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INTRODUCTION 
 
Meeting the health needs of Southend residents is a unique, difficult and rewarding 
challenge for the Clinical Commissioning Group and its partners. NHS Englandôs 
Clinical Commissioning Group Toolkit classifies Southend as a óTraditional Community 
with Deprived Areas and Poorer Health.ô Southend is in fact the only area classified in 
this way in amongst the 19 CCGs in the East of England; or in fact, anywhere on the 
East Coast between the Thames and Humber Estuaries. 
 
This manifests itself in a range of health indicators from cradle to grave. Relative to its 
population, Southend expectant mothers are more likely to smoke at the time they give 
birth and more likely to give birth to a low birth-weight baby, even at full-term. Children 
are more likely to be admitted for a respiratory infection, adults are more likely to be 
admitted for an acute condition that should not normally require hospital admission, 
and are also more likely to fracture their hip. 
 
Nevertheless the Southend community is united in meeting these challenges. It was 
recognised in Monitor and NHS England Pioneer Programme reports for the progress it 
had made in establishing an Integrated Commissioning Team and commissioning 
integrated services. We have also further developed relationships with neighbours 
during the establishment of the Success Regime (SR) and Sustainability and 
Transformation Plan footprint. Whilst the acute reconfiguration is a highly challenging 
and complex programme, it nevertheless provides us with the opportunity to think 
strategically about what precisely needs to be commissioned from acute hospitals, and 
in what form. These are described in Acute Section. 
 
Like the Kingôs Fund, the CCGs see the potential for changes to community health 
services to transform the whole system.  This involves using our delegated 
commissioning functions for primary care and existing functions in relation to 
community health services to commission more collaborative, more proactive, more 
responsive care at locality level to the population.  
 
It also means working closely with the local authority to give Southend children the best 
chance in life. As one Governing Body GP stated, she visualised a line that represents 
the best pathway for a child in Southend ï all other pathways for children, such as that 
for behaviour, physical needs or learning disability, should be arcs, which may in the 
short term require the child to have an experience different from the best pathway, but 
the arc would always turn inwards and lead the children back to the best pathway. 
These are described in the Primary Care, Community and Integrated Commissioning 
Section.  
 
We are not only passionate about providing the most appropriate care to patients, but 
also in ensuring that this care is delivered to a high standard. Our Plan describes the 
proactive approach taken to monitor and improve the quality of care and prescribing 
and has been signed off by our CCG Governing Body. 
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About Southend-on-Sea and NHS Southend Clinical Commissioning Group  
Southend-on-Sea is one of the UKôs most densely populated areas, with an estimated 
175,800 residents. We face a number of health and social challenges with an aging 
population, some of the most deprived wards in England and a higher prevalence of 
mental health issues than the England average.  
 
We face significant increases in the prevalence of several chronic diseases including 
chronic obstructive pulmonary disease (COPD), diabetes, stroke and hypertension. Life 
expectancy for men is similar to the England average, whereas for women it is lower 
that the England average. However life expectancy varies across Southend as there 
are significant inequalities for the population: life expectancy is 9.1 years lower for men 
and 8.8 years lower for women in the most deprived areas than in the least deprived 
areas. 
 
The CCG buys health services for the local community. We are a clinically-led 
organisation with 33 member GP practices covering Leigh-on-Sea, Chalkwell, 
Westcliff-on-Sea, Southend-on-Sea, Thorpe Bay and Shoeburyness. Many of the 
challenges we face are historic and long-term, and we are working hard to find new 
and innovative ways of working and forging closer links with partner organisations. 
 
Challenge Response 

Hospital Centric Work with partners to deliver STP vision and plans. 

Immature Primary Care 
System 

 

Build stronger health and care localities; Ease pressure on 
the non-elective pathway and reduce inappropriate 
admissions into the acute hospitals. 

Limited community provision 
and services  

Build stronger health and care localities. Working with 
partners to deliver STP plans 

Challenged resources and 
resources in the wrong places 

CCG financial recovery plan; Placing resources where there 
is most need and clinical value.  
 

Workforce challenges 
 

Develop plans to recruit and retain a high quality workforce 
across acute, primary and community care services 

Continuing Health Care (CHC) 
 

Reduce CHC spend by reviewing of high cost care 
placements; equipping the CHC team to make difficult 
decisions around óPrimary Health Needô; Procurement of a 
new CHC software system; Utilising Uplands Rehabilitation 
Centre to maximise patient independence. 

Mental Health 
 

Develop 24/7 Crisis Care; Expanding access to 
psychological therapies and early intervention services; 
develop Community Perinatal Mental Health Service; 
Transform post-diagnostic treatment and support for people 
with dementia 

People with a Learning 
Disability & Transforming Care 
 

Develop additional capacity to offer a seven day a week 
service to prevent admissions and support discharge; 85% 
uptake of annual health checks; Improve access to 
mainstream services and reasonable adjustments 
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Commissioning in the evolving system 
The landscape of commissioning for NHS organisations continues to evolve, and we 
need to respond accordingly to local and national changes. We have adopted 
delegated commissioning which offers us an opportunity to assume full responsibility 
for the commissioning of primary medical services. This ensures commissioning 
decisions are driven by local knowledge and priorities and benefit the local health 
economy. We will continue to plan for integrated commissioning, progressed through 
the Better Care Fund (BCF) and overseen by Southendôs Health and Wellbeing Board.  
 
There are also changes underway with major local health providers. Through the Mid 
and South Essex Success Regime, the team at Southend Hospital is working on a new 
group-model with the two other acute providers in south and mid Essex. Our two local 
mental health providers will also formerly merge. This will create a new way of 
commissioning services, with a south and mid Essex model for acute and an Essex-
wide model for mental health. This means services can be commissioned at greater 
scale. Meanwhile, our primary care model promotes an even closer local view of needs 
and services with the development of four ólocalitiesô within the borough. We also 
continue to work closely with Southend Council on commissioning and delivering 
services jointly where possible and appropriate.  
 
For 2017/18 we have a significant QIPP programme to enable us to fulfill our financial 
plans and transform services to ensure sustained quality and financial stability. This will 
be an extremely challenging year for us. 
 
Vision and Transformation 
Our vision is to ensure that everyone living in Southend-on-Sea has the best possible 
opportunity to live long, fulfilling, healthy lives. We want: 

¶ our children to have the best start in life 

¶ to encourage and support local people to make healthier choices 

¶ to reduce the health gap between the most and least wealthy people to have 
control over their lives and live as independently as possible 

¶ to enable our older population and those adults with social care needs to lead 
fulfilling lives as citizens 

 
Our Values 
Our values, shaped by our staff and stakeholders are fully align with the principles laid 
out in the NHS Constitution.  
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1.0: MUST DOôS 
 
NHS England has asked each CCG to focus on the same nine ómust doô areas of work. 

 
No. Must Doôs Specifics (in brief) 

1 Strategic Transformation 
Plans (STP) 

¶ Commission activity within acute contracts to deliver the A&E 4hr wait, 
18 week incomplete and cancer standards in line with STP / STF 
trajectories (Appendix 2 for trajectories.) 

¶ Continue to work with system partners across the STP foot print to 
achieve the standards in a challenging environment 

¶ Deliver acute reconfiguration as part of the success regime in order to 
deliver a sustainable position. 

2 Finance ¶ Deliver control totals and financial balance 

¶ Implement STP plans and local targets 

¶ Meet demand reduction measures 

¶ Meet provider efficiency measures 

3 Primary Care ¶ Deliver sustainability plans within general practice 

¶ Ensure local investment meets or exceeds minimum requirement levels 

¶ Tackle workforce and workload issues 

¶ Extend and improve access to Primary Care 

¶ Support general practice at scale 

4 Urgent and Emergency 
Care 

¶ Deliver four hour A&E standard and standards for ambulance response 

¶ Meet priority standards for seven day hospital services 

¶ Implement the Urgent and Emergency Care Review 

¶ Deliver a reduction in ambulance 999 calls 

¶ Prepare for forthcoming waiting time standard for urgent care 

5 Referral to treatment times 
and elective care 

¶ Deliver standard ï 92% of patients on non-emergency pathways wait no 
more than 18 weeks 

¶ Deliver and achieve 100% of use of e-referrals 

¶ Streamline elective care pathways 

¶ Implement national maternity services review 

6 Cancer ¶ Implement the Cancer taskforce report 

¶ Deliver NHS Constitution 62 day cancer standard 

¶ Progress on improving one-year survival rates 

¶ Roll out follow up pathways for breast cancer patients 

¶ Ensure all element s of the Recovery Package are commissioned.  

7 Mental Health ¶ Deliver, in full, the implementation plan for the Mental Health Fiver Year 
Forward View 

¶ Ensure delivery of mental access and quality standards including 24/7 
access to community crisis resolution 

¶ Increase baseline spend on Mental Health 

¶ Maintain dementia diagnosis rate 

¶ Eliminate out of are placements by 2020/21 

8 People with learning 
disabilities 

¶ Deliver Transforming Care Partnership plan 

¶ Reduce inpatient bed capacity 

¶ Improve access to healthcare 

¶ Reduce premature mortality 

9 Improving quality in 
organisations 

¶ Implement plans to improve quality of care 

¶ Measure and improve efficient use of staffing resources 

¶ Participate in annual publication from reviews of deaths, avoidable death 
rates etc. 
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1.1: STRATEGIC TRANSFORMATION PLAN  
 

The Strategic Transformation Plan (STP) for Mid and South Essex is focused on four 
key priorities with the aim of closing health, quality and financial gaps, achieving long 
term sustainability, and reducing health inequalities across the patch. Priorities are to: 

1. Build stronger health and care localities, with reconfigured primary care 
delivering a broader range of integrated services 

2. Ease pressure on the non-elective pathway and reduce inappropriate 
admissions into the acutes 

3. Reconfigure the acute footprint to address quality, financial and workforce 
challenges ï in line with national guidance 

4. Optimise mental health care:  integrated, joined-up services across sectors 
 
Core to these priorities and the STP programme is the redesign of all pathways within a 
fixed financial envelope. 

 

In addition to the four key priorities, the system continues to drive specific programmes 
of work around learning disabilities, prevention, cancer and maternity care as well as 
social care and have an agreed set of recovery trajectories that meet NHS Constitution 
and national standards. 
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Our Approach 
Integrated care is a key part of the new way of working in Southend-on-Sea, and there 
are five core elements to delivering this:  

1. Centred around the holistic needs of the service users and their carers, 
involving them in all decisions while providing with simpler access and a 
shared care plan 

2. Personalised and tailored to changing health as well as social needs, 
covering planned as well as reactive needs and one that empowers self-
care 

3. Has a clear point of accountability (both for clinical & non-clinical outcomes) 
with a core team that reflects userôs needs 

4. Is supported by a number of local operational whole systems bases where 
joint teams work on a day to day basis coordinating the care and tracking 
outcomes 

5. Helps co-ordinate the services (via the base) as needed from different 
organisations, on behalf of the service users and their carers 

 
The case for a Locality approach 
Services provided within Southend-on-Sea are facing unprecedented pressures. We 
are seeing a continued increase in demand from an ageing population coupled with 
higher expectations from the public who increasingly want 24/7 access and healthcare 
óon demandô.  
 
Against this backdrop, we are seeing reduced funding for health, social care and 
voluntary sector organisations. Also, services continue to be managed within the 
community with varying degrees of success. The strains on the workforce are evident 
through vacancies, sick leave and recruitment challenges. 
 
We know that current health and care services need to change to:  

¶ be more efficient management of demand 

¶ to build capacity to support complex and individual needs.  
 
Underpinning both these is a clear desire to move away from the current hospital-
centric care model and shift more care into local communities.  
 
The management of demand 
To manage demand and ensure we are aligned with the Mid and South Essex Success 
Regime, we have jointly developed an approach that looks at health and care needs of 
different groups within our community. Three broad populations groups have been 
established; 
 
People who are Mostly Healthy - People in this group typically have straightforward or 
single needs. Our goal is to empower them to manage their own health with support 
from digital technologies and the community and voluntary sector. Prevention, early 
intervention and self-care are the priorities for this group. 
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People who are Rising Risk - This group typically have multiple and/or complex needs 
which require an integrated approach, increased use of multi-clinical professional roles 
(e.g. nurses, specialist services, health trainers) and self-management. 
 
People who are High Risk - This group typically has high health and social-care needs 
and require intensive support. For example, they may be supported by a multi-
disciplinary GP-led case management function. They will benefit from a multi-faceted 
management approach including the use of technology (where appropriate) and the 
wider voluntary and community sectors. This group also includes frail and end of life 
patients. 
 
To support patients across these three broad population groups we will build capacity 
in the community. We will achieve this through the development of four Localities within 
the borough of Southend-on-Sea and, in turn, releasing capacity within the primary 
care workforce.  
 
The vision for Localities 
Our vision and developing approach is to centre health and care provision on natural 
communities (or Localities) based on clusters of GP practices.  
 
Our four Localities will bring together health, social care and third-sector services and 
will ultimately be responsible for coordinating out-of-hospital care for the local 
population. More concretely, they will: 

1. Manage population health and wellbeing 
2. Coordinate care and manage complex cases  

 
The Locality approach is designed around the needs of individual patients and the local 
population. It will include patients in decision-making and take a preventative, 
integrated, personalised and asset-based perspective in the delivery of care. 
 
Each locality will be the focal point for the provision of joined-up local health and care 
services. They could provide a broader, more integrated range of care than traditional 
primary care services, and more individualised care.  
 
Each will have a core Locality team with an accountable leader/clinician, consisting of 
social workers, community nursing staff, mental health workers, pharmacists and 
voluntary-sector carers ï all ñwrapped aroundò local GPs.  
 
Each Locality will develop MDTs responsible for planning the joined-up care for a 
patient and helping the patient to self-manage and work towards preventative care.  
 
We know patient needs differ within each of our four Localities and so each will be 
reflective of the local needs.  
 
 
 
 



 

Page | 8  

 

 
Key priorities to help deliver our Locality model 
1/ Integrated working between health and social care 

× Focus on the integration of our workforce, 
technology and estates 

× Develop integrated teams, one per Locality 
(already initiated in East Central Locality)  

× Closer integration with adult and children's 
social care services 

× Review opportunities for further service and 
workforce integration 

× Complex care co-ordination service fully 
operational by February 2017 

Integration is being piloted in East Central through 
engagement of senior managers, both providers and 
commissioner, and front line operational staff. The 
integrated Locality team is being implemented 
through a process of identifying and changing service 
areas that could be enhanced through greater 
integration. Any lessons learnt from the pilot will be 
designed into the planning process for the remaining 
three Localities.  
 

2/ Greater joined up working between providers and commissioners 

× Work jointly across organisational boundaries 
to overcome the current complex landscape 
between health and social care providers and 
commissioners 

× Form more robust relationships with our 
community service providers 

× Continue to develop integrated plans with 
Southend-on-Sea Borough Council  

× Recently commissioned SEPT to deliver a 
pilot ócomplex care co-ordination serviceô in 
2017  

Our Governing Body recently agreed to consult with 
our member practices on the progression through co-
commissioning. The transformation of primary care 
from level 1 to level 4 will also be a key element of 
Locality working which requires a strong relationship 
between providers and commissions for success to 
be achieved. 
 

3/ Redesign of services 

× Redesign services for seamless delivery 
focused around Localities 
ü an increased focus on pathways (e.g. 

social workers integrated into the Frailty 
and End of Life pathways) 

ü personalised services which focus on the 
whole needs of the individuals 

ü taking a multi-agency approach to urgent 
and emergency care 

Our system approach to the redesign of services is to 
evaluate, plan and implement. 2016 has seen the 
success of some of these changes to services. For 
example a Discharge 2 Assess service was 
implemented during 2016. This service will require 
evaluation prior to any decisions being made 
regarding its future. This is a key action with other 
services for 2017. 
 

4/ Interaction with community health, social services, carers and the voluntary sector 

× Prevention is a priority  
× Stronger engagement/links (across both 

providers and commissioners) with the 
voluntary sector 

 

In the same way that effective Primary Care is key, 
strong social and community care, as well as carers 
and the voluntary sector, are critical to ensuring the 
sustainability of Primary Care and the wellbeing of 
patients and service users.  

5/ Prevention and reducing burden on Primary care 

× Plan alongside community providers, social 
services and Primary Care to allow a smooth 
experience for patients and service users 

 

Wellbeing has a key link to health. Isolation, 
unemployment and loneliness and poor social 
networks are all linked to poor mental and physical 
health making it more likely for an individual to require 
formal health services.  

6/ Multi-Disciplinary Teams (MDTs) 

× Ensure MDT is a key component of our 
Locality working model for Primary Care 

× Design to include appropriate representatives 
from community and social services 

× Enhance and develop existing MDT working 
through initiatives such as the complex care 
co-ordination service and the integrated 
locality team approach 
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 1.2: FINANCE & RESOURCE ALLOCATION  

We have produced a draft financial plan for 2017/18, supporting the delivery of the 
key financial metrics under which we are measured and enabling the delivery of the 
strategic direction agreed by the Governing Body. These financial plans include a 
detailed annual plan by service type, coupled with details of annual QIPP schemes 
and investments. The Plan is consistent with the Sustainability and Transformation 
Plan and we are able to reconcile of finance and activity plans to the STP original 
templates. 
 
The plans enable us to deliver on all of our targets and the underpinning activity 
assumptions are being triangulated with Castle Point & Rochford CCG for our main 
acute contract, along with the SUHFT. Good progress is being made on agreeing 
the contract for the forthcoming financial year, with an aim to have a signed contract 
in place by 23 December 2016. 
 
Our draft financial plan meets the requirements of the recently published planning 
guidance and complies with NHS Englandôs ñbusiness rulesò, under which the CCG is 
obliged to operate. Furthermore, the plans meet the requirements of the Midlands and 
East published control totals. 

Current Position and Key Issues 
Resource Allocation - Movements in our allocation from 2016/17 to 2017/18 are 
included within the table below; 
 

 
 
Our overall movements in relation to our 2017/18 allocation as follows; 

¶ Programme growth of 2.4% 

¶ Running costs, allocation unchanged 

2017/18 Expenditure - The following table details, by service type, our draft financial 
plans for 2017/18. (Fuller detail is available on request) 
 

Nature of Spend Allocation Type Category 16/17 17/18

Recurrent Programme Initial CCG Programme Allocation 238,020 243,715

Recurrent Running Costs Initial CCG Running Cost Allocation 3,917 3,918

Recurrent Programme South Essex LD Resources (101) (101)

Non-Recurrent Programme Control Total Adjustment (100)

Non-Recurrent Programme IR Changes (3,455)

Non-Recurrent Programme HRG4 Changes (1,492)

Non-Recurrent Programme Q1 Eating Disorder Service 100

Non-Recurrent Programme Primary Care Transformation 616

Non-Recurrent Programme GP Development Programme - reception and clerical training 16

Non-Recurrent Programme CAMHS Waiting List Monies 42

Non-Recurrent Programme CEOV Adjustment (421)

TOTALs 242,089 242,585
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Reserves Utilisation - We have established reserves, in line with national guidance to 
mitigate any in-year financial risk.  The following reserves have been established: 

¶ 1.0% Non-recurrent reserve 

¶ 0.5% Contingency reserve 
 
Expenditure can only be authorised from reserves with express agreement of the Chief 
Finance Officer and must demonstrate value for money.  
 
Release of funding from the 1% non-recurrent reserve should be incurred in-year only, 
and whilst 0.5% is available to spend on our transformation programme, the remaining 
0.5% is expected to continue to need express NHS England approval for release in 
2017/18.  
 
It is worthy of note that the CCG has agreed a relaxation of the previously advised 
control total for 2017/18 with NHS England, with the plan for the forthcoming year 
demonstrating an in-year breakeven position, as opposed to the delivery of a £3.1m 
surplus. This has been adjusted for within the resource allocation table above. 
 
Mental Health Parity of Esteem - We have set aside a sum for investment in the Mental 
Health Parity of Esteem agenda, equating to a real terms increase in Mental Health 
spend, which is in line with the our overall real terms funding  increase. 
 
RightCare  
NHS England is supporting and funding a rapid launch and expansion of the RightCare 
approach to all CCGs over the next two years. The CCG is participating in wave two of 
the RightCare programme and confirmed the name leads as:  Robert Shaw (Executive 
Lead) / Mark Lim (Operational Lead) and additional support is being provided through 
our Public Health leads. We are aware of the effectiveness of the RightCare approach 
through reviewing the evidence and case studies to prove it at 
www.rightcare.nhs.uk/resourcecentre/ 
 

Expenditure Category 16/17 Recurrent Pos'n Add Growth Net Tariff Inflator Other Changes Less QIPP Draft 17/18 Budget

Acute Services 135,286 3,887 139 (3,056) (8,137) 128,120

Mental Health Services 22,830 652 23 1,870 0 25,375

Community Health Services 7,150 54 7 101 0 7,312

Continuing Care Services 29,324 2,346 0 0 (4,865) 26,805

Prescribing 28,265 1,413 0 0 (888) 28,790

Other Primary Care 2,463 0 0 226 0 2,688

Other Programme Services 3,864 0 0 500 1,179 5,543

BCF 11,377 204 12 0 0 11,592

Primary Care Co-Commissioning 0 0 0 0 0 0

Other In-Year & NR Adjustments 0 0 835 (383) 0 452

CHC Risk Share Contribution 0 0 0 0 0 0

Running costs 3,910 0 0 8 0 3,918

Contingency (0.5%) 0 0 0 1,213 0 1,213

Non-Recurrent Reserve (1%) 0 0 0 2,426 0 2,426

0.5% Non-Recurrent Reserve available for Transformation 0 0 0 (1,213) 0 (1,213)

£3/head Requirement 0 0 0 564 0 564

Unidentified QIPP 0 0 0 0 (1,000) (1,000)

GRAND TOTALS 244,469 8,555 1,016 2,255 (13,711) 242,585
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We will maximise this opportunity to learn more about the RightCare approach and 
the practical steps our CCG can take now to ensure successful implementation in 
the future. It will also be an opportunity to network with our peers and understand 
their plans for adopting RightCare. 
 
Getting it Right 
Get it Right First Time (Professor Briggs) has already been used as basis for changing 
the delivery of Orthopaedic planned care. The first phase was service restrictions for 
hip and knees and total knee replacement within a year of knee arthroscopy. The 
second phase is part of STP wide acute reconfiguration. The reconfiguration seeks to 
protect and consolidate planned elective services on to key sites separate from 
emergency services. We are now working with acute colleagues within the Success 
Regime to develop and implement work programmes to underpin these plans. Once 
agreed, there will be a public consultation which will be led by commissioners. We, in 
partnership, are co-ordinating work across the STP foot print through a joint 
commissioning group. This has generated shared acute commissioning intentions 
between the three local providers, co-ordination of three acute contracts and 
development of a co-ordinated work programme. 
 
Southend QIPP Programme  
Our QIPP target for 2017/18 is forecast to be £13.7m, representing 5.5% of our 
allocation, which is considered to be very high risk. The QIPP programme has 
schemes totalling £12.7m though some of the schemes remain at the high level 
planning stage leaving an unidentified QIPP target of £1m at this stage of planning. 
Those at the scoping stage and status of not started are considered higher risk and 
will potentially require in-year mitigation plans to be developed. 
 
The table below summarises the current implementation status of the CCGs QIPP 
programme identified. 
 

 
 
The CCGs QIPP plans are designed to deliver on 4 areas. These are  
× Home, not Hospital 
× Sustainable Acute Care 
× Enabling string resilience for Urgent and Emergency Care 
× Transactional QIPP 

2017/18 2017/18 2017/18

(Gross) (Investment) (Net Value)

£ £ £ %

Implemented 359,614 692,846 1,052,460 8%

In-Progress 6,915,334 (1,332,291) 5,583,043 44%

In-Scoping 3,751,994 (1,239,428) 2,512,566 20%

Not Started 3,562,931 0 3,562,931 28%

Total 2017/18 QIPP Identified 14,589,873 (1,878,874) 12,711,000 100%

2017/18 QIPP Target 13,711,000             

Unidentified QIPP Target 1,000,000               

Implementation RAG
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The plans dovetail with national, local and STP priorities and aim to deliver 
sustained quality and financial resilience over the next 24 months. 
 
Activity and cost savings profiled for schemes identified are based on milestones, 
implementation timelines and expected lead time for savings. 
 
As noted above, the plans represent an extreme challenge and risk for the CCG as 
this is our largest QIPP scheme to date. Continual scrutiny and monitoring of the 
schemes will be paramount over the period of the Plan, and the QIPP programme 
has been placed on the CCGs risk register, as a high risk, to ensure continual 
scrutiny by the Senior Management Team and Governing Body. 
 
To redesign services to enable ñHome, not Hospitalò through Integrated Care. - In 
2017/18, Southend CCG, CPR CCG and Southend University Hospital NHS 
Foundation Trust will focus on three large scale joint QIPP and transformation 
programmes to help transform and manage activity. In 2016/17 outpatient referrals 
increased by 5.1%. For 2017/18 we have assumed a small decrease in referrals 
which assumes reductions through outpatient reduction schemes implementation of 
the advice and guidance scheme, and our CCG demand management plan. 
 
Outpatient first and follow-ups reduced so far by -2.4% and -3.0% respectively. Our 
plan takes account of our outpatient reduction scheme which is primarily focused 
around 8 high volume specialities including ophthalmology redesign and the advice 
and guidance scheme. These two QIPP schemes will be factored into the contracted 
activity with SUHFT. 
 
Sustainable Acute Care - In 2017/18, Southend CCG, CPR CCG and Southend 
University Hospital NHS Foundation Trust will focus on three large scale Joint QIPP 
and Transformation programmes. 
 
To redesign services to enable Strong Resilience Urgent and Emergency Care - QIPP 
plans in 2017/18 Southend CCG, CPR CCG will focus on a number of projects that will 
develop and enable greater resilience in Urgent and Emergency Care services. Our 
A&E attendances decreased by 0.2% in 2016/17. In 2017/18 we are planning for a 
slight increase of 0.2%, however this is reliant on our A&E navigator scheme and 
complex care service QIPP schemes that commence in January 2017. 
 
Transactional QIPP - The CCGôs transactional QIPP will be supported by delivery of 
efficiencies through the commissioning process, in the following budget areas 
continuing care, prescribing and other budget reductions. 
 
Our schemes are detailed below. 
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To redesign services to enable ñHome, not Hospitalò through Integrated Care. 

Scheme Description Implementation 

Integrated Complex 
Care Service ï led by 
Caroline McCarron 

To pilot a complex care co-ordination service providing risk stratification, referral, holistic 
assessment, personalised care planning and case co-ordination to an identified cohort of 
patients. The pilot will be for 18 months.  

The complex care co-ordination service will be provided within each Locality and implemented 
to support both primary care and community services ensuring that ócomplex careô patients 
have their care proactively co-ordinated and delivered.  

The service will work with patients to develop an individual tailored plan which will promote 
maximum health, wellbeing and independence aiming to prevent and delay deterioration of the 
patients physical, medical and social circumstances. The plan will also provide the patient with 
support, information, advice and guidance of what to do in times of crisis.  

The Community Geriatrician service will ensure consultant level clinical leadership for frail and 
vulnerable people within our population who are at risk of hospital admission and require a 
consultant led comprehensive assessment.  The assessment will lead to an individualised plan 
of care that will enhance patient experience through interventions appropriate to their care 
needs. The community geriatrician will be working very closely with the complex care co-
ordination service. 

December 2016 

End of Life ï led by 
Caroline Mc Carron 
 

Through CCG leadership and facilitation of South East Essex (End Of Life) network  we will 
deliver a comprehensive work plan that has a range of initiatives aimed at identifying 
increasing numbers of patients who are 'end of life' and delivering services that ensure they 
are enabled to die in their preferred place of care. This includes CQUIN initiative, 
enhancing MDTS, crisis line for last hours of life, strengthening hospice at home, Macmillan 
GP supporting practice with GSF, and; providing GSF in Care Homes. the plan articulated 
aligns with the emerging thinking across the success regime 

By March 2018 

Care Home 
Programme ï led by 
Caroline Mc Carron 
 

The CCG will develop comprehensive programme of targeted innovation and improvements 
within care homes that will aim to reduce number of 999 calls, A&E attendances and NEL 
admissions. The support provided to care homes will be enabled by the use of telecare 
supported by primary care and community care services.   

By March 2018 

LTC Management -ï 
led by Caroline Mc 
Carron  

Key areas of focus for self-management for the CCG are: - tailoring interventions to the 
LTC; for conditions such as diabetes structured patient education may be beneficial, while 
conditions such as depression may require behavioural interventions; - involving patients in 
co-creating a personalised self-management action plan, which could include education 

April 2017 
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programmes, medicines management advice and support, telecare and telehealth for self-
monitoring, psychological interventions and patient access to their own records; - telephone 
health coaching; - behavioural change programmes to encourage patient lifestyle change; - 
as the number of people who are unpaid carers for older people is expected to rise, 
providing support for informal caregiving.   

Falls Prevention 
Services ï led by 
Public Health 
 

Identifying those at risk of falls and providing fracture prevention services for older people have 
been found to reduce hospital admissions and the need for social care such as admission to a 
care home. This service was slow to establish and become embedded however it has seen an 
increase in referrals to within 30% of predicted activity & the CCG will ensure we continue to 
maintain & improve throughput on the commissioned falls prevention service. 
 
In addition to the schemes the listed above the following ideas are also in scoping to 
support the delivery of the ñhome not hospital agendaò.   

Implemented 

 

Sustainable Acute Care 

Scheme Description Implementation 

Outpatient Reduction 
Led by Emily Hughes, 

This overarching project includes focus on demand management, patient pathways into 
and out of acute care, the use of e-referral (including advice and guidance), reduction in 
follow up activity and access to diagnostics. 

By March 2018 

Urology Pathway 
Review ï led by 
Vicki Maloney with 
Dr Sunil Gupta 
(CPR CCG) 
 

The following actions are currently being considered by the project group: 
1. Implement the new 2 week wait Prostate Cancer pathway  - all referrals will have a 

Specialist Nurse contact patient to organise MRI scan before 1
st
 appointment which 

will reduce the need for a follow up or potentially a first appointment. 
2. Revise the Haematuria pathway and develop another flow chart which will reduce the 

need for some referrals. 
3. Treatment plan for GPôs to follow up Prostate Cancers where there cancer removed 

has a negative margin. 
4. Referrals for Kidney Cysts ï Radiologist to be more informative about Ultrasound ï 

e.g. No evidence of malignancy. 

By March 2018 

Musculoskeletal 
(MSK) ï led by 
Hannah Wood, 
with Dr Mike Saad 
(CPR CCG) and 
Dr Brian Houston 

Phase Two of MSK CATS is now fully implemented and ensures that all MSK referrals 
regardless of provider are sent via e-referral to the CATS team.  Once referrals have been 
triaged patient choice will be offered.  The implementation of phase two builds upon the work 
of initial pilot and ensures that CATS is a sustainable service.  There has been a full review of 
the prescribing pain management pathway which will be finalised and implemented in October 
2016.  The community carpal tunnel service has been re-procured and new contracts are 

By March 2018 
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(S CCG) 
 

being issued to the successful providers.  The expected outcomes are to reduce clinical 
variation, improve access to services, reduce outpatient attendances, improve clinical 
outcomes and patient experience. 

Cardiology ï led by 
Lynne Smith, with Dr Biju 
Kuriakose (CPR CCG) 
and Dr Brian Houston (S 
CCG) 
 

The project will scope two main areas:  Moving the provision of IV diuretics from an acute 
inpatient setting to either an intermediate/ambulatory facility or provided within the community. 
Increasing the inclusion criteria of the community heart failure team to include all HF patients 
(currently just includes those with LVF <45%).The Project will all focus on the reduction in 
outpatient activity through the requirement of pre-referral tests and the use of the óAdvice & 
Guidanceô function on the E-referral Service (ERS). 

April 2017 

Dermatology ï led by 
Lauren Edgeley, clinical 
lead to be confirmed 
 

This project aims to review the current community dermatology provisions in Castle Point & 
Rochford CCG and consider the re-design of existing community pathways to improve access 
to diagnosis, treatment and care within the community for a range of intermediate and chronic 
skin conditions, and reduce inappropriate referrals into secondary care as well as follow up 
rates. This project was approved to be developed by the CCGôs Transformation and 
Sustainability Committee in October 2016, with an objective to procure and implement a 
community service in 2017/18. 

By March 2018 

Diagnostics ï led by 
Vicki Maloney, clinical 
lead to be confirmed 
 

Direct Access diagnostics are available for pathology, x-ray, ultrasound and endoscopy with a 
choice of acute or community providers.  A number of enhanced services are available to 
Practices (for their own and other Practice patients) including 24hr ECG, 24hr BP and 
Phlebotomy. 
 
The aim of this programme is to look at a range of diagnostic tests with a view to reducing 
secondary care referrals.  The project will review existing services to ensure maximum 
utilisation and identify further diagnostic services for potential direct access, including Brain 
MRI and CT Respiratory (for specific areas). Additional scoping to be undertaken for potential 
delivery of 24hr ECG and 24hr Blood pressure monitoring by locality hubs.  
 
Pathology services now works on a bookable appointment system, urgent appointments can 
be booked on the same day.  The aim of the service re-design was to reduce the long waits in 
the department as it was working on a first come first serve basis.  The Trust has confirmed 
that queues have reduced considerably.  
 
SUHFT has implemented a consolidated pathology service with Basildon hospitals to provide a 
single pathology service for Acute and primary care. The next steps in back office 
rationalisation are been undertaken through a work stream in the Acute Reconfiguration as 
part of the Mid and South Essex Success Regime. The work stream is led by the Southend 

By March 2018 
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Hospitals Director of Finance and is continued to be supported by the commissioners. 

General Surgery ï led 
by Lynne Smith, with Dr 
Taz Syed (CPR CCG) 

This project will focus on schemes to reduce outpatient activity (e.g. pre-referral diagnostics; 
alternative ways for post-operative follow-up).  
 

January 2017 

Urology ï led by Vicki 
Maloney, with Dr Sunil 
Gupta (CPR CCG) 

This project will focus on schemes to reduce outpatient activity. This will include review of 
current pathways including 2ww wait Prostate Cancer and Haematuria pathway and the 
implementation of the use of the óAdvice & Guidanceô function on the E-referral Service (ERS). 

January 2017 

Rheumatology ï led by 
Hannah Wood, with Dr 
Mike Saad (CPR CCG) 
and Dr Brian Houston (S 
CCG) 

This project will focus on schemes to reduce outpatient activity. This will include a scheme to 
change current yearly follow-up practice and the implementation of the use of the óAdvice & 
Guidanceô function on the E-referral Service (ERS). 
 

February 2017 

Diabetes 
Led by Emily 
Hughes/Jayne Mason, 
with Dr Sami Ozturk 
(CPR CCG) and Dr Jose 
Garcia/ Dr Alex Shaw 
(Southend CCG) 

The aim of this transformation programme is to improve patient experience and reduce ill 
health and complications due to diabetes through the delivery of a seamless, integrated care 
pathway providing high quality, responsive diabetes services spanning primary, community 
and acute care. The new integrated service for diabetes (adults) will mobilise in January 2017. 
The service will incorporate insulin pump provision, dietetics, podiatry, consultant led 
outpatient services, specialist nursing, educational programmes for patients, and support and 
education for primary care and other health professionals. The service will be delivered initially 
from Valkyrie surgery (Westcliff), Tyrells Hall (Benfleet) and Raphael House (Rochford). Over 
the coming months an additional location in the Shoeburyness area will be introduced. 
 
80% of acute outpatient activity is expected to move into the new service under the activity 
modelling, freeing up the acute resources to manage more complex cases. Ultimately the 
service intends to lead to longer term improved health outcomes for the diabetic population ï 
reduced amputations, retinopathy, kidney disease, cardiac complications, risk of stroke. 

By March 2018 

Ophthalmology  
Led by Emily 
Hughes/Jayne Mason, 
with Dr Sunil Gupta 
(CPR CCG)  

The project focuses on continual transformation of service delivery across South Essex, 
enabling much greater integration across primary, community and acute ophthalmic care, 
using emerging technologies and developing new pathways to mobilise alternative services in 
the community setting.  The Clinical Network continues to review and develop integrated care 
pathways, with the Shared Care Glaucoma service implemented in spring 2016 and paediatric 
pathways a focus of current review. Increased capacity across the system and thus easier 
access to high quality services will improve the patient experience and reduce the pressure of 
demand on local hospital services, whilst creating sustainable and efficient patient pathways 
for the future.  
 

By March 2018 
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In addition the transformation programme has now extended to all Essex CCGs and Hospital 
Eye Services and an Essex Plan for ophthalmology has been developed that will support the 
continued shift of activity from hospital settings. The intention is to work together as a health 
system to use the resources available to us to ensure continued sustainability of quality 
services.  

 

To redesign services to enable Strong Resilience Urgent and Emergency Care 

Scheme Description Implementation 

Integrated Urgent 
Care (IUC) ï led by 
Emily Hughes 

The joint acute team across the two CCGs is leading a collaborative project to redesign and 
procurement of an Integrated Urgent Care service. The IUC service will provide a single entry 
point for patients with an urgent care need (with the exception of in hours primary care) ï through 
NHS 111 ï with secondary assessment, advice, signposting and referral via a clinical hub 24/7, 
and delivery of urgent primary care during out of hours periods. The Service will be a key 
component of urgent and emergency care provision across the CCG localities, spanning the STP 
footprint. The Service will be able to access a system of integrated care services where 
organisations collaborate to deliver seamless, patient focused care. 

By March 2018 

Urgent Care 
Pathway  

- Led by Emily 
Hughes/ Phil Read 

2017/18 will see the continued implementation and embedding of the new Urgent Care Pathway 
implemented in September 2016 with Southend hospital. The service focusses on redirecting 
patients that are clinically assessed as not requiring emergency department services into primary, 
community and self-care.  
 
The CCG will continue to support the wider health and social care system to deliver the ó5 
national mandated interventionsô ensuring strong resilience in the urgent care pathway. Through 
the A&E Delivery Board the CCG will deliver sustainable recovery of the constitutional standards 
(specifically the A&E 95% waiting time standard) through the delivery of its demand management 
plan and mandated intervention improvements. 
 
The CCG will fully support the delivery of the East of England Ambulance Service regional 
recovery plan. Increasing both óhear and treatô and ósee and treat ratesô, caring for more people 
closer to home by strong primary and community engagement. A new óMobile Directory of 
Servicesô will be delivered to support our front line teams to redirect patients to an appropriate out 
of hospital setting. 

By March 2018 

Stroke ï led by Emily 
Hughes/Hannah 
Wood, with Dr Biju 

The Early Supported Discharge (ESD) service has been commissioned in line with national 
standard and is being provided jointly by the acute and community providers.  The commissioning 
of this service will ensure that patients are receiving rehabilitation in the most appropriate setting 

By March 2018 
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Kuriakose (CPR 
CCG) and Dr Brian 
Houston (S CCG) 

which will improve patient outcomes and experience.  The Stroke Clinical Network continues to 
be focussed on reviewing the whole patient pathway with a key focus initially on prevention and 
end of life care.  There will be a stroke workshop across the success regime footprint to map out 
what stroke services will look like in the future. 

Neuro Rehab ï led by 
Carol Hogg  
 

Patients with complex neuro rehab needs are currently waiting for prolonged periods in beds at 
SUHFT for specialist neuro rehab availability at the Homerton hospital and other providers. This 
is an Essex wide project which will procure local neuro rehab beds and employ a neuro navigator 
to ensure that the system flows. 

By March 2018 

Emergency Surgical 
Ambulatory Care 
(ESCA) ï led by 
Emily Hughes/Carol 
Hogg with Dr Roger 
Gardiner (CPR CCG) 
and Dr Sharon Hadley 
(S CCG) 

The aim of this joint project with SUHFT is to redirect the volume of emergency department 
patients being admitted into the hospital by changing practices for senior specialists to rapidly 
assess patients before being admitted. Emergency surgical ambulatory care (ESAC) is a way of 
managing a significant proportion of emergency patients on the same day without admission to a 
hospital bed at all, or through admission for only a few hours.  This service was implemented in 
May 2016. 
 

By March 2018 

Respiratory ï led by 
Emily Hughes 
 

Together with Southend CCG through the System Resilience Group we have brought together 
several previously disparate strands through a task and finish group to take forward key areas 

¶ Adult respiratory beds to meet demand ï review current bed utilisation and acuity 
thresholds with external reviewer as part of wider bed review programme. Improve 
communications between ward staff and Community respiratory nursing teams. 

¶ Sufficient paediatric beds to meet demand (7 closed due to lack of nurses) - Nurses have 
been recently recruited from abroad and beds re-opened together with review of acuity 
thresholds and development of paediatric admission prevention model such as linking a 
registrar more closely to the A&E team. 

¶ Delivery of Respiratory CQUINS ï Following CQC action plan have worked with Trust to 
deliver super CQUIN with respiratory in reach to Accident & Emergency. 

¶ GPs referring appropriately to Community Matron and other community services - 
Dedicated Primary Care communications plan/activity signposting appropriate community 
pathways and rapid response services. Additional newsletter has gone to all CP&R & 
Southend practices, practice nurses and managers. 

¶ Improving Inhaler technique - Use of Care Co-ordination pharmacists to strengthen 
knowledge of inhaler devices in care home settings, together with practice pharmacists in 
educating clinic staff re techniques. Use of school nurses in supporting school staff 
education  

By March 2018 
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¶ Flu Vaccination ï in approach to winter 2017 implementation of flu vaccination 
programme. 

¶ The outpatient backlog is continually under review by the Clinical Network.  There will be 
a review of patients that have been on the backlog for 18 months or less to see if they are 
currently being managed in the community by the integrated team and patients will be 
discharged back to the care of their GP.  Patients that still require secondary care input 
will remain on the follow up list.  Patients that have been on the outpatient list for more 
than 18 months will be discharged back to the care of their GP. 

¶ Encourage pre-referral tests (e.g. Spirometry and the use of the óAdvice & Guidance 
function on the E-referral Service. 

 

 
 

Transactional QIPP 

Scheme Description Implementation 

Prescribing - 
led by Simon 
Williams 
 

This work stream outlines a range of Medicines Management schemes that seek to promote safe, cost-
effective prescribing through better application of guidance, standardisation and best practice 
prescribing.  Ideas to deliver savings in 2017/18 are currently being taken through the CCGs clinical 
forums. The programme being developed will focus on reduction of waste, better management of 
repeat prescriptions, application of restrictions and setting key targets on rebates. 
Key to driving the 2017/18 QIPP programme will be prioritisation of practice support. (More detail on 
Medicines Management can be found in section 2.2 

By March 2018 

Continuing 
Health Care 
(CHC) ï led by 
Paul Taylor 
 

Detailed work is being undertaken to review the CCGs internal CHC processes since moving directly 
into the CCG. The team will have their own KPIs aligned to service provision. The team will also look to 
ensure they work in the most cost effective way and ensure allocation of resources are equitable and 
reflect the National Framework for NHS Continuing Healthcare and NHS-funded Nursing Care 
November 2012 (Revised). They will review the CCG processes to ensure the patient and family 
receive timely assessments and placements, if eligible. The team will support the Trusts to ensure a 
reduction is noted in delayed transfers of care relating to CHC eligible patients. As part of this work the 
CCG will work with providers to support Discharge to Assess and re-ablement services. (More detail on 
CHC can be found in section 2.1) 

By March 2018 
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1.3: PRIMARY CARE 
 
The Strategic Transformation Plan (STP) for Mid and South Essex is focused on four 
key priorities which aim to close health, quality and financial gaps, achieve long term 
sustainability and reduce health inequalities. The first two of those priorities are 
particularly relevant to the transformation of primary care in Southend-on-Sea. 
  

 
STP key priority 1 

Build stronger health and care localities, with 
reconfigured primary care delivering a 
broader range of integrated services 

 

 
STP key priority 2 

Ease pressure on the non-elective 
pathway and reduce inappropriate 

admissions into the acutes 
 

 
Challenges 

An ageing GP/practice nurse workforce 
Limited use of alternative professionals 

 
 

 
A rising workload/ageing population 

A higher than average number of care 
home residents 

Use of A&E by Southend patients 
continues to rise at a higher rate than 

the national average 
 

Many small and single-handed 
practices in outdated surgery buildings 

 

Risks 
Ability to recruit to new roles/teams 

Retirement of GPs 
Short notice resignation of single-

handed GPs 
 

Programmes of transformation rely on 
engagement from practices 

Pressures on current workforce to 
deliver transformation 

Affordability of transformation funding 
 
 

Transformed services may need new 
primary care estate to provide wider 

primary care at scale. 
Affordability of investing into 

infrastructure if not funded by NHSE 
 
We know there is significant clinical variation across our practices with some having 
higher referral, prescribing and emergency admission rates. Many of our practices are 
still not fully open during core contractual hours (8am-6.30pm weekdays). We want to 
provide resilient and sustainable primary medical services as part of an integrated 
health and social care system.  
 
This will provide a common offer of services, of consistent quality, to patients and 
ensure they should only have to attend hospital in an emergency or life-threatening 
circumstance, or for specialised treatment.  
 
We are also preparing to move to fully delegated co-commissioning from April 2017. 
 
Our priority actions for the next two years are as follows: 
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Localities 
× Support GP practices moving through the Success Regime transformation levels 

1-4 with all localities at level 3 by the end of 2018/19. 
× Deliver wider primary care at scale and place-based commissioning of services to 

address unwarranted clinical variation and quality.  
× Develop an access baseline to enable us to build our plans for appropriate and 

additional capacity.  
× Use additional access funding to invest across practices in each locality to 

increase access further across seven days.  
× Align our staff to localities to support business case development and manage the 

transformation on behalf of GP practices and local providers.  
× Ensure practices are able to influence our developing plans for general practice in 

Southend and the STP footprint 
× Fully implement an integrated locality-based complex care coordination service to 

coordinate the care of our most frail. This will expand to include residents of care 
homes. óTelecareô will monitor patients most at risk of a hospital admission.  

 
Practices and Infrastructure  
× Review general practice infrastructure and its capacity for the future. 
× Move to fully delegated co-commissioning from April 2017.   
× Address variation in GP access, including regularised opening hours and the ability 

to receive an urgent appointment/home visit when clinically necessary.  
× Develop new primary care centres in St Lukeôs and Shoeburyness.  
× Continue to support practices requiring improvement/in special measures to 

address quality issues.  
× Employ a dedicated primary care quality nurse in our Quality Team to work closely 

with practices to deliver improvement. 
× Support practices to ensure they are on track to improve their estate.  
× Through a shared CCG programme, support the recruitment of up to 20 EU GPs.  
× Promote the opening of a new medical school at Anglia Ruskin University and 

ensure GP trainees are provided with placements in local training practices.   
× Migrate the remaining 3 EMIS practices onto SystmOne in preparation for a shared 

clinical record as part of our new model of care. 
× Focus on a transformation programme for primary medical services through the 

provision of £3 per head funding. This will invest more than £0.5m in our GP 
practices for one year to test new approaches/models of care in their localities.  

× Support a review of services practices offer pregnant women, very young children 
and their families to reduce health inequalities, improve care and school readiness.  

× Deliver reception and clerical training as part of our commitment to the Time to 
Care programme in the GPFV, and ensure a consistent take up of training.  

× Involve GPs and staff in designing our training programme.   
 
Community 
× Support the increase in online services and evaluate Apps being piloted   
× Work with patients to support the uptake of online appointment booking, e-

referrals, access to patient records and repeat prescriptions.  
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× Provide órovingô multi-disciplinary integrated teams of health professionals in the 
community available to the most vulnerable in our communities 

× Commission enhanced primary care services in each of our localities to provide 
urgent care and to respond to best practice guidelines in ensuring children are risk 
stratified and have personal care plans.   

× Test new roles such as clinical pharmacists and emergency care practitioners. 
 

The CCG have developed plans as part of the GP Forward View, published in April 

2016.  These plans incorporate the above and can be found in Appendix 3. 

 

1.4: URGENT AND EMERGENCY CARE 
 
We have a clear plan to deliver the 5 mandated Urgent Care interventions as defined 
nationally by NHS England. This plan will help deliver the Urgent & Emergency Care 
Transformation agenda, supporting the recovery and sustainability of the constitutional 
standards, including the A&E 4 hour waiting time standardô, leading to improved patient 
care and experience.  
 
The 5 key areas of focus are: 

1. Improved streaming within the Emergency Department and directing to the most 
appropriate service 

2. Improved call handling and decision making within our 111 service 
3. Improved ambulance response and provision of care outside of hospital 
4. Improved patient flow within our commissioned providers 
5. Improved whole system discharge ensuring patients on-going care needs are 

met 
 
We continue to work with partners both locally through the South East A&E Delivery 
Board ensuring whole system governance and assurance, as well as supporting the 
wider system urgent care transformation underway through the STP and Essex 
Success Regime footprint. Also, a new óA&E Delivery Boardô, to be established in 
January 2017, will seek to improve system wide planning and the delivery of 
sustainable urgent care pathway improvements.  
 
We are fully engaged in the work streams underway to support whole system 
transformation across the Mid & South Essex STP footprint. We are actively leading 
the delivery of a fully Integrated Urgent Care service across the STP footprint, ensuring 
patients receive timely and accessible care via our 111 service provider.  
 
This new service will support the delivery and sustainability of our constitutional 
standards by ensuring patients are treated at point of entry into the NHS as well as 
redirecting patients to services out of hospital, closer to home. 
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An A&E Delivery Board approved recovery action plan, aimed at delivering the 95% 
A&E waiting time standard, is included within the appendices. The revised recovery 
trajectory will be available late December 2016/ early January 2017. 
 
 

1.5: REFERRAL TO TREATMENT TIMES &         
ELECTIVE CARE 
 
In partnership with Southend Hospital, we have an agreed recovery plan to deliver the 
18 week constitutional standards. Patient choice remains a key priority and where 
possible we have commissioned local services for local people to meet these needs.  
 
The revised recovery trajectory will be available late December 2016/ early January 
2017. 
 
A comprehensive outsourcing program has been delivered during 16/17 to support the 
delivery of the constitutional standards. There are continued pressures on acute 
hospitals in the delivery of this constitutional standard due to the rise in emergency 
medicine demands. We regularly meet with our providers to ensure these demands are 
being managed and patients receive the most appropriate and timely treatment 
available to them. Patients on an 18 week pathway are reviewed weekly to ensure their 
care needs are being met and we continue to engage with providers to seek this 
assurance. 
 
The CCG has developed a comprehensive demand management plan, in support with 
its local system partners, to ensure early patient review, reduction in demand on the 
acute hospitals and our General Practice colleagues. The CCG is continuing to deliver 
improvements in services being available through the Electronic Referral System 
(ERS), improving patient choice and access to commissioned services. the demand 
management plan is based on delivering the NHS England published 8 best practice 
demand management principles which are: 

1. Peer review of referrals ï ensuring referrals are timely, appropriate and services 
are commissioned to meet these needs 

2. Shared decision making ï ensuring patients and their clinicians engage and 
make decisions together to agree the patients on-going care needs 

3. Patient choice ï ensuring patients are aware of treatment options available to 
them and make informed choices 

4. Advice & guidance ï ensuring all referrals are considered by clinicians 
improving the quality or referrals, reducing errors and delays 

5. Alternatives to outpatients ï ensuring patients receive care in the most 
appropriate care setting 

6. Management & monitoring of follow up appointments ï increasing post care 
advice guidance and care in the community closer to home 

7. Consultant to consultant referrals ï ensuring internal referrals are appropriate 
and do not delay the patient pathway and on-going treatment 
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8. Direct access to diagnostics ï ensuring patients journeys are streamlined so as 
to not delay their on-going care needs 

 
Seven Day Secondary Care Services ï We are working in partnership with CP&R 
CCG and our providers to increase the 7 day service offer where appropriate across 
acute, community and primary care services. Southend University Hospital Foundation 
Trust is a national pilot site for seven day services and has programme of work in place 
in order to deliver seven days services in an acute setting: 
× Improve continuity of care by having the same level of nursing and medical cover 

over the weekends 
× Earlier treatment for patients will result in enhanced recovery for patients 
× Review of shift handover 
× Review of diagnostics 
× Transfer to community and primary care 

 
 

1.6: CANCER  
 
Overall 2010 Goals 
Deliver recommendations of the Independent Cancer Taskforce, including: 
× Significantly improving one-year survival to achieve 75% by 2020 of all cancers 

combined (up from 69% currently); and  
× Patients given definitive cancer diagnosis, or all clear, within 28 days of being 

referred by a GP. 
 
We continue to work in partnership with its local and STP footprint partners to ensure 
patients receive timely care when referred onto a cancer pathway. There are on-going 
challenges in the delivery and sustainability of cancer standards due to rise in demand, 
both in terms of referrals and treatments, a national workforce shortage and physical 
capacity within acute provider organisations to meet these needs. The local provider 
and STP wide cancer recovery plans aim to mitigate against the impacts but they 
represent a significant on going challenge.   
  
Recovery action plans at both local and STP system levels have been developed to 
support the delivery of the 62 day (treatment from the point of referral) constitutional 
standard, which is supported by Specialist Cancer Network partners. We fully support 
the Mid & South Essex locality óCancer Assurance Groupô  meeting regularly seek 
assurance of delivery of recovery plans. 
   
Across the STP we have recruited Macmillan Co-ordination posts to deliver increased 
quality within our tumour pathways and to ensure delivery of care packages. Currently 
all patients receive a treatment summary which is sent to their GP and they have a 
holistic needs assessment as part of their treatment plan. The co-ordination posts will 
now ensure and support primary care to make sure that all patients receive a cancer 
care review with their GP within 6 months. 
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The revised recovery trajectory will be available late December 2016/ early January 
2017. 
 
We will continue working with local authority colleagues who have this year rolled out 
an integrated Lifestyle Service that not only has specialist in smoking cessation to 
support smokers but will help them make other life enhancing changes when needed.  
This service will follow people up beyond the tradition 4 week quit to help sustain 
healthy lifestyle changes. In addition the ómake ever contact countô will encourage more 
people to make healthy changes, including stopping smoking, which will decrease their 
cancer risk. 
 
Working with NHS England we will take all reasonable actions to promote screening 
programmes among the population and facilitate high quality engagement and 
involvement of local NHS clinicians. We will work with acute providers to ensure 
delivery of the NHS Constitution standards for Cancer Waiting Times including the 
increasingly challenging ô62 day from Urgent referral to treatmentô. This includes 
delivery of local action plans and addressing site-specific pathway issues which 
challenge specialist services such as urology. 
 
 

1.7: MENTAL HEALTH 
 
With Southend-on-Sea Borough Council we share an integrated approach to the 
planning and commissioning of mental health services. Needs assessment work has 
highlighted mental health and wellbeing as a key issue for the people of Southend and 
the 5YFV for Mental Health and the RightCare approach have given further impetus 
and focus on these mental health priorities. A mental health needs assessment was 
undertaken by the Southend Borough council Public Health Department in 2015. This 
highlighted a number of areas including;  
 
Southend has a higher than average 
estimated proportion of adults with a common 
mental disorder 

216.5 per 100,000 of emergency hospital 
admissions were for intentional self-harm in 
2014-15 

8.4% of adults in the Southend population are 
in contact with specialist mental health 
services (the highest proportion in the East of 
England).  

There is a higher estimated proportion of the 
adult population in Southend with severe 
mental illness  
 

First episode of psychosis: annual incidence 
(16-64yr) is higher in Southend than the rest of 
the region 

Admission rate for mental health service users 
in Southend is higher than both the region and 
England 

The suicide rate in Southend-on-Sea was 
lower than regionally or nationally. The CCG is 
working with agencies across Essex, led by 
Public Health Departments, to develop plans 
to achieve further reductions. 

An estimated 1400 - 2750 people are affected 
by hoarding disorder in Southend 

The rate of detention under the Mental Health 
Act was higher than East of England or 

The proportion of people in contact with 
mental health services with a crisis plan in 
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England place in Southend CCG (0.8%) was very low 
compared to East of England (7.1%) or 
England (21.5%). 

The rate of mental health clients receiving 
social care in Southend-on-Sea was 
significantly lower than the eastern region or 
England 

More than 6,300 parents in Southend-on-Sea 
were estimated to have a mental illness while 
a further 255 parents were estimated to have 
a personality disorder and 2,525 an eating 
disorder 

 
Our Mental Health Plans and Priorities 
To address the priorities previously highlighted the Southend, Essex and Thurrock 
Mental Health and Wellbeing Strategy is being submitted for approval in December 
with a detailed implementation plan due by April 2017. These include:  
 

¶ Mental Health Crisis Care ï 24/7 Crisis Care, Street Triage and Health Based 
Places of Safety 

¶ The work on developing 24/7 mental health crisis services to meet the 
ambitions in the 5YFV for Mental Health is being undertaken on a pan-Essex 
basis and co-ordinated by Thurrock CCG.  

¶ Ensuring the Essex mental health system can respond to the changes to 
section 136 of the Mental Health Act that come into force on 1 April 2017 as 
result of the Police and Crime Bill is the top priority in this work stream. 

 
A ñStreet Triageò service, whereby a mental health nurse accompanies a police officer 
to provide a rapid expert response and assessment has been developed within the 
county and has been evaluated as having led to a major reduction in the number of 
people detained under section 136 during its hours of operation. Providing ongoing 
funding with extended hours will significantly reduce the risks of needing to be detained 
in police cells and give more efficient use of the specialist capacity within Essex. We 
will also bolster the Approved Mental Health Professional provision that is essential to 
the rapid assessment of people who have been detained. The focus will then shift to 
developing a 24/7 mental health crisis response and home treatment service. Initial 
proposals for changes that can be made quickly to extend the existing services in 
2017/18 are being developed. 
 
Common Mental Health Problems ï Expanding Improving Access to Psychological 
Therapies (IAPT) provision - Our performance against the national IAPT access, 
recovery and waiting time standards has been consistently strong. Our actual level of 
investment in our IAPT service is modest compared to the national picture and the 
current service and performance level suggests good value for money. 
 
We are on track to achieve the 15.8% IAPT access rate trajectory for 2016/17. To 
move beyond this towards the objective to 25% we will increase investment in the 
service from 2017/18. Also, we will reduce the waiting times for people to have their 
second appointments and start individual therapy. We will pilot an extension of our 
existing programmes for providing psychological interventions for people with COPD 
and stroke and develop other condition specific approaches. 
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Adult Mental Health - Early Intervention in Psychosis- We are working with the others 
to agree proposals for expanding our existing specialist Early Intervention in Psychosis 
Service. This will include increasing capacity to meet the needs of all people 
experiencing a first episode of psychosis, regardless of age, expanding the provision of 
psychological interventions so that the service is fully NICE compliant, and extending 
the work of the service so that it can offer support to people with an ñat risk mental 
stateò. 
 
Children and Young Peopleôs Mental Health - The Children and Young Peopleôs 
Emotional Wellbeing and Mental Health Service (EWMHS -  formerly CAMHS) was re-
commissioned and is now provided by North East London Foundation Trust (NELFT) 
under a Collaborative Commissioning Framework between all 7 Essex Clinical 
Commissioning Groups and 3 Local Authorities with a combined budget of £13.2m.  A 
Local Transformation Plan has been developed, called Open Up Reach Out, and 
provides an additional £3.3 million investment to improve the mental health for children 
and young people, including the development of a 24 hour crisis service for EWMHS 
since June 2016.  
 
To deliver better quality services the target of 35% of children with a diagnosable 
condition being able to access evidence based services will be delivered by 2020/21. 
Prior to the re-commissioning of EWMHS, within Southend, IAPT was not offered for 
children.  The new provider NELFT have begun training their workforce to deliver 
psychological interventions meaning IAPT will become part of the universal offer for the 
service. 
 
In terms of Eating Disorders, 95% of children and young people will receive treatment 
within 4 weeks (1 week for urgent cases) by 2020/21. Recruitment to the roles needed 
to deliver this outcome is underway and progress is being monitored by the 
Collaboration Forum with the provider NELFT. 
 
Perinatal Mental Health ï Specialist Community Perinatal Mental Health Service - We 
have a well-established specialist community perinatal mental health service. A recent 
successful bid to NHS England for £2.3m to develop these services will ensure 
dedicated psychiatric and psychological support to effectively manage higher levels of 
risk within local services and offer women a full range of NICE compliant care 
packages. The development of our existing specialist service will also form part of our 
local Better Start programme. Southend is one of four national pilot sites that have 
secured extensive additional resources to focus targeted community development and 
service interventions on families and children under five. Perinatal Mental Health is a 
major area of work within this whole system programme.  
 
Adult Mental Health ï Community and Primary Care Mental Health Services - We are 
working with SEPT and others develop a mental health recovery college in south east 
Essex.  The recovery college will form an important part of our new primary care 
mental health services and will be integrated into the development of new models of 
primary care across Southendôs four localities. It will facilitate the development of 
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alternative approaches to meeting the needs of people with a range of mental health 
problems. A pilot is now in operation and SEPT has identified an initial group of 40-50 
patients who will transfer to the recovery college as the first part of this pilot. The 
recovery college will also be the focus of improving the uptake of an employment 
service focused on individual placement and support (IPS). The existing employment 
service that uses IPS has already been subsumed within the recovery college. 
 
Adult Mental Health ï Inpatient Services and Out of Area Placements - We have a very 
low level of adult acute mental health out of area placements and are developing plans 
on how to reduce this further from 2017/18 with an aspiration of no placements for non-
specialist acute care by 2020/21. For those with severe mental illness, we will increase 
access to placement support by 25% by April 2019. We do however, have a small 
number of instances where patients have needed out of area placements to psychiatric 
intensive care units (PICU). We are developing plans to address this within Essex in 
line with our new mental health strategy. This will include using RightCare 
methodologies to assess variability in patterns of admission and lengths of stay within 
SEPT and between SEPT and the specialist mental health Trusts in our RightCare 
comparator CCGs 
 
Adult Mental Health ï Liaison Mental Health Services - We have commissioned a 24/7 
liaison psychiatry service at Southend Hospital. This has had a positive impact on the 
quality and responsiveness of services to people who attend the Emergency 
Department and to the assessment and management of inpatients who may have 
mental health problems or dementia. In 2016/17 this service was expanded to include 
24/7 mental health assessment capacity and a dedicated Mental Health Suite in the 
Emergency Department to improve the environment and patient experience. Further 
expansion of this service in 2017/18 will include dedicated psychology input to link with 
existing clinical health psychology programmes providing interventions for people with 
long term conditions and common mental health problems. 
 
Dementia  
By 2021 the number of people aged over 65 in the borough will increase by 45% and 
the number over 85 by 85%. Of people over 65, 5% will have dementia and 20% of 
those over 85. The estimated growth is that over the next 10 years there will be an 
additional 800 people who develop dementia. This equates to 3238 in 2025. 
 
Southend CCG and Southend-on-Sea Borough Council are committed to improving the 
lives of people living with dementia and their carers. Consultation has shown that local 
people want:  

¶ Information available and accessible when they want and need it; 

¶ One point of contact/named professional from the first sign symptoms through 
to end of life care.   

¶ Improved coordination and integration between health and social care services 
to enable smooth transition of patients and carers.  

 
Within the next 24 months we aspire to create accessible, customer friendly services 
that enhance system resources and facilitate integration between health and social 
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care. We will skill up staff for point of contact information, advice and guidance; support 
individual aspiration and social networks and create dementia friendly environments, 
organisations and communities across Southend. The Dementia Action Alliance in 
Southend is established and seen as a beacon of good practice across the East of 
England.  
 
Dementia: The Challenges - Southend has two Memory Assessment Services; one 
based in the community and the other in Southend Hospital which both operate 
differently. This can lead to confusion for people with dementia and across the system. 
We also need a single dementia register to ensure service users are all identified so 
appropriate support can be commissioned. A further challenge is continuing to achieve 
and surpass the diagnostic two third ambitions and continue to work with GPs so they 
see the benefits of this approach. We will ensure resources are in place to achieve the 
NHS óWell Pathway for Dementia 5 Wellsô outcomes. 
 
Our Desired Outcomes - The NHS well pathway for dementia describes the outcomes 
expected under each area characterised by óIô statements. This will enable people living 
with dementia and those who care for them to be able to say: 

V I was given information on how to reduce my personal risk of developing 
dementia  

V I was diagnosed in a timely way  
V I am able to make decision and know what to do to help myself and who else 

can help 
V Those around me and looking after me are supported 
V I feel included as part of society  
V I am treated with dignity and respect 
V I get treatment and support which is best for my dementia and my life 
V I am confident my end of life wishes will be respected 

 
Southend was awarded Dementia Friendly Community status in March 2016. There are 
over 1.7 million Dementia Friends in England and over 4300 dementia friends in 
Southend. This number continues to grow as more people join and the movement to 
make Southend a Dementia Friendly Community.  
 
Our Priorities - Through our integrated team, proposals are being developed to 
generate the efficiencies needed to transform post-diagnostic treatment and support. 
The diagnostic pathway will be reviewed to offer a more seamless service with better 
customer experience; exploring whether two Memory Assessment Services are 
necessary. 
 
Together with GPôs, we are working to create Dementia Friendly Practices / Surgeries 
using iSPACE, a process that looks at aspects of care for people living with dementia 
and their carers; This will improve the patient experience through better care planning, 
communications and awareness of dementia for staff in primary care settings. Within 
community settings we will provide navigation, signposting and information for people 
living with dementia and their carers from pre-diagnosis through to end of life. We aim 
to do this by the following methods: 
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Prevention 
 

¶ Raise awareness of lifestyle factors that may increase the risk of 
developing vascular dementia 

¶ Raise awareness of the importance of good mental health and take steps 
to reduce the incidence of and impact of isolation, loneliness and 
depression in people with a diagnosis and those who care for them.  

¶ Understand the importance of talking therapies and increase awareness 
and referrals to psychological therapies through Improving Access to 
Psychological Therapies (IAPT). 

 
 
 
 
 
 
 
 
 
 
Intervention 
 

¶ Provide support to access and navigate dementia services / community 
based intervention through the development of a dementia navigator type 
service that supports people from pre-diagnosis through to end of life 
through the Single Point of Access (SPOA) and Locality Approach.  

¶ Lead, co-ordinate and further develop the membership of Southend 
Dementia Action Alliance and build on the Dementia Friendly Community 
status to improve the quality of life for people with dementia and their 
carers to truly live well with dementia. 

¶ Develop a person centred approach to explore individualôs aspirations 
and dreams and find ways of supporting people to achieve them. Not just 
surviving day to day but thriving day to day 

¶ Provide information and advice in the right format and at the right time  

¶ Develop a range of social opportunities which are age and interest-
appropriate. These shared-interest peer support groups will make use of 
community assets and strengths and be co-produced with people with 
dementia and their carers. 

¶ Develop a volunteer infrastructure to support interventions 

Education and 
learning for the 
person with 
dementia and 
their carer: 

¶ Offer education which enables the person living with dementia and or the 
carer to delay the need for health and social care interventions, make 
informed choices and live well with dementia. 

 
Asset-based 
Community 
Development 
and 
Placemaking 
 

¶ Lead, co-ordinate and further develop the Southend Dementia Action 
Alliance and increase the membership to organisations, businesses and 
services as appropriate 

¶ Lead the Dementia Friends and Dementia Friendly Communities Initiative 
creating dementia friends building on the óworking towards becoming 
dementia friendlyô status. 

¶ Build on community resilience and establish peer networks 
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1.8: LEARNING DISABILITY 
 
We are working in partnership to develop and implement service models that reduce 
the use of inpatient services and ensure people with learning disabilities and autism 
can be supported in their local communities.  
 
We are re-designing pathways for adults with learning disabilities and/or autism across 
our Transforming Care Partnership footprint to ensure the delivery of the right 
outcomes for people wherever they live including the development of interfaces 
between both autism services and specialist learning disabilities services, mainstream 
mental health and substance misuse services and the Criminal Justice System. Our 
priorities for learning disabilities and autism are driven by three things: 

1. To improve quality and reduce costs in services for people with a learning 
disability and / or autism 

2. To contribute to the Essex Transforming Care Partnership Board target for 
reducing the number of people with a learning disability and / or autism who are 
in hospital and reduce inpatient bed capacity based on a reduction of between 
14-22 admissions a year. 

3. To comply with specific NHS England requirements 
 
Community Intensive Support Services- Experience from care and treatment reviews 
has made a positive impact in both providing direct support that can help to prevent 
hospital admissions but also in co-ordinating a higher level of support. We will develop 
additional capacity within the learning disability intensive support team to offer a seven 
day a week service to prevent admissions and support discharge. 
 
Annual Health Checks for People with a Learning Disability - Our performance on 
annual health check remains strong, and it has been confirmed that we achieved the 
national target level of 70% of people on learning disability registers receiving a health 
check. Again, our performance in this area is the best in the east of England. 
 
We will work towards 85% uptake, which would represent excellent practice at a 
national level. We will recruit ñambassadorsò from the local community to promote the 
uptake of health checks, and provide additional clinical capacity to undertake health 
checks in different venues. We will be seeking funding under the NHS England pioneer 
programme to support this approach.  
 
Access to mainstream services and reasonable adjustments - In the coming year we 
intend to re-visit the Green Light for Mental Health Protocol to ensure people with 
learning disabilities and/or autism get the best mental health interventions and 
outcomes and are supported to maintain their mental wellbeing. We expect our 
provider to contribute to an evaluation based on the Green Light Protocol principles, 
and to the development and implementation of the subsequent action plan. In addition 
we would also expect our provider to continue to support the current operational 
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aspects of the service model, including the holding of Care and Treatment Reviews 
and use of the risk register.  
 
 

1.9 IMPROVING QUALITY IN ORGANISATIONS 
 
We have a statutory responsibility under the Health and Social Care Act 2012 to 
formally monitor the quality of the services we commission and to work collaboratively 
with other partners to ensure safe care and positive experience. We will implement 
plans to improve quality of care, particularly where providers fall below the standards 
set by regulators. We will use the National Quality Boardôs resources and measure 
quality to ensure safe, sustainable and productive services.  
 
We have good working relationships with local health and social care providers and 
together our aim is to ensure that the complexity of health and social care appears 
seamless to the patient and to ensure that the delivery of care is maintained at the 
highest standards.  
 
We will achieve this through comprehensive quality monitoring, joint initiatives and 
openness and transparency when things go wrong. We will use the quality team to 
ensure the Governing Body is confident that local health and social care system is 
delivering a high standard of person centred services delivery. There is a pressing 
need to improve the quality and provide best value in delivering care. This needs 
sustained action which the supports the Triple Aim for benchmarking quality of: 
× Better outcomes 
× Better experiences 
× Better use of resources 

 
We recognise that through the development of the emerging SR acute hospital group 
and potential merger of mental health providers, the landscape for quality monitoring by 
commissioners will change and develop. During this period of transformation we will 
continue to support the emerging structures for quality contract monitoring to ensure 
providers deliver key performance indicators, national standards and local priorities to 
maintain safe standards of care. 
 
Better outcomes 
We will work with providers to reduce óunwarranted variationô in the health care we 
commission.  Benchmarking data is routinely used to measure performance against 
national standards and a number of priorities have emerged that will form the focus for 
action in 2016-17. As a CCG we recognise the need to know where to look for 
unwarranted variation, what to change and how to change it. That means 
understanding differences in how services are provided, the outcomes they achieve 
and what they cost. 
 
Excess Hospital Mortality - SUHFT has previously reported an elevated Summary 
Hospital-Level Mortality Indicator (SHMI) in the óworse than expectedô range. While this 
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single measure of hospital unexpected deaths should not be the only measure used to 
judge performance it is a national mortality benchmark and should prompt further close 
scrutiny. We will continue to monitor the mortality improvement plan, support greater 
mortality scrutiny and lead commissioning plans that reduce the demand for acute 
hospital services. 
 
Mortality Alerts - Through commissioning we will ensure providers participate in the 
annual publication of findings from reviews of deaths, including the annual publication 
of avoidable death rates, and actions they have taken to reduce deaths related to 
problems in healthcare. 
 
Sepsis- SUHFT has been subject to a Care Quality Commission (CQC) mortality outlier 
alert for Sepsis and improving outcomes will continue to be a local priority. Following 
independent review, areas for improvement were identified and this work will continue 
into 2017-18 to reduce variation in care and outcomes. The sepsis team at SUHFT will 
continue to undertake a series of quality improvement (QI) initiatives as part of the 
University College London Partnership (UCLP) collaborative work so that the Trust can 
benchmark outcomes regionally. 
 
Safer Staffing - Local providers continue to experience pressure to recruit appropriately 
trained staff. We will continue to make workforce recruitment, retention and design a 
priority across all commissioning plans. 
 
Harm Free Care - Harm free care initiatives have been developed within NHS providers 
for a number of years.  They remain good proxy measurements for the quality of care 
offered to patients and an early indicator of when systems may be under pressure or 
failing. We will continue to monitor harm free care and work with providers to make 
improvement a priority. 
 
Diabetes - Patients living with diabetes in South East Essex experience higher levels of 
limb amputation than the national average. We will re-commission services that ensure 
an integrated approach to the diabetes care, ensure patients receive regular 
assessment of their condition, education in self-management and early onward referral 
to a specialist when required. 
 
Ophthalmology - Workforce capacity to meet demand within Ophthalmology services 
nationally and locally is a significant problem.  More services particularly for Glaucoma 
will be delivered by Optometrist professionals in the community, routinely managing 
non-complex presentation of common eye disease. 
 
Musculoskeletal (MSK) - Higher levels of surgical intervention for hip and knee 
replacement surgery take place in south east Essex. We are working with providers to 
set agreed thresholds for joint replacement that reflect national best practice guidance.   
 
Anti-microbial resistance (AMR) - Resistance to all antimicrobials, including antivirals 
and antifungals, is increasing, but of greatest concern is the rapid development of 
bacterial resistance to antibiotics. Antibiotic consumption is a major driver for the 
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development of antibiotic resistance in bacteria.  Our Medicines Management Team 
will work with providers to ensure best practice standards are consistently delivered to 
reduce unnecessary use of antimicrobials and protect the public from future harm. 
  
The Commissioning for Quality and Innovation (CQUIN) - CQUIN schemes for 2017-19 
offer an opportunity to work with providers to deliver clinical quality improvements and 
drive transformational change.  The 2-year schemes provides greater certainty and 
stability for providers and leave more time to focus on implementing the initiatives. The 
schemes support the ambitions of the 5YFV and directly link to the SR and 
Sustainability and Transformation Plan and link back to the Triple Aim. 
 
Local plans to reduce delayed transfers of care (DTOC) and improve patient flow out of 
the acute Trust, improve mental health services and in particular the provision of 
mental health in primary care will be strengthened through the national CQUIN 
programme. 
 
Clinical Productivity - we will continue to work with our providers to monitor the use of 
bank and agency staff against safer staffing criteria and encourage the move to e-
roster where this will improve efficiency and productivity. 
 
Better experiences 
We will work towards a culture in providers where individuals are always supported to 
influence and direct their own health care decisions, so that they are confident that óno 
decision is taken about me without meô. Providers will be commissioned to adopt a care 
planning approach that involves the development of a personalised plan for each 
individual who is entering, leaving or transitioning care environments whether within a 
hospital, in their own home, care home or rehabilitation unit 
 
Our focus for 2017/18 will continue to be on womenôs experiences of child birth, end-of-
life care and extending our offer for personal health budgets.  
 
Better Births - Our aim is to empower women to take control of their birth choices and 
preferences. This will include enabling women, from all sections of society, to make 
decisions and choices about their maternity care. The CCG will work with women and 
providers to deliver maternity services that offer care that is personalised, provides 
continuity and is safe. We will commission better care for perinatal and postnatal 
mental illness. 
 
Personal health budgets ï We have published our offer for personal health budgets for 
people with long term conditions. Specifically we intend to continue to encourage 
uptake for people with learning disabilities as part of the Transforming Care programme 
in line with the óBuilding the Right Supportô (October 2015) and also for people in 
recovery as part of the Recovery College work (for people receiving mental health 
services).  
 
Better discharge - NICE has published a guideline which covers the transition between 
inpatient hospital settings and community or care homes for adults with social care 
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needs. We aim to ensure providers implement the best practice within the guideline to 
ensure a positive experience for patients and an effective use of acute and 
intermediate bed capacity. 
 
In addition we (in partnership with stakeholders) are developing a discharge to assess 
model of care; a team will take patients back to their homes and provide personal care 
while the patient recovers from their acute admission. Following a continuous process 
of evaluation and assessment the team will begin reablement for a period of 5 to 7 
days before handing off care back to the patients family or agreed care package.  
 
Safeguarding Children - Section 11 of the Childrenôs Act 2004 places a duty on CCGs 
to make arrangements to ensure that their functions, including those services they 
contract out to others, are discharged having regard to the need to safeguard and 
promote the welfare of children. Key priorities will include engaging providers in 
developing skills and awareness in recognising and acting on: 

1. Female Genital Mutilation (FGM) 

2. Domestic Abuse/Child Sexual Exploitation (CSE) 

3. Statutory Safeguarding Responsibility 

Safeguarding Adults - We will continue to work closely with Southend, Essex and 
Thurrock (SET) agencies to ensure that systems are in place for Domestic Abuse and 
self-neglect to be integrated into the Adult safeguarding agenda, and for the person to 
be involved in/central to the safeguarding discussions.  
 
Child Sexual Exploitation (CSE) - Essex Safeguarding Children Board (ESCB) 
has introduced a particular focus on safeguarding children at risk of sexual 
exploitation and has an overview of high-risk cases. Our Designated Nurses 
are working closely with the hospital and community services to ensure 
systems are in place to identify children who may be at risk from CSE. 
 
Domestic Abuse - The NHS has a particular contribution to make to tackling domestic 
abuse as it is the one service that almost all victims will come into contact with at some 
point in their lives. We are continuing to work with providers of NHS services to ensure 
staff are trained to recognise abuse and intervene appropriately to support victims and 
work towards keeping them safe from harm. Specifically, we will work with partner 
agencies to support those at greatest risk of harm through the Southend Multi Agency 
Risk Assessment Team (MARAT). We are encouraging providers to support the 
MARAT with the aim to improve outcomes for children and families in Southend, who 
are affected by a range of safeguarding issues that place them at risk.  
 
Prevent Agenda - The Prevent strategy is part of the overall counter-terrorism strategy. 
It will be a focus of key performance indicators within provider contracts and we will 
support and develop GP practices with their training programme. 
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2.0 LOCAL óMUST DOsô 
As well the 9 national Must Dos, we have some specific local challenges that are 
particular to this area that we will focus on over the next 24 months to ensure continued 
quality and sustainability. These are a priority for us and reflect some of the additional 
challenges and pressures we face. 
 
2.1 NHS CONTINUING HEALTHCARE   
We have the second highest total number of people eligible for NHS Continuing 
Healthcare (Quarter 1, 2016/17).   
 

CHC Key Stats 
CHC Count 450 People eligible on last day of the quarter, 23 

more than previous quarter 

CHC Rate (per 50,000) 152.9 Rank 208 of 209 CCGs, where 1 is highest 

CHC Cost (thousands) £4,894 Total committed cost at end of Q1, 4% more 
compared to Q1 last year 

CHC Cost (per 50,000) (thousands) £1,663 Rank 208 of 209 CCGs, where 1 is highest 

Source: NHS England ï CHC Monitoring (Southend CCG) 
 
CHC in Southend has been managed by various organisations since 2009 including a 
Primary Care Trust, a merged Primary Care Trust, two Commissioning Support Units 
and now the CCG from Spring 2016. This has created a number of challenges to 
ensure systems are fit for purpose and that óPrimary Health Needô is fully understood 
by all the nursing team and more widely with our partners. The challenges are: 
× Ensuring the highest quality of healthcare for patients receiving NHS Continuing 

Healthcare; 

× Promoting value for money to maximise use of CCG funds; 

× Developing efficiency savings with our partners, especially the Local Authority 

to improve outcomes for patients. 

 
To meet these challenges we have: 
× Developed a significant QIPP programme related to CHC 
× Recruited all the nursing staff required to assess, care plan and review eligible 

patients 
× Provided training to ensure understanding of Primary Care need and legislation 
× Worked with Southend Council to develop negotiation and contract 

management skills with our providers.   
× Developed a review of spot purchased agreements to ensure quality and value 
× Developed a common approach to ensure providers understand our 

requirements (i.e. challenging costs and the type and level of care provided)  
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We are piloting a rehabilitation centre which has five beds used for CHC discharge-to-
assess.  This maximises independence for patients in hospital who need a period of 
stabilisation and assessment. It will positively impact on the CHC financial position by 
ensuring very few patients are assessed in hospital for long term CHC funding and 
instead receive the right care at the right time when leaving an acute setting. Patients 
will maximise their potential for going home or into a setting which is appropriate for 
their long-term care needs. Our QIPP plans for 2016-18 are robust and achievable.   
 
We have two QIPP plans which include:  
× Reducing CHC spend through the review of high cost care placements;  
× Ensuring our CHC team can make difficult decisions around óPrimary Health 
Needô; 

× A fit for purpose new CHC software system; 
× Joint contract negotiations for high cost patients; 
× CHC dashboards for data reporting and performance management; 
× Utilising Uplands Rehabilitation Centre to maximise patient independence and 

ensure eligible patients have an opportunity for rehab before being assessed for 
long term funding; 

× Increasing the multi-disciplinary approach in the CHC team and recruiting 
professions not commonly associated with the traditional CHC workforce 
(Occupational Therapy, Social Work) thereby increasing the quality impact and 
value for money e.g. use of equipment and greater case management expertise. 
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In addition to QIPP, we will build upon plans for integration for 2017/18 with Southend 
Council to support the most vulnerable patients who have complex Learning 
Disabilities. These plans will work alongside the Transforming Care agenda and ensure 
adults with a Learning Disability get the right care at the right time.  A move towards 
outcomes and asset-based approaches will secure care planning that moves away 
from deficit-led and service-centric models. This aligns with Lord Carterôs 
recommendation to secure £1.3bn in efficiency savings through collaboration with the 
Local Authorities in England. This will have the impact of reducing spend and improving 
efficiencies across the health and social care economies, creating the necessary 
environment to increase quality and secure value for money.   
 
There is already a high degree of skill and knowledge in the team which will be 
enhanced further through strong workforce commissioning and collaborating with the 
Local Authority where needed. Whilst we have the 2nd highest number of patients 
eligible for CHC funding, by using innovative and integrative practice with our partners 
we will improve outcomes for vulnerable patients.   
 
 

2.2 MEDICINES MANAGEMENT 
 
There are a number of challenges raised when considering medicines management: 
× An average increase in spend each year of 5%. Budget of over £27 million for 

2017-18 
× Increase in prescription demand as we treat more patients closer to home 
× Managing the introduction of new, more expensive medicines  
× Inefficient processes in care homes, GP practices, Southend Hospital and 

community pharmacies leading to waste 
× Ensuring processes are in place so that complex care involving medicines can 

be safely transferred into primary care 
 
To address these challenges we need all prescribing to be undertaken in a safe, 
evidence based and cost-effective manner. To achieve this we will: 
× Use the Right Care reports to identify areas where prescribing is highlighted as 

differing to our peers with follow up reviews of Mental Health and Dementia, 
Musculoskeletal, Cardiovascular Disease and Respiratory medicines during 
Quarter 1. 

× Support the locality models by recruiting and identifying current staff members 
to work within the multidisciplinary locality teams, focussing on reducing 
polypharmacy and waste. 

× By December 2017, develop a strategy that will improve the repeat prescribing 
process by providing training to practice staff, utilising Electronic Prescribing 
Systems, improving relationships between pharmacists and GPs and reducing 
waste. 

× Deliver a significant Prescribing QIPP plan across all major therapeutic areas. 
× Support practices to recruit clinical pharmacists to work in GP practices in line 

with the vision put forward by NHS England, Royal College of General 
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Practitioners and Royal Pharmaceutical Society. Once appointed these 
pharmacists will be supported by the CCG Medicines Management Team. 

× Use our dedicated care home pharmacist and technician to support new 
providers working with care homes to ensure medication reviews are 
undertaken and appropriate actions followed up. 

× Through strong clinical leadership and using local data, work with 5 GP 
practices who have high spends and poor outcomes relating to diabetes. 
Supportive education and training will be rolled out to improve prescribing and 
outcomes. 

× Further reduce antibacterial prescribing (month on month) through use of 
comparative data, training and education of our clinicians and public 
campaigns. Focussed on Quarter 3. 

× Ensure that shared care arrangements with our local providers (primarily 
Basildon Hospital and Southend Hospital) are clear, results can be accessed 
electronically and a safer system is established by Quarter 1. 

× Establish an email link for medicines related issues upon discharge with 
Southend Hospital by Quarter 1. 

× Increase communications with GPs via monthly newsletter and data sharing 
along with face to face visits so that important medicines related issues are 
shared in a timely way. 

× Reducing waste through public campaigns including promoting self-care 
messages leading to reduced prescribing of over the counter medicines. 

 

 

2.3 CHILDREN, YOUNG PEOPLE & MATERNITY 
SERVICES 
 
Forty per cent of Southendôs children live within its six most deprived wards and this 
creates significant challenges in respect of overlapping health and social care need. 
This is demonstrated through our locality mapping in respect of highest access to A&E 
services, Inpatient and Outpatient services, particularly in central Southend and 
Childrenôs Joint Strategic Needs Assessment.   
 
Referral pathways are not currently fully aligned with the Early Offer of Help, a fully 
joined up 0-19 pathway, First Contact and Multi-Agency Risk Assessment Team 
processes.  Priority actions for 2017-19: 

1. Through our Success for All Childrenôs Partnership Board, we have signed up to 
key principles to make services for children more integrated and easier to 
navigate. 

2. Commissioned services will take a family centred approach, so every contact 
makes a positive difference as a result of providing seamless services that are 
productive and cost effective. 

3. The Success for All partnership has agreed to develop a change plan that: 

¶ Creates a sustainable mix of integration across the partnership 

¶ Develops capacity for change 



 

Page | 40  

 

¶ Creates an integrated assessment process 

¶ Introduces co-location of services and reduces waiting times 

¶ Introduces multi-disciplinary teams 

¶ Removes communication barriers between professionals 

¶ Uses innovative customer contact technology 

¶ Improves information sharing, signposting and synergy between services 
4. As part of the review of Community Paediatric provision the priority for the 

Integrated Commissioning Team is to deliver Service Development Improvement 
Plans across acute and community paediatric contracts to provide: 

¶ Full review of service specifications for childrenôs services to ensure 
alignment with current policy and best practice. 

¶ Outcomes based contracting 

¶ Acute and community contracts to reflect the use of Personal Health 
Budgets. 

¶ Integrated access and referral systems, integrated information sharing 
agreements, care and assessment closer to home, admission avoidance 
and resilient workforce development and staffing in key areas such as 
paediatric nursing, offering further opportunities for the local authority, 
health and wider Sustainability and Transformation area to provide greater 
collaborative working.  

5. An in-depth picture of need across the Locality footprint will continue to be built 
for childrenôs needs. 

6. Through the A Better Start funding additional community paediatric provision 
will be developed.  

7. Working with all 7 CCGs and 3 local authorities we will embed the Local 
Transformation Plan óOpen Up Reach Outô and our Emotional Wellbeing & 
Mental Health service for child and adolescent mental health; including 
improving support to schools, eating disorder services, early identification and a 
swift response to common mental health disorders in young people, preventing 
escalation or crisis wherever possible. 

8. Reduce the number of cases and period of time children with complex health, 
social and educational needs are placed out of area including the review of all 
tri-partite funded placements, to improve outcomes for children and young 
people with high levels of need.  

9. Reduce the numbers of Looked After Children through a collective shift towards 
prevention ensure this group has timely assessments and reviews.  

10. Investing through A Better Start to improve access to services through a Single 
Point of Access (SPA), multi-disciplinary working, reducing referral to 
appointment times for assessment and intervention.  

11. Continue to develop pan-Essex Transforming Care Partnerships to deliver local 
and county-wide transformation plans for young people with learning 
disabilities, autism or mental health issues who display behaviour that 
challenges.  

12. Developing an End of Life strategy across Essex CCGs 
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Maternity and Neonatal Services 
More than 2000 births occur each year in Southend. Better Births provides key 
challenges and opportunities in respect of staffing ratios against the current staffing 
model in addition to proposals to move to an alternative voucher based system of 
payment for maternity, ante-natal and post-natal care.  
 
Priority actions for 2017-19:  

1. Continuing to implement the National Maternity Review to ensure services are 
as safe as possible 

2. Develop more personalised provision where every woman has access to 
information to enable her to make decisions about her care; and where she and 
her baby can access support that is centred around their individual needs and 
circumstances.   

3. Developing óTest and Learnô initiatives for pre-birth to 4 years of age through our 
Big Lottery A Better Start funding streams in response to specific health 
inequalities, outcomes and high risk pregnancies. 

 
 

2.4 ENGAGING WITH OUR COMMUNITY 
 
It is vital our work is informed by a good understanding of patientsô experience of 
services and their expectations and perceptions of the health services in the area. We 
must also use patient and public engagement and communication to support people to 
take good care of their own health and wellbeing and access services appropriately.  
 
Over the past year our activities have been focused on ensuring we get the most out of 
our patient and public engagement and this has led to different approaches to this 
important work.  
 
Public Events - We have attended dozens of events to engage face to face with 
members of the public across a range of different topics and issues. In November 2016 
we held our annual public event which was a great success and attended by about 100 
people.  
 
Patients and Stakeholder Groups - We have engaged with the boroughôs Patient 
Participation Group Forum to which all of our 33 GP practices are invited. The group 
meets once every two months and their meetings have been supported by the CCG, 
and this has included providing content and presentations at each meeting.  
 
Our own Patient and Public Engagement and Involvement Steering Group, chaired by 
Matt King (Chief Executive Officer of Trust Links), provides strategic-level advice and 
activity that will enable us to achieve our patient and public engagement objectives. 
The group is comprised of a cross-section of our Southend communities including 
Healthwatch Southend, voluntary and community sector groups. It also includes 
representatives from the Practice Patient Participation Group Forum. The Steering 
Group meets every month.  
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Social Media - We also use social media to engage with stakeholders. Our Twitter 
account currently has 3520 followers, and 20% increase in the past year. We use this 
account to communicate and engage with local people on our campaigns, health 
messages and to offer invites to our events and meetings.  
 

 

RISKS 
 
The CCGôs assurance and risk management process is underpinned by a 
comprehensive assurance and risk management strategy with a risk rating 
methodology that has been updated in 2016. Risk management is overseen monthly by 
the Senior Management Team (SMT) and The Quality, Finance and Performance 
Committee, who are subgroup of the Governing Body.  
 
Additionally there are other key management tools, such as performance and quality 
dashboards, and financial reports that give the SMT a comprehensive picture of the 
organisational risk profile. Our risk management strategy and policy enables the 
identification, analysis, evaluation and control of the risks that threaten the delivery of 
our plans over the next 24 months. The CCG has identified the highest strategic risks 
in delivering its 2017/19 plan.  
 
These are: 
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Risk Controls Assurance 
Risk of the CCG not 
meeting its financial 
requirements for 
2017/19 

Å Implementation of the Financial Recovery Group to 
ensure plans are implemented and pace of recovery is 
maintained. 

¶ Delivery of an Internal Recovery Plan to highlight 
areas where savings can be found and inefficiencies 
eradicated. 

Å Increased scrutiny of financial position and financial plans 
at the Financial Recovery Group. 
Å Increased scrutiny of financial position and QIPP 

schemes at Senior Management Team meeting. 
Å Increased information to Governing Body to ensure 

understanding of the current position, the plans moving 
forward and financial trajectory the CCG is experiencing. 
Å Increased information to Quality, Finance and 

Performance Committee to ensure understanding of the 
current position, the plans moving forward, financial 
trajectory the CCG is experiencing and the effect on 
quality to the services to the CCG commissions. 

 

Failure to achieve key 
constitutional 
standards leading to 
risks to patient safety, 
reduced quality of 
service, poor patient 
experience and 
satisfaction. 

¶ New A&E Delivery Board is overseeing the delivery of 
the system wide A&E Recovery plan  

¶ SUFHT Access Board is overseeing the delivery of the 
RTT and Cancer recovery plans. Three way meeting 
with other Trusts and CCGs to support management 
of Cancer delivery at CCG level.  

¶ Issues off target escalated to the A&E Delivery Board 
leaders to consider action required.  
Å The CCG System resilience Team overseeing the 

delivery of the recovery plans in partnership with local 
providers 

Å Daily monitoring reports received from SUFHT regarding 
A&E performance and system-wide review at bi-weekly 
system resilience group.  

Å Circulation of daily urgent care dashboard, weekly 
intelligence cell reporting, three times daily system calls.  

Å Monthly reports to Quality Finance & Performance 
Committee and Governing Body Meetings. 

Failure of the QIPP 
programme to deliver 
financial savings in line 
with the CCG financial 
plans and growth in 
activity-based 
expenditure above that 
planned. 
 

Å An identified QIPP plan is in place for 2017/19.  
Å ñSurgeriesò organised for leads to support 

identification of QIPP schemes and/or areas where 
resources can be released or invested.  
Å Performance meetings established by specialty to aid 

the delivery of QIPP programmes.   
Å Leads aware of the process have agreed 

programmes.  
Å QIPP support function reviewed and transferred to 

Å Action plans including milestones and financial 
trajectories developed.  
Å Summary reviewed weekly at internal Executive meeting.   
Å Monthly summary finance reports and quarterly deep dive 

reports presented by CFO to Quality Finance & 
Performance Committee and Governing Body.   
Å Finance and activity reports discussed at the planned and 

unplanned multi-disciplinary meetings (MDTs).   
Å Minutes of Quality Finance & Performance Committee 
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CP&R ensuring better coordination of joint schemes.  
Å Continual review of expenditure programmes to 

ensure all discretionary spend is considered prior to 
commitment. Ongoing scrutiny of QIPP and 
performance data. 

meetings reported to the Governing Body and Audit and 
Risk Committee.   
Å Monitoring documents monitored regularly with Executive 

Leads and at weekly Operational Executive meetings.    
Å Financial Recovery Group established meeting 

fortnightly, Financial Recovery Plan developed,  
Å More robust PMO process and monitoring 

Risk of insufficient 
capacity and resilience 
of local services to 
deliver high quality 
care due to workforce 
shortages and 
vacancies. 

Å SUHFT and SEPT have recruitment plans in 
place which include increased student 
commissions, payment of hard to recruit 
precept, golden handshake payments, and 
return to practice opportunities and sponsored 
registered professional training opportunities.  

Å Essex-wide primary care workforce 
development centre commissioned as pilot for 
two years.   

Å Locality approach to integrating services across 
primary, community and social care being 
developed.  Dedicated GP service for care 
homes being commissioned to relieve pressure 
on GP practices, although currently not able to 
engage a provider.   

Å New care coordination model being piloted from 
to support coordinating GPs in caring for 
patients with frailty. Inclusion of KPIs for staffing 
and recruitment for SUHFT.  

Å SUHFT, SEPT provider workforce recruitment 
plans, Health Education England recruitment 
strategy. 

Å Chief Nurse monitoring SEPT and SUHFT workforce 
recruitment plans through CQRGs.  
Å Commissioners include workforce recruitment and 

development questions at all CQRGs and in project 
initiation documentation for NHS service redesign 
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Appendices 
 
 
Appendix 1 – Winter Plan 
 

Appendix 1 Winter 
Plan 2016 -2017.pptx

 
 
 
 
Appendix 2 – Accident and Emergency Plan 
 

Appendix 2 AE 
Improvement Plan.xlsx

 
 
Appendix 3 – GP Forward View 
 

Appendix 3 
Southend CCG GPFV stage one plan.pdf

 


