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1.

Introduction

The purpose of this plan is to describe how West Essex Clinical Commissioning Group and our partners
will improve the health and wellbeing of the people of West Essex over the period 2015-2020.
This plan has been developed at a time when the West Essex health and care system is facing major
pressures – population growth, financial constraints and public health challenges. There is increasing
demand for health and care services. The question which this plan seeks to answer is:
‘How do we do better for more people with less money?’
The plan is in three parts:
1. It begins with a summary of the current ‘West Essex story’ – the challenges that we are
currently facing, and summarises the main themes for our plan.
2. The Plan continues to describe our vision for health and care services over the next five years
3. Finally the Plan concludes with a description of the actions that we will take to deliver our
vision, including our Transformation Programme and our emerging Locality Plans.
The key themes in our plan are summarised below.
Improving Quality of Care, Clinical Outcomes and People’s Lives
The CCG is a clinically led organisation. We are passionate about improving the quality of care received
by west Essex residents and the clinical outcomes that they experience. We strongly believe that if we
put quality first with people at the centre of everything we do, this will drive through more effective
and efficient use of financial resources. In keeping with our ambitions to lead joint commissioning for
health and care services for the area, our ambition extends beyond the traditional NHS definition of
quality to wanting to have a positive impact on people’s lives through the services we commission.
Through better connected care between professionals sharing information and diagnostic results we
will avoid duplication, through better preventative care we will avoid peoples’ conditions reaching crisis
and requiring hospital stays or social care support, through better care out of hospital, both health and
social care, we will help people to live healthily and independently as long as possible in their own
communities.
Integration
This plan is a health and social care plan. The public consistently tell us that they want services to be
‘seamless’, between health and social care and between different health care providers, such as
General Practitioners, the local hospital and mental health services. We know that citizens have a
better experience when services are designed in this way and we also know that in a time of limited
resources across public services that we can provide better value for money if we able to streamline our
services and reduce duplication. Over time, we believe that the improved outcomes we achieve
through this model of delivery will also contribute to managing demand for services for effectively.
Transformation
The Transformation Programme described in Chapter 4 of this plan describes how we will deliver
integrated services. We recognise that genuine transformational change is needed instead of the
smaller scale improvement or short term savings schemes that we have implemented in the past. We
have designed new models of care intended to improve the quality of care, to ensure that the right care
is delivered at the right time, by the most appropriate worker and in the right setting, to put the person
at the centre of the care they receive, and to offer the greatest scope of opportunity on how we can
deliver better care that will cost the system less.
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Prevention
We desperately need to get serious about prevention to ensure that we improve the health and
wellbeing of citizens in West Essex and also to enable to us to cope with limited resources. This will
require the combined efforts of the CCG and local authority partners and a greater level of engagement
from the public themselves if we are to succeed. Prevention includes working with our partners to
address the wider determinants of health, including education, the economy, housing and the
environment.
Localism
West Essex includes three very different localities, in Epping Forest, Harlow and Uttlesford, each of
which has different needs. For the first time we have worked with local public sector and voluntary
sector organisations to develop Locality Plans, where we recognise the need for the local statutory and
voluntary sector to work in partnership with citizens to align priorities and resources. Local partners
firmly believe that we can do more for the same resources if we work together.
Partnership with local people
We have based the vision for health and care services described in Chapter 3 of this Plan upon what
local people have consistently told us they want and expect to see from their local health and care
services and we expect to deliver our Transformation Programme and Locality Plans in partnership with
the public. This will include much richer opportunities for local people to influence our plans, help us
with their development and delivery, and opportunities to tell us whether the services we commission
are actually meeting our expectations. We have laid some early foundations for this approach by
establishing a new patient reference group, and we have some good examples now of groups of
patients, users and carers working with us on specific service areas. However, there is much, much
more to do.
We also recognise that the public want and need to take greater responsibility for their own health and
care, and we will play our part in this by providing services which better support self-care and which
keep people healthy in the first place. Most people take care of themselves and their loved ones most
of the time. We want to support local people to stay safe and well, living in your own communities for
as long as possible, knowing that local NHS and care services will be there when you really need them.
A focus on practical action plans and getting things done
The plan explains how we will make our vision happen through two main streams of work:
Our five clinical transformation programmes and our urgent care project
Our locality plans for Epping Forest, Harlow and Uttlesford

2.

Why things need to change

This chapter of the plan set out the current ‘story’ in West Essex and explains why the way we plan and
commission health and social care services needs to change over the next five years.

2.1

The West Essex Story

Figure 1 below shows the main issues that health and social care are currently facing. This section of
the plan gives some information about each of these challenges.
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Figure 1, West Essex Drivers for change
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Improving quality of care
The first priority identified by the people of West Essex during the 2103 My health, My future, My say
consultation process was:
This is also the CCG’s first priority. We are a clinically led organisation with a strong focus upon
improving the quality of care experienced by residents of West Essex. We strongly believe that if we
put quality first with people at the centre of everything we do, this will drive through more effective
and efficient use of financial resources, as well as improving the lives of local people.
The CCG works to the definition of quality first promoted by Lord Darzi in 2008:
Safety: Commissioning high quality care which is safe, prevents avoidable harm and risks to the
individuals safety, and having systems in place to protect people.
Clinical Effectiveness: Aligning care with science and ensuring efficiency, and commissioning
high quality care which is delivered according to the best evidence as to what is clinically
effective in improving an individual’s health outcomes, and making sure that care and
treatments achieve their intended outcomes.
Patient experience: Commissioning high quality care that strives to give the individual as
positive an experience of receiving and recovering from the care including personcenteredness, timeliness, and equity, and being treated with compassion, dignity and respect.
As we take on lead responsibility for commissioning social care services, working jointly with Essex
County Council, our ambition will extend beyond a traditional NHS definition of quality to include a
wider ambition that the services we commission will positively impact on the quality of people’s lives.
Essex County Council recently endorsed 7 strategic commissioning objectives and we are committed to
support delivery of these ambitions:
Children in Essex get the best start in life.
People in Essex enjoy good health and wellbeing
People in Essex have aspirations and achieve their ambitions through education, training and
life-long learning
5

People in Essex live in safe communities and are protected from harm
Sustainable economic growth for Essex communities and businesses
People in Essex experience a high quality and sustainable environment
People in Essex can live independently and exercise choice and control over their lives.
We know that we must tackle unacceptable variation in the quality of health and care services provided
to the population of west Essex and the outcomes these services deliver. We know that at the moment
that the services that we commission do not all follow best practice. We know that in some services
clinical outcomes could and must be better.
Integration
‘Professionals and care should be joined up’
(Public and professional view, from My health, My future, My say - A vision for the west Essex health and care
system, 2014-2024)

The west Essex health system like most health systems in the UK has found it difficult to address the
health needs of its population as well as it should, in part because the delivery of care is fragmented.
Poor communication between general practitioners and specialists and between hospital staff and
community staff can hinder effective care. Some components of care are often duplicated whilst some
may be overlooked.
The absence of a good interface between the health system and social services means that the needs of
complex groups such as people with learning disabilities, Looked After children or elderly people can be
misunderstood or fail to be met. Gaps in services emerge which can leave people at risk or increase the
likelihood of some kind of crisis occurring without a plan to respond. There is also an economic case to
be made for integration, in terms of reduced duplication of care processes and tasks.
Tackling inequalities
Inequalities key facts
• Increasing life expectancy yet variation of 11 years
life expectancy across our communities
• Higher than average premature mortality rates in
Harlow with Harlow having the highest rate of
deaths as a result of smoking in Essex

The average life expectancy for people in
west Essex is steadily increasing. A boy
born in west Essex today can expect to
live until he is 79, and a girl will live until
she is 83. Both will live one year longer
than the England average.

•

•

• Between 6% and 18% of west Essex primary school
children receive a free school meal
• Only 38% of reception children in Harlow have
reached a “good” level of development – this drops
to 29% for boys

However, this average life expectancy
differs greatly depending on where in
west Essex a child is born because life
expectancy is influenced by economic and
social determinants, and access to health
care services. Someone born in the most
affluent parts of west Essex can expect to
live up to 11 years longer than someone
born in a more deprived area; and there
is evidence that the gap is widening
within localities.

The key facts show inequalities amongst children and young people, for example in terms of school
readiness and achievement at school. We know that getting a good start in life is of critical importance
to future health and wellbeing. The school readiness information shows that children in west Essex do
not all get the best start in life at the moment.
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Although the data shows that, overall, inequalities are higher in Harlow than elsewhere in west Essex,
e

Getting serious about prevention
‘We live longer, with complex health issues, sometimes of our own making. One in five adults still
smoke. A third of us drink too much alcohol. Just under two thirds of us are overweight or
obese.’ (Simon Stevens, Chief Executive NHS England, October 2014)
We desperately need to get serious about prevention to ensure that we improve the health and
wellbeing of citizens in West Essex and also to enable to us to cope with limited resources. This will
require the combined efforts of all those involved in public health including the CCG and local authority
partners and a greater level of engagement from the public themselves if we are to succeed.
Prevention includes working with our partners to address the wider determinants of health, including
education, the economy, housing and the environment.
West Essex typically has a profile of health
and delivery that is better than national
averages. However, despite the relative
health of much of the population, the
major causes of ill health and premature
mortality still include stroke, coronary
heart disease (CHD), diabetes and cancer
and West Essex has worsening premature
mortality rates for circulatory disease,
cancer and respiratory disease relative to
our peers.

Public health key facts
• An aging population: West Essex population aged
over 75 due to increase by 36.6% over the next
ten years
• Worsening premature mortality rates for
circulatory disease, cancer and respiratory disease
relative to our peers
• Survival from cancer is improving but is still lower
than the national average and is worsening when
compared to our peers, particularly in Harlow
•

Mental Health issues are also a key cause
of ill health and morbidity.

• Increase in alcohol related admissions to hospital
• High rates of admission to hospital for
ambulatory care sensitive conditions when
compared with our peers
The CCG has lower prevalence than expected for
CHD, stroke, COPD (71-78% of expected) and
hypertension. It is uncertain whether this lower
prevalence reflects demographic differences or
whether there is undiagnosed disease amongst
the population.

Locality public health profiles which focus upon the specific public health issues in our three localities
have been used to help develop our Locality Plans, and these are included in Chapters 6 to 8 of this
Plan.
Sustainable acute services – hospitals and mental health
The local acute hospital for many residents of West Essex is Princess Alexandra Hospital in Harlow
(PAH). As a result of population growth and changes to the services offered by neighbouring hospitals
PAH is facing significant increases in demand for some of its services, and in particular emergency care:
Maternity services have seen deliveries grow by 32% since 2008/09. Modelling shows a
potential increase from the current 4,500 deliveries a year to approximately 6,500 deliveries by
2018
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Demand for urgent care services within the hospital has seen significant year-on-year growth,
with the Emergency Department now seeing c.110,000 attendances each year making it one of
the busiest in England. Without appropriate demand management future projected demand
will be unsustainable.
Even though the Trust’s emergency conversion rate is lower than the national average, the
Trust has seen a 16% increase in emergency admissions since 2008/09:
The hospital is also facing financial challenges and has required additional financial support. It is
acknowledged that as well as increases in urgent care demand the in-parallel reduction in its elective
capacity and market share is a fundamental contributing factor to the Trust’s structural deficit.
It is clear that the west Essex population needs to be able to access hospital services in Harlow and will
continue to do so in the long term. A decision around the future organisational form of PAH is required,
in the context of commissioner’s aspirations for the wider system and the delivery of integrated care.
There are similar challenging issues facing local hospitals accessed by west Essex residents which are
lead commissioned by neighbouring CCGs, in particular Mid Essex Hospital and Whipps Cross Hospital
(now part of the Barts Health Group). Both of these organizations face significant financial and clinical
sustainability issues. We will continue to work with and through local CCGs to ensure that the needs
and views of west Essex residents and clinicians are present in these difficult discussions.
We are also seeing increasing levels of demand pressure in local mental health services, combined with
the impact of more than 5 years of cost reduction programmes. This too is reaching an unsustainable
level where different models of delivery potentially supported by structural change are likely to be
necessary in the medium term to sustain good quality specialist mental health services. We will work
with other commissioners in Essex and regionally to ensure that we sustain these important services in
the context of our aspirations for seeing a richer integrated mental health offer as part of integrated
care. The situation in west Essex is very much in line with the national dialogue about ensuring parity of
esteem for mental health services.
Local needs and local plans
‘The NHS is not one big factory. That misses the point of listening to what is needed locally’
(Simon Stevens, Chief Executive NHS England, October 2014)

West Essex CCG is made up of three distinct localities geographical localities, these being Uttlesford,
Epping Forest and Harlow. These localities cover the same geographical areas as their local District
Councils.
We believe that the population of each locality has distinctive needs from health and social care
providers. For example smoking rates amongst the adult population in Harlow are double those found
in Uttlesford. However, Uttlesford faces its own challenges in relation to an increasingly elderly
population, with poor access to some services.
Communities and isolation
‘The person I felt closest to was the Health Visitor. As the boys grew up I missed that contact. I don’t
have that many people I can talk to’ (Suze, mum of three, Harlow. 2013)
Recent discussions between health, District Councils and voluntary groups to develop Locality Plans for
West Essex have demonstrated that there are concerns about isolation amongst the population in each
of the three west Essex localities, whether for elderly people in rural areas or young families living in
commuter belt villages. This is of concern, particularly at a time when we need community and
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individual support to help supplement public services and to support those projects where local
leadership and voluntary sector input is likely to be the most effective approach.
The money…
CCG’s receive their funding from the government on the basis of a weighted capitation formula.
Funding allocation formulas use information about local populations, such as age, gender, levels of
deprivation and the size of a population, in order to predict the level of funding needed in each area to
meet existing need. West Essex currently receives less funding than is indicated by the weighted
capitation formula. The CCG commenced 2014/15 financial year with a -4.90% Distance from Target
(DFT) of fair share funding equating to approximately £16.7m. The pace of change to address this
underfunding will still mean that DFT will have a funding shortfall of £11.3m (-4.72% DFT)) in 2015/16
which will reduce to -4.02% from target by 2018/19.

to manage declining financial resources
whilst responding to growing demand and expectations. If the CCG

The economic climate for Adult Social Care is also challenging and uncertain. To achieve very
challenging savings targets Essex County Council is changing the way it supports its residents and
communities to help make a lasting difference to their lives while also saving money. Over the next
three years £75.3m of savings are currently planned to be delivered across Adult Social Care to mitigate
inflation and demand pressures.

2.2

National drivers and vision

There is a high degree of alignment between the local West Essex drivers described above and current
national NHS policies. Some key National policy drivers are summarised briefly on figure 2 below.
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Figure 2, National drivers and vision

2.3

Summary: Themes and conclusions

A diverse range of drivers for change have been described above. It is clear that we cannot afford to do
nothing when faced with increased demand for services, inequalities of outcome and a looming public
health crisis. It is possible to identify a number of themes from this analysis and these are summarised
below:
1. Integrated health and care services Integration of health and care services is crucial if we are to
improve patient experience and to reduce duplication of care pathways and processes.
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2. We are facing increasing demand for health care.
We need to change where we invest our time,
energy and money, to develop a much stronger
focus on the activities found at the base of the
‘care pyramid’:
• Prevention, supporting our population to
change their behaviour
• Early intervention
• Self-care

Figure 3,
Care Pyramid

3. We need to develop a ‘risk stratified’ approach to
health and social care, in which services are
tailored to clinical need and level of risk of
individuals.
4. We need to develop community and individual self-help and resilience
5. We need to clarify our core/universal offer (for example services offered to every child) and to
provide greater clarity on the enhanced level of care/input required for different cohorts, (for
example looked after children)
6. Primary care will need to play a more significant role:
• Delivery of care, including an increase in evening and weekend provision
• Co-ordination/lead responsibility
• Move from a gatekeeper to a gateway?
7. There should be increased flexibility / fluidity between primary and secondary care, for example
through the adoption of new models of provision or the development of new services.
8. A combination of financial pressures, increased quality requirements, the centralisation of
specialist services and the requirement for increase care to be provided closer to home presents
a threat to the viability of existing acute hospitals in their current organisational form.
These themes are reflected in our vision for the future provision of integrated care, which is described
in Chapter 3, below.
Chapter 2 Summary
The West Essex health and care system is facing major pressures – population growth,
financial constraints and public health challenges. This may be compounded by the
potential under-diagnosis of chronic disease amongst the population
Improving public health will require a focus on lifestyle choices around smoking, alcohol,
diet, physical activity, drugs and sexual health.
We need to focus more of our money and energy on prevention, early intervention and
self-care
A more significant role for primary care is required, although we need to be aware of
workforce and other pressures; this needs appropriate funding and resource
There is an increasing focus upon outcomes for the NHS, in public health and in social care.
These outcomes frameworks are complementary, and will require significant joint working
between the CCG and colleagues at Essex County Council.
Major transformative change is required to develop integrated services and to secure a
sustainable health and care economy over the five year period covered by this strategy. .
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3.

Our vision

3.1

Developing our vision

The development of the CCG’s vision has been informed by both the need to respond to the strategic
drivers described above and the need to design a model of health and social care which responded to
the principles developed by local people, clinicians and service providers as a result of the My health,
My future, My say engagement programme.
Our overall vision statement is:
Working together for a healthy west Essex

We believe that we will achieve our vision by creating an integrated health and social care system.

Our vision for an integrated health and care system places primary care at the centre of the system,
playing the role of a ‘gateway’ into other services such as urgent care, mental health and acute care.
We will plan and deliver services for four different ‘care groups’, grouped together on the basis of
health and care need, these being children and young people (aged up to 18), working age adults (aged
18 – 74) older people (aged 75 and above) and vulnerable adults with mental health needs or learning
disabilities.
My health, My care, My say, was an intensive communications and public engagement campaign to involve the communities of west Essex in a discussion that would contribute to the design of the health
vision for the next three, five and ten years. The findings from that programme of work have shaped
the vision as presented in this document. Parallel to the engagement activities with local people, the
CCG set up clinician-led working groups to develop the service models described in this document that
will improve local care.
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The programme resulted in the development of seven underlying principles set out below which have
helped to shape our transformation work in west Essex.
Underlying principles for transformation in West Essex CCG
Quality first - Patient safety, clinical effectiveness, improved clinical outcomes and
care for people as people
Significantly shifting the point of care - right care is provided at the right time and in
the right place
Integration between health and social care as a key enabler for delivery
Connected transition of care and support between professionals and organisations
Provision built round and responsive to the different needs of our communities and
localities
Maximise productivity and efficiency where appropriate
Allows individuals to take responsibility for their own health and retain independence
where appropriate.

3.2

From vison and drivers to action

The CCG has developed a number of programmes of work which will improve upon the current position
and enable us to deliver our vision. These include:
1. The delivery of our clinical care transformation programmes. Each of our major transformation
projects has agreed goals for outcomes improvement and the majority of projects are also
expected to deliver financial efficiencies. These projects are described in greater detail in
Chapter 4 of this plan.
2. Participation in a small number of pan-Essex change projects which are expected to deliver
major change in the provision of health and care services in Essex, for example the Acute
Services Review. These were described in the pan Essex five year plan, and are described very
briefly in Chapter 4 of this plan.
3. The three Locality Plans included in Chapters 5, 6 and 7 of this strategy. These plans have been
developed with our partners in local government and the third sector, and aim to tackle the
different local needs and priorities in these areas.
4. Delivery of a number of enabling projects that will support our transformational change
programme over the next five years. This includes the implementation of an integrated
approach to health and care commissioning and provision, as described in Chapter 8 of this
plan.
The objectives and interventions identified in this plan take account our current state. For example,
each of our clinical service transformation programmes began with a baseline assessment against
current metrics, including those set out in the JSNA and in NHS benchmarking programmes such as the
Better Care indicators and the better value programme. These data, together with qualitative data and
priorities of the CCG’s clinical leaders, have helped to shape our transformation programme.
Figure 5, below, summarises the high level relationships between the current issues and drivers for
change described in chapter 2 above, our transformation programmes and our improving outcomes
ambition trajectories.
Figure 5, Relationship between drivers for change, improvement plans and improving outcomes
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Theme/drivers for change
Getting
serious
prevention

above

Increased focus upon self-care
and early intervention services

Closer integration of health
and social care services, and
between different parts of the
health service

Increased focus on clinical
outcomes and quality of care
Primary care will need to play
a more significant role
Health and care services
required to deal with an aging
population
(37% increase in population
aged 75+ by 2024)
Increased pressure on hospital
due to increasing unplanned
admissions which are higher
than expected for population
Developing community selfhelp and resilience

Improvement plans
Improvement of adult health project, including
re-procurement of obesity services
Locality Plans for joint working on public health
issues
Fully engaged self-care model for older people
Mental health street triage
Primary care improved access
Community services & reablement services
review (older people)
Enhancing psychiatric liaison
Frailty project (older people)
Community services & reablement services
review (older people)
CAMHs re-procurement (children)
SEND project (children)
Clinical outcomes improvements set for all
projects
Hyper acute stroke service
Improved access to primary care
Enabling projects for IT, premises, workforce
Primary care led ambulatory care service
Frailty Project
Fully engaged self-care model for older people
Community services & reablement services
review
Frailty Project
Urgent care programme
Primary care ambulatory care service
Paediatric re-design
Primary care access project (community hubs)
Locality Plans

Link
to
outcomes

improving

Domain 3 (reducing avoidable EM admissions)
Domain 3 (reducing avoidable EM admissions)

Domain
3
(reducing
avoidable EM admissions)
Clarify core/universal offer

Looked after children
Primary care access

Chapter 3 Summary
Our System vision was developed collaboratively with the public as part of a major public
involvement exercise.
This resulted in the agreement of seven principles. We have based our transformation plans for
2015 – 2020 on these principles
Major transformative change is required to secure a sustainable health and care economy over
the five year period covered by this strategy.
Our main vehicle for delivering the vision and strategic objectives is our transformation
programme. This programme is clinically led and based upon sound project management
14

principles.
We have developed locality plans for Epping Forest, Uttlesford and Harlow which tackle the
different local needs and priorities in these areas.

4.

Clinical service transformation

4.1

Introduction

The CCG has developed a transformation programme with ambition to deliver real change and
improvement in how health and social care services are delivered to the population of west Essex. The
principles which underpin the programme are as described in chapter 3 above.
Clinical engagement is at the heart of the transformation programme, and each of our Workstreams is
supported by a multi-disciplinary clinical working group, which involves a wide range of local health and
social care professionals. Our transformation programme is run using ‘PRINCE 2’ principles, and each
project has a project brief and a project plan. Progress against plan is monitored by the Executive
Team.
Our transformation programmes have been designed to respond to the following drivers for change:
The principles for transformation described above. Examples of projects which help us to
deliver these principles the frailty programme, which focuses upon integration between various
health providers and social care and in the Paediatric redesign which seeks to shift the point of
care through the development of a virtual ward and other initiatives.
Joint Strategic Needs Assessment and other benchmarking information, such as
Commissioning for Value data, for example the service review and re-provision of musculoskeletal services
Current performance issues or in response to clinical priorities identified by the clinical lead
and their clinical colleagues in primary, secondary and community care, for example the
maternity commissioning plan and some of our urgent care plans.
Redesign to produce streamlined care pathways which are based upon best practice and
which improve the experience of care, for example our plans to transform the urgent and
emergency care pathway over the next two years and our paediatric commissioning plans.
In response to major national guidance, for example the development of a Hyper Acute Stroke
Service
The remainder of this chapter describes the major improvement interventions included in each of the
transformation programmes, with detail on the outcome, investment costs and implementation
timelines for each of our major projects, where available. The major projects included within each
programme are summarised on figure 6, overleaf. These projects reflect our plans to date – they will
continue to be added and will evolve as part of annual planning and in response to emerging
opportunities and conditions.
As with any strategy which covers a time period of several years, greater detail is available for the first
two years of implementation than for the latter years. We will develop the detail for the latter years of
our strategy as part of the CCG’s annual planning cycle. The programmes are expected to deliver
savings to the CCG and these will also be developed and published as part of the CCG’s annual planning
cycle.
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Figure 6, Summary of transformation programmes and major projects
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4.2

Transformation programme for children’s and maternity

The scope of this workstream is the provision of services to children aged 0-18 and to their families.
The projects in this Workstream have been developed in response to the findings of a number of clinical
service reviews and audits, including the PAH maternity capacity and quality review in 2014/15 and the
audit of children’s emergency care pathways. There is a strong focus upon both closer integration
between health and social care, for example in the project to improve services for Children with Special
Educational Needs and upon pathway improvement, for example in the paediatric redesign project.
The main projects from this workstream are summarised overleaf.
Project 1: Paediatric Redesign
Project description
Too many children are presenting unnecessarily for
illnesses, which could be treated in the community by
the primary care workforce.
There is a need for more appropriate facilities for
observation and treatment of children and young
people without the need to use accident and
emergency waiting rooms or admission to inpatient
service areas. This project includes the re-design of a
number of care pathways and supporting processes

Care Pyramid
This project aims to increase self-care and
to reduce the need for crisis services
through early intervention/routine mgmt.
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Main tasks/initiatives
• Strengthening triage and streaming in paediatric
A&E with a focus on high impact pathways.
• Improving communication and engagement with
families to promote self-care and community
pharmacy
• Primary care based hub model for complex children
and common illnesses with GP education.
• Development of a virtual ward for prevention and
discharge.
• Essex wide paediatric community continence service
based on quality initiative

Outcomes
1. Reducing A&E attendances by 10% for 0-4
year olds
2. Reducing A&E admissions by 10% for 0-17
year olds
3. Fully functioning paediatric ambulatory
unit at PAH by winter 2016
4. Increase in number of children referred
from GPs to

Project 2: Maternity redesign
Project description and main tasks/initiatives.
Following the PAH maternity capacity and quality review in 14/15 an action plan has been developed
in partnership with PAH Recommendations to be implemented over the next 3 years include
• Greater focus on Pre-conception and pregnancy care with relation to modifiable risk factors and
strengthen links with public health programmes (obesity, mental health, diabetes) to shift activity
from high to low risk maternity pathways
• Developing mental health, breastfeeding and smoking cessation pathways to improve quality,
with a new post of specialist obesity midwife
• Aspire to increase capacity to reduce the midwife-to-birth ratio and increase consultant cover in
line with national standards through a robust workforce and capacity plan.
• Investigate the deployment of staff to best manage people’s needs in times that worry them
(postnatal)
• Maintain a focus on safe and sustainable services working closely with the quality team
Care Pyramid
Outcomes
The focus of this project is primarily upon 1. Shift in activity from low and high risk
prevention and early intervention
maternity pathways
2. An upskilled workforce to provide care for
women who are obese, have diabetes or
mental health problems
3. Increased number of women being referred
into smoking cessation service
4. Increased number of women breastfeeding

Project 3: Looked after children
Project description and main tasks/initiatives.
The focus of this project is to provide a clear and consistent service to looked after children in west
Essex, to ensure that they have the best outcomes possible in terms of their health, wellbeing and
educational attainment. Key tasks include:
• Consultation with young people in care to obtain their views
• Review training and support for foster carers in partnership with social care to prevent placement
breakdown
• Upskilling existing universal services (Health Visiting/ School Nursing/ Specialist LAC nurse 15- -19
years) to ensure capacity and skills to provide effective early intervention
• GP hub model, providing services to support children’s mental health–GP Specialist/support
worker/counsellor
• Patient passport/ Health App to be accessible to children with complex health needs/ LAC
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• Reviewing existing voluntary agencies contributions and streamlining re: future pathways
Care Pyramid
Outcomes
The focus of this project is primarily upon Outcomes have yet to be quantified for this
prevention and early intervention
project, but are expected to focus upon
increasing the health, wellbeing and educational
attainment of this often-overlooked group of
children and young people.

Other projects include two significant joint projects between health and social care to jointly
commission Child and Adolescent Mental Health Services and services children and young people with
Special Educational Needs and Disabilities:
Project 4: Special Educational Needs and Disabilities (SEND) review of paediatrics: This is a
major project to implement the recommendations from the SEND Paediatric Service Review,
including integration of provision and service re-design. Work includes the joint commissioning
of community therapies and the strengthening of current ASD pathway. This has implications
for governance, workforce and managing interdependencies. The project also includes work
with partners to implement the new Education, Health and Care plans, which will replace
statements from September 2014 and joint work with social care to implement personal
budgets.
Project 5: Child and Adolescent Mental Health re-provision: To procure a new lead provider
for CAMHS as part of the Essex Wide re-procurement of services across Tiers 2 and 3. This is a
joint project between Essex County Council (ECC) and the three North Essex CCG’s

4.3

Transformation programme for Integrated adult pathways

The integrated adult pathways transformation programme covers the provision of health and care
services to the population aged between 18-74. The programme includes projects which cover the
whole of the care pathway including the ‘Improving Adult Health’ project which aims to The alignment
of ECC and CCG obesity, smoking and alcohol outcomes and funding.
Several of the projects within this workstream have been developed in response to JSNA findings and
benchmarking and best practice guidance, for example the MSK project will address findings from the
Better Care Indicators around the relatively high cost of this service,.
Figure 7 below shows how the projects within this workstream relate to the care pathway.
Figure 7, Integrated adult pathways model of care
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Six major projects are planned for this Workstream over the period covered by this plan, and these are
summarised below.
Project 1: Musculo-skeletal (MSK) Transformation Project
Project description and main tasks/initiatives.
The CCG is reviewing current MSK services provided across West Essex with the aim of examining
what is required to transform Orthopaedics, Rheumatology, Podiatry, Pain and Physiotherapy in
response to an internal MSK CCG Evidence Review the 2013 Commissioning for Value finding that
there were opportunities to improve quality, value and spend for these services.
Care Pyramid
Outcomes
This project covers many stages
1. Improved outcomes
2. Integrated pathway of care
3. Multi professional management of patients
4. Introduction of self-care and education
programmes

Project 2: Ambulatory Care Service Transformation
Project description and main tasks/initiatives.
Development of an ACS model of care which will provide integrated, co-ordinated services within a
Primary/Community based setting. The majority of people will be diagnosed earlier, receive on-going
management in Primary Care and be given the tools to self-manage their condition.
In commissioning this pathway of care West Essex CCG aims to improve the experience and
outcomes for people in west Essex, living with one or more of the ACS Conditions.
Outcomes
Care Pyramid
1.People in West Essex experience good health and The focus of this project is upon early
wellbeing
intervention and self-care
2. Increasing the proportion of people feeling in
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control of their own condition
3. Improving health outcomes and experiences of
care
4.Reduction in admissions to hospital for people
with an ambulatory care sensitive condition is
high when compared to our peer group.

Project 3: Improvement of Adult Health
Project description and main tasks/initiatives.
The focus of this project is upon the main causes of ill health: obesity, smoking, alcohol and drug
abuse. Key tasks will include:
• The alignment of ECC and CCG obesity, smoking and alcohol outcomes and funding. This
includes the localisation of current ECC plans (including procurements)
• Integration of Tier 1-4 Obesity Services
• Procurement of Tier 3 obesity services. This involves the specification and procurement of
specialist community weight management service for severe and complex obesity.
Care Pyramid
Outcomes
The focus of this project is primarily upon 1. Reduce % of obese adults in Harlow from
prevention
26.7% to (tbc) by 2019
2. Smoking, drugs and alcohol measures (Harlow)
in line with national average by 2019
3. Reduction of Bariatric Surgery and increase in
access and completion of T1-3 Obesity Services
4. Reduction in alcohol related NEL admissions
5. Integrated service development

Other major projects include the following:
Project 4: Gastroenterology pathway redesign This project is led by PAH and supported by the
CCG and involves the redesign of 15 gastroenterology pathways. This area has been identified
as benefitting from redesign work both by the Trust and was also identified as an area of high
acute spend in the Commissioning for Value work.
Project 5: Cancer pathway redesign and recovery plan, with a focus upon implementing
updated breast, prostate and colo-rectal cancer pathways, which include risk stratification and
repatriation of appropriate activity to a non-acute setting. The cancer project also includes the
development of recovery pathways to support people as they recover from their illness, in line
with best practice recommended by Macmillan and included in the National Cancer Strategy.
Project 6: Clinically effective pathways: The aim of this programme is to ensure effective
referrals, discharge processes and guidance are developed by clinicians across the West Essex
Health System. These will have clear lines of responsibility and ownership across the health
economy to maximise the use of resources and skills/competencies to ensure safe and common
sense care. Key initiatives include :
o GP peer review programme,
o Audit of GP referred MRIs with a view to ceasing GP access to MRIs as appropriate
o Review of Consultant to Consultant protocol,
o Review of discharge requests and ongoing shared care arrangements
o Development of agreed care pathways for particular conditions.
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4.4

Transformation programme for frailty and older people, including stroke

4.4.1 Older people
The scope of this workstream is the provision of services to the West Essex population aged over 75, in
particular those citizens have become frail and in need of health and social care support. The
workstream also includes the development of stroke services for citizens of all ages.
The workstream has a clear vision for older people’s services:
Older people and carers confident and informed to maintain their own health and wellbeing
and independence (emphasis on enablement/reablement)
Inter-provider collaboration & alignment to deliver person centred (integrated / holistic) care
and facilitate professional accountability** to individuals (eliminate providers’ services-lead /
siloed model) (emphasis on enablement / reablement)
Crisis services are integrated and responsive to the needs of the person and their carer
(emphasis on enablement /reablement)
Post crisis recovery services that wrap around the needs of the person to support optimum
recovery and independence (emphasis on enablement/reablement)
Four major projects are planned for this workstream and these are summarised below in varying
degrees of detail.
Project 1: Frailty
Project description and main tasks/initiatives.
The objective of this project is to deliver integrated care for the frail population of west Essex both in
a crisis and preventatively. The programme aims to deliver the objectives through a lead provider
model which supports the integrated ethos and accountability required to deliver better health and
care outcomes system wide.
The projects made up of a number of out of hospital schemes to increase the capacity of community
services as an alternative to Accident & Emergency
Care Pyramid
Outcomes
The focus of this project is across the whole 1. Reduced non-elective admissions
care pyramid
2. Reduced long term care home placements
3. Increased number of people at home 91 days
after period of reablement
4. Reduced excess bed days
5. Reduced length of stay
6. Improved patient reported outcomes
7. Improved carer reported outcomes
8. More people dying in preferred place of death

Project 2: Fully Engaged Self Care Model
Project description and main tasks/initiatives.
People are educated throughout life and given the tools and resources to be confident in looking
after themselves, taking health lifestyle choices and with health and care services working for them
when needed.
People will become the expert on their own lifestyle and their own health and on those for whom
they care knowing when to seek help and support.
Professionals will have better more timely information to support the care they give to the informed
person.
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Self-care will become the norm throughout life. Informed healthier people will be empowered
experts when health issues arise, knowing how to seek information, help and support.
Outcomes
Care Pyramid
1. Increased use of voluntary sector services
The focus of this project is
2. Offsetting the growth in primary and secondary care demand
upon prevention and self3. More people feeling empowered and in control of their health
care
4. People have realistic expectations of the health and social care
service
5. More people using assistive technologies as an alternative to
reduce the demand on the health and social care
workforce/drive efficiencies.
6. Better access to equipment and IT needed to empower people to
remain independent.

Other projects within this workstream include:
Project 3: Community Services and Reablement services review:
Health and social care integration at both management and front line levels, and reablement
approach to be adopted in all service provision and public communications. Main tasks include:
Procurement work stream – community services and reablement services to improve the
experience and outcomes, whilst also integrating back office functions and realising increased
productivity and efficiency in front line staff by avoiding duplication.
Using all contracts to support and embed the reablement approach in all service delivery.
This project is expected to deliver a range of benefits, including Reduction in care home long
term placements (part of overall saving), an increased number of people at home 91 days post
discharge with increased confidence and improved experience.
Project 4: Hierarchy of need
The purpose of this project is to develop organisations to meet the changing needs of patients/
citizens from self-care, ‘light touch’ interventions (pre-frail) to enduring relationships at the
appropriate life stage.
The scope for this project is as follows:
o Early introduction of voluntary sector and primary care services e.g. pharmacy LES.
o Provider organisational development, including workforce review and pre-crisis MDT
support for a larger section of the population.
o Improving patient/ carer confidence in holistic support to prevent use of A&E services
as the only trusted route in to care.

4.4.2 Stroke
The objective of the stroke workstream is to ensure that stroke services in West Essex provide high
quality care and good outcomes in line with best practice evidence as described in the 2007 National
Stroke Strategy. There are two projects relating to stroke services and these are summarised below.
Project 1: Stroke hyper acute care
Project description and main tasks/initiatives.
Stroke hyper acute care is up to the first 3 days of the stroke pathway. There is a need to explore
alternative options to PAH providing this care for stroke patients.
Better quality immediate stroke care would hope to reduce disability and therefore long term health
and social care costs. Unfortunately, the research evidence on reduction in disability is as yet unclear.
The most recent review of the London and Greater Manchester HASU reorganisations however did
show reduced mortality (London 1.1%) and reduced length of hospital stay (1.4 and 2 days
respectively).
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NHS Right Care data however shows WECCG to be worse than the similar 10 CCGs on emergency
readmissions for stroke patients within 28 days and the also percentage of stroke patients discharged
to usual place of residence.
For all of the options being considered public consultation would be important as the potential
increased travel times for relatives and carers could have significant implications. A clear and
consistent communication strategy from WECCG will be needed to support this.
Outcomes
Care Pyramid
Clinical outcomes include a reduction in stroke mortality; reduced length The focus of this project
of hospital stay and an increase in the number of stroke patients us
upon
providing
discharged to their usual place of residence following treatment and optimum care during the
rehabilitation.
‘crisis’ stage of the care
Other outcomes are access to improved care and pathways, including:
pyramid.
1. Ability to ensure all possible stroke patients are seen by the stroke
team within 30 minutes of arrival in A&E
2. Ability to provide CT scanning within one hour
3. Access to 24/7 thrombolysis either through in-house rota or via
telemedicine service
4. Daily ward rounds by stroke consultant – including weekends
5. Access to fully monitored beds for the first 24 hours for all HASU
patients, and then as required
6. Access to therapy services seven days a week
Stroke Project 2 - Community Neuro-rehabilitation service:
Currently anyone needing specialist neuro rehabilitation is referred to The Homerton Outreach
service as neuro rehabilitation cannot be provided in West Essex; this is funded on a case by case
basis. We have no outcome data for this service & cannot measure it effectiveness. There is
currently a gap in West Essex within the community services & no neuro rehabilitation is
commissioned.
This project aims to procure to provide a comprehensive, timely and specialist multi–disciplinary
neuro rehabilitation service that is accessible to all neurologically impaired adults, empowering
them to fulfil their maximum potential at whatever stage in their condition, with emphasis on
function and quality of life. The driver for this project is to provide a much more robust local
service than that currently available.

4.5

Transformation programme for mental health and learning disabilities

The scope of this Workstream is the provision of mental health and learning disability services to the
adult West Essex population (aged 18 and over). The projects which form this workstream have been
designed to deliver the vision and outcomes described below:
Our vision for mental health
Outcomes
“Develop and support community wellbeing and 1. People will have good mental health
encourage people to maintain healthy lifestyles 2. People with mental health problems will
and keep themselves mentally well. This
recover
includes offering therapies to people at times in 3. People with mental health problems will
their lives when they feel particularly anxious
have good physical health, and people with
and at an early stage, to prevent their mental
physical health problems will have good
health from deteriorating into more serious
mental health
problems. No Health without Mental Health. 4. People with mental health problems will
We will focus on Early Intervention and
have the best possible quality of life
Prevention, Education and Self-Management. 5. People with a need will have effective
We will make best use of joining up existing
access to both Mental and Physical Health
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resources”

Pathways

The projects included in this workstream cover the full spectrum of mental health service provision
from self-care and primary care support to inpatient treatment. It will ensure we meet national targets
on dementia and IAPT diagnosis. There is an emphasis upon integration and joint working between
health and social care and between different health care providers, for example plans include the
integration of mental and physical healthcare at all stages in the care pathway. Major projects are
described below.
Project 1: Enhancing psychiatric liaison
Project description and main tasks/initiatives.
Enhancing psychiatric liaison services at the PAH to 24/7 coverage. This is in line with the RCP best
practice guidance for commissioning of psychiatric liaison. ‘Core 24’ 24/7 coverage is recommended
as the minimum quality standard for commissioning of psychiatric liaison services and to see the
levels of savings delivered via the Birmingham RAID scheme. Enhanced Psych Liaison will meet the
needs of Children and Young People, those going through Transition and all Adults in West Essex.
Care Pyramid
Outcomes
The focus is on early intervention, 1. Reduced acute hospital admissions and readmissions
routine management and crisis
2. Reduced length of stay
3. Reduced A & E admissions
4. Meeting requirements of crisis care concordat

Project 2: Street triage
Project description and main tasks/initiatives.
Street triage is a service where mental health nurses join police patrols with a purpose to reduce the
number of people inappropriately detained in police cells ., helping police officers to make
appropriate decisions, based on a clear understanding of the background to a situation. This should
lead to people receiving appropriate care quickly leading to better outcomes and a reduction in the
use of section 136 suites.
In West Essex 186 individuals were detained in 2012-13, approximately only 31 were actually
detained with the remaining people being discharged home with no further intervention.
The mechanisms of this project are that ECC, Essex police, NEP and the CCG work collaboratively.
Outcomes
Care Pyramid
1. Reduction in assessments within 136 suites
The focus of this project is upon appropriate
2. Decreased waiting times for MHA management of crisis
assessments reducing number of Sec. 12
doctors
3. Meeting requirements of crisis care
concordat

Project 3: Medicines management in depression
Project description and main tasks/initiatives.
Brief project description: Reduce drug spend and improve medication adherence
Depression is an important risk factor that may influence whether people adhere to their
medications. There are important implications for both health and for health care costs. Doctors and
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other providers should periodically ask people with depression about medication adherence. Also,
when treating a person who is not taking their medication correctly, they should consider the
possibility that depression is contributing to the problem.
Care Pyramid
Outcomes
The focus is on clinically and cost 1. Reduce Antidepressant prescribing by 5% using noneffective routine management
medical interventions such as IAPT
2. Action cost-effective prescribing approved by mental
health board
3. Reduce waste by improving medicines adherence

Project 4, Community Personality Disorders PD) Service pilot
People with Personality disorders are frequently unable to access the care they require.i
Inappropriate admissions to inpatient beds are often made due to a lack of available support within
community mental health services.
On average 25-40% of Acute MH beds are occupied by people with PD and length of stay and readmissions are high. People with PD are significant users of Acute and Primary Care Services –plus
services delivered by the Police and Ambulance Teams.
There are a large number of service users in adult acute mental health beds with significant lengths
of stay in the North Essex Partnership Foundation Trust. This issue is increasing the pressure on bed
usage across North Essex.

4.6

Transformation programme for primary care

One of the central themes in our vision for the next five years is the increased importance of primary
care supporting people to manage and maintain their health and acting as a gateway into other health
services. The CCG has applied to taken on delegated budget responsibilities for aspects of primary care.
It is hoped that this will enable the CCG to have a direct influence upon the development of new
models of primary care. We have developed a vision of what good primary care should look like,
together with a number of outcomes that we will pursue through our transformation programme for
primary care.
Our vision for primary care: what does good Outcomes
look Like?
1. Improved GP access and reduced A&E minors
• Through the eyes of our patients
2. Practices open throughout core hours
• One call – manage or signpost
3. Effective management of patients
• Flexible appointments, throughout week
4. Directed to appropriate intervention
• Highly skilled and welcoming staff
5. Skill mix – GP’s, NP’s nurses, HCA, pharmacy
• Most appropriate clinician
6. Reception customer service skills
• Systems that promote self-care
7. Reduced demand - ‘e’ reception
• Welcoming estates
8. Reduced demand - patient education
• Seamless IT
9. Premises – Fit for purpose, sustainable, fully
• For GP practice - do today’s work today
utilised
• National Patient Survey outcomes
10.IT – common systems, national strategies,
referral protocols, upgraded phone systems
Figure 8 below shows the relationship between these different projects
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Figure 8, Primary Care transformation process

We recognise that these plans will only work with the support and participation of local practices. The
next step in developing this programme of work is a widespread programme of engagement with West
Essex practices. Further details of our primary care projects are set out below:
Project 1: Primary care access
Project description and main tasks/initiatives.
This project aims to deliver a model of primary care which reflects ‘what good looks like’. This
includes:
Improving access to general practice. Improve GP front door, so GP remains the preferred choice
rather than A&E.
One phone call, answered quickly, with person directed to appropriate clinical intervention
(phone, face to face, on-line, pharmacy).
People able to access appointments throughout the week, including extended hours options.
GP practices fulfilling care hours opening.
Capacity and demand review to ensure sufficient appointments throughout week.
Appropriate skill mix within surgery – GP, NP’s, nurses, HCA’s, pharmacy. How best to
manage demand from Care Homes.
Project also needs to define what primary care is – does ‘the team’ include DN’s and HV’s etc.?
Aimed to reduce A&E minors by 5% in 15/16 (2000 patients – 8/day). How to use resilience money
this year (£100k). Review and overhaul of MOA for 15/16. Need targeted and staggered programme
of shutdowns throughout 15/16 (10 shutdowns) to allow practice planning.
Outcomes
Care Pyramid
1. Improved GP access – appointments and telephone The focus of this project is upon the
access. Capacity vs demand.
contribution that primary care can make
2. Review and adoption of core hours
to the whole care pathway
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3. ‘Frequent fliers’ management to provide co-ordinated
support to people who access multiple health services
on a frequent basis
4. Improved national patient survey feedback
5. MOA review 2015/16
Project 2: Patient education and GP hub pilot
Project description and main tasks/initiatives.
One of the aims of the primary care team is to reduce the number of unnecessary attendees at GP
practices and A & E departments. Patient education on the alternative routes for minor ailments and
to promote self-care has been identified as one of the ways in which we could do this.
A key initiative within this project is a GP hub pilot that will trial the location of voluntary sector staff
within general practice, will run for 12 months during 14/15. The trial will initially involve 4 GP
practices within West Essex. The aim of the pilot is to reduce the number of people visiting the GP
for 'social issues', increasing capacity for those with clinical issues. The volunteers will be able to
provide advice on benefits and signpost people to community and support groups that will promote
individual wellbeing and may reduce the reliance they currently have on their local GP services. It is
hoped that the availability of this service will enable the identification of mental health issues at an
earlier stage and ensure people are aware of the services available to them.
Care Pyramid
Outcomes
The focus is on self-care and on the 1. Creation and evaluation of GP Hub pilot project
most efficient use of resources in 2. Roll out of Frontline referral management system
primary care
3. Implementation of Web GP signposting system
4. Increased awareness of national and local campaigns
5. Increase in self-care

Other ‘enabling’ projects in primary care include the following
Project 3: Information Technology (enabler) An Information Technology strategy for primary
care will be completed in 2014/15, with implementation in subsequent years. Improved and
enhanced IT systems will aid the process of commissioning quality care in an efficient manner,
for example by accessing notes, transferring notes, rapid forwarding of discharge notes etc.
Project 4: Premises (enabler) The CCG will work with NHSE to review all primary care estate, to
ensure that this is fit for purpose, safe and meets CQC requirements. The review will ensure
that there is scope for the forecast future population increase and that there is sufficient
capacity available for any additional services that may be delivered in a primary care setting in
the future.
Project 5: Workforce (enabler) This project will address the need to recruit and train more
primary care staff, including GP’s, ANP's and Health Care Assistant in particular. The aim is to
stabilise and develop the existing primary care workforce and worth in association with
community providers such that WECCG (and the other Essex CCG's) has a sustainable workforce
and succession planning. Current intelligence is not good and WECCG has started to work with
the Essex wide Workforce Partnership to develop all aspects of our clinical and support teams.
There is a significant shortage of GP's (143) across Essex and many GP's and nurses are due to
retire in the next 15 years. Good quality nurses and nurse practitioners are required to support
the GP's in the treatment of minor illness in addition to specialist chronic disease management.
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4.7

Transforming urgent care

Urgent Care: Transforming Urgent and Emergency Care Services in England (Keogh)
The urgent care system in England continues to operate under significant pressure. The initial phase of
the national review, led by Sir Bruce Keogh, has created a significant evidence base around the use of
these services by the public. The results highlight that the current array of urgent care alternatives with
multiple different access points creates confusion for the public. This results in many people opting to
attend the local hospital A&E departments for their urgent care needs many of which could be dealt
with in a primary care or other out of hospital setting. West Essex reflects the national picture with the
added component that over 40% of Princess Alexandra Hospital A&E attendances are from
Hertfordshire residents. Sustained achievement of the patient constitution 4 hour waiting time
standard for A&E patients continues to be a challenge for the local health economy. This is further
influenced by the national work around the future landscape of our local acute hospital in terms of it
role within the overarching national plans for the tiered approach to emergency care provision.
For those people with urgent but non-life threatening needs we have the ambition to provide highly
responsive, effective and personalised services outside of the mainstream hospital environment. These
services must deliver care in or as close to people’s homes as possible, minimising disruption and
inconvenience for patients and their families. For those with more serious or life threatening
emergency needs we should ensure they are treated in centres with the very best expertise and
facilities, in order to maximise their chances of survival and a good recovery.
Transformational change in the way that urgent care services are delivered is required and the key
objectives of the West Essex Urgent Care Strategy are in accord with the emerging themes from the
national direction of travel. In order to deliver such large scale change we will also need to ensure that
both a programme of public education and information and the development of an appropriately
skilled workforce are central to our strategic course.
Interdependencies:
Key to the development of this Urgent Care strategy is the recognition that it needs to link
effectively with the other existing and evolving transformational programs. These include those
around children, working age adults, frailty, older people and mental health. Given that all of
these patient groups potentially access urgent care through a variety of routes it is essential
that the emerging service models acknowledge the individual needs of patients.
It is acknowledged that the urgent and emergency care catchment around Princess Alexandra
Hospital extends well into Hertfordshire. This means we must acknowledge within the strategy
that effective and efficient links must be created and maintained with our neighbouring CCGs
and service providers to ensure a consistent and sustainable service offering to the public.
Transformation programme for Urgent and Emergency Care
Work stream scope and objectives
The Urgent and Emergency Care Transformation programme covers the provision and delivery of
services to the West Essex and Hertfordshire population of all ages within the catchment area of
Princess Alexandra Hospital and beyond. Key principles of the programme include:
•
•

Provision of consistently high quality and safe care across all 7 days of the week
A year on year reduction in A&E attendances, admissions and readmissions
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•
•
•
•

The access route to urgent care is simple and guides good informed choices by patients, carers
and clinicians
Provision of access to the right care in the right place by appropriately skilled clinicians and
practitioners from the first point of contact
Is efficient and affordable in the delivery of care and services across both health and social care
Takes account of the CCG’s and partners wider strategic intentions, relationships and interdependencies

Themes and project plan
6 major themes are planned for this strategy over the period covered by this plan:
i.
Self-care and self-management;
Self-care for minor ailments and long-term conditions are known to be effective at reducing
dependency on urgent and emergency care services. There is a lack of awareness among some patient
groups surrounding how to access support. This project will enhance patient access to the necessary
tools and support to manage their needs effectively. The project includes the improvement of access
into and public awareness of, Community Pharmacy services
ii.
Telephone care;
Telephone advice can prevent many unnecessary attendances at A&E facilities; this project uses the 11
service as the cornerstone of its provision. It aims to integrate all existing telephone ‘first contact’
points into an integrated, safe and high quality response, incorporating consistent triage and advice to
all patients. Using the benefits of 999, 111, GP phone consultations in a more cohesive way, the project
will encourage the systematic use of the telephone care option by the public in support of the national
direction of travel using the ‘Smart Call’ concept.
iii.
Face-to-face care;
Patients seeking face to face consultations currently follow many access routes including GP
appointments (in & out of hours), attending walk in facilities and OOH centres or attendance at an A&E
department. The multiple access points lead to patient confusion and expectation issues with the
added issue of duplication of effort and added costs for the NHS.
The project aims to address several issues, including GP access, confidence concerns over the quality of
OOH services and the increasing problem of people choosing A&E as their first point of urgent care
contact.
iv.
999 emergency services;
999 emergency call demand has almost doubled nationally over the last 10 years with activity in West
Essex and East Herts broadly following this trend. Many 999 calls relate to non-serious conditions and
evidence shows that many of these could be treated outside of the hospital emergency environment. In
line with the national recommendations, the project will focus on enhancing and maximising alternative
pathways for ambulance staff to direct patients into when A&E care is not required. Additionally the
project will support the requirements for responsive and clinically effective pre-hospital care and
conveyances for those patients with serious or life-threatening conditions.
v.
A&E departments;
Achievement of the 4hour A&E waiting time standard continues to be challenging across West Essex
and beyond. This major project will be focussed in ensuring effective patient flow through the A&E
department and the wider hospital environment. Additionally working in conjunction with the
ambulance service the project will focus on minimising ambulance handover delays at the A&E front
door in conjunction with project 4 above.
vi.
Emergency admissions to hospital
Growth in the number of emergency admissions to hospital is linked to a general rise in zero or short
stay admissions nationally. The local trend is broadly similar but a significant amount of work is already
underway across the system to focus on admission avoidance and reduce length of stay in an acute
hospital environment. This project seeks to build on the work already in train and create flow across the
entire system – with a clear focus on creating a 7 day week ethos around hospital and community
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services, senior review of patients becoming embedded practice along with safe and high quality
facilitated home or out of hospital care.
Urgent Care for all age groups
2014/15
2015/16
2016/17
2017/18
2018/19
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

Self-care and self management
Education and Comunication strategy for patients and carers
Community Pharmacy services for minor ailments
Extension of telehealthcare and online health tools
Self Management programmes extended to all patient cohorts

Telephone care
Reprocurement of 111 and OOH Services inc. intergrated specification
Development of phone hub model for 'first contact' patient access
Alignment of 111 and EEAST telephone triage models via NHS Pathways
Development of patient passport approach for information and care records
introduce locality opportunities for GP telephone consultation model
Face to Face care
7 day availability for GP consultations
Address inequalities re GP access around defined geographic areas
Clear pathways for urgent care access for those with Long Term Conditions
Clear Pathways for patients with menal health presentations
999 emergency services
Increase number of patients streamed away at 999 call to alternative pathways
Reduction in conveyances to A&E departments
Alignment of workforce and staff skill set to new UC profile of delivery
Increase response time performance to life threatening calls
A&E departments and Urgent Care front door
Implementation of Primary Front door to A&E department (minor illness & Injury)
Enhanced handover processes in place for ambulance borne patients
Improved pathways for Peads attendances into Primary Care and A&E front door

Admissions to Hospital
Sustainable senior review of all admissions at acute hospital
Integrated system for health and social care to support patient discharge & flow
Streamline access to in-hospital care for the most serious of cases

4.8

Improving Quality and outcomes

Each of the transformation plans described above will deliver improved outcomes and experience,
ensuring that health and care services in west Essex reflect best practice and deliver the best possible
clinical outcomes. These will be reviewed and set annually as part of our normal business planning cycle
and will be reported on routinely.
4.8.1 Our quality strategy
In addition to this we have a quality strategy to ensure that we pay due attention to other elements of
quality. The CCG uses the definition of quality first set out by Lord Darzi in the NHS Next Stage Review
(2008) and in 2012 this definition was enshrined into the Health and Social Care Act, placing quality
firmly at the centre of everything the NHS does, comprising:
Safety: Commissioning high quality care which is safe, prevents avoidable harm and risks to the
individuals safety, and having systems in place to protect people.
Clinical Effectiveness: Aligning care with science and ensuring efficiency, and commissioning
high quality care which is delivered according to the best evidence as to what is clinically
effective in improving an individual’s health outcomes, and making sure that care and
treatments achieve their intended outcomes.
Patient experience: Commissioning high quality care that strives to give the individual as
positive an experience of receiving and recovering from the care including personcenteredness, timeliness, and equity, and being treated with compassion, dignity and respect.
Figure 9 below illustrates the work that we do to improve performance against each of the three quality
areas:
Figure 9, our quality strategy
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4.8.2 Measuring quality improvement
The 2014/15 NHS Outcomes Framework and the mandate to NHS England lays out the Secretary of
State for Health’s key expectations in relation to quality. We have developed a five year trajectory
which shows how we will make progress towards achieving the objectives in West Essex, and this is set
out on figure 10, below.
Figure 10, West Essex CCG NHS Outcomes Framework trajectory

Awaiting indicator

6.0

Awaiting indicator

There are also National Outcomes Frameworks for Public Health and for Social Care. Lead responsibility
for delivering these outcomes to the people of West Essex rests with Essex County Council. In practice
there is some overlap between the three outcomes frameworks and a significant amount of joint
working between ECC and the CCG will be required to ensure that these outcomes are achieved.
The clinical service transformation programme and locality plans described in chapters 4 of this strategy
contribute to the delivery of high quality care, and in particular to the achievement of the NHS
Outcomes Framework. In addition to this we have our own quality goals and action plans, as described
above.
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4.9

Enablers

The successful delivery of our transformation plans is dependent on a consistent set of enabling
activities. Our approach to these is briefly summarised below.
Early work is underway on most of these issues, led by the CCG across the health and care system. We
recognise that further detailed work is required to develop action plans for each enabler to support the
delivery of our transformation programme, working together with NHS and care providers and with
other public sector partners. This work will be completed by the end of the 2014/15 financial year.
Community Mobilisation
The “Who will Care “ work in 2013 considered how we care for ourselves and our communities now
and in the future given that we are getting older, are larger in number, and have an ageing population
with greater and more complex care needs. The commission identified 5 high impact areas for
responding to these challenges:
1. Agree new understanding with our citizens and health and care
services
2. Work with our communities to see how they can support
avoidance of unnecessary crisis
3. Mobilise our community as a resource
4. Use data and technology to support our citizens
5. Ensure clear leadership, vision and accountability
In responding to the challenge, the CCG has actively engaged with the voluntary and community sector,
considering how we can better involve them in our commissioning decisions, integrate them into our
care pathways and support them to provide innovative, sustainable and high quality services. We will
be working with our strategic partners (ECC, district councils, and voluntary and community
organisations) to ensure that communities are supported in supporting themselves and that they know
where services and support mechanisms can be accessed.
We have set the following ambitions for ourselves:
By 2017 we will have access to a live, up-to-date and accessible directory of community and
voluntary sector services.
By 2019 we will ensure that every household has a team or resource able to support them to
identify signs of difficulty, identify relevant support services and signpost accordingly.
By 2017 we will have considered all options and commissioned the appropriate mechanism to
ensure that our communities are empowered and encouraged to support themselves and
collectively respond to the needs of their population.
By 2019 we will see the voluntary sector as fully commissioned and contracted services in all of
our transformation programmes.
By 2019 we will have a clear, equitable, well-designed grant funding process for services that do
not form part of a care pathway but continue to deliver health and social care benefits to our
population.
Contestability and Market Development
We recognise the role that competition undoubtedly has to play; however we also know from
experience that procurements take time, inhibit change at pace and carry risk of uncertain outcomes.
The NHS currently views competition as one of a range of options for contesting and commissioning
services to improve outcomes for patients. Whatever approach is taken, the key test is to demonstrate
this strong link with what is best for patients.
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We intend to use procurement in a selective and informed way where benefits are likely to be most
gained, for example where there are unresolvable performance issues or where procurement is the
best route to achieving integration. How we work with providers to develop the market place and
contest services where required has an important role to play in the delivery of our vision. We also
need to work closely with Essex County Council to ensure that we are aligned and collaborating on
procurements and market development activity. Our approach to the market requires particular
consideration when taking forward our strategies to support expansion of primary care and delivery of
integrated care to our communities.
We are currently working towards organisational collaboration rather than procurement while we test
our ambition to deliver frailty services through an accountable lead provider model of contracting. This
facilitates stability and a period of co-learning within the system that will be invaluable for a future
procurement of this model if decided that is the most appropriate step to take. In testing this we will
work closely with our acute, community, mental health and social care service providers to co-produce
the model of delivery that will hopefully become our blue print for future working.
Likewise we are clear that our GP providers have a crucial role to play in the delivery of more services
closer to our communities. They possess unique insight into the health and care needs of our citizens
and it is entirely appropriate that they should play an extended role in the delivery of care to their
patients.
To support this our GP localities are establishing local companies, Uttlesford Health,
incorporating 90% of Uttlesford practices and Stellar Health incorporating all Epping Forest and Harlow
practices. These vehicles will allow the collaboration that will be necessary for primary care to deliver
sustainably both current core services and a broader range of services.
Estate
Changing the point of care radically will have an impact on the estate configuration across the
system. Increasing activity in the community relies on access to a modern and flexible infrastructure in
both community and primary care premises. Significant investment in new estate has already been
made in west Essex in recent years including a new community hospital on the St Margaret’s site in
Epping and a new primary care centre in Ongar. A new primary care centre in Stansted Mountfitchet is
also planned and we recognise the potential to optimise the use of Saffron Walden Community Hospital
to support the provision of more services closer to home.
We are particularly keen to ensure that our community facilities support primary care to build the
range of services that are provided to local communities. We see early opportunities at both Saffron
Walden community Hospital and St Margaret’s Hospital in Epping and will be exploring these further
with local practices and providers. During 2014 we commissioned a review of all of our primary care
and community buildings as a basis to inform this work moving forward. We intend to establish a
system group to take this work forward linking with existing NHS providers, district councils and local
authority to ensure that we maximise the opportunity to co-locate relevant public services and make
efficient use of all public buildings in a particular location for the benefit of all.
In considering the shift of care from hospital based provision we will need to assess the impact on
existing hospital building stock and that any investment decision on increasing community based
capacity takes into account any stranded costs for providers left by underutilised estate. The CCG
working with its providers will need to undertake a full assessment of existing estate as part of the
development of an estate strategy. We do already know, however, that there is a significant capital
requirement on the PAH main site to bring this location up to modern healthcare standards.
Data Sharing and Technology
To deliver more integrated care in each of the high impact areas requires professionals working in
different organisations to share relevant information about patients. This includes current and historical
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information such as prescriptions, levels of home support, results from diagnostic tests and current care
plans. There are important information governance issues to resolve when agreeing information
sharing protocols. During public engagement people told us they want easy access to their information
and importantly they want professionals to share information that will speed up processes and reduce
bureaucracy, whilst maintaining their privacy.
The CCG is developing ways for patients and carers to have ownership and understanding of clinical
records, so that they can be actively involved in decision making and monitoring of care plans. We are
currently piloting a patient passport – a handheld record kept by patients – that contains summary
information to allow health professionals to access this information with the patient’s consent. This is a
stepping stone to more a more fundamental programme to truly link up patient information, held in a
variety of different health and care systems, to create a single care record, linked by NHS number and
with appropriate governance and confidentiality safeguards in place.
The CCG is also seeking to encourage providers and patients to make greater use of telehealth, telecare,
and other innovations in technology that can help people understand and manage their own care, or
deliver better outcomes more efficiently. With appropriate support from health professionals, medical
devices can play a central role in supporting people to live independently in their own homes. From
taking blood tests and reporting respiratory function, to monitoring for falls or fevers, our local health
and social care system can make more use of the technology that is currently available. In addition, the
CCG can promote the adoption of new products and devices that can help improve a persons’ ability to
self-manage health at home for example there are many products that help people with dementia
maintain independence and stay safe.
Technology is also integral to our plans to put quality at the heart of our improvement program. Only by
monitoring and acting on data about the quality of care that is currently delivered can we make sure
that improvement efforts are targeted appropriately. This includes monitoring of ‘soft’ indicators such
as feedback to ensure that people are being treated with dignity and respect as well as ‘hard’ clinical
outcome indictors- mortality rates, readmission rates, infections rates etc. By making smarter use of
technology, we can collect, analyse and act on quality data to ensure that health and social care in west
Essex is continuously improving.
Workforce
We have excellent, committed and caring staff working in our health and social care services. However,
many professionals are trained in a hospital centric system. Our transformation programme will require
staff to change the way that they work with patients, supporting people to become experts in their own
care, managing their conditions and living independently at home. This may mean we have staff
working more flexibly in terms of where they work, and who they work with as part of a team drawn
from different organisations or services across the system. Our vision of primary care as a gateway to
services may well mean that more staff work some or all of their time in a community setting in the
near future.
We also have to plan for a shortage of staff in crucial clinical areas in the next ten years. Nationally,
experts predict a shortage of emergency, geriatric and psychiatric care specialists, GPs and nurses.
Additionally we suffer from our geography of a high cost living area sandwiched between the draw that
London and Cambridge offers in terms of opportunity. We know that many of our GPs are nearing
retirement and we need to make the west Essex health and social care system a rewarding and exciting
place to work, to attract the best the new staff entering the workforce.
This workforce will be expected to transform the patient-professional relationship. They will need to
understand the possibilities of technology, and how it can be used to promote independence and selfmanagement.
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We therefore need to change the way we train our staff- rather than focusing on ‘sectors’ of
professionals, we need to focus on developing multidisciplinary teams- identifying the skills and training
they need to work effectively together with patients. We particularly want to pilot a more generic post
that might be capable of amalgamating the health care assistant/domicillary care worker and
reablement workforce roles. We are currently working with workforce leads across Essex to pilot some
new approaches to training and recruiting primary care staff, and to influence how providers and
educators are planning future workforce needs.
External Support and Income Generation
With our limited local financial resources we are actively considering how we can attract additional
investment or pump-priming money into west Essex to support delivery of our plans at pace. Our
approach to this includes submitting applications for NHS pilot schemes / innovation funds, applications
for local one-off funding schemes, considering joint public sector bids to external funding organisations,
and ensuring we are well placed for health and social care funds supporting integration.

5.

Locality plans: Introduction

The CCG is organised into three distinct
geographical localities, these being Uttlesford,
Epping Forest and Harlow. These localities cover
the same geographical areas as their local District
Councils. Figure 1, on the right shows our locality
boundaries and Figure 2 below sets out some key
statistics for each Locality.
We believe that the population of each locality
has distinctive needs from health and social care
providers. For example smoking rates amongst
the adult population in Harlow are double those
found in Uttlesford. However, Uttlesford faces its
own challenges in relation to an increasingly
elderly population, with poor access to some
services.
Figure 11, Locality boundaries
Figure 9 below highlights some of the main differences between the three localities in terms of
demography, public health data and inequalities. The data demonstrate the differences between each
locality. It should be noted that whilst Epping Forest and Uttlesford have comparatively good outcomes
when compared to both Harlow and National data, they nonetheless contain smaller areas of significant
deprivation and face a number of challenges, for example related to rurality and to aging populations.
Figure 12, Key statistics for each Locality
Indicator
Epping
Harlow
Population 2013
128,100
84,000
(predicted 2030)
(155,700)
(98,300)
Over 65 population now to 2030
25,000
to 13,000
(% of population in 2030)
37,900
20,000
(24.4%)
(20.3%)
Smoking all
15.1%
24.3%
Routine and manual
33.6%
33.6%
Under 18 conceptions
22
37
(per 1,000 women aged under 18)

Uttlesford
National
83,000
(105,800)
to 15,800
to
28,000
(26.5%)
11.6%
19.5%
6%
%
10
28
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% GCSEs A*-C
68.5%
% primary and secondary school – 12% & 11%
free school meal
Dementia >65s (& predicted 2030)
1780 (2770)

52.4%
18% & 15%

64.3%
6% & 6%

980 (1390)

1,070 (1920)

60.8%
%

Planning on a locality basis is a very new approach for us and the locality plans described below are still
in the early stages of development. What we have tried to do is to bring together the people who have
an interest in developing and providing public services to each locality. These include the District
Councils, Essex County Council’s Public Health team, General Practitioners and voluntary sector groups
like the Rainbow Trust in Harlow and Voluntary Action Epping Forest. We haven’t developed plans in
this way before, and we feel that the more we pool our resources and work together the better able we
will be to improve the health and wellbeing of local people.
Within these groups we have tried to answer the following questions:
What are the main issues and problems in the locality at the moment?
What should our priorities be to help improve health and wellbeing in this locality?
How should we make these improvements? How should we measure any improvements?
Who needs to be involved in making this happen?
Our Locality Plans build upon the existing Health and Wellbeing Plans produced by each of the three
Districts. The next stage of development for our locality plans will be sharing the initial Locality Plans
included in this document with local people to test our thinking and to make sure that we have got our
priorities right. We will then move rapidly into making things happen on the ground with local
partners.
We have taken a slightly different approach to planning in each of our localities. At the moment the
Locality Plans for Uttlesford and Epping are developed in greater detail than the Harlow Locality Plan.
In Harlow we have decided to spend a bit more time working with local people and voluntary groups to
build some plans together which include community led work to help improve the health and wellbeing
of local people.

6.

Epping Forest locality plan

6.1

Introduction
Epping Forest District covers a semi-rural area of West
Essex. The district is the largest of the three in the West
Essex CCG area, and is home to a population of 128,000
people.
The health of people in Epping Forest is generally better
or similar than the England average. Deprivation is
lower than average, but there are some significant
areas of deprivation in the District. Life expectancy at
birth is 80.2 for men and 83.8 for women. Both are
statistically significantly higher than England average.

There are a number of issues that public and third sector services need to tackle in Epping Forest. The
elderly population is increasing, with the number of residents over the age of 65 increasing from
25,000 to almost 38,000 by 2035. Services need to be planned to deal with the demand from the
group of citizens, unless we can improve healthy life expectancy. Epping Forest is a popular location
for care homes and nursing homes providing dementia care, and this can cause increased demand for
37

health and social care services.
House prices in Epping Forest are high and as a result it can be difficult for the District Council and the
NHS to recruit staff.
The inequalities gap is not changing over time and there is significant deprivation in some areas
including Waltham Abbey and Loughton together with some smaller areas. There are also a number
of deprived groups within the population who currently have poor access to services or who have
difficulty accessing services including travellers and migrant workers.
The purpose of this Locality Plan is to describe how we plan to improve the health and wellbeing of
Epping Forest residents, with a particular focus on how the public sector, voluntary groups and local
people can work together to improve the quality of life in Epping Forest.

6.2

Current Situation

This section of the Locality Plan includes a brief description of current public health issues in Epping
Forest District, together with a brief analysis of other issues facing the District and a description of
current patterns of investment in some of the main public services.
6.2.1 Public health portrait
A public health portrait of Epping Forest has been produced. Key issues and trends are summarised
below.
Public Health in Epping Forest: Key messages
Demography:
The Epping Forest population is projected to increase from 128,100 people in 2013 to
155,700 by 2035.
The number of residents living in the district who are aged 65 and over is expected to
increase from 25,000 people (19.5% of population) to 37,900 (24.4%) It should be noted
that whilst Uttlesford has the highest % of its population in the older age group, Epping has
the most older people.
Health & disease prevalence:
Life expectancy at birth is 80.2 for men and 83.8 for women [ref PHE profile]; this is
statistically significantly higher than England average for men & women, and the figures for
both men and women are above regional average and in the highest quartile nationally
Life expectancy differs by 5.1 and 4.5 years for men and women respectively between the
most and least deprived areas in Epping; the inequalities gap is not changing over time.
Whilst premature (under 75) mortality has been slowly declining since 2002 for both men
and women The major causes of ill health and premature mortality in Epping Forest include
Stroke, Coronary Heart Disease (CHD), Diabetes and cancer. Mental Health issues are also a
key cause of ill health and morbidity.
Smoking related deaths are significantly lower than the national average.
Killed and seriously injured on the roads is a significant issue for Epping – significantly worse
than national average.
West Essex CCG has lower prevalence than expected against modelled projections for CHD,
stroke, COPD (71-78% of expected) and hypertension (~57% of expected). Diabetes is also
likely to be under expected levels. It is uncertain whether this lower prevalence reflects
demographic differences or whether there is a considerable amount of undiagnosed disease
amongst the population.
Lifestyles
Overweight and obesity is on the rise, with 16.9% of Epping Forest children aged 11
classified as obese, and approximately two thirds of the adult population are overweight or
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obese. whilst this is similar to the England average it is still an absolute problem given the
association between obesity and conditions such as CHD, cancers and stroke.
Rates of drug misuse, hospital admissions for alcohol related harm and sexually transmitted
infections are all lower than national which shows a low pattern of risky behaviour in
Epping Forest. The rate of under 18 conceptions is similar to the England average.
Wider determinants of health and inequalities
Overall the district is relatively affluent, enjoying good health outcomes for the majority of
its residents but it also has some pockets of significant health inequality across ward areas
and population groups. Waltham Abbey is one of the most deprived areas in terms of
income, employment and health, with the lowest life expectancy in the district and the
second lowest life expectancy in Essex
The areas of Waltham Abby and Loughton Broadway experience deprivation significantly
below England average.
6.2.2 Other challenges
In addition to the public health issues summarised above, local public and voluntary sector leads and
GP’s identified a number of other issues which potentially affect the health and wellbeing of Epping
Forest residents. These are summarised in figure 13 below:
Figure 13, Challenges in Epping Forest District

The diagram shows that there are particular challenges around areas of deprivation, supporting the
ageing population and with rurality and poor access to services. The action plans described below aim
to address these issues.
6.2.3 Use of services and spend
Figure 14, below shows how the £117M public services expenditure was distributed in Epping Forest in
2013/14.
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Figure 14, public services spend for Epping Forestii
Area

2013/14
Spend
£000
Acute Commissioning
£62,217
Winter Pressures
£2,379
Community Services
£13,634
Mental Health & LD
£12,927
Nursing Care
£6,620
Prescribing
£16,101
Primary Care Services
£1,269
Reablement
£295
Housing
(net
expenditure)
£1,539
Adult Social Care
£32,560
Schools, Children &
Families
£3,532
Public Health
£4,851
Total
£116,981

6.3

Priorities for improvement

6.3.1 Epping Forest Locality Plan priorities
The public health portrait shows that on the whole Epping Forest residents enjoy better than average
health and life expectancy but that this picture is not consistent across the District which also includes
some areas of significant deprivation.
We brought together a range of people who are responsible for providing public services in Epping
Forest. Together we created a picture of where we are now, and started to think about how we could
work with citizens in Epping Forest to maintain current levels of health and wellbeing and to tackle
some of the challenges that the locality is facing.
This Locality Plan builds upon existing plans and initiatives, but has a new focus upon what we might
achieve through joint working, for example We have identified the following themes as priority areas to
be addressed in this plan:
1. Healthy lifestyles and health improvement: Despite a profile of health and delivery in Epping
Forest that is better than national average. However, the major causes of ill health and
premature mortality still include stroke, coronary heart disease (CHD), diabetes and cancer and
West Essex has worsening premature mortality rates for circulatory disease, cancer and
respiratory disease relative to our peers. We will continue to plan and implement preventative
initiatives and health services which address these issues.
2. Tackling Inequalities - Place: We need to address some of the inequalities in Epping Forest. A
programme of work is needed to do this, with a focus on children and families, based upon
some of the work already completed in Waltham Forest but also developing some new ideas.
We also need to be clearer about identifying which areas would benefit from this kind of
programme. Communities: There are some disadvantaged communities in Epping Forest
including gypsies and travellers and migrant workers. These groups typically have poorer access
to health and social care support that the rest of the population and require some support to
access services.
3. Rurality/access/isolation This is an issue across the social scale in Epping Forest. Although this
issue is typically associated with older people it is also a concern amongst young families.
4. Care homes: We need to understand the level of need for Epping Forest residents and take
opportunities to reflect this in the Local Plan/planning process and in provision of health and
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social care services, for example in General Practice. Increasingly the health and care workforce
is commuting into Epping Forest from areas of cheaper house prices and lower rent and the
issue of how to attract and retain these staff requires further consideration.
5. Partnerships: Local public services need to identify areas of common interest where we can
pool our resources and work together, for example some residents receive multiple visits from
health, care, housing and other agencies and it may be possible to streamline this. Joint
provision of services

7.

Harlow Locality Plan

7.1

Introduction
Harlow new town was built after World War II to ease
overcrowding in London and the surrounding areas due to
the mass devastation caused by the bombing during the
Blitz. Harlow was a 'Phase I' new town along with other
new towns such as Basildon, Stevenage, and Hemel
Hempstead. The provision of employment was essential to
the growth of the town, and the construction of two major
industrial estates formed part of the master plan for
Harlow.
Today the Harlow District is home to 84,000 people. There
are many positive things about Harlow today, for example
we score highly for access to amenities, and over two thirds
(69%) of respondents are satisfied with their local area as a
place to liveiii. However, there are also concerns about
health and wellbeing in Harlow, with relatively high rates of
deprivation, unemployment and ill health when compared
with the rest of Essex and the UK.

The purpose of the Harlow Locality Plan is to describe how we plan to improve the health and
wellbeing of Harlow residents, with a particular focus on how the public sector, voluntary groups and
local people can work together to improve the quality of life in Harlow.

7.2

Current Situation

This section of the Locality Plan includes a brief description of current public health issues in Harlow
District, together with a brief analysis of current services and spend.
7.2.1 Public health portrait
A public health portrait of Harlow has been produced. This is included in full as Appendix 1 to this
strategy, and issues and trends are summarised below.
Public Health in Harlow: Key messages
Demography:
A growing and ageing population, with associated increase in ‘diseases of old age’ such as
dementia
Health & disease prevalence:
Harlow has the highest rate in Essex for premature mortality (under age 75) from all causes, and
mortality from respiratory disease (all age) is in the worst quartile nationally.
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The major causes of ill health and premature mortality in Harlow include Stroke, Coronary Heart
Disease (CHD), Diabetes and cancer. Mental Health issues are also a key cause of ill health and
morbidity.
West Essex CCG has lower prevalence than expected against modelled projections for CHD,
stroke, COPD (71-78% of expected) and hypertension (~57% of expected). Diabetes is also likely to
be under expected levels. It is uncertain whether this lower prevalence reflects demographic
differences or whether there is a considerable amount of undiagnosed disease amongst the
population.
Lifestyles
Long term impact of poor lifestyle / risk taking behaviour, with higher than average rats of drug
misuse, sexually transmitted infections and high (and increasing) alcohol related admissions to
hospital
Smoking and premature mortality
Overweight and obesity is on the rise, with 20% of Harlow children aged 11 classified as obese,
and approximately two thirds of the adult population are overweight or obese.
Wider determinants of health and inequalities
Harlow is in the 40% most deprived of Districts, with 21.6% of children in Harlow living in poverty.
Harlow ranks in the 20% most deprived districts for housing and crime, and in the 40% most
deprived for health and income.
Long term unemployment rates are significantly higher than the England average in 2013
At £22,600, the average total income in Harlow is below the national median, with the area
ranking in the bottom 40% of districts nationally. Average annual incomes have increased at a
low rate between 2000 and 2008 – 2.6% compared with 14.9% nationally.
7.2.2 Use of services and spend
Figure 15, below gives a break down on how some of the £111M spent on health and care related
public services in Harlow is spent
Figure 15, Harlow spending break down
Area
2013/14
Spend
Millions
Acute
Commissioning
Winter Pressures
Community
Services
Mental Health &
Learning
Difficulties
Nursing Care
Prescribing
Primary
Care
Services
Reablement
Housing (2013/14
estimated
net
expenditure)
Adult Social Care
Schools, Children
& Families
Public Health
Total

£67,311
£1,960
£11,233

£10,651
£5,455
£12,141
£1,046
£243

£1,128
£30,942
£3,356
£4,610
£111,168
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7.2.3 Harlow today: A complex picture
The public health portrait shows that some work is necessary to help improve the health and quality of
life of Harlow residents, helping to improve school readiness and educational attainment amongst
children and young people, reducing the level of premature mortality caused by smoking and ill health
and supporting and caring for our aging population, including those with dementia.
We brought together a range of people who are responsible for providing public services in Harlow to
think through what we could do to help turn this around. The group recognised that the picture in
Harlow is complex and that a number of previous ‘initiatives’ set up by the public sector locally have
failed to work.
Together we created a picture of where we are now, and started to think about how we could work
with citizens in Harlow to tackle some of the problems that the locality is facing.
Figure 16, Harlow locality picture

7.3

Priorities for improvement and action plans

We haven’t yet developed a detailed five year action plan for Harlow. What we have done is to start
thinking about how we can make better use of the resources that we already have in place in health, in
local government and in the third sector.
We recognise that previous public sector initiatives in Harlow have not been readily embraced by the
local community, and we would like to understand why that is, and how we can encourage Harlow
citizens to develop some of the ‘grass roots’ work that is needed to help improve health and wellbeing
in Harlow.
We have identified the following themes as priority areas to be addressed in this plan:
Early years: Children and families
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Mental health, including vulnerable adults and substance misuse
Older people, including dementia
Causes of premature mortality, including CHD. Diabetes, stroke etc. – clinical interventions and
lifestyle changes
Culture change and community projects including development of community/social networks
and the development of personal responsibility.
We expect to develop a more detailed action plan during the remainder of the 2014/15 financial year,
based on the outputs from the various activities described below.

8.

Uttlesford locality plan

8.1

Introduction
Uttlesford District covers a rural area of West Essex,
including Saffron Walden, Stansted and surrounding
villages. The district is home to a population of 83,500.
Uttlesford is a very attractive place to live, with
relatively high levels of affluence and low levels of
deprivation. Average life expectancy is statistically
significantly higher than the English average
However, there are a number of issues that public and
third sector services need to tackle. At 20 minutes the
Uttlesford district has the 2nd longest average travel
time by public transport or walking to reach key
services.

This is probably reflective of the rural nature of the area which may impact of the accessibility of
services to some of the most vulnerable populations in the district. Whilst the health of Uttlesford
residents is good overall, there are still premature deaths from Coronary Heart disease, cancer and
stroke, and obesity amongst adults and children is increasing. The elderly population is forecast to
increase, and the proportion of the population who are aged 65 and over will increase from the
currently level of 18.9% of population to 26.5% by 2035. Services need to be planned to deal with
the demand from the group of citizens.
The purpose of the Uttlesford Locality Plan is to describe how we plan to improve the health and
wellbeing of Uttlesford residents, with a particular focus on how the public sector, voluntary groups
and local people can work together to improve the quality of life in Harlow.

8.2

Current Situation

This section of the Locality Plan includes a brief description of current public health issues in Uttlesford
District, together with a brief analysis of
8.2.1 Public health portrait
A public health portrait of Uttlesford has been produced. This is set out below, and issues and trends
are summarised below.
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Public Health in Uttlesford: Key messages
Demography:
The Uttlesford population is projected to increase from 83,500 people in 2013 to 105,800 by
2035.
The number of residents living in the district who are aged 65 and over is expected to increase
from 15,800 people (18.9% of population) to 28,000 (26.5%).. This is the fourth highest
percentage change of the Essex local authorities.
Health & disease prevalence:
Life expectancy at birth is 81.8 for men and 85.1 for women [ref PHE profile]; this is
statistically significantly higher than England average for men & women, and the figures for
both men and women are above regional average and in the highest quartile nationally
Public Health in Uttlesford: Key messages
The major causes of ill health and premature mortality in Uttlesford include Stroke, Coronary
Heart Disease (CHD), Diabetes and cancer. Mental Health issues are also a key cause of ill
health and morbidity.
West Essex CCG has lower prevalence than expected against modelled projections for CHD,
stroke, COPD (71-78% of expected) and hypertension (~57% of expected). Diabetes is also
likely to be under expected levels. It is uncertain whether this lower prevalence reflects
demographic differences or whether there is a considerable amount of undiagnosed disease
amongst the population.
Lifestyles
Overweight and obesity is on the rise, with 16.1% of Uttlesford children aged 11 classified as
obese, and approximately two thirds of the adult population are overweight or obese.
Rates of under 18 conceptions, drug misuse, hospital admissions for alcohol related harm and
sexually transmitted infections are all lower than national which shows a low pattern of risky
behaviour in Uttlesford.
Wider determinants of health and inequalities
Uttlesford has a low rate of deprivation. Even at MSOA level, every area was significantly
better than national average for income, child poverty and older people deprivation
Housing costs are the highest in Essex. This raises challenges with regard to affordability,
particularly for local workers whose salaries do not compete with that on offer in London
winter deaths / fuel poverty (to expand)
4.2.2 Use of services and spend
Figure 17, below shows how the £95M public services expenditure on health and care related services
was distributed in Uttlesford in 2013/14.
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Figure 17, public services spend for Uttlesford
Area

Acute
Commissioning
Winter Pressures
Community
Services
Mental Health & LD
Nursing Care
Prescribing
Primary
Care
Services
Reablement
Housing
(net
expenditure)
Adult Social Care
Schools, Children &
Families
Public Health
Total

8.3

2013/14
Spend
Millions
£56,007
£1,479
£8,476
£8,036
£4,116
£11,377
£789
£183
£4,340
£26,387
£2,862
£3,931
£94,803

Priorities for improvement

8.3.1 Uttlesford Health and Wellbeing Strategy
In fulfilment of its commitment to consult with LA’s, the voluntary sector and other interested parties
and organisations within districts, ECC ran a prioritisation exercise based on the above list at the UDC
offices in Saffron Walden in 2012 as part of an exercise to identify public health priorities. The exercise
was well attended by all interested parties including local Councillors, the Chief Executive and senior
UDC managers as well as representatives from the CCG, Public Health specialist, local voluntary and
statutory organisations. The feedback was subsequently collated as follows:
Figure 18, Uttlesford Top 5 Priorities & Comments
Rank

Votes

Priority

Comments

1st

14

2nd

12

Obvious start. Increase life chances, increase
educational attainment
Rural area and ageing population

=3rd

8

=3rd

8

3. Giving children the best
start in life
12. Improving access to
services
7. Promoting healthy diet and
lifestyle
13. Encouraging residents to
be active
6. Improving mental health

=3rd

8

Covers all ages. Achievable?
13. is linked to 7. and 10. impacts on a large no. of
other indicators

Also linked to 9. Responding to long term/chronic
illness
14. Improving housing and Private housing standard - not high. Fuel Poverty
living environments

These priorities were used to develop the 2013 – 2018 Uttlesford Health and Wellbeing Strategy, and
this work has been reflected in this Locality Plan.
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8.3.2 Uttlesford Locality Plan priorities
The public health portrait shows that Uttlesford residents enjoy better than average health and life
expectancy and that deprivation is relatively low. However some work is still necessary to help improve
the health and wellbeing of Uttlesford residents. This includes addressing public health issues such as
increasing levels of obesity, helping to improve access to services and caring for our aging population,
including those with dementia.
We brought together a range of people who are responsible for providing public services in Uttlesford.
Together we created a picture of where we are now, and started to think about how we could work
with citizens in Uttlesford to maintain current levels of health and wellbeing and to tackle some of the
challenges that the locality is facing.
This Locality Plan builds upon existing plans and initiatives, but has a new focus upon what we might
achieve through joint working, for example We have identified the following themes as priority areas to
be addressed over the next five years:
1. Starting Well: Reducing childhood poverty and reducing obesity
2. Living Well: reducing obesity amongst the adult population, clinical interventions and
lifestyle changes to reduce premature mortality from illnesses such as cancer, stroke,
coronary heart disease and diabetes.
3. Aging Well: Preparing for population growth of older people, including dementia and
alleviating fuel poverty and excess winter deaths.
4. Mental health, including vulnerable adults
5. Improving access to services including transport, development of outreach services
6. Housing Ensuring that community infrastructure is put in place to support housing
development and the provision of affordable housing. There is a need to ensure that
housing is supported by appropriate infrastructure.
7. Facilities The development of a shared District Council and NHS asset register, to ensure
that we make best use of public buildings and exploit opportunities to local services in a
community setting
8. Developing community resilience To encourage volunteering, self-care and community
resilience at a time when public services are facing financial pressure and may be unable to
provide some of the support that has traditionally been available

9.

Finance

9.1

Introduction

In common with other systems we have to manage within a climate of tightening financial resources
whilst responding to growing demand and expectations. Based on an anticipated allocation, the CCG
had a requirement to find savings to the value of £20m in 2013/14 and estimated £13m in both
2014/15 and 2015/16. This excludes the efficiencies that providers themselves have to make at 4%
year on year.
The economic climate for Adult Social Care is also challenging and uncertain. The Council has made
£364 million savings over the last four years and needs to save at least a further £235 million over the
next three years.
Whilst there is some certainty with regards to the core allocation for 2015/16 for health and social care
respectively, funding beyond is uncertain. However the outlook would suggest tight settlements for
some time to come and so it is safe to assume that the system should expect to operate within a
challenging financial environment for some time to come.
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9.2

The CCG

9.2.1 Financial plan
The table overleaf shows the summary of the CCG Financial Plan which demonstrates that the CCG is
planning to achieve a 1% surplus in all financial years of the planning cycle.
The plan has been developed using the agreed national and local planning assumptions reflecting the
expected changes in population, provider efficiencies and the impact of the Transformation and
Efficiencies (T&E) programme assumptions as set out below.
In 2014/15 the gross CCG T&E target is set at £12.9m in order to achieve the required surplus. The plans
are transformational and are limited to just 8 schemes (reduced from the 20+ schemes in place for
2013/14) under the 4 transformation work streams. Additionally there are benchmarked efficiencies
which are to be delivered via contract management.
The CCG is planning to hold a 1% contingency (minimum national requirement is 0.5%) in each of the 5
years of the planning cycle. This will be used to address any potential financial risks as they arise in year.
In addition, the CCG is planning to hold a 1% Transformation Fund in all financial years of the planning
cycle.
The CCG has set aside 2.5% of the RRL in 2014/15 for non-recurring investments. In the CCG Plan The
2.5% investment fund is made up of the 1% transformation fund, the new investments reserve and the
T&E headroom reserve.
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Figure 19, Financial position
During 2014/15, it was apparent that there were a number of emergent demand-led pressures that put
at risk the delivery of the target surplus of £3.3m. The CCG is putting in place a financial recovery plan
to develop how these risks are to be mitigated.
The principal risks are in relation to non-elective activity, continuing healthcare costs and prescribing. It
is also clear that a significant element of these pressures are likely to be recurrent in nature and it is
therefore expected that the level of savings from 2015/16 onwards will increase over the level previously estimated. Revised plans are being developed as part of the 2015/16 planning round.
9.2.3 Planning Assumptions
The table below details the planning assumptions that have been made by the CCG in developing the
financial plan.
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Planning Assumptions
Description
Allocation Growth (+%)

Type
Programme
Running Costs
Weighted Average

blank1
2014/15 2015/16 2016/17 2017/18 2018/19
3.43%
2.57%
2.65%
2.63%
2.63%
13.05%
-9.75%
0.28%
0.31%
0.33%
3.62%
2.31%
2.60%
2.59%
2.59%

Gross Provider Efficiency (-%)

Acute
Non Acute

-4.00%
-4.00%

-4.00%
-4.00%

-4.00%
-4.00%

-4.00%
-4.00%

-4.00%
-4.00%

Provider Inflation (+%)

Acute
Non Acute

2.80%
2.20%

2.50%
2.30%

3.30%
2.20%

3.70%
2.20%

3.70%
2.20%

Demographic Growth (+/- %)

1.54%

1.47%

1.45%

1.54%

1.55%

Contingency (%)

1.01%

1.00%

1.00%

1.00%

1.00%

Non-Recurrent Headroom (%)

2.50%

1.02%

1.02%

1.02%

1.02%

Running Cost (spend per head (£)

22.85

20.80

20.62

20.46

20.30

Figure 20, Planning assumptions
The plan has been developed using the agreed national and local planning assumptions reflecting the
expected changes in population, provider efficiencies and the impact of the Transformation and
Efficiencies (T&E) programme assumptions as set out within the plan.
The CCG is planning to achieve a 1% surplus in all financial years of the planning cycle.
The CCG has taken a prudent view on population growth and has planned for a rise of 1.54%, in
contrast to the ONS forecasts which predicts a rise of just over 1% per year.
For Running Costs, the Target Cost per Head for 2014/15 has reduced to £24.73 (from £25.00 in
2013/14) and from 2015/16 there will be a 10% reduction to decrease the indicative target to £22.07
per head.
9.2.4 Financial Support for the Better Care Fund
The Better Care Fund (BCF) plan is valued at £17.435m from 2015/16 although West Essex have agreed
with Essex County Council an additional £0.81m increasing the value to £18.24m.
This comprises an allocation of £5.5m for the protection of social care with the balance of funding to be
transferred from community contracts of £11.9m and £0.7m from reablement.
The CCG has worked closely with Essex County Council to identify elements of contracts that ensure this
is a cost neutral transfer of existing budgets and liabilities that will generate an additional efficiency
requirement within the acute health sector.
The profile of the growth in the Better Care Fund for subsequent years is shown in the table below.
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Funding Source
Allocation
Funding transferred from Reablement
Funding transferred from community contracts
Total Better Care Fund

Total
Budget
1415
0
0
0
-

Total
Budget
1516

Total
Budget
1617

Total
Budget
1718

Total
Budget
1819

5,538
720
11,980
18,238

5,685

5,835

5,988

12,054
17,739

12,268
18,103

12,246
18,234

9.2.5 Running Costs
For Running Costs, the CCG has been notified that the Target Cost per Head for 2014/15 has reduced to
£24.73 (from £25.00 in 2013/14)
From 2015/16 there will be a 10% reduction to reduce the indicative target to £22.07 per head.
Plans have been developed to address the reduction in 2015/16 and these have been approved by the
CCG Finance and Performance committee.
The table below outlines the CCG running costs position over the planning cycle and shows that the
CCG will be within the target cost per head over the planning cycle.
Figure 21, Running costs

9.2.6 Transformation & Efficiencies
The 2014/15 funding settlement has improved the plan position such that the T&E targets have
reduced to 4.00% of the 2014/15 resource limit, from the 6.44% target in 2013/14.
Based on initial planning assumptions and subject to the outcome of the detailed contracting
discussions, the T&E target for 2014/15 is set at £11.7m net (£12.9m gross) of which £2.4m is
unidentified.
Work is ongoing to identify new opportunities as well as developments to enhance current schemes in
order to achieve a balanced position. Additionally, the CCG has planned for a £3.3m Contingency
Reserve plus a £1.0m QIPP Headroom Reserve to ensure that this position has adequate cover.
In 2014/15, the plans are transformational and are limited to just 8 schemes (reduced from the 20+
schemes in place for 2013/14) under the 4 transformation work streams. Additionally there are
benchmarked efficiencies which are to be delivered via contract management. All schemes are subject
to a business case review mechanism.
Delivery of the T&E is taken forward by Programme Boards and subject to scrutiny via the Finance &
Performance Committee.
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Currently, the T&E plan for 2015/16 is £10.2m on a net basis and will be closely linked with the
introduction of the Better Care Fund. Detailed work is taking place to develop the 2015/16
Transformation programme and plans will reflect the delivery achieved in 2014/15 where slippage has
occurred.
The table below shows the T&E savings over the planning horizon.
Net QIPP Savings
£ 000
Recurrent (inclusive of full year effect)
Non-Recurrent
Total
% of Notified Resource
% Unidentified

2013/14
14,844
14,844
4.52%
-6.64%

2014/15 2015/16 2016/17 2017/18 2018/19
11,667
10,182
9,000
9,000
9,000
11,667
10,182
9,000
9,000
9,000
3.54%
2.94%
2.53%
2.47%
2.41%
-20.93% -88.39% -100.00% -100.00% -100.00%

Figure 22, Net QIPP savings
9.2.7 Contracts – summary
The CCG is the lead commissioner for the Princess Alexandra NHS Trust contract and also leads for
Essex on the Barts Health NHS Trust contract.
The CCG is aims to have all contracts signed within the mandated timetable. This will involve regular
meetings on all aspects of the contract and strict timetables are already in place.
The tariff for acute services has been adjusted to deliver a 4% efficiency requirement across each of the
5 years of the plan. Pay and price inflation offsets the efficiency requirement each year to give a net
decrease adjustment.
The overview of contract values is detailed in the table below.
Contract value 2014/15 - 2018/19
Code

Trust

RQW

The Pri nces s Al exa ndra Hos pi ta l NHS Trus t

R1H

Ba rts Hea l th NHS Trus t

RGT

Ca mbri dge Uni vers i ty Hos pi ta l s NHS Founda ti on Trus t

RQ8

Mi d Es s ex Hos pi ta l Servi ces NHS Trus t

RYC

Ea s t Of Engl a nd Ambul a nce Servi ce NHS Trus t

RRD

North Es s ex Pa rtners hi p Uni vers i ty NHS Founda ti on Trus t

RWN

South Es s ex Pa rtners hi p Uni vers i ty NHS Founda ti on Trus t
Tota l NHS Contra cts

£000

£000

£000

£000

£000

2014/15

2015/16

2016/17

2017/18

2018/19

97,705
20,446
20,471
10,521
9,530
24,019
30,450

96,671
17,288
19,471
10,483
9,642
23,967
30,378

98,347
20,592
20,617
10,598
9,715
23,879
30,272

99,568
20,847
20,873
10,728
9,835
23,817
30,194

100,811
21,109
21,133
10,862
9,958
23,757
30,118

213,142

207,900

214,020

215,862

217,748

Figure 23, Contract values 2014/15 – 2018/19
9.2.8 Contracts – Key Points
In the context of national initiatives to ensure that no patients over 18 weeks, the CCG has been
working closely with providers to ensure that the target is met, however, this is likely to give rise to a
cost pressure of £1m in 2014/15.
Growth in planned care activity in is running at 2.35% over plan at the end of Q2 2014/15. Essex CCGs
have commissioned the services of a consultant in order to negotiate lower than PBR tariffs for activity
where it can be shown that providers are primarily undertaking work of a lower case mix complexity
compared to average
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Current trends in A&E show an overall increase of A&E attendances through 2013/14, and at the end of
Q2 the data showed an increase of 3.68% over plan.
The current trends in emergency inpatients show a 12.8% increase against plan.
In setting out the national tariff for 2014/15 NHSE have gone for a position of stability and
consolidation, as a result there are very few amendments to tariff structures or risk shares. It is
anticipated that there will be some significant amendments to national tariff for 2015/16, including the
increased use of pathway payments as well as material changes to current rules on emergency
thresholds and readmissions. At the time of writing, the details of these changes have not been notified
to commissioners.
9.2.9 Key Financial Risks
The principal financial risks facing the CCG over the planning cycle are:
Ref
1

2

3

4

5

Description
Allocations: Some programme allocations for the CCG
yet to be actioned recurrently by the Area Team,
although the LAT CFO has confirmed that the Barts
transfer will be recurring. These allocations total £3.57m
and are incorporated within the financial plan as income
and therefore provide a material risk if not forthcoming.
Transformation & Efficiency Targets CCG’s gross
efficiency target in 2014/15 is set at £12.9 million of
which £2.4m is unidentified.
This represents a significant challenge and risk to the
organisation over the planning cycle and will require
focussed implementation and monitoring throughout to
ensure any risks to delivery are mitigated.
Prescribing: There exists price inflation risk in over the
planning horizon because the national guidance for
prescribing price inflation was set considerably lower at
1.9% for 2014/15 due to the PPRS agreement with the
pharmaceutical industry on medicines prices. This figure
has been used within the plan however, historically
prescribing price inflation has been higher.
Continuing Healthcare: The Continuing Care run rate
associated with new care packages has grown very
significantly over the past few years. It is anticipated
that this will continue during 2014/15 and there is still a
high risk that this
area will overspend despite the
substantial level of new funding that has been targeted
in this area. This problem has been compounded by the
requirement to contribute to a risk share pool set up by
NHSE in respect of retrospective cases.
Non Elective Demand: Activity is running at 12.83% over
plan which if maintained would result in a £5.9m
overspend at month 2. After allowing for readmissions
and marginal rate adjustments, this overspend falls to
£1.6m.

Mitigation

Delivery will be monitored by
the Finance and Performance
committee as well as the
Executive committee and
clinically
led
programme
boards.
The Medicines Management
Programme
Board
will
monitor
the
prescribing
patterns throughout the year
to oversee achievement of
efficiency targets

The CCG is working with
providers to monitor the
increase in demand going
forward and to put in place
demand management systems
to minimise the impact in
future periods.
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10.

Plan development and approval

The process for developing this Plan has included significant participation by the CCG’s Transformation
Teams, which are clinically led.
This Plan has been approved via the CCG’s Governance process. This included review by both the
Health and Care Commissioning Committee and the CCG Board, with formal Board approval for
widespread consultation with partners and public on this version of the plan received in November
2014.
Progress against this plan will be monitored as follows:
Production of Transformation Programme progress reports to the monthly Health and Care
Committee, a board sub-group which includes clinical leads
Bi-monthly reporting to the CCG Board

10.1

Next steps

This plan has been based upon discussions with partners and upon previous discussions with the public.
However, we recognise that much more widespread consultation with partners and the public will be
required before this plan is finalised in March 2015. The timetable below summarises the actions that
we will take to ensure that our plans become reality.
Date
Task
Participants
Five Year Plan (all areas of the plan)
Q3 & Q4 2014/15
Consultation and testing the plan with the CCG Patient Reference Group
public using existing groups
Essex Healthwatch
District Council Health &
Wellbeing Boards
Voluntary groups
All Transformation programmes
Q3 2014/15
Develop/update detailed implementation CCG Transformation Programme
plans
Leads
Detailed plans for patient / user engagement
in developing and delivering programmes
Q4 2014/15
Finalise 2015/16 investment and savings CCG Transformation Programme
plan
Leads/Finance Teams
Primary Care Transformation
Q3 and Q4 2014/15
Agreement of detailed primary care West Essex GP practices
transformation
programme,
including
premises plans and access
Locality Plans
Q3 and Q4 2014/15
Discussion with public and voluntary sector Epping Forest
District
groups in the three localities to:
Harlow
Councils &
Uttlesford
Voluntary orgs
Finalise priorities
Agree detailed action plans
Enabling work
Q3 and Q4 2014/15
Development of costed programmes of work CCG specailist teams
for each enabling area.
We will convene partner discussions through existing forums and via new groups as appropriate. We
will use the CCG’s newly established Patient Reference Group.
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