,598 

Difference -1% 

All subsequent outpatient 
attendances - all specialities 
E.C.6 

Per elective approach with an assumption of 2% QIPP reduction and 30% of 
RTT backlog not achieved prior to 31/3/15, hence required in 15/16. Profile 
for 15/16 based upon seasonal activity seen in 14/15. 

2014-15 
143,535 Implementation of stable glaucoma pathway. 

2015-16 
140,882 

Difference -2% 
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A&E attendances all types 
E.C.8 

14/15 outturn based on actuals for the period April to November 2014 , 
with the remaining months forecast using agreed contract profile 
percentages.  

Assessment of 15/16 growth, using the increase seen from 13/14 to 14/15 
as a proxy for the forthcoming year. Additional demographic growth of 
0.35% (per ONS statistics) added.  QIPP efficiency at 6% reduction in line 
with current plans. Profile for 15/16 based upon seasonal activity seen in 
14/15. 

2014-15 
46,757 Attendances avoided through communications 

and marketing campaign to redirect patients 

from A&E via NHS 111 onto alternative services. 

Launch WebGP across 8 Practices, improving 

access to primary care and reducing attendance 

at urgent care and A&E. 

2015-16 
45,918 

Difference -2% 

Elective Total 

The same principal as non-elective, with RTT activity stripped out to assess 
real terms growth.  Calculation undertaken by noting the change in the 
period July 13 to June 14 (which was backlog free) and comparing it with 
14/15 outturn.  30% of the the RTT activity assumed to not be achieved 
prior to 31/3/15, hence required in 15/16. QIPP reduction applied at 2%. 
Profile for 15/16 based upon seasonal activity seen in 14/15. 

2014-15 
28,556  

2015-16 
28,658 

Difference 0% 

 GP Written Referrals for a 
first outpatient attendance 

Demographic growth on outturn of 0.35% 

2014-15 
43,542  

2015-16 
43,694 

Difference 0% 

 Other Referrals for first 
outpatient appointment 

Demographic growth on outturn of 0.35% 

2014-15 
23,642  

2015-16 
23,725 

Difference 0% 
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4.5 Infection 

Infection 

 Performance Measure  2014/15 Baseline 2015/16 Standard Action Required Lead Deadline 

1 

 

Clostridium difficile reduction 30 YTD at December 44  - CCG Target Explore the options to set up a scrutiny panel with AT to consider 

how unavoidable cases can be removed from local trajectories. 

Epidemiology review to be undertaken with Public Health. 

w/!Ωǎ ǘƻ ōŜ ǳƴŘŜǊǘŀƪŜƴ ƻƴ ŀƭƭ Ǉƻǎǘ тн ƘƻǳǊ ŎŀǎŜǎ ǿƛǘƘ ǊŜƎŀǊŘǎ ǘƻ 

anti-biotic prescribing. 

CǳǊǘƘŜǊ ǿƻǊƪ ǘƻ ōŜ ŘŜǾŜƭƻǇŜŘ ǿƛǘƘ DtΩǎ ŦƻǊ ǊŜǾƛŜǿƛƴƎ ǇŀǘƛŜƴǘǎ ǿƛǘƘ 

on-going diarrhoea in the community. 

SUFHT to re-examine GDH positive cases to see if they have had any 

previous hospital admissions. 

TD/IPC March 

2016 

 

MRSA 1 Zero Tolerance The CCG IPC Quality Team are working with acute, community and 

MH providers to ensure that all contracted measures are in place to 

minimise the risk of a Hospital Acquired Infection. This work is 

directed and underpinned by tight trajectories 2013/2014/2015. 

Treatment of all patients in SUFHT to prevent MRSA prior to 

admission in line with National Best Practice. 

Screening of all podiatry patients by SEPT. 

Monthly reporting to CCG Locality Groups as to anti-biotic/ PPI 

prescribing and the evidence underpinning individual prescribing to 

reduce the risk for development of CDIFF during an acute care 

episode. 

Re-establishment of Non-Medical Prescribing Forum by Chief Nurse 

for CPR and Southend Practice Nurses. 

Monthly newsletter distributed by Hosted  Medicines Management 

team to all practices outlining any new evidence with regards to risk 

TD/IPC Mar 16 
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prescribing for CDIFF/MRSA. 

Establishment of South Essex focus group by CCG IPC to tackle levels 

of CDiff/MRSA bacteraemia in a systematic way 

 

4.6 Mental Health 

Mental Health 

 Performance Measure 2014/15 Baseline 2015/16 Standard Action Required Lead Deadline 

Dementia 

 

Dementia diagnosis Rate 42.5% at Nov 14 58% (Stretch of 65%) The CCG will be validating the QOF vs SEPT registers - we are 

expecting the data to be collated by the end of March to enable us 

to develop an action plan.  The Dementia SEPT CQUIN in 13/14 

enabled the development with ARU, a training program to enable 

nurses to independently identify dementia syndrome within the care 

home population.   Through the MH Commissioning Team the CCG is 

currently reviewing the memory service specification - to ensure 

that we have capacity in the future increasing the diagnosis rates in 

a timely fashion. 

SM Mar 16 

IAPT 

3 

 

IAPT coverage and recovery 12. 27% at Dec 14 

51.04% at Dec 14 

15% A number of key actions are outlined in the dedicated IAPT section in 
relation to improving performance in this area. 

SM Mar 6 
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4.7 New Mental Health Access Waits 

New Mental Health Access Waits 

 The proportion of people that wait 18 weeks or 

less from referral to entering a course of IAPT 

treatment against the number of people who 

finish a course of treatment in the reporting 

period 

TBC 95% by April 2016 Action Plan being developed in line with Guidance published 12
th

 

Feb 2015 

  

 The proportion of people that wait 18 weeks or 

less from referral to their first IAPT treatment 

appointment against the number of people who 

enter treatment in the reporting period 

TBC  Action Plan being developed in line with Guidance published 12
th

 

Feb 2015 

  

 The proportion of people that wait 6 weeks or 

less from referral to entering a course of IAPT 

treatment against the number of people who 

finish a course of treatment in the reporting 

period 

TBC 75% by April 2016 Action Plan being developed in line with Guidance published 12
th

 

Feb 2015 

  

 The proportion of people that wait 6 weeks or 

less from referral to their first IAPT treatment 

appointment against the number of people who 

enter treatment in the reporting period 

TBC  Action Plan being developed in line with Guidance published 12
th

 

Feb 2015 

  

 Operational recovery indicator, to capture: 

¶ Number of ended referrals in the reporting 

period that received a course of treatment 

against the number of ended referrals in 

the reporting period that received a single 

treatment appointment 

¶ Average number of treatment sessions 

¶ Re-focusing service provision on less severe 

cases (in development) 

TBC  Action Plan being developed in line with Guidance published 12
th

 

Feb 2015 
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Early Intervention in Psychosis 

 More than 50% of people experiencing a first 

episode of psychosis will be treated with a NICE 

approved care package within two weeks of 

referral (in development) 

TBC >50% by April 2016 Action Plan being developed in line with Guidance published 12
th

 

Feb 2015 

  

Liaison Psychiatry 

 % of acute trusts with an effective model of 

liaison psychiatry (all ages, appropriate to the 

size, acuity and specialty of the hospital) (in 

development) 

RAID model established at 

SUHFT using Winter 

Resilience Funding to pump-

prime 

100% by 2020 Through Contracting Round ensure sustainable funding securing to 

maintain RAID at SUHFT 

KMK Mar-15 

 

4.8 *New* Transforming Care 

*New* Transforming Care 

 Performance Measure 2014/15 Baseline 2015/16 Standard Action Required Lead Deadline 

 Total number of patients in in-patient beds for 

mental and/or behavioural healthcare who have 

either learning disabilities and/or autistic 

spectrum ŘƛǎƻǊŘŜǊ όƛƴŎƭǳŘƛƴƎ !ǎǇŜǊƎŜǊΩǎ 

syndrome) 

TBC     

 Numbers of admissions to in-patient beds for 
mental and/or behavioural healthcare who have 
either learning disabilities and/or autistic 
ǎǇŜŎǘǊǳƳ ŘƛǎƻǊŘŜǊ όƛƴŎƭǳŘƛƴƎ !ǎǇŜǊƎŜǊΩǎ 
syndrome). 

TBC     

 Numbers of patients discharged to community 

settings 

TBC     

 Patients without a care coordinator TBC     
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 Patients not on the register TBC     

 Patients without a review in the last 26 weeks TBC     

 

4.9 Better Care Fund 

Better Care Fund 

 Performance Measure 2014/15 Baseline 2015/16 Standard Action Required Lead Deadline 

Transfers of care 

 Delayed transfers of Care TBC  Actions are aligned to our Frailty Programme to deliver co-ordinated 

care around 4 x primary care hubs 

  

Admissions 

 Emergency admissions [non-electives] collected 

via BCF template in 14/15 

TBC  Collected in suite of activity measures 

See above actions with domain/activity plans 

 

  

 Admissions to residential and nursing care TBC  As above   

Reablement 

 Effectiveness of reablement TBC  Recommission integrated health and social care reablement service 

in partnership with ECC 

Service commencement  

Increase availability of rapid response reablement to support 

admission avoidance and facilitate acute discharge 

 

EH 

 

EH 

EH 

October 

2015 

April 2016 

May 2015 
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Patient experience 

 Patient and service-user experience TBC  As above   
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4.10 New Quality Premium Measures 2015/16 

New Quality Premium Measures 2015/16 

 Performance Measure 2014/15 Baseline 2015/16 Standard Action Required Lead Deadline 

Still awaiting new measures 

       

 
Local Quality Premium 

 
bI{ /ŀǎǘƭŜ tƻƛƴǘ ŀƴŘ wƻŎƘŦƻǊŘ //D Ƙŀǎ ƛŘŜƴǘƛŦƛŜŘ Ψ/ŀƴŎŜǊ ŘƛŀƎƴƻǎƛǎ Ǿƛŀ ŜƳŜǊƎŜƴŎȅ ǊƻǳǘŜǎΩ ŀǎ ƻǳǊ ƭƻŎŀƭ ǇǊƛƻǊƛǘȅ ƛƴŘƛŎŀǘƻǊΦ  ¢Ƙis is because 
Castle Point and Rochford has a higher number of cancers first presenting as emergencies (due to the age of the population).  The data 
analysis shown below does not identify any one practice within the CCG as a statistical outlier but demonstrates that there is a need to 
undertake further analysis to identify where additional support and resource in primary care could improve performance in this area. 
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  2013/14 

 Indicator Definition Numerator Denominator Measure 

Local Priority 1 C1. 16 Cancer: Diagnosis via 
emergency routes 

182 749 24.3% 

  2014/15 

Growth assumed at 2.4%  Indicator Definition Numerator Denominator Measure 

Local Priority 1 C1. 16 Cancer: Diagnosis via 
emergency routes 

182 767 23.7% 

 

4.11 Outcome Measure 

Outcome Measure 

 Performance Measure 2014/15 Baseline 2015/16 Standard Action Required Lead Deadline 

 Composite indicator comprised of: 

(i) GP services, 

(ii) GP Out of Hours 

   Continued monthly monitoring of patient experience and 

satisfaction with GP OOH service 

EH/TD Ongoing 

 

 Patient experience of inpatient care      

 Hospital deaths attributable to problems in care 

This indicator is still in development 

     

 Health related quality of life for people with 
long-term conditions 
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4.12 Direct Commissioning - Primary Care 

Direct Commissioning - Primary Care 

 Performance Measure 2014/15 Baseline 2015/16 Standard Action Required Lead Deadline 

 Satisfaction with the quality of consultation at 
the GP practice 

429.22 429.22  KM Sept-15 

 Satisfaction with the overall care received at the 
surgery 

87.86% 87.86%  KM Sept-15 

 Satisfaction with the overall care received at the 
surgery 

77.99% 77.99%  KM Sept-15 

 



 

62 
 

  

  

Section 5 - Quality 
 

5.1 Francis, Winterbourne and Berwick 
 
Francis Report and Berwick  
A statement of progress template provided by the main provider against each of the allocated standards 
defined in the Francis Report was presented to the Castle Point and Rochford CCG Board and Quality and 
Governance Committee in Quarter 3. Three Francis recommendations relevant to the provider remain 
outstanding and the monitoring of these standards will be carried out through the governance processes of 
the South Essex Partnership Trust Clinical Quality Reference Group. It is noted the significant progress made 
by the Trust to embrace and embed the recommendations related to safety, openness and particularly Duty 
of Candour in 2015/2016. 
 
Safe staffing, from April 2014, all hospitals will publish self - determined staffing levels on a ward-by-ward 
basis together with the percentage of shifts meeting safe staffing guidelines. This will be based on speciality. 
This will be mandatory and will be done on a monthly basis. By the end of next year this will be done using 
models and tools approved independently by the National Institute of Clinical Excellence (NICE). The provider 
is reporting the safer staffing levels and this is reported via the governance process of the CCG and is available 
on a monthly basis via the NHS Choices website. 
 
A statutory duty of candour, which will apply to providers, and a professional duty of candour on individuals 
will be strengthened through changes to professional guidance and codes. The Quality Team and the Chief 
Nurse are working alongside the provider to ensure this duty to patients is fulfilled. 
 
The CCG will work with stakeholders in the development of a new Care Certificate, as recommended by the 
Cavendish Review, to ensure that Healthcare Assistants and Social Care Support Workers have the 
fundamental training and skills needed to give good personal care to patients and service users. 
 
Winterbourne 
Roles and responsibilities of Case Managers/Care Coordinators are in the process of being clearly defined and 
by robustly implementing the Care Programme Approach within the Community Team for People with 
Learning Disabilities vigorous Care Management for people with learning disabilities who have mental health 
issues and or complex or challenging needs. 
 
Effective placement processes are being implemented with proposals for the next board on Quality 
Assurance, Triangulation and Safe Placements. 
 
Effective contracting processes are also being implemented with an audit tool based on Winterbourne 
requirements, to be included as part of the standard Quality Schedule in all contracts. 
 
Effective contracting processes are also being implemented with an audit tool based on Winterbourne 
requirements, to be included as part of the standard Quality Schedule in all contracts. 
 
A Gap analysis of provision for complex needs of people with learning disabilities. 
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Review and amend the process for making placements including introducing a tapered payment allowing for 
more intensive support on admission. 
 
Update Market Position Statement in 2015 as a joint document. 
 
ω ¦ƴŘŜǊǘŀƪŜ [ŜŀǊƴƛƴƎ 5ƛǎŀōƛƭƛǘȅ ŀƴŘ 5ŜƳŜƴǘƛŀ bŜŜŘǎ !ǎǎŜǎǎƳŜƴǘΦ 
ω 5ŜǾŜƭƻǇ ǘƘŜ [ŜŀǊƴƛƴƎ 5ƛǎŀōƛƭƛǘȅ IŜŀƭǘƘ ǇǊƻfile and refresh the Learning Disability Joint Strategic Assessment. 
 

5.2 Patient Safety ς Including Measures to reduce harm  
 

 
Key areas to make 
improvements to reduce harm 

Success will be delivered through   Lead Deadline 

1 
To review CCG governance for 

Patient Safety and Quality 

Review the functionality and Governance of the Quality 
and Governance Committee, making recommendations for 
change and implementing agreed Quality Outcome 
framework 

TD March 2015 

Review the delivery of the functions of the Quality Support 
Team in view of BB CCG decision to withdraw from hosted 
arrangement. 

TD March 2015 

Attendance at appropriate meetings internal and 
externally to the organisation, promoting the PS&Q agenda 
in all forums 

TD 
Completed & 

Ongoing 

2 

  

Continue to work with partners 

to gain the required level of 

assurance for patient safety 

and quality of care within SEPT 

services and SUFHT services 

  

To work with the Trust to drive improvement. Monitoring 
compliance with recommendations from Francis, and 
Berwick.  

TD 
Completed & 

Ongoing 

To ensure the contract is used to its best effect to provide 
safety, good quality care that provides a good patient 
experience 

TD March 2015 

To have a programme of assurance reports as per the 
CQRG programme to monitor standards of patient safety 
and quality of care 

TD March 2015 

To work with regulatory partners to share intelligence and 
drive improvements 

TD 
Completed & 

Ongoing 

To work with key stakeholders to enable sound knowledge 
of standards achieved by the Trust and provide assurance 
of processes of monitoring 

TD 
Completed & 

Ongoing 

To continue programme of announced and unannounced 
visits to check and challenge service provision and gain 
instantaneous patient and staff feedbacks 

TD 
March 2015 & 
ongoing 

3 

Continue to work with partners 

to gain the required level of 

assurance for patient safety 

and quality of care within all 

commissioned services 

To work with partner CCGs to ensure Castle Point and 
Rochford CCG  gains assurances of the standards of care 
with all commissioned providers 

¶ SEPT  

¶ SUHFT 

¶ EEAST 

¶ Independent Providers of Healthcare 

¶ Hospices 

¶ Continuing Health Care 

¶ NHS 111 
 

TD March 2015 

4 
To develop integrated working 
patterns with the local 
authority with specific regards 
to resident safety and quality of 
care within care homes 

To establish a pro-active, collaborative working 
relationship with the local authority in regards to care 
homes 

TD 
Completed and 
ongoing 

Ensure the sharing of intelligence about standards of care 
in care homes, to enable the best outcomes to improve 

TD 
Completed and 
ongoing 



 

64 
 

 
standards 

To work in partnership with the local authority, to monitor 
care homes where health care is delivered, to drive 
improvement  

TD 
Completed and 
ongoing 

To ensure the input of the Continuing health Care Team is 
appropriate and timely to monitor and improve standards 
with care homes 

TD 
Completed and 
ongoing 

To work with the Individual Placement Team to ensure 
that the most effective option is available to individuals. 

TD 
Completed and 
ongoing 

6 
To work with partner 
organisations to re-design 
services which promote clinical 
effectiveness, patient safety, 
quality of care and enhances 
patients experience 
 

To ensure that there is patient / carer engagement in all 
re-design projects 

TD 
Completed and 
ongoing 

To ensure quality is central to all service re-design 
initiatives 

TD 
Completed and 
ongoing 

To work collaboratively with the local authority and other 
CCGs on re-design projects and promote innovation at 
every opportunity. 

TD 
Completed and 
ongoing 

 

5.3 Patient Experience (See Domain 4 in Section 2.1) 

 
Patient experience is a crucial part of quality healthcare provision, the NHS Constitution, the Outcomes 
Framework and the NICE Quality Standards for Experience and Mental Health Experience all reinforce 
the need for patient centred care. 
 
The NHS Constitution describes the purpose, principles and values of the NHS and illustrates what staff, 
patients and the public can expect from the service.  
 
It is key to determine what the public think of the health services in the locality.  This could be obtained 
through surveys, Friends & Family testing and face to face meetings with the public during quality visits, public 
engagement meetings or CCG Roadshows.  
 
The outcome of these findings and resulting actions will be shared with the providers, relevant CCG 
Committees and the Governing Body.  
 

5.4 Compassion in Practice 
 
Local provider organisations were required to submit evidence of their implementation of Compassion in 
Practice to NHSE in December 2014. There has been detailed evidence submitted from providers on their 
progress.  However, to ensure that this is embedded into the hearts, minds and practice of the frontline staff, 
is more complex.  The CCGs propose the following actions to support implementation: 
 

¶ Embedded in contracts 

¶ Observational reviews and discussions with staff relating to compassion in practice 

¶ /ƻƴǎƛŘŜǊŀǘƛƻƴ ǘƻ ƭƛƴƪƛƴƎ /vwD ŀƎŜƴŘŀǎ ǘƻ ǘƘŜ с Ψ/ǎΩ  

¶ Ensure that plans as visible and inclusive of staff views. 

¶ Review of patient surveys to ensure that experience reflects inclusion and compassion. 

¶ Lǘ ƛǎ ƴƻǘŜŘ ǘƘŀǘ ǘƘŜ ¢Ǌǳǎǘ ƛǎ ŀŎǘƛǾŜƭȅ ǇǊƻƳƻǘƛƴƎ άIŜƭƭƻ aȅ ƴŀƳŜ ƛǎΧΧΧΧΧΧέΦ 

¶ Recent planning event promoted Compassion in Practice values core to care delivery across the Trust. 
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5.5 Staff Satisfaction 
 

¶ NHS Castle Point and Rochford CCG firmly believe that to deliver high quality patient care, the NHS 
needs staff that are healthy, well and at work. Looking after the health and wellbeing of staff directly 
contributes to the delivery of quality patient care and poor workforce health has high and far reaching 
costs to NHS organisations and ultimately patients. 

¶ To develop and sustain a health and wellbeing approach there needs to be strong and clear leadership, 
supported by a solid strategy that continues to be developed and is underpinned by a proactive and 
engaged approach.  

¶ While the CCG recognises that while the principal responsibility for staff management must rest with 
their own employers, the quality of patient care is directly driven by the performance of individual 
staff, which in turn depends on levels of staff satisfaction as well as their inherent clinical competence. 
To that end the CCG actively monitors a number of indicators in this area with key performance 
indicators on staff sickness and staff turnover being part of the performance suite for all major 
providers. These measures form useful proxies for poor levels of staff morale in provider settings.  

¶ Similarly, patients' experience of staff attitudes is captured through the Friends and Family test which 
now includes a 'would you recommend this employeǊΩ question in our major acute provider. We will 
encourage other providers to ensure they are capturing this data. We regard these indicators as crucial 
measures of the quality of care and as such they will be scrutinised through the Clinical Quality 
Reference Group for each provider (led by the CCG's Chief Nurse). Any early signs of the measures 
going off-track will be discussed and, where necessary, action plans put in place to recover 
performance." 

 
Workforce Strategy 
 

¶ Health Education East of England (HEEE) are developing a detailed 5 year workforce strategy in 
conjunction with stakeholders to be published in December 2014.   This will describe the safe 
staffing levels for future provision and set out transformation programme required for 
developing the future workforce.    All south Essex CCGs will be engaging with HEEE to undertake 
this work and encouraging our providers to fully participate. 

 

¶ ¢ƘŜ //DΩǎ ŦƛǾŜ ȅŜŀǊ {ǘǊŀǘŜƎƛŎ tƭŀƴ ƛƴŎƭǳŘŜǎ Řetailed initiatives from the various workforce 
development initiatives and options that have been proposed (or are already in early stages of 
implementation) from HEEoE, the Essex Area Team and the Essex LMC to enable the Workforce 
Steering Group to evaluate and agree on the most effective and viable options for 
implementation within the confines of the available budget (currently £200k).  Some of the 
workforce proposals in the document are aligned to the workforce development needs and 
objectives identified in the HEEoE Transformation Strategy and the draft Essex Primary Care 
Strategy.   

 
Health and Well-being of Staff   

¶ NHS Castle Point and Rochford CCG firmly believe that to deliver high quality 
patient care, the NHS needs a workforce that is healthy, well and at work. Looking after the 
health and wellbeing of staff directly contributes to the delivery of quality patient care and poor 
workforce health has high and far reaching costs to NHS organisations and ultimately patients. 

¶ To develop and sustain a health and wellbeing approach there needs to be strong and clear 
leadership, supported by a solid strategy that continues to be developed and is underpinned by a 
proactive and engaged approach.  
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¶ KPIs linked to staff sickness, staff turnover help us to build a picture of staff satisfaction in the 
services we commission.  Issues are subsequently discussed at the CCG's Clinical Quality Review 
Group (CQRG) and, where necessary, addressed with providers to understand possible triggers 
and how to ensure measurable improvements.  The national staff survey is also a useful 
indication of staff satisfaction that allows us to benchmark performance and help to address any 
concerns. 

¶ Research shows that where NHS trusts prioritise staff health and wellbeing and actively engage 
with staff to develop work in this area, levels of engagement increase, as does staff morale, 
loyalty, innovation, productivity, all resulting in higher quality patient care.  Therefore, the CCG 
has set the following key objectives to support this: 

Objective Executive Lead Operational Lead Deadline 

Establish CCG Staff Involvement Group Ian Stidston Claire Routh May 2015 

Attend and cascade messages from Essex 
Joint Staff Forum 

Kevin McKenny Lucy Moss April 2015 

Review Staff Briefing sessions to reflect staff 
feedback 

Ian Stidston Claire Routh May 2015 

Continue with seasonal staff awards and 
review the opportunity to holding GP practice 
awards 

Ian Stidston Wendy Eighteen April 2015 

Review staff newsletter to reflect feedback 
from staff. 

Kevin McKenny Claire Routh May 2015 

Establish Sports and Social Club Kevin McKenny Claire Routh April 2014 

Staff Satisfaction Survey undertaken and 
action plan developed from feedback 

Kevin McKenny Claire Routh June 2015 

Follow up CCG Staff Away day held Kevin McKenny Claire Routh July 2015 

OD plan developed  Ian Stidston Lucy Moss June 2014 

Training Plan in place Ian Stidston Wendy Eighteen June 2015 

100% appraisals undertaken by May 2015 Ian Stidston Pauline Goddard May 2015 

 

5.6 Seven Day Services 

 
CPR CCG working with our key stakeholders within South East Essex system will make significant further 
progress in 2015/16 to implement at least 5 of the 10 clinical standards for seven day working. 
 

- Plans are in advanced stage to move to seven day primary care access early 2015/16 with the 
ŜǎǘŀōƭƛǎƘƳŜƴǘ ƻŦ ǘǿƻ ΨƘǳōΩ ǇǊŀŎǘƛŎŜǎ ƻǇŜǊŀǘƛƴƎ ƻƴ ŀ {ŀǘǳǊŘŀȅ ŀƴŘ {ǳƴŘŀȅ ŀƴŘ ƻǇŜǊŀǘƛƻƴŀƭ ŦǊƻƳ aŀȅ 
2015. This will be provided by GP Alliance (local federation) funded from NHSE Essex Area Team 
transformation funding. 

- In partnership with Southend CCG will continue to work with Southend Hospital through contract to 
implement clinical standards for 7-day working 

 
5.7 Safeguarding 
 
The CCG will ensure that providers are compliant against the Safeguarding Vulnerable People in the Reformed 
NHS: Accountability and Assurance Framework through the CQRG providers performance dashboard.  The 
CQRG meet monthly and is chaired by the CCG Chief Nurse.  This is also covered within the Section 11 Audit, 
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/ƘƛƭŘǊŜƴΩǎ !Ŏǘ нллпΣ ǿƘƛŎƘ ƛǎ ŎƻƳǇƭŜǘŜŘ о ȅŜŀǊƭy but reviewed annually and shared with the LSCB.  This can 
also be reflected in the KPIs and monitored by the CQRG and Contracts. 
 
¢ƘŜ //DΩǎ Ǉƭŀƴǎ ŀǊŜ ŀƭƛƎƴŜŘ ǿƛǘƘ {9¢ ǇǊƛƻǊƛǘƛŜǎΦ   
 
The CSE is led by all three LSCBs and they have a county wide strategic CSE group.  The designate nurses are 
also the Champions for CSE.  The LSCBs are currently putting CSE training together and sharing information 
intelligence form.  This will be rolled out to front line staff.  The Champion for Southend (Designate Nurse) has 
attended training.  There is also a Domestic Abuse strategy in place which is led by Adult Safeguarding (Andrea 
Metcalfe).   
 
There is a Safeguarding KPI/contract and Safeguarding assurance protocol which is being embedded in all 
contracts with Providers.  This will assist providers in demonstrating how safeguarding duties are discharged 
and reported. 
 
Key Actions to deliver safeguarding in 2015/16 are set out below 

Aim Actions Lead Deadline 

Take a strategic lead to ensure 
responsibilities of the NHS for 
safeguarding (children and 
adults)are embedded and 
delivered  

 

Ensuring appropriate measures are in place to Safeguard 
Children in the locality and across the South Essex Health 
system. 

TD 
Completed and 

ongoing 

Work collaboratively across Essex to best provide for 
safeguarding of children through integration and 
intelligence sharing of best practice.  

TD 
Completed and 

ongoing 

Chief Nurse to attend and contribute to the Health 
9ȄŜŎǳǘƛǾŜ CƻǊǳƳ ŦƻǊ /ƘƛƭŘǊŜƴΩǎ ǎŀŦŜƎǳŀǊŘƛƴƎ ŀǎ ŀ ǎǳō-
committee of the Essex SŀŦŜƎǳŀǊŘƛƴƎ /ƘƛƭŘǊŜƴΩǎ .ƻŀǊŘ 

TD 
Completed and 

ongoing 

Work with designate staff to hold commissioned 
organisations to account for processes and systems in 
place to safe guard children 

TD 
Completed and 

ongoing 

Work in partnership with local authority to drive the 
safeguarding agenda for children 

TD 
Completed and 

ongoing 

Ensure the section 11 audit is completed, implemented 
and improved 

TD July 2014 

Ensuring appropriate measures are in place to Safeguard 
Vulnerable Adults in the locality and across the South 
Essex Health System. 

TD 
Completed and 

ongoing 

Work collaboratively across Essex to best provide for 
safeguarding of vulnerable adults 

TD 
Completed and 

ongoing 

Chief Nurse to attend the Essex Safeguarding Adults Board TD 
Completed and 

ongoing 

Work with commissioned organisations to hold to account 
for processes and systems in place to safe guard 
vulnerable adults 

TD 
Completed and 

ongoing 

Work in partnership with local authority to drive the 
safeguarding agenda for vulnerable adults 

TD 
Completed and 

ongoing 

Ensure the section 11 audit is completed, implemented 
and improved 

TD September 2014 

Work with partners to implement the Winterbourne 
recommendations 

TD 
Completed and 

ongoing 
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Section 6 - Innovation  

 

6.1 Innovation 
 
NHS Castle Point and Rochford CCG Innovation Group 
 
CPR CCG acknowledge that we need to find ways to raise the quality of care for all in our communities 
to the best possible standards while closing a significant funding gap by 2020/21. This calls for 
creativity, innovation and transformation. 
 
This will require a significant shift in activity and resource from the hospital sector to the community. 
The funding and implementation of the Better Care Fund has the potential to improve sustainability 
and raise quality, including by reducing emergency admissions; hospital emergency activity will have to 
reduce by around 15 per cent for our CCG. Our CCG will need to make significant progress towards this 
during 2014/15. 
 
CPR CCG is committed to innovation to deliver significant improvements in quality and efficiency 
across our system. In 2015/16 we intend to access the support from NHSIQ to support and promote 
the adoption of innovation and the spread of best practice across South East Essex. We will be looking 
to facilitate fresh perspectives and partnerships, bringing in different types of expertise or capacity to 
support the adoption of current innovations or the development of new ideas. 
 
Next Steps 
 
²Ŝ ƘŀǾŜ ŜǎǘŀōƭƛǎƘŜŘ ŀ //D ŘŜŘƛŎŀǘŜŘ ΨLƴƴƻǾŀǘƛƻƴΩ DǊƻǳǇ ǳǎƛƴƎ ƻǳǊ ŎƭƛƴƛŎŀƭ leadership tasked to adopt 
innovative approaches using the delivery agenda set out in  Innovation Health and Wealth: 
accelerating adoption and diffusion in the NHS. 
 
High Impact Early Adopter Interventions 
 
The CCG Innovation Group are supporting in a range of recommended interventions for local adoption, 
namely:  
 

¶ Early Diagnosis - Early detection and diagnosis to improve survival rates and lower overall 
treatment costs  

¶ Reducing Variability Within Primary Care by Optimising Medicines Use - Reducing unwanted 
variation in primary care referring and prescribing  

¶ Mental Health ς Rapid Assessment Interface and Discharge (RAID) - Psychiatric liaison services 
provide mental health care to people being treated for physical health conditions  

¶ Dementia Pathway - Fully integrated network model to improve health outcomes and achieve 
efficiencies in dementia care 

¶ Palliative Care - Community based, consultant-led integrated palliative care service 

¶ Acute Visiting Service - Reducing demand for emergency care through providing a rapid-access 
doctor at home 
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¶ Reducing A&E pressure - Acute GP unit to triage emergency arrivals; occupational therapists in 
A&E to reduce low-risk admissions 

¶ Acute Stroke Services - Creating a hyper-acute stroke unit at SUHFT to optimise acute stroke 
services and ensure 24/7 access to specialist care 

¶ Integration of Health and Social Care for Older People - Integrating care through 
organisational, procedural and cultural changes 

¶ CYP ς High Impact Pathways Review 

¶ Electronic Palliative Care Coordination Systems - Improving care and helping patients to die in the 
location of their choice through a shared electronic record (this sees all providers using System1 ς 
acute community and voluntary sector) 

 
Technology 
 
CPR CCG believes that technology is an enabler to meet growing demand in health and social care 
services in a more timely and effective manner while still providing overall value for money. CPR 
(working with colleagues in public health have are interested in some technology trends which, if 
applied at scale, hold the power to significantly impact the way care is delivered over next 5 years. 
These include: App-Driven Wellness Culture;  Self-Care and Proactive Health Management; Assisted-
Living Technologies (in partnership with local authority); Remote Consultations; Telemedicine; Case 
Managers and Patient Navigators; Predictive and Visual Analytics and Evidence-Based Medicine; 
Technology-Enabled New Work Models, and Seamless End-to-End Health and Social Care Provision. 
 

Specific Innovation where CCG already Engaged 
 
Analytic Tool for prediction of falls: Castle Point and Rochford CCG is working with Anglia Ruskin 
University, Essex County Council and an external commercial organisation to develop an analytic tool for 
prediction of falls. The idea is to try to use a large amount of data which is already present in NHS and 
Social Care records ("big data") and carry out an analytical process to produce a more accurate tool for 
the prediction of falls in the elderly. 
  
Better Sharing of data between Health and Social Care: Castle Point and Rochford CCG is working with 
Essex County Council, NHS England, other CCGs in Essex and other organisations on improving the flow 
of information between Health and Social Care. This should result in improved outcomes and save 
money while still having appropriate safeguards in place. It will eventually result in a single health and 
social care record. 

 
6.2 Research and Education  
 

Research and evaluation across the whole patient pathway, including with partners in local 
government and Public Health England will contribute to improving outcomes and spreading 
innovation and economic growth. A additional marker of quality within NHS organisations is those 
with research activity able to demonstrate evidence of improved patient outcomes and health service 
delivery. 
 
Our CCG our actively seek out research opportunities, understand where research is taking place 
within the providers with whom they contract and support that activity wherever possible, through 
their commissioning decisions.  
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The CCG Research and Education programme is outlined below and lead by the Chief Nurse and 
Accountable Officer. 
Area Action Lead Deadline 

Member 
practices 

Encouraging all member practices to be research ready (toolkits 
completed) 

TD Sept 2015 

Ensure high level support continues through the provision of CCG 
hosted Clinical Education Service. 

TD  

Primary Care 
Development 

To better educate nurses and encourage recruitment and retention 
into primary care of experienced nurses. 

TD Sept 2015 

Lead Practice Nurse Forum for CPR locality. TD Jan 2015 

Establish Non-Medical Prescribing Forum TD Jan 2015 

Encourage the number of GP training places by 15% TD Apr 2015 

Review varying models to support the recruitment and retention of 
salaried sessional and partner GPs into the locality.  Ongoing work 
with LMC to develop local business case which could be delivered 
across the County. 

SG Mar 2016 

Succession 
Planning 

ST4 commissioning fellow supported to achieve leadership 
qualification and commissioning experience in healthcare 
commissioning. 

SG Aug 2015 

Academic 
Research 
Network 

Strengthen membership with ARU Health Partnership through 
attendance at all partnership meetings and acting as an active 
stakeholder.   Encouraging research where it will benefit health and 
social care domains. 

TD Jan 2015 

Partnership 
Working 

Establishment of CCG Research Network with CLRN TD Apr 2015 

Ongoing membership of LETB Board  SG Jan 2015 

Ongoing membership of Postgraduate Medical Institute Board of 
ARU 

SG Jan 2014 

Further collaboration with acute partners to target research 
initiatives crossing primary and secondary care domains e.g. GCA 

SG Jan 2015 

Building on existing relationships with Higher Education Institutions 
to strengthen research activity in CPR locality. 

TD July 2015 

Work with County Partnership Group and local Higher Educational 
Institutions to employ apprenticeships with a view to long term 
employment opportunities within the healthcare domain. 

LB June 2015 

Deliver Pressure Ulcer Project with University of Essex to improve 
the incidence of pressure ulcer development in the care homes of 
CPR. 

TD May 2015 

Linked prescribing incentive scheme and educational CPD for 
practice nurses at the University of Essex. 

TD Jan 2015 
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Section 7 Delivering Value 
 
7.1 Background 
 
Castle Point and Rochford CCG has produced a draft financial plan for 2015/16, supporting the delivery of the 
key financial metrics under which we are measured and enabling the delivery of the strategic direction agreed 
by the Governing Body. 
 
These financial plans include a detailed annual plan by service type, coupled with details of annual QIPP 
schemes and investments. 
 
¢ƘŜ Ǉƭŀƴǎ ŜƴŀōƭŜ ǘƘŜ //D ǘƻ ŘŜƭƛǾŜǊ ƻƴ ŀƭƭ ƻŦ ƛǘΩǎ ǘŀǊƎŜǘǎΣ ŀƴŘ ǘƘŜ ǳƴŘŜǊǇƛƴƴƛƴƎ ŀŎǘƛǾƛǘȅ ŀǎǎǳƳǇǘƛƻƴǎ ƘŀǾŜ ōŜŜƴ 
ǘǊƛŀƴƎǳƭŀǘŜŘ ǿƛǘƘ ōƻǘƘ ǘƘŜ Ƙƻǎǘ ŎƻƳƳƛǎǎƛƻƴŜǊ ŦƻǊ ǘƘŜ //DΩǎ Ƴŀƛƴ !ŎǳǘŜ ŎƻƴǘǊŀŎǘΣ ŀƭƻƴƎ ǿƛǘƘ ǘƘŜ ¢Ǌǳǎǘ ƛǘǎŜƭŦΦ 
Good progress is being made on agreeing the contract for the forthcoming financial year. 
 
7.2 Current Position and Key Issues 
 

Resource Allocation: 
 
aƻǾŜƳŜƴǘǎ ƛƴ ǘƘŜ //DΩǎ ǇǊŜǾƛƻǳǎƭȅ ǇǳōƭƛǎƘŜŘ ǊŜǎƻǳǊŎŜ tǊƻƎǊŀƳƳŜ ŀƭƭƻŎŀǘƛƻƴ ŀǊŜ ƛƴŎƭǳŘŜŘ ǿƛǘƘƛƴ ǘƘŜ ǘŀōƭŜ 
below; 
 

Category Previously Published As advised 23/12/14 Changes Comments

Notified Programme Allocation 206,252 212,362 6,110

Growth re moving closer to target and 

encompassing Winter Pressure monies

Less Recurrent allocation adjustments (458) 458 Included in the £212,362k

Plus return of 15/16 planned surplus 974 974 0 Planned Surplus 14/15

Opening Programme Allocation 206,768 213,336 6,568

Plus BCF monies 3,422 3,422 0 As advised previously

Total Programme Allocation 210,190 216,758 6,568

£'000s

 
 
This welcome increase in funding moves the CCG to within 2.т҈ ƻŦ ƛǘΩǎ ǘŀǊƎŜǘ ŀƭƭƻŎŀǘƛƻƴΦ 

 
7.3 2015/16 Programme Spend: 

 
The table below detŀƛƭǎΣ ōȅ ǎŜǊǾƛŎŜ ǘȅǇŜΣ ǘƘŜ //DΩǎ ŘǊŀŦǘ ŦƛƴŀƴŎƛŀƭ Ǉƭŀƴǎ ŦƻǊ нлмрκмсΦ (fuller detail available 
on request) 

Expenditure Category

14/15 Outturn 

as at month 9 

2014/15

Less : Non-

Recurrent Exp

14/15 

Recurrent 

Position Add : Growth

Add : Specific 

Developments

Add : Full-

year effects 

of 14/15 

investments

Less : Tariff 

Deflator Less : QIPP 

Other 

Changes

Draft Opening 

Budget 15/16

GRAND TOTALS 203,508 (4,535) 198,973 6,824 3,859 211 (1,168) (5,983) 11,835 214,551  
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7.4 QIPP: (see also sec 7.9) 
 
The table below (fuller details available on request) ƛƭƭǳǎǘǊŀǘŜǎ ǘƘŜ //DΩǎ vLtt Ǉƭŀƴǎ ŦƻǊ ǘƘŜ нлмрκмс ŦƛƴŀƴŎƛŀƭ 
year. 
 

Category Value (£k)

Continuing Health Care 558                                

Mental Health 120                                

Medicines Management 1,452                             

Unplanned Care 934                                

Planned Care 2,920                             

TOTAL 5,984                              
 
 
The weekly PMO Delivery Group monitor and the monthly Finance and Performance Committee review QIPP 
performance where Project Leads are held to account. Regular exceptions updates are included within the 
Governing Body Finance report. 

 
Performance against each workstream will continue to be formally monitored and reported to the Governing 
Body. Performance against each scheme will be formally delegated to a responsible CCG Executive. 
 
 

7.5 Reserves Utilisation: 

 
The CCG has established a number of reserves, both in line with national guidance and to mitigate any in-
year financial risk. 
 
The following reserves have been established; 

1.5% Transformation reserve 

0.5% Contingency reserve 

0.5% Cost Pressure reserve 

Any expenditure authorised from reserves should be non-recurrent in nature, leading to the underlying 
ǎǳǊǇƭǳǎ ƛƴ нлмрκмс ōŜƛƴƎ ǎƛƎƴƛŦƛŎŀƴǘƭȅ ƘƛƎƘŜǊ ǘƘŀƴ ǘƘŜ ǇƭŀƴƴŜŘ ǎǳǊǇƭǳǎΦ ¢ƘŜ //DΩǎ ǳƴŘŜǊƭȅƛƴƎ ǎǳǊǇƭǳǎ ŦƻǊ 
нлмрκмс ŎǳǊǊŜƴǘƭȅ ǎǘŀƴŘǎ ŀǘ ŀǊƻǳƴŘ р҈ ƻŦ ǘƘŜ //DΩǎ ŀƭƭƻŎŀǘƛƻƴΦ 

 
7.6 Mental Health Parity of Esteem: 

The CCG has set aside a sum for investment in the Mental Health Parity of Esteem agenda, equating to a 
real terms increase in Mental Health spend, which is ƛƴ ƭƛƴŜ ǿƛǘƘ ǘƘŜ //DΩǎ ƻǾŜǊŀƭƭ ǊŜŀƭ ǘŜǊƳǎ ŦǳƴŘƛƴƎ  
increase. 

7.7 Co-Commissioning of Primary Care: 
¢ƘŜ //D Ƙŀǎ ƘŀŘ ƛǘΩǎ ŀǇǇƭƛŎŀǘƛƻƴ ŦƻǊ Ŧǳƭƭ ŘŜƭŜƎŀǘŜŘ /ƻ-Commissioning of Primary Care approved by the Area 
¢ŜŀƳ ŀƴŘ ŀǿŀƛǘǎ ƛǘΩǎ ŀǇǇǊƻǾŀƭ ŦǊƻƳ ǘƘŜ /ŜƴǘǊŀƭ ¢ŜŀƳΦ !ǘ ǇǊŜǎŜƴǘΣ ǘƘŜ //D ƛǎ ŀǎǎǳƳƛƴƎ ǘƘŀǘ ǘƘŜ ƛƴŎǊŜŀǎŜ ƛƴ 
allocation will equal the expenditure incurred, with no corresponding gain or loss.  
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7.8 Risks and Opportunities: 

The risks below are in addition to any other risks already flagged in this paper in relation to activity over-
performance and QIPP delivery, these will be reviewed and significant risks will be included in the CCGs 
Board Assurance Framework. 
 
Risk Mitigating Actions 

Better Care Fund ς transition slower 
than required and achieving 
performance targets in 2015/16 

Better Care Fund group governance arrangements. CCG additional 
funding to pump prime schemes in 2015/16. Monitor targets 
throughout 2015/16 and address as necessary. 

Size of QIPP challenge and pace of 
change 

Robust monitoring to ensure QIPP on target. Use of 2% non-
recurring fund to support system reconfiguration. Contingency will 
provide further risk mitigation if necessary. 

Legacy Financial Position of the south 
Essex system remains challenging 

Continue to work with neighbouring CCGs and local providers to 
ensure health system continues to recover the underlying issues. 
Change in contracting approach. 

Costs of meeting NHS Constitution 
obligations higher than estimates  

Review though planning governance framework and consider use 
of contingency and other non-recurrent resources. Work with 
partner organisations to agree plans.  

Growth and Cost Pressures ς increase 
beyond existing assumptions  

Close scrutiny of contract monitoring and regular contract reviews 
will highlight areas of concern and address any issues that 
emerge.  

Changes to contracts to move toward 
outcome based (rather than block or 
PbR style contracts)  

CCG will work closely with providers and contracts team to review 
likely impact and address any issues as they arise.  
 

IAPT performance ς ability to meet 15% 
requirements and access targets 
against commissioner affordability for 
mental health services. 

Ongoing system wide discussions and weekly IAPT performance 
monitoring between commissioner and provider in order to 
mitigate reactive cost pressure requests. 

 
 

7.9 QIPP Plans 2015/16  
 

Overview 
 

QIPP management is a critical component of our CCG operational arrangements and is considered as part all 
CCG decision-making. Core themes across our QIPP planning are:  
 

¶ the development of integrated commissioning in partnership with the Local Authority and 
neighbouring CCGs;  

¶ clinical ownership and leadership across our localities and member practices, and 

¶ our commitment to improving community health care to reduce reliance on acute services.  
 
The QIPP plans continue to be developed and enter full implementation for 2015-16.  To support this, the CCG 
has a dedicated Head of PMO and QIPP finance lead to work with the project leads and stakeholders to 
develop robust, deliverable plans. In 2014/15 the CCG developed a robust QIPP activity and financial analysis 
process for our QIPP programme enabling both detailed planning and strong monitoring processes, supported 
by key members of the Business Intelligence and Contracting team of the CSU.  
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QIPP Monitoring and Delivery 
 
Delivery of our CCG QIPP plans is through the Programme Management Office (PMO).  The programme 
management office (PMO) continues to make good progress, with weekly reports to the PMO Delivery Group 
by each of the project leads. The plan has identified the key outputs from each of the QIPP schemes and the 
key deliverables are reported to the Recovery Group with a weekly updates. 
 
The purpose of the Programme Management Office (PMO) is to maximise the benefits delivered by the QIPP 
programme. The PMO brings a level of decision making and review, which would not be possible at the project 
level. For example, determining priorities (e.g. relating to resources), and determining which projects are delivering 
maximum contribution to key business objectives. Often it is not possible or desirable to make sound decisions on 
these factors at the individual project level. The purpose of the PMO is not to duplicate the function of delivering 
projects ς it is to:  
 

¶ Provide focus on the strategic goals, objectives and benefits and ensure these are evident or maximised  

¶ Provide input to project planning to maximise the achievement of the business objectives  

¶ Communicate with stakeholders and sponsors and support Project Managers where required with this task  

¶ Ensure the sum of the deliverables from across the programme meet the business needs  

¶ Ensure that benefits are actively planned, optimised and realised  

¶ Ensure that wider business risks are recognised and being addressed  

¶ Provide direction relating to priorities and resources  

 
When programme management is carried out in a regular structured and disciplined manner, the following 
benefits can be achieved: 
 

¶ Projects can be accelerated, slowed down, or stopped in line with overall priorities 

¶ Resource priorities can be assessed across projects 

¶ Issues and risks can also be assessed and provided with direction in line with business needs 

¶ Interdependencies can be identified and controlled 
 
The PMO provides the link between strategic planning and the benefits that will be delivered, ensuring the 
optimisation of the benefits delivered. Fundamentally the following components will be intrinsic to our 
consolidated PMO arrangements: 
 

¶ A member of the CCG Executive will oversee each scheme in order to ensure milestones are met and 
any blocks to delivery are quickly addressed. 

¶ All schemes will have a detailed project plan with measureable milestones. 

¶ The QIPP schemes will be reviewed at regular intervals with each of the programme leads and then by 
exception at a monthly QIPP meeting. 

¶ The GP leads and their commissioning managers will be held to account if scheme slippage occurs. 

¶ QIPP delivery will be reviewed by our Governing Body as part of the monthly finance reporting. 

¶ QIPP will be visible and owned by all areas/localities within the CCG and will be subject to both high 
level and operational scrutiny within the CCG. 

 
QIPP Plans and Impact 

As identified in Finance Plan section the CCG has an £4.6 million funding gap /QIPP challenge for 2015/16. The 
table below details the QIPP schemes for 2015/16. We are confident of meeting our 2015/16 QIPP challenge 
and we have identified the work streams and services line savings that we will be aggressively pursue to 
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ensure we deliver our financial statutory obligations. The summary table below sets out the current level of 
identified QIPP by contract/service area and also our overarching aim is to focus on these large areas rather 
than several small schemes, in conjunction with our wider system partners to ensure maximum impact.  

Summary 

 
 

Due to the ongoing negotiations with our main acute provider, the activity implications of QIPP schemes are 
yet to be fully reflected in the contract activity models, though will be completed pre contract signature. 
 

Further QIPP Ideas in Scoping 
Our GP leads and member practices have identified a range of ideas that currently also being scoped. These 
include:  
 

¶ Winterbourne discharge 

¶ Pressure Ulcers 

¶ Gynaecology  

¶ Tele-health 

¶ Hearing Service 

¶ Paediatric virtual ward 

¶ Pain Management 

¶ UTI pathway re-design 
 

QIPP Programme Overview 
 
In partnership with NHS Southend CCG and our Providers, six key service transformation schemes have been identified 
that span the South East Essex system for delivery in 2015/16, these are: 

¶ Ophthalmology 

¶ Diabetes 

¶ Stroke 

¶ MSK 

¶ Ambulatory Emergency Care 

¶ Community Paediatrics 
 

In addition to these schemes, a number of other initiatives will be progressed, most notably the Integration 
Programme, focussing on the vulnerable elderly and the development and implementation of the Integrated 
Frailty Pathway.  
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Planned Care  
 
Aim:  To redesign services and deliver activity changes to enable sustainable, affordable, effective and high quality 
planned care services. 
 

 
 
Diabetes Service ς led by Emily Hughes/Jayne Mason, with Dr Sunil Gupta (CPR CCG) and Dr Peter Long (Southend 
CCG) 
 
The project focusses on the commissioning and implementation of an Integrated Diabetes Service for Adults. The model 
for service delivery, developed by the South East Essex Diabetes Clinical Network focusses on Intermediate and Acute 
(non-complex) care into an integrated model, delivered within the community. The service will incorporate insulin 
initiative and insulin pump provision, dietetics, podiatry, consultant led outpatient services, specialist nursing, 
educational programmes for patients, and support and education for primary care and other health professionals. The 
service will deliver increased quality of care and patient outcomes within the current financial envelope, whilst 
absorbing increased demand and new initiatives for care.  
 
Ophthalmology ς led by Emily Hughes/Jayne Mason, with Dr Biju Kuriakose (CPR CCG) and Dr Peter Long (Southend) 
 
The project is focussing on developing a new model of service delivery across South Essex, enabling much greater 
integration across primary, community and acute opthlamic care, using emerging technologies and developing new 
pathways to mobilise enhanced services outside of hospital.   
 

Unplanned Care 
 
Aim:  To increase the number of patients cared for within their own homes, or community settings, reducing the 
reliance on traditional models of Acute care by implementing new pathways and commissioning integrated services. 
 

 
 
Ambulatory Emergency Care (AEC) ς led by Emily Hughes with Dr Roger Gardiner (CPR CCG) and Dr Nike Popoola 
(Southend CCG) 
Building on the progress made in 2014/15, the project will finalise the commissioning and contractual elements of AEC 
delivery and see increased delivery with SUHFT, moving from early implementation to full scale mobilisation. This will be 
supported by the development of additional care pathways including  CCF, COPD, Jaundice, Asthma and UTI. A second 
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phase to the project will explore the delivery of ambulatory surgical care, initially focussing on complex wound 
management.  
 
Ambulance Dispatch from NHS 111 
An enhanced medical review of G2 and G4 dispositions prior to dispatch within NHS 111 will be commissioned. The 
ǎŜǊǾƛŎŜ ǿƛƭƭ ǎŜŜ Dtǎ ŀƴŘ !btǎ ǳƴŘŜǊǘŀƪƛƴƎ ŀƴ ƛƳƳŜŘƛŀǘŜ ǊŜǾƛŜǿ ƻŦ ŎŀǎŜǎ ǿƘŜǊŜ ŀ ŘƛǎǇƻǎƛǘƛƻƴ ƻŦ ŀ DнκDпΩ ŀƳōǳƭŀƴŎŜ ƛǎ 
reached through the NHS Pathways assessment. Utilising a model tested in London, the pilot of this service during 
winter 2014/15 demonstrated clear potential to direct patients to more appropriate services, in most cases, GP Out of 
Hours. This will see a reduction in the number of G2/4 automatic dispatches from NHS 111 to the East of England 
Ambulance Trust, relieving demand and enabling the Trust to focus on Red 1 and 2 responses.  
 
WebGP 
Implementation of a web based tool designed to offer patients alternative access to health advice, alleviating pressure 
on primary care and urgent care services, including A&E. The service builds on a pilot undertaken in London that 
delivered significant improvement to patient experience, demand on face to face GP appointments and attendance at 
walk in centres and A&E.  
 
Integration Programme ς Frail Elderly 
2015/16 will see the beginnings of the implementation of services in line with the emerging Integrated Frailty Model 
and Pathway being developed across health and social care. Key elements of this programme of work include the 
commissioning of a care co-ordination service, design and commissioning of integrated health and social care 
reablement, 24 hour rapid response services and increased usage of risk stratification to support a move to proactive 
care. This dovetails with the development of the Acute Frailty model within SUHFT, focusses on dedicated specialist care 
and interactions across the Day Assessment Unit and 72 hour inpatient beds.  
 
Long Term Conditions 
The CCG will be working with NHSIQ  to establish a baseline position for the CCG and explore the use of the LTC House 
of Care Framework alongside other improvement tools to embed person centred and coordinated care and personalised 
care planning for individuals living with LTCs.  
 
Following an increase in respiratory admissions over the winter of 2014/15, focussed interventions are being developed 
to assist patients in self-management, identifying exacerbations of conditions earlier to enable a greater proportion of 
care to take place in the community, rather than in hospital. This will include a focus on patient education, inhaler 
technique and concordance to medication regimes.  
 
End of Life 
Supported by the use of CQUIN, the project aims to enhance and expand the End of Life register across a wider range of 
diagnoses, including dementia. It is well reported that patients identified on the register and subsequently supported 
within the community are more likely to achieve their preferred place of death and reduce the likelihood of emergency 
acute admissions within the last year of life.  

 
Medicines Management  
 
Aim: More consistent prescribing across primary and secondary care as well as community services.  Secure 
widespread agreement with regard to formulary and full implementation. To provide evidence based cost 
effective treatment. 
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Children and Young People 
 
Aim:  Ensure children & young people have a positive start in life 

¢ƘŜ ŦƻŎǳǎ ŦƻǊ ǘƘŜ ŎƘƛƭŘǊŜƴΩǎ ǎŎƘŜƳŜǎ ƛǎ ǘƻ ƛƳǇǊƻǾŜ ǉǳŀƭƛǘȅ ŀƴŘ ǊŜŘǳŎŜ ǳǘƛƭƛǎŀǘƛƻƴ ƻƴ ǎŜŎƻƴŘŀǊȅ ŎŀǊŜ 
services, moving to a joint agency approach across health and social care to integrate key pathways, 
including meeting the national SEND reforms, putting the patient and family at the centre of their care. 

 

 
 
Community Paediatrics ς led by Emily Hughes/Mo Fitzgerald with Dr Sunil Gupta (CPR CCG), alongside Hugh Johnston 
and Dr Kate Buruysa (Southend CCG) 
The project focusses on a robust review of the current commissioning and provision of community paediatric services. It 
is recognised that the current service delivery is disjointed and based on a traditional model of delivery. The review will 
explore new ways of delivery to create capacity and enhance integration across health and social care.  

 
Mental Health and LD 
 

Aim: The focus for the MH schemes is to improve quality and reduce utilisation on secondary care services, moving 
to a greater personalised approach across health and social care to integrate key pathways, including delivering 
improved crisis care, dementia diagnosis and pathways and access targets. 
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Section 8: Better Care Fund 
 
We have been working very closely with Essex County Council and our partners across health and social care 

commissioning and provision to further develop our Integration Programme enabled by the Better Care Fund 

(BCF) The integration agenda will drive practical integration of both commissioning and provision of services, 

whilst improving outcomes for people with health and care needs.  

 

We have already agreed areas of joint work and are keen to develop new governance arrangements to 

oversee the implementation of these key projects. Together, we are implementing the Better Care Fund 

agenda, aligned to key QIPP and JSNA priority areas for 2015/16. Much of this work will support the national 

directives under the Care Act including integration, prevention, 7 day working, jointly accountable teams and 

future roles of social workers. 

 
Due to the provider landscape across South East Essex, we are working closely with Southend CCG in the 
implementation of our plans so as to maintain a stable health and social care economy and realise any 
appropriate economies of scale. Our aim for BCF is to deliver sustainable integrated local health and social 
care model and services targeted at the vulnerable elderly. It will be delivered through a partnership between 
CCG acute and community providers, local GP practices/federation and partners in Local Authorities. 
 

The BCF will fundamentally change the way in which people are supported in taking charge of their own care 
ŀƴŘ ŎƻƴŘƛǘƛƻƴǎΦ ¢ƘŜ ǇǊƻƎǊŀƳƳŜΩǎ ƛƴƛǘƛŀƭ ŦƻŎǳǎΣ ǘƘǊƻǳƎƘ ƛƴǘŜƎǊŀǘƛƻn with local authorities, is on caring for older 
people and its scope will be systematically broadened over the nexǘ ŦƻǳǊ ȅŜŀǊǎ όнлмпπмуύ ς with Frail Elderly 
and Long Term Conditions being the focus the first phase of work.  
 
The aim of the collaborative BCF (Integrated Care) Programme is to drive up the quality of care and drive 
down costs of providing it: 
 

¶ improving the value of care we provide to local people by joining up care around people, across 
providers; 
 

¶ ƛŘŜƴǘƛŦȅƛƴƎ ŀƴŘ ƳŀƴŀƎƛƴƎ ǇŜƻǇƭŜΩǎ ŎŀǊŜ ƴŜŜŘǎ ōŜǘǘŜǊ ŀƴŘ ƛƴǘŜǊǾŜƴƛƴƎ ŜŀǊƭƛŜǊΤ  
 

¶ ensuring care is provided in the most appropriate setting, particularly at times of acute crisis and by 
ensuring the right incentives exist for providers to work in integrated ways.  

 
Our key objectives of the Better Care Fund (BCF) are: 
 

¶ To commission services that target frail and older people who are vulnerable or at risk of losing their 
independence. 

¶ To work with primary care to develop and commission integrated health and social care services that 
will reduce the need for people with a long term condition to utilise health and social care services.   

¶ To move care closer to home so that our hospitals have manageable demand 
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¶ To work together to ensure people are supported to look after their health and wellbeing. 

¶ To support providers to join up, share information, and make services easier to navigate 

¶ To create an Integrated Commissioning Board or similar  to align our work and have a single 
commissioning process 

 
In 2015/16 the system will be led by a board of health and social care providers with an overarching 
integrated board structure. The board will work in partnership with clinical commissioners and be responsible 
for the shared delivery of care along agreed pathways. 

 
The Integration Programme is developing a credible plan to improve the health and wellbeing of the frail 
elderly of Castle Point and Rochford whilst making the most efficient use of resources.  Following a systematic 
review of current provision and a number of successful workshops four work streams, led by dynamic task and 
finish groups are forming detailed action plans for delivery of the Integrated Frailty Pathway. These are: 
 

o Risk Stratification and GP MDTs 
o Acute Frailty and Community MDT 
o Community Rapid Response 
o Care Co-ordination 

 
Risk Stratification and GP Multi-Disciplinary Teams 

 

Research around risk stratification has been undertaken and options are now being reviewed.  The two 

proposed options are as follows: 

 

¶ QAdmissions is a risk stratification tool that has been developed and validated using a very large data 

ōŀǎŜ ƻŦ ¦Y ǇŀǘƛŜƴǘΣ ƛǘ ƛǎ ŦǊŜŜ ǘƻ ǳǎŜ ŀƴŘ ƻƴƭȅ ƴŜŜŘǎ Řŀǘŀ ƘŜƭŘ ƻƴ ǘƘŜ DtΩǎ ŎƭƛƴƛŎŀƭ ǎȅǎǘŜƳΦ  ¢ƘŜ tool is 

effective at predicting patients at risk of hospital admissions but does not identify patient who can be 

prevented from needing a hospital admission.  If used the tool should be combined with professional 

judgment to identify which patients have modifiable risk factors likely to be helped by a multi-

disciplinary intervention.  

¶ Option two would be to have no risk stratification tool and have patients identified through clinical 

judgment alone.  

 

Acute Frailty Service and Community Geriatrician Led Multi -Disciplinary Team 

 

Set out below are some of the key outcomes emerging from this workstream: 

¶ ²ŜŜƪƭȅ ŎƻƳƳǳƴƛǘȅ a5¢ΩǎΦ 

¶ This service will be for complex patients that require Community Geriatrician input. 

¶ The following services should be able to refer inǘƻ ǘƘŜ a5¢Υ DtΩǎΣ ƛƴǘŜƎǊŀǘŜŘ ǘŜŀƳΣ {thwΣ Ŧŀƭƭǎ ǘŜŀƳΣ 

social workers, dementia nurses, therapists, care coordinator, ambulance service, A&E, Day 

Assessment Unit, Ambulatory Emergency Care, frailty unit and acute wards. 

¶ All referrals to the MDT to go through SPOR or the care coordinators. 

¶ The MDT will be led by the Community geriatrician but the care coordinator will oversee the care plans 

and actions from the MDT. 
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¶ There will need to be a joint clinical system so that amendments to care plans can be seen by all 

professionals. 

¶ The following members should be in attendance as a minimum: Community Geriatrician, care 

coordinator, social worker and the integrated team.  Other professionals may be invited on an ad-hoc 

basis.  

 

24 Hour Community Rapid Response  

 

Set out below are some of the key outcomes emerging from this workstream: 

¶ Better access to shared clinical systems between health and social care. 

¶ Shared posts and staff to be permanent. 

¶ Social care direct to link better with SPOR. 

¶ Clear pathway links between health and social care.  Pathways are already in place but they need to be 

streamlined. 

¶ Rapid response should be within 2 hours.  There will be no triage criteria and each case will be 

determined via a clinician to clinician discussion. 

¶ Rapid equipment services need to be available. 

¶ ! ƴƛƎƘǘ ǘƛƳŜ ǎƛǘǘƛƴƎ ǎŜǊǾƛŎŜ ǘƻ ΨƘƻƭŘΩ ǇŀǘƛŜƴǘǎ ǳƴǘƛƭ ǘƘŜ ƳƻǊƴƛƴƎ ǿƘŜƴ ŀƭƭ ǎŜǊǾƛŎŜǎ ŀǊŜ ŀǾŀƛƭŀōƭŜΦ   

¶ Better out of hours social care. 

¶ Better use of the voluntary sector. 

 

Care Co-ordination 

 

As we work towards creating an integrated health and social care system in the CCG, little work to date has 

focused on supporting the workforce to enable them to work beyond the silo boundaries the current system 

Ƙŀǎ ŎǊŜŀǘŜŘΦ  ¢ƘŜ /ƭƛƴƛŎŀƭ 9ȄŜŎǳǘƛǾŜ DǊƻǳǇ ǿƛƭƭ ŎƻƴǎƛŘŜǊ ŀ ƴŜǿ ŀǇǇǊƻŀŎƘ ΨwŀǇƛŘ wŜǎǳƭǘǎ млл 5ŀȅ /ƘŀƭƭŜƴƎŜΩ 

with ECC and Nesta to launch a new care co-ordination model of care from March 2015.  The model piloted in 

Mid Essex, sees front-line teams empowered to work collaboratively to test new ways of working and design 

interventions that reduce hospital admissions for the frail population.  

 
Financials Implications 
 
We see the implementation of the BCF as a phased programme with 2015/16 being, in the main, the 
development phase for the main bulk of the funding transfer being executed in 2016/17. We are therefore 
developing the programme timeline accordingly and we will make full use of the time afforded to us to 
undertake a number of design and resilience testing activities to ensure to provide all parties to the 
integration with assurance that system change is not only going to work but that it will be both robust and 
sustainable. 
 
CP&R CCG and ECC have agreed the sums that should go into the integrated fund, both parties recognise that 
if we simply deposit the minimum amounts as allocated by DH then it is unlikely that there will be sufficient 
monies to bring about real transformation of our health and social care systems in Essex. So whilst we still 
have considerable work to do we are confident that we will collectively be contributing more to the pooled 
fund than the minimum amounts stipulated. 
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As stated we see this as a two stage implementation, consequently the functions and resources that will 
transfer and be managed through the integration arrangements for 2014/15 will be considerably different and 
smaller scale than those transferring in 2016/17.  
 
BCF Investment Scheme Scheme identifier/Service name 2015/16 Contract Provider

Scheme 1  Protection of Social Care Services Transfer of social care money 2,672,270.00£                ECC

Scheme 3 Reablement Reablement Monies 687,700.00£                   ECC

Scheme 1  Protection of Social Care Services Social Care Uplift 749,728.00£                   ECC

Scheme 2 Community Health Services / Admission Avoidance (*inc Dementia) Integrated Community Teams 3,322,654.03£                SEPT

Scheme 2 Community Health Services / Admission Avoidance (*inc Dementia) Collaborative Care Team 239,835.82£                   SEPT

Scheme 2 Community Health Services / Admission Avoidance (*inc Dementia) SPOR (Health Element) 96,707.35£                      SEPT

Scheme 2 Community Health Services / Admission Avoidance (*inc Dementia) Tissue Viability 42,842.24£                      SEPT

Scheme 2 Community Health Services / Admission Avoidance (*inc Dementia) Leg Ulcer 91,284.35£                      SEPT

Scheme 5 Discharge Support Stroke (Community Service) 157,843.25£                   SEPT

Scheme 2 Community Health Services / Admission Avoidance (*inc Dementia) Pressure Relieving Equipment 111,492.16£                   SEPT

Scheme 2 Community Health Services / Admission Avoidance (*inc Dementia) Continence 352,131.13£                   SEPT

Scheme 2 Community Health Services / Admission Avoidance (*inc Dementia) Dementia Intensive Support Team 69,194.22£                      SEPT

Scheme 6 Acute Mental Health and Dementia

Older People Community Mental Health Teams (inc. Assessment 

Service) 769,829.42£                   SEPT

Scheme 2 Community Health Services / Admission Avoidance (*inc Dementia) Older People Day Care (Mental Health) 167,349.80£                   SEPT

Scheme 2 Community Health Services / Admission Avoidance (*inc Dementia) Community Geriatricians 60,000.00£                      SEPT

Scheme 2 Community Health Services / Admission Avoidance (*inc Dementia) Wheelchair Services 301,574.22£                   SEPT

Scheme 13 Others / Enablers Havens Hospice 410,688.80£                   Havens

Scheme 5 Discharge Support Rosedale Rehab/Reablement Beds 130,314.50£                   ECC

Scheme 5 Discharge Support Rosedale Therapy Input 152,298.74£                   SEPT

Scheme 2 Community Health Services / Admission Avoidance (*inc Dementia) Occupational Therapy 214,638.05£                   SEPT

Scheme 2 Community Health Services / Admission Avoidance (*inc Dementia) CAVS Befriending Service 18,500.00£                      ECC

Scheme 11 Carers Carers 50,000.00£                      TBC

Scheme 8 Care Act Care Act Funding 297,600.00£                   ECC

Totals 11,166,476.07£               


