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Draft – Foreword
[To be confirmed for final version]
I am delighted to introduce our first Bedfordshire Plan for Patients. It’s a special document as it brings
together everything that is important to us as the new GP-led commissioners for Bedfordshire.
It sets in a single document our vision to improve the health and wellbeing for our local population, our
ambition to commission services that achieve some of the best health outcomes in the country and our
commitment to local people that local services will be safe, of the highest quality and provide the best
patient experience.
As a local GP, I am proud to be amongst 300 colleagues who from the April 1st 2013 will be responsible for
buying healthcare for the 441,000 people who live in Bedfordshire and for unashamedly putting quality and
patient experience at the top of our agenda.
Local health and social services need to change if we are to achieve this aim and given the 290
recommendations made by Robert Francis QC following his investigation into the shocking findings into Mid
Staffordshire Hospital, we have no time to waste.
GPs are well placed to understand the local financial challenges, the issues of a growing population
particularly among the elderly and how care needs to be provided in an appropriate setting, either locally or
in a specialist centre, depending on a patient’s need.
I see this Bedfordshire Plan for Patients as ambitious, based on evidence and research and grounded in
reality in terms of what local people tell us will transform local health services, whilst using our money
wisely.
As GPs, we hear on a daily basis in our consulting rooms whether services are good or could be better and
often patients, many of whom frequently use local services, can pin point where and how to make
improvements.
It’s by using this local knowledge and the strong working relationships we have developed over many years
with local clinicians and partners in hospital, community, mental health and social case, that as GPs we can
commission care that delivers improve health outcomes and better patient experience, especially for those
who are the most vulnerable in society.
This Plan for Patients has been developed by involving and listening to the views of local people, people who
use the service, who work in the service or just want to see a better service for their relatives and loved
ones. Together we have a clear direction and I look forward to making real differences for local patients and
the communities they live in.

Dr Paul Hassan
Chief Clinical Officer/AccountableOfficer
Bedfordshire Clinical Commissioning Group
March 2013
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[To include Signature Page for BHT, L&D, SEPT, 5 Localities, BCCG in final version]
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‘Plan on a Page’
Vision
Strategy

To ensure, through innovative, responsive and effective clinical commissioning, that our population has access to the highest quality health care providing the
best patient experience possible within available resources
Care Right Now

Care into the Future

Care when it’s not that simple

We will redesign urgent care pathways to reduce
hospital admissions for acute conditions that should not
usually require admission e.g. Falls Prevention, Out of
Hours GP services, walk in centre services, paediatric and
maternity services

We will transform hospital-centric planned pathways of
care and services to provide responsive, communitybased, patient-focused services that reduce unwarranted

We will work with Local Authorities to integrate health and
social care to provide joined up care in the home and
community for people with complex care needs.

-85% of patients rate their overall experience of urgent
care services as good or very good by 2015
-10% reduction in emergency admissions for acute
conditions not requiring hospital admission
-% people spending >90% time on a stroke unit

-80% (from 66%) of people with a long term condition
feel they have had enough support from local services
-Reduction in unwarranted variation in primary care
-Improved patient experience indicators: OPD, Maternity
-Improving patient experience of GP services

- At least 85% people still at home 91 days after discharge
–% people reporting to their previous levels of mobility at
30 and 120 days
- Employment of people with mental illness
- % people able to die at usual place of residence

Transformational

Urgent Care and Primary Care Programmes

Planned Care & Long Term Conditions Programme

Integrated Care

Change

-Reviews of walk-in services, primary care and A&E
-Review of GP Out of Hours services
-Roll out of 111 service
-Review of paediatric urgent care pathway
-Commission Integrated Falls service with Local
Authorities

-Procurement of the integrated MSK model
-Review of new Integrated COPD and Diabetes Services
-Consult on Healthier Together clinical options
-Implement the 13/14 objectives of the Mental Health
Strategy
-New Service Models - Ophthalmology, Dermatology,
Urology, Neurology, Dementia Care

-Implement recommendations of Community Beds Review
-PEPS (End of Life) Project expansion
-Develop primary health care teams based around general
practice with multi-agency input including geriatricians,
-Personal Health Budgets for adults and children/young
people with special educational needs

Outcomes
Additional local
priorities

Programmes

Cross Cutting Themes
& Programmes

variation, empower patients, improve health outcomes,
and quality of care

Quality & Patient Safety
Implement the objectives of the CCG Quality Strategy including: - an effective system for monitoring & reporting patient experience, e.g. Friends & Family Test- Robust patient safety
and risk management processes to minimise risk of harm to patients- Implement recommendations of national reports e.g. Francis Report - Ensure effective early warning systems
are in place - Systematically review Serious Incidents, Never Events, complaints & Serious Case Reviews to ensure corrective and preventative actions- Implement Primary Care Quality
Framework Outcome Indicators: Incidence of MRSA/C Diff, VTE, Level 2,3,4 pressure ulcers, reported Safety incidents including Serious Incidents
Prevention / Early Intervention
-Implement the agreed priorities of the Bedford Borough and Central Bedfordshire Health & Wellbeing Strategies- Offer Health Checks to all 40-74 people - Make Every Contact Count
Outcome Indicators - childhood obesity, mortality rates, inequalities, returning people to employment (IAPT), Educational achievement

Organisational Effectiveness·
- Develop the Governing Body and Members Forum to promote strong accountability - Ensure all staff have access to targeted development programmes.- Establish effective
Stakeholder Forum and develop strong relationships with patients, public and stakeholders - Deliver financial objectives through effective governance including contract and
performance management- Exceed sustainability and carbon objectives

Executive Summary:
[To be completed in final draft]
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1.0 Background and Context
Bedfordshire sits in the middle of the Midlands and the East region of the NHS Commissioning Board. The
‘county’ is comprised of two unitary authorities: Bedford Borough in the north and Central Bedfordshire in
the south. There are also strong geographical and administrative links with Luton, not least through shared
use of services at the Luton & Dunstable Hospital NHS Foundation Trust and South Essex Partnership
University NHS Foundation Trust.

1.1 The purpose of a Bedfordshire Plan for Patients
In its 2012-15 strategic commissioning plan Bedfordshire Clinical Commissioning Group (BCCG) set out its
overall approach to commissioning NHS-funded healthcare for the people of Bedford Borough and Central
Bedfordshire. That strategic plan was developed from an understanding of the current and future population
demographics and local health needs, the quality of existing healthcare provision, and the resources
available to secure healthcare services. It proposed an approach to commissioning that aimed to improve
‘care right now’, ‘care into the future’ and ‘care when it’s not that simple’, through working in partnership,
using clinical leadership, and a focus on outcomes. Underpinning all of those ambitions were three crosscutting themes: improving safety and quality of care as the paramount theme for all CCG activities;
prevention and early intervention as the logical way to improve outcomes and value for money; and
sustainability of resources, acknowledging our responsibilities as a corporate citizen.
This document, the Bedfordshire Plan for Patients, is a technical commissioning document that takes our
strategic starting point and applies it to the Bedfordshire health economy in the 2013-14 financial year, with
indications of intent in 2014-15 and 2015-16. It sets out the projects and changes that will occur during the
year to improve the quality and safety of care within the financial envelope available. It also sets out the
ensuing implications on clinical pathways, activity in the main categories of healthcare provision, and
expected shifts in workforce patterns. As well as the intentions of us as commissioners, it takes into account
the plans of the major providers serving the Bedfordshire population. It is therefore a tool that can be used
to monitor progress and delivery across the health and social care system of Bedfordshire during and after
2013-14. To ensure the impact of this plan is positive and to identify any unintended consequences, we have
undertaken an equality impact analysis and a quality and safety analysis. The results of both are provided in
Appendices 1 and 2 to this plan.

1.2 Starting point: the health needs of the Bedfordshire population
Detailed information on Bedfordshire’s demographics and health needs can be found in the joint strategic
needs assessments for Bedford Borough and Central Bedfordshire Councils, and in Public Health England’s
health profiles. This information has provided the basis of BCCG’s commissioning strategy and its intentions
for this operational plan.
The points below summarise local health needs; they are described in more details in BCCG’s strategic
commissioning plan.
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BCCG’s total population of 441,766 is split between the two unitary authorities with 165,270
residents in Bedford Borough and 276,496 in Central Bedfordshire. (Source: GP practice population
Exeter Database, quarter 2, 2012-13)
o Two-thirds of Bedford Borough’s population live in urban Bedford/Kempston and are
younger and more ethnically diverse on average than the more rural areas of the Borough.
Over 22% of the Borough’s population come from minority ethnic communities.
o The total Bedford Borough population is predicted to grow by another 26,000 between
2012-2017. The numbers of people aged 65+ and 80+ are expected to rise by 14% by 2017,
and there will then be around 8,700 people aged 80 and over in the Borough.(source: ONS
2010-based sub-national population projections)
o Life expectancy for those best-off in Bedford Borough is around ten years greater than those
worst off (11.3 years for men; 9.1 years for women), and this gap is widening, with life
expectancy decreasing in the most deprived parts of the Bedford population
o Central Bedfordshire is classified as predominately rural, and its population is expected to
increase to 281,000 by 2017 and 291,000 by 2020. The number of people aged 65 and over
is expected to increase by 14% by 2017, and of those aged 80 and over expected to increase
by 20% to around 12,600 people. (source: ONS 2010-based sub-national population
projections)
o Life expectancy for those best-off in Central Bedfordshire is still significantly greater (by 7.4
years for men and 5.5 years for women) than for those worst off. In 2009 an estimated 13%
of people in Central Bedfordshire were from ethnic minority communities, compared to 17%
in England.
BCCG is operationally arranged into five localities. Bedford locality is almost co-terminous with
Bedford Borough Council with which it shares the same health issues of a largely urban population.
Chiltern Vale covers the towns of Dunstable and Houghton Regis, both of which contain significant
pockets of deprivation. Leighton Buzzard locality, although one of the smallest, covers a town with
an active town council and strong community engagement. Ivel Valley and West Mid Bedfordshire
cover largely rural areas with generally good overall population health.
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Figure 1: Bedfordshire Clinical Commissioning Group locality structure






Around 3,300 deaths happen each year, of which one third are of people aged under 75, i.e.
premature deaths.
o Circulatory disease is responsible for more deaths than any other disease each year
o Cancers are responsible for over 5,500 years of life prematurely lost in Bedfordshire each
year, with breast, colorectal and lung cancers causing the most premature deaths
o In Bedfordshire, rates of deaths from causes considered amenable to healthcare (those
conditions for which timely, appropriate and high quality healthcare might have prevented
or delayed death in some way) have been relatively low, and falling, compared with national
rates, but the rate of decline has slowed and the gap between Bedfordshire and England has
narrowed. This plateauing of the mortality rate in Bedfordshire could suggest that
innovations in cost-effective care are not being introduced as quickly here as they are in the
rest of the country.
The observed prevalence of conditions such as coronary heart disease, hypertension, stroke, and
dementia (on GP registers) is markedly less than the estimated prevalence in Bedfordshire.
Insufficient numbers of people are accessing key preventive services that address the major killers
(e.g. stop smoking services, weight management services).
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Tobacco use: an estimated 20% of the adult population in Bedfordshire still smokes, with
smoking prevalence greater in the most deprived parts of the CCG
o Obesity: almost one quarter (24%) of Bedfordshire’s adult population are clinically obese
o Alcohol misuse: an estimated 18% of the Bedfordshire adult population binge drink
Bedfordshire’s overall deprivation score is lower than that for England overall (14.6 vs. 21.5),
although this hides pockets of deprivation in especially urban areas such as Bedford and Dunstable.
Based on the ‘Health deprivation and disability’ domain within the national Index of Multiple
Deprivation, there are relatively worse concentrations of poor health and disability in Bedford,
Dunstable, and Leighton Buzzard, but with pockets in smaller towns within Central Bedfordshire.
The ‘big killers’ of circulatory diseases, cancers and respiratory diseases are significant contributors
to the life expectancy gap, as they are to overall life expectancy. In particular, the rates of
premature mortality have a large impact on life expectancy, with cardiovascular disease the single
biggest driver of the life expectancy gap between the most deprived and least deprived. However,
with revascularisation rates for those living in the most deprived areas of Bedfordshire 1.7 times
greater than those in the least deprived areas, it seems that the inverse care law is not operational
in this instance.
o





1.3 Lessons from 2012-13
During 2012/13 the shadow CCG began to operate in full shadow form. It took on formal delegated budgets
from the Cluster PCT, built on its existing leadership of the 2011/12 QIPP Programme, led the main provider
contracts and developed its joint work programmes with Local Authorities. The sections below describe the
key focus areas during the year.
1.3.1 Quality and Safety
From the outset, quality and patient safety has been the CCG’s highest single priority. In recognition of the
significant role BCCG will play in assuring delivery of safe high quality care, the CCG used 2012/13 to invest in
the infrastructure to support an effective quality function. With Luton CCG it created a new shared Quality &
Safety team. A new structure and a significant number of new posts appointed during the year allow
dedicated focus on the core components including:





Safeguarding and Looked after Children
Serious Incidents, Never Events
Healthcare acquired infections
Early Warning Systems and the triangulation of different intelligence

To complement the significant bolstering in capacity, BCCG also developed and approved a Quality Strategy
which sets out the CCG’s key quality and safety outcomes and the monitoring systems to support these
areas. Notable achievements in 12/13 include:



Measurable progress in the CCG’s target of eradicating all Grade 2, 3 and 4 Pressure ulcers.
Reductions in numbers of healthcare acquired infections
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1.3.2Organisational Development
 The CCG’s governance and management structures were created and established. An OD Plan considered an exemplar during authorisation - enabled significant clinical leadership development
across the CCG.
 Delegation by the PCT to the CCG of all relevant acute, community and mental health commissioning
budgets
 Negotiation and management of main contracts e.g. Bedford Hospital, South Essex Partnership NHS
Foundation Trust (SEPT)
 Demonstrable leadership of the health and social care system ‘QIPP Programme Board’ and subprogrammes. The Board is chaired by a CCG Governing Body clinician (a Locality GP Chair) and each
programme has dedicated clinical leadership from GPs.
 The CCG Chief Clinical Officer and Vice Chair (a GP) undertaking the Vice Chair roles of Central
Bedfordshire and Bedford Borough shadow Health & Wellbeing Boards
 The operational management of the PCT’s Business Case process including the prioritisation and
approval of all business cases on behalf of the PCT Board.
1.3.2 System Redesign
BCCG’s overall strategic approach includes a focus on delivery of improved patient outcomes, with the
recognition that this will require development of new ways of commissioning and contracting. As a result,
during 2012/13, BCCG has been at the forefront of innovations in commissioning approaches.
BCCG’s procurement of a system of musculoskeletal (MSK) care builds on traditional programme budgeting
methodology and aims to commission a prime contracting/accountable lead provider model of provision.
The specification for the MSK system was developed by local clinicians and patients and focuses on the
delivery of improved outcomes for patients, underpinned by a capitated financial model with significant
financial rewards for achieving specified outcome measures.
To deliver those outcomes and make the efficiency savings necessary, providers must collaborate and
problem solve in order to shift resources from one setting to where they can be most efficiently used. This is
the first contract of this kind to be developed at this scale and its development during 2012/13 has benefited
from significant national input and support, as well as robust clinical engagement from all five CCG localities.
The procurement process is due to be completed during 2013/14 and the lessons learnt during this process
will be used to inform other redesign projects within the CCG.
Engagement with a wide range of representative patients and public stakeholders can often be difficult to
achieve. In BCCG’s cardiology redesign project, user and carer engagement has been pivotal to the redesign
of local services. An engagement event attended by 20 patients/service users identified a range of
pathway/service improvements that they would like to see. This was further supported by working with ‘The
Centre for Health and Wellbeing Research’ at the University of Northamptonshire to run a series of five focus
groups with patients/ service users, including carers and family members, from community-based
organisations within Bedfordshire and Luton.
The outcomes from this comprehensive engagement approach directly influenced the design of a new model
of care for cardiology based on an Integrated Community Cardiology service, including one stop services for
assessment and diagnosis, lifestyle and self-help hubs that support prevention and maintaining wellbeing
13

and specialist clinics from range medical professionals. The model will see existing health care providers
from hospital, primary care and self-help organisations working together to give a joined-up, high quality
experience for patients from July 2013. The University’s approach is being assessed for adoption within
other redesign projects.
The traditional model of care for long term conditions in Bedfordshire has been acute hospital and specialistcentric. In 2012/13, a new model of integrated diabetes care was implemented with the two main local
hospitals: Bedford Hospital NHS Trust and Luton & Dunstable Hospital NHS Foundation Trust. This requires
both providers’ teams to plan the system together in partnership, work with primary care to up-skill and
further educate staff on diabetes care, and encourage and motivate patients to self-care. By the end of 2013,
a six month review of the integrated diabetes service showed that it had achieved a noticeable shift to care
being provided in community settings and away from hospital bases, with more people able to access selfmanagement courses such as DESMOND. Lessons on how to support two potentially competing providers to
work together successfully will be applied to other projects, especially those considering long term
conditions.

1.4 Commissioning in partnership
The decrease in public sector funding combined with the current changes in the NHS commissioning
landscape mean that now, more than ever, local ‘health’ commissioners must develop partnership-working
approaches.
1.4.1 Partnerships with other commissioning bodies
We are building on existing relationships created by Bedfordshire PCT with social care commissioners in both
Bedford Borough and Central Bedfordshire councils, but refreshing them with more clinical input and
refocusing on improving both patient outcomes and value for money. Although we have in place joint
strategies for the commissioning of key services (such as care for those with mental health conditions), joint
commissioning between health and social care services in Bedfordshire is not as advanced today as it is in
many other parts of England. This is indicative in part of the significant organisational changes that have
taken place, firstly in the move from county/district councils to unitary authorities and then most recently
within the NHS.
As we enter a period of relative structural stability, external assessors are noting how strong the
relationships are between BCCG and BBC and CBC, and all three organisations are expressing clear intentions
to accelerate our joint commissioning arrangements. We can start quickly by, for example, using the positive
experiences of a successful joint procurement of community equipment to procure more together. Where
both the ‘health’ commissioners and the local authorities have contracts with the same provider (for
example, for mental health services and community health services), in 2013-14, we will move to monitor
those contracts together and jointly hold those providers to account for the quality and value of services
they provide.
In addition to strengthening these existing relationships, we will be building new commissioning
relationships with both public health and the NHS Commissioning Board’s Local Area Team (LAT). The local
public health team is moving out of the NHS and into the two unitary authorities, taking with them
commissioning responsibilities for, amongst other areas, sexual health, substance misuse, and smoking
14

cessation. It would be difficult to commission outcomes for these services without considering the impact on
use of emergency departments, general practice, and other CCG-commissioned healthcare resources.
Similarly, whilst the CCG retains commissioning responsibility for care of infectious diseases, we are reliant
on public health support to ensure our commissioning specifications have taken into account issues such as
outbreak management and contact tracing. Therefore, in 2013-14, we will continue to develop our
partnerships with the local authority-based public health teams to ensure the fragmentation of
commissioning responsibilities does not lead to loss of resilience within overall healthcare provision.
The NHS Commissioning Board LAT is responsible for commissioning primary care services, including general
practice, dentistry and optometry, and screening and immunisations. As a CCG, we retain responsibility for
improving quality in primary care overall, and we will also feel the impact of the success or otherwise of
screening and immunization programmes. It is therefore in our strong interests to develop close working
relationships with the new teams in our LAT.
The place where all health and social care commissioning– CCG, social care, public health and NHS
Commissioning Board – comes together in each unitary authority is at the Health and Wellbeing board. Each
of the two local Health & Wellbeing Boards served by BCCG have agreed priority areas on which we will all
focus (see below). The Boards will hold us to account on our collaborative efforts to address those priority
needs, as well as improve the overall health of the local populations. The CCG plays a strong lead role in both
Boards already. Each Board has as its vice-Chair, a clinical leader from the CCG: the CCG’s chief clinical officer
was appointed as vice-chair for Central Bedfordshire’s Board and the Bedford Borough locality chair for
Bedford Borough’s.
The two Health & Wellbeing Boards have set out their strategic priorities, and these have played a significant
part in determining the focus of BCCG’s commissioning activities as our contribution to tackling the key
issues identified in the Joint Strategic Needs Assessments.
The Bedford Borough Council Health & Wellbeing Strategy sets out eight priority areas, underpinned by five
crosscutting principles, and all derived from the Borough’s joint strategic needs assessment. The eight
priority areas and underpinning principles are:
Teenage pregnancy
Health and educational outcomes in looked after children
Mental wellbeing (children and adults)
Tobacco control (children and adults)
Healthy weight (children and adults)
Safeguarding (children and adults)
Independence in older people
End of life care
15

In Central Bedfordshire, the Health & Wellbeing Board has set out nine priorities:
For children:

For adults and older people:

Reducing teenage pregnancy

Helping people make healthy lifestyle
choices

Reducing childhood obesity

Improve outcomes for frail older people

Improving mental health for children
& their parents

Improving mental health & wellbeing
of adults

Improving the health of looked after children

Safeguarding & patient safety
Promoting independence & choice

1.4.2 Partnerships with patients and the public
BCCG is already laying a strong foundation to build upon in its approach to working in partnership with
patients, carers and the public. Understanding and listening to patient, carer and community views is critical
to delivering health care improvement. As an informed commissioner we will:
 embrace the experience of patients/service users, carers the public to tell us how services are now,
advise us on how they could be better, and help us evaluate the impact of the commissioning
decisions we make on the quality of care delivered in the future.
 work with local LINks and then HealthWatch and other patient representative organisations to
develop new ways of engaging and informing people, especially those who sometimes struggle to be
heard
Any planned change to patient pathways or health care services is subject to significant levels of
engagement with patients, carers and the public. This is in addition to the initial engagement undertaken in
developing our overall plan and is focussed upon specific areas of redesign e.g. Cardiology, Musculoskeletal.
It is a requirement of our business case assurance process that patient and public engagement can be
evidenced/is planned to be undertaken and a member of the communications team is part of the panel that
will assess the level of engagement activity.
An Equality Impact Analysis, which is a tool to help us establish if plans/service changes have the potential to
affect people differently, is also undertaken for each specific area of redesign as a requirement of our
business case assurance process. The outcomes of this assessment help inform requirements for any further
targeted public consultation. This is just part of the portfolio of work we undertake with our local authorities
and scrutiny committees to identify substantial developments to health services and then coordinate formal
public consultation to gather feedback from the public, partner agencies, third sector, clinicians and other
service providers, where appropriate.
16

BCCG has enjoyed significant input from its two local involvement networks (LINks): Bedford LINk (coterminous with Bedford Borough Council and BCCG’s Bedford locality); and Bedfordshire LINk (co-terminous
with Central Bedfordshire Council and the remaining four BCCG localities).
Each LINk has had its own priority areas; these include:




Care and dignity(especially for older people) in hospital (Bedford and Bedfordshire LINks)
Ensuring appropriate and high quality mental health care (Bedfordshire LINk)
Care in nursing and care homes (Bedfordshire LINk)

As both LINks groups transition to HealthWatch groups, BCCG will continue to engage and involve them in
reviews and redesign of local healthcare services by ensuring regular proactive contact and reacting quickly
and appropriately to issues raised by either group.
The involvement of LINk and other public and patient groups can be seen in the following examples from
2012/13.


Bedfordshire Commissioning Intentions and Plan for Patients 2013/14: Public Members, alongside
other patients/service user, carers, public and LINk representatives have been pivotal to developing
BCCG’s ‘Commissioning Intentions, which outlines initial plans for 2013/14. A patient and public
deliberative event was held in October 2012, at which emerging plans and themes developed
through BCCG internal workshops with Local Authority involvement, were shared, discussed and
debated. The event was attended by over 30 representatives from the BCCG Public Membership
group, local GP Practice Patient Participation groups, LINks, charitable organisations, carers and
members of the public. This was followed up by a similar event with our local healthcare service
provider organisations. The top priorities areas of those represented at these events (Integrated
care including developing primary health care multidisciplinary team and Dementia Care) are shared
priorities within this Plan for Patients. The outcomes of these deliberative events and an explanation
of how these outcomes have informed ‘Bedfordshire Plan for Patients 2013/14’ are summarised in
Appendix 3. A separate Deliberative Event Report is available which fully describes the feedback
received.



Patient Experience visits: LINk/HealthWatch representatives joined GPs and commissioners on
unannounced visits to community-bedded units (e.g. Houghton Regis Short Stay Medical Unit) to
speak to patients and seek their views on their care experience. These visits are followed up by
patient experience questionnaires. The information derived from this engagement is used both to
develop patient experience quality indicators to be included within provider contracts, and to inform
reviews of the services visited which in turn inform commissioning decisions on their future.



Consultation Portal: planned for launch in 2013, this portal has developed from our approach to
delivering the Equality Diversity System, which requires us to agree a set of equality priorities or
objectives with local interest or community interests groups. The portal will enable us to work
collaboratively with Local Authorities and other NHS commissioner and provider organisations to
seek views on a variety of plans and service changes from a broad cross-section of the community.
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Partnership boards: A number of existing forums and boards (including the Mental Health forum,
the older people forum, the Learning Disability Partnership Board and the Autism Board) will
continue to be supported by BCCG. They provide the opportunity for voluntary and statutory
services leads to come together with service user and carer representatives to discuss local issues
and experiences. We will capture views and experiences expressed within these forums to enable
BCCG to commission high quality services from providers across these pathways.



Focus on carers: We have worked with Bedford Borough Council and Central Bedfordshire Council to
jointly commission a carers service. ‘Carers in Bedfordshire’ provides a single point of contact for
carers to source information, advice and support. The service also offers a home visiting service,
support groups, carers cafes as well as training to help carers manage and training for professionals
about how best to support and recognise the needs of carers (currently the youngest carer is 4 and
the oldest 100).We work with Carers in Bedfordshire to seek the views and contribution of carers to
service redesign, service review and development including autism pathway development and
mental health rehabilitation.

1.4.3 Using insights from patients to inform commissioning plans
‘No decision about me without me’ means the following become routine activities for the CCG and its
member practices:


Shared decision-making: involving the patient and their carers in decisions about their care and
treatment.



Self-care: the patient being supported in taking more responsibility for the things that they can do to
maintain and improve their health.



Care planning: the patient jointly agreeing with the clinician a plan for their care, including as
appropriate advanced planning for terminal care.



Patient Choice: the ability for patients to choose the provider of their care, when and where it takes
place, and who provides it.

During 2012/13, BCCG has also established systematic ways to routinely and methodically capture the views
and experiences of patients/service users, carers and the public. These will become embedded during
2013/14 and increasingly used as sources of ‘intelligence’ to complement hard data on health need,
benchmarking and evidence of best practice. Key projects include;


Practice and Locality based Patient Reference Groups / Patient Network
Patient Involvement is best enabled and supported at a local level. Each of the 5 Localities within the
CCG has established a Patient and Public Engagement Group in addition to the existing Patient
Reference Groups (PRGs) run by practices (a Directly Enhanced Service). These groups include
patient and patient interest group representation and a key part of their remit is to collect
information on the experience of patients at a practice consultation level including choice. During
13/14 the CCG will support practices and localities in systematically analysing this to better inform
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plans and service redesign priorities. It will be reported via localities to the CCG Patient Experience
Group (see below)


Patient/Service User Engagement and Experience Group
This group, which includes representation from BCCG’s Quality Team, Patient Advice and Liaison
Service (PALS) and Strategy and Redesign Team, is responsible for regularly collating, synthesising
and triangulating the views and experiences of patients, carers and families. This includes working
with localities to capture the views expressed by patients within GP consultations, within practice
patient participation groups and within locality engagement events, in addition to monitoring health
care provider complaints, compliments and satisfaction surveys, in order to provide information to
enable BCCG to commission high quality services from providers across the patient pathway.



GP Practice ‘Yellow Card’ Scheme
BCCG is implementing a ‘Yellow Card’ system in GP Practices by the summer 2013. This enables
routine, daily feedback from patients on their experience of providers. Where concerns about the
quality of care or experience are raised this is then fed immediately into the CCGs early warning and
quality monitoring systems. The feedback will also include insights about experience of choice of
provider/ consultant which can be aggregated into trends and themes to enable change. These will
be reported from Q2 13/14.



Public Membership Scheme
Currently with circa 270 members and growing, this scheme has been established to proactively
involve patients/service users, carers and the public in decisions that we make about planning
and buying health and care services. Members are invited to BCCG public and redesign engagement
events and are updated through regular newsletters which seek feedback on reviews, plans and
service changes. A priority for 13/14 is to significantly grow the membership and establish the
systematic mechanisms by which they will be utilised in redesign projects, feedback on services,
wider consultations and in contributing to the development of PPE; for example in the refresh of the
CCG Communications and Engagement Strategy in March/April 2013.As well as growing the
membership we will also be targeting hard to reach and other groups to ensure our membership is
representative of our population.
[Further content re the public sector equality duty (PSED) equality objectives to be included in final
version]

1.5Quality of care
Quality and safety of care are of paramount importance to Bedfordshire Clinical Commissioning Group.
Information on clinical quality comes from routinely reported data sets, regulator reviews, and the work of
BCCG’s Quality and Safety team (shared with Luton CCG). Together, these sources provide rich evidence on
the state of care experienced by patients.
The quality monitoring process in relation to all our large provider contracts includes a quarterly face to face
review. This review is based on intelligence provided from the provider in this case the Hospital in relation to
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the CQC outcomes framework. There is a detailed review of incidents, complaints and intelligence in
relation to patient experience that we may get from external bodies including LINks or GP practices. The
other important source of intelligence in relation to provider quality and patient experience are the
safeguarding alerts and investigations. Bedfordshire Clinical Commissioning Group is completely aware of
the statutory requirement in relation to Children’s safeguarding and is an active partner on the Local
safeguarding Boards within Bedford Borough and Central Bedfordshire Councils. The same principles in
relation to partnership working and awareness raising and education are adopted for Adult Safeguarding.
The quality team are actively engaging with the member practices to ensure that patient experience and
therefore performance management of key providers are informed and influenced by the locality clinicians.
This engagement is developing and a systematic approach is the goal which will include the use of the
“yellow card” system of reporting concerns from Primary Care.

1.5.1Community based care
Whilst there is general agreement that community-based care in Bedfordshire has improved over recent
years, there remains significant evidence pointing to continued focus on healthcare for particularly
vulnerable people. For example:


Routine performance measures for Bedfordshire highlight the following key issues during 2012-13:
o Low proportions of people who have depression and/or anxiety disorders who receive
psychological therapies
o Low uptake of personal care plans and patient education by people with long term
conditions
o Low use of Choose & Book to arrange first outpatient appointments (a proxy measure of
patients being offered choice of provider)
o A significant number of Pressure Ulcers that could be prevented with earlier intervention of
services.



In 2012, CQC reviews of healthcare services for looked after children in both Bedford Borough and
Central Bedfordshire found significant room for improvement. Significant changes have been made
already but with more that can be done.
Recent local reviews have identified a lack of suitable community-based beds in Bedfordshire for
people with dementia, in the context of being in the quintile of health economies with the lowest
per capita spends on mental health in England



1.5.2 Acute providers
In general, the quality of care provided at the main acute providers for the Bedfordshire population is good.
For example: 95% of people are seen in A&E departments within 4 hours; waits for elective procedures are
almost all under 18 weeks; patient reported outcome measures for selected procedures are generally
positive; and rates of healthcare-acquired infections are close to zero. However, during 2012-13, the
following areas for concern still exist:
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Stroke care: inconsistent ability to meet the standard performance indicators for good stroke care
(including management of transient ischaemic attacks – TIAs) throughout the year
Ambulatory care sensitive conditions: the numbers of emergency admissions for conditions that
could be cared for outside hospital (e.g. cellulitis and deep vein thrombosis) in adults and children
are high at hospitals serving Bedfordshire residents
Deaths in usual place of residence: not enough people are able to die at home in Bedfordshire
Patient experience of care – especially the explanation of care – is below national levels

1.6 Provider landscape
In 2013-14, Bedfordshire CCG will invest its resources in a range of NHS, private and voluntary agencies.
Policies such as ‘Any Qualified Provider’ encourage competition for and within markets of healthcare, and
result in the introduction of new healthcare providers to a local health economy. Alongside service
reconfiguration, existing local providers will face increasing challenges to ensure excellence in quality service
provision and value for money.
Characteristics of our main local providers are summarised below.
1.6.1 Acute care provision
Bedfordshire contains one local hospital (Bedford Hospital NHS Trust, 2012-13 contract size £119 million).
The Bedfordshire population also routinely use the services of five other hospital sites:







Luton & Dunstable Hospital Foundation Trust (used especially by patients from Chiltern Vale and
Leighton Buzzard, 2012-13 contract size £58 million)
Lister Hospital, part of East & North Hertfordshire NHS Trust (used especially by patients from Ivel
Valley, 2012-13 contract size £18 million)
Addenbrooke’s Hospital, part of Cambridge University Hospitals Foundation Trust (used especially by
patients from Ivel Valley and for tertiary care by a greater proportion of the population, 2012-13
contract size £16 million)
Stoke Mandeville Hospital, part of Buckinghamshire Healthcare NHS Trust (used by patients from
Leighton Buzzard, 2012-13 contract size £11 million)
Milton Keynes Hospital Foundation Trust (used especially by patients from West Mid Beds, 2012-13
contract size £10 million)

Given this range of provision, BCCG must ensure, in conjunction with neighbouring clinical commissioning
groups, that quality of care is maintained in all six hospitals. Furthermore, with no hospital within the
boundaries of Central Bedfordshire Council, BCCG must ensure the population living there have sufficient
and equitable access to healthcare.
1.6.2 Bedford Hospital NHS Trust
Bedford Hospital has made significant progress on improving quality and hitting national performance
targets over the last two years. Staff, inpatient and outpatient surveys all show increasing satisfaction with
the Trust and its services.
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Despite good clinical performance, Bedford Hospital’s Trust Board has recognised that the Trust will not be
either clinical or financially viable or sustainable in the long term. This means it would not be able to reach
Foundation Trust status as a standalone organisation.
Bedford Hospital is still in the process of determining how it will proceed to becoming an NHS Foundation
Trust as agreed in its Tripartite Formal Agreement with the Department of Health and NHS Midlands and
East Strategic Health Authority dated September 2011. The expectation is that Trusts in the NHS Midlands
and East region achieve NHS Foundation Trust status by the end of March 2014.
Bedford Hospital held events in June 2012 which sought the views of staff, partners, commissioners and
patient groups to develop its approach to this journey. The Board of Bedford Hospital resolved to explore
the NHS partnership option further, whilst establishing a framework for a formal process. This approach saw
the advert for NHS Foundation Trusts to express an interest in partnering with Bedford Hospital.
Since receiving expressions of interest from two NHS Foundation Trusts, the Board of Bedford Hospital
considered the options: undertaking a managed transfer through acquisition with a Foundation Trust or
through a competitive process to identify the right merger partner. In October 2012, Bedford Hospital
developed an Outline Business Case to explore both options and concluded that its recommended option
was to undertake further analysis, eventually with a full business case, on a merger partnership with Milton
Keynes NHS Foundation Trust. This will be further explored with the NHS Trust Development Agency and
Monitor in the early part of 2013/14.
Bedford Hospital’s services and catchment population are encompassed within Healthier Together, the
clinically and commissioner led programme focused on improving health services in the South East Midlands
(see section 1.7 below). This review is based upon finding the optimal clinical models and services for the
population of this area. Public consultation, on the service options arising from Healthier Together, will be
undertaken by Clinical Commissioning Groups and will not include proposals about the organisational form
of the providers such as Bedford Hospital. Bedford Hospital, in seeking expressions of interest from potential
partners, sought organisations that would help deliver the outcomes and commissioner requirements arising
from Healthier Together.
In line with this plan and its predicted activity reductions, the Trust will continue with its service
transformation plan called Transforming for Excellence. The transformation programme will release funds
through:
 Ensuring best practice models of care are delivered resulting in a reduced length of stay for patients
 Fewer admissions and readmissions by provision of integrated care with health and social care
partners
 More clinical networks with other acute hospitals
Bedford Hospital required financial support to break even in 2012/13 and faces another significant financial
challenge in 2013/14. Given the progress with Healthier Together and the timescale involved in delivering
the requirements of the Tripartite Agreement, it is likely that Bedford Hospital will struggle to break-even,
without financial support, in 2013/14.
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In 2013/14, the Trust faces the task of continuing these improvements, while continuing to address financial
challenges in the local health economy. From February 2013, the Trust will have no substantive Chief
Executive.
1.6.3 Community care
Most adult and children’s community services in Bedfordshire are provided by South Essex Partnership NHS
Foundation Trust (SEPT), with a 2012-13 contract valued around £36 million per annum and running until
August 2014. SEPT runs community bedded units at the Archer Unit (Bedford), Biggleswade Community
Hospital, and provides therapist input to specifically commissioned beds within two nursing homes (the
Taymer and the Knolls, both in Central Bedfordshire). Their strategic direction is to move to greater,
potentially universal, use of virtual wards with patients cared for within their own homes.
Audiology, children’s community nursing, and some community paediatrics (total contract value £970k) for
1500-2000 children in southern Bedfordshire is provided by Cambridge Community Services (the main
provider of community-based care in Luton). They also provide a small number of adult services, including an
early discharge and palliative care service (contract value circa £120k per annum), for Bedfordshire patients
living close to boundaries with Luton.
1.6.4 Mental health and learning disability specialist healthcare
SEPT is the largest provider of mental health and learning disability healthcare in Bedfordshire, with a 201213 total contract value of £34 million from the NHS in Bedfordshire, £1 million from Bedford Borough
Council, and £2 million from Central Bedfordshire Council. The contract and service also spans Luton and has
been extended until 2015. Their service covers in-patient and community mental health teams, learning
disability in-patient and specialist teams, a memory and dementia service for the over-65s, and a crisis team.
SEPT is investing capital monies in building a new mental health inpatient and assessment unit in Bedford,
due to be completed in late 2013. They have set out clearly their strategic intent to integrate physical and
mental health more closely. One gap identified by BCCG is the need for a liaison psychiatry service in
hospitals to ensure the smooth passage of patients with dementia or mental health issues through their
hospital stay.
Access to psychological therapies is provided by “Step by Step”, supplemented by a number of independent
counsellors working out of GP surgeries. ‘Talking Therapies: A four-year plan of action' set the expectation
that by the end of 2014/15 a minimum of 15% per annum of those in need will be able to access
psychological therapy services. Furthermore, of those completing treatment it is expected that at least 50%
will recover (i.e. move off the caseload).BCCG starts 2013-14 with a low proportion of patients (under 5%)
able to access psychological therapy, but over 50% of those that do, recover.
Child and Adolescent Mental Health services (CAMHS) are provided by SEPT, with child bereavement and
emotional wellbeing services provided by CHUMS, a local social enterprise.

1.7 System reconfiguration: Acute services
Our job is to ensure local health services keep up with the changes and opportunities for improvement, so
we meet the needs of the public in the best possible way. We want to deliver a healthy future for all our
residents and hospitals. However, the cost of services is increasing as our population continues to grow and
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age and at the same time public funding is under considerable pressure. No change is not an option if the
local NHS is to continue to deliver high quality healthcare to the population.
Evidence increasingly tells us that the best way to meet these challenges and achieve our ambition is to work
better together. In 2011, the NHS in Bedfordshire, Luton, Milton Keynes and Northamptonshire formed
‘Healthier Together’, a programme to review the way our hospital services are delivered.
The transfer of responsibility from Primary Care Trusts to Clinical Commissioning Groups meant that the
formal handover of ownership and accountability for the outputs of the programme occurred at the end of
2012. At this point, much of the programme has been focused upon seeking the expert opinion of clinicians
with significant input of patients and patient representatives about the challenge of delivering a world class
24/7 health service within a challenging environment of a growing and ageing population with increasing
pressure on finances and difficulties in creating the right workforce for the future.
This was achieved through the creation of the six Clinical Working Groups (CWGs) whose mandate was to
consider how we improve the quality and outcomes of services for the population while ensuring that each
of the five hospitals retains A&E and maternity service as well as outpatient appointments and many other
routine services. The reports were completed in late 2012 and the final six reports circulated to members of
the programme’s Clinical Senate for consideration and sign-off.
We will use these reports as the basis for discussions with the local clinical workforce to make
recommendations for the future. The aim is to create a set of realistic and deliverable initiatives, with wider
ownership and endorsement across the clinical workforce, which can then be taken to the public for further
dialogue. Given the inevitable internal and external stress tests applied to any proposals of significant
change, it is vital that the practical application, by clinicians and patients, of the evidence within the Clinical
Working Groups’ proposals drives the content of any local consultation with the public.
All five CCGs have developed their strategies for the delivery of improved support and services in both the
community and primary care. Examples of initiatives considered by BCCG are detailed within this plan but
include, for all five CCGs, improving services to older people to support independence and avoid emergency
admissions. These strategies will underpin the local assumptions made about services provided within a
hospital setting and will form part of any consultation document.
[Continuance plan and governance arrangements to be included by 31/3 version].

1.8 Financial challenge 2013/14 and beyond
In December 2012, the NHS Commissioning Board (NHS CB) published ‘Everyone Counts: Planning for
patients 2013/14’ alongside initial CCG allocations for 2013/14 and the ‘Road test Tariff’ for Payment by
Results.
The indicative baseline CCG allocation for 2013/14 is £429.5m increasing from £419.8m from 2012/13 after
including the nationally announced uplift for CCGs of 2.3%. This includes the impact of the further changes
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to initial resource limits for Specialist Commissioning and Public Health, for the purposes of this initial plan
the CCG has assumed that the costs transferred will match the resource adjustments.
Allocations for 2013/14 are based on historic local expenditure uplifted for growth help support financial
stability across the NHS following transition, the NHSCB has asked for a review of the formula used to
calculate ‘target’ allocations for CCGs.
The running cost allowance of £25 per head is allocated separately to the baseline allocation above and for
Bedfordshire CCG is £10.73m.
Given inflationary pressures in the NHS of 4-6%, this rise is welcome (and more than many other public
sector services) but leaves us still with a significant challenge in ensuring an affordable local health economy.
NHS funds to local authorities for rehabilitation and enablement have been top-sliced by the NHS
Commissioning Board and directly channelled to local authorities. Although those sums are not included in
this operational plan, BCCG will be in dialogue with both authorities on how these funds are used. This
dialogue will be channelled through the Health & Wellbeing Boards.
1.8.1 Planning Assumptions
Key assumptions underpinning the CCG financial strategy for the 3 years to 2015/16 are set out as follows:
Assumptions

2013/14

Resource Growth

2014/15

2015/16

2.30%

2.30%

2.30%

Tariff Efficiency

-4.00%

-4.00%

-4.00%

Tariff Inflation

2.70%

2.70%

2.70%

Demographic/Activity Change (ONS)

1.78%

1.78%

1.78%

Increase contingency to 1%

0.50%

Underlying Cost Pressure (CHC)

1.43%

1% Surplus Requirement

1.00%

2% Transformation Fund

2.00%

70% NE Marginal Rate adjustment

0.40%

The financial assumptions are used to estimate the financial challenge to Bedfordshire CCG and reflect the
national planning assumptions and population growth projections for Bedfordshire prepared by the Office of
National Statistics adjusted for local activity changes.
1.8.2 Financial Challenge
The challenge for the CCG is the difference between its anticipated resource growth and the pressures it
faces from pay and price pressures (i.e. increasing costs of drugs and devices), demand and quality pressures
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(growing and ageing population) and local underlying pressures arising from known differences between
actual current expenditure and the allocation of resources through the exercise undertaken to establish CCG
baselines (e.g. Continuing Healthcare), less the benefit it receives from providers from the nationally agreed
1.3% reduction in tariff. In addition to this challenge the CCG plans to deliver a 1% surplus and increase its
contingency reserve to 1% to militate against in year cost pressures arising from higher than planned
demand on services.
The table below sets out the financial challenge for 2013/14 based on the assumptions detailed above:
Table: Financial challenge 2013-14
Programme Allocation:
Resource Uplift
Tariff Deflator (Net)
Demographic/Activity Change
CQUIN held at 2.5%
2% Transformation Reserve
Fund pressure on CHC
Increase contingency to 1%
70% Non-Elective Marginal Rate
1% Surplus Requirement
Financial Challenge – Required Savings (Net)

419,818
9,656
4,296
(7,037)
0
(8,396)
(6,000)
(2,099)
(1,700)
(4,432)
15,712

2.30%
1.30%
-1.78%
-2.50%
-2.00%
-1.43%
-0.50%
-0.40%
-1.00%
3.74%

To meet this financial challenge a number of opportunities have been identified and these are detailed in
section 3 below, however, successful achievement of the savings target would enable the CCG to:




invest £6.0m to fund the increasing cost of continuing healthcare experienced in 2012/13
invest £8.4m to pump prime system redesign initiatives non-recurrently to ensure clinically and
financially sustainable services in the future
invest £7.0m to fund the increasing cost of activity for its growing and ageing population

This would all be achieved whilst ensuring that the CCG generated an underlying recurrent surplus of 1%
1.8.3 Transformation Fund
The financial plan allows for 2% of the overall commissioning budget to be set aside to fund transformation
within the local health economy. This should be non-recurrent expenditure with clear objectives set against
its use.
In 2013-14, the four identified uses of the ‘Transformation Fund’ are:





Providing additional specialist project or procurement support to the CCG
Incentivising providers (through some elements of performance related pay) to work in partnership
to implement and embed integrated models of care for adults with complex needs in Bedford
Borough and Central Bedfordshire.
Supporting the programme costs of system reconfiguration such as with acute services
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Providing additional support (through meeting the costs of double-running, redundancy or other
consequences) for providers that need to significantly shift their activity and workforce structures in
order to successfully transform local care. This may be as a result of the service transformation postconsultation.

1.8.4 Running Cost Allowance
The NHSCB announced indicative CCG running cost allowances for 2013/14 in November 2012. For
Bedfordshire CCG this equates to £10.7m based on a GP registered population (moderated for ONS
projections of population) to invest in the management structure that will oversee the statutory
responsibilities and operational delivery of our CCG and also to purchase the technical commissioning
support necessary to maximise efficiency and effectiveness for the CCG in delivering its functions .
The CCG confirmed the management and operational structure for the shadow CCG at the end of March
2012 and signed a Memorandum of Understanding with Hertfordshire Integrated Commissioning Support
Unit in November 2012 for provision of commissioning support services from 1 April 2013. The CCG plans to
market test all potential commissioning support services in its first 18 months of operations.
The total running costs of the CCG including commissioning support currently stand at £10.3m against an
allowance of £10.7m. The CCG will remain within its allotted running cost allowance.
1.8.5 Financial Risks and Mitigation
Whilst the CCG has managed delegated budgets for a number of years and demonstrated strong financial
management and success in managing referral demand, 2013/14 will be the first year following transition
and whilst a huge amount of work has already been done to establish baselines, there is a risk that actual
costs do not fall in line with the split agreed through the CCG baseline exercise.
The main operational areas of risk to the overall Bedfordshire position for 2013/14 relate predominantly to
continuing care retrospective claims and secondary care commissioning both in terms of activity growth
exceeding the levels assumed within plans/contracts and non-delivery of planned change programme
savings.
Other risks include Specialist Commissioning Group (SCG) take versus actual SCG spend currently within
contracts, unplanned costs arising from the Pathology redesign and a local provider that is currently
financially unsustainable.
The full impact of retrospective continuing care claims remains uncertain at this point both in terms of value
and timing and is therefore not reflected in the current financial plan for 2013/14. In response to these risks
the CCG will:






robustly manage acute contracts including sharing contract forecasts, monitor, validate and
challenge activity/finance with providers
review expenditure to ensure that it is consistent with the basis on which CCG allocations were
made, identify areas where this is not the case and correct any errors (e.g. SCG/Enhanced Services)
work to ensure pathology implementation delivers potential benefits
review continuing care to minimise procurement costs and fully understand the potential impact of
retrospective CHC claims,
deliver the required level of savings to ensure maintenance of financial balance through rigorous
programme management approach to our change programme
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In addition to the mitigating actions detailed above the CCG has also increased its contingency reserve from
0.5% to 1% to manage any higher than planned variations in activity.
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2.0 Objectives of the plan
The specific objectives of this operational plan are set out in the three strategic areas of focus described in
BCCG’s strategic commissioning plan. In each area, BCCG has established a strategic aim, a longer term
strategic outcome measure (linked directly to the 2013/14 NHS Outcomes Framework) and an annual
priority measure (which may be a process measure designed to ensure delivery towards the relevant overall
outcome). In some areas, there are other key measures of importance to BCCG, such as those measures
included in the Quality Premium or in local Health & Wellbeing Strategies.
The plan’s strategic approach and objectives tie in completely with the 2013-14 NHS Outcomes Framework
and our two local Health & Wellbeing strategies, as set out in the table.

2.1 Care right now
2.1.1 Aim
The existing system of urgent care can be confusing and duplicative, resulting in a less than optimal patient
experience and inefficient use of resources. Patients who need medical advice, diagnosis and/or treatment
quickly should be able to have a consistent and rigorous assessment of the urgency of their care need and an
appropriate and prompt response to that need from a joined up system of care, irrespective of the day of
the week or time of the day that the need arises.
We will review and improve patients’ access to “care right now” and the co-ordination of that care back to
their general practice so that any necessary follow-up can be undertaken promptly
2.1.2 Strategic outcome measure
We will improve patients' experience of urgent care services, including walk-in centres, GP out of hours
services and A&E services, so that more than 85% patients rate their overall experience as good or very
good by 2015.
The GP patient survey results (January-September 2012) provide us with a baseline of 68% people surveyed
perceiving local GP out of hours services as being good or very good.
2.1.3Locally identified priority measure in 2013-14
82.4% of people who have had an acute stroke spend at least 90% of their inpatient stay on an acute
stroke unit. (Current baseline (Q2 2012-13) = 73%)
This indicator is to focus attention on reducing the time it takes for a stroke patient to arrive at a stroke unit,
and to avoid time spent on a medical assessment unit or general medical ward. Patients presenting with
symptoms of stroke need to be assessed rapidly and treated in an acute stroke unit by a multi-disciplinary
clinical team which will fully assess, manage and respond to their complex care needs, including planning
and delivering rehabilitation from the moment they enter hospital, and maximise their potential for
recovery.
Over the last year, performance data confirms that both local providers (Bedford Hospital and the Luton &
Dunstable Hospital) have not consistently achieved this target. Numbers of patients affecting delivery of this
target are small therefore there is no reason why providers should not be able to improve on this with
support of commissioners.
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2.1.4 Other key measures in 2013-14
 10% reduction in emergency admissions for acute conditions that should not usually require hospital
admission (adults)
 Reduce emergency admissions for children with lower respiratory tract infection
 Improve patient experience for acute inpatient care and A&E services, as measured by the Friends
and Family test

2.2 Care for my condition into the future
2.2.1 Aim
As the Bedfordshire population ages, long term conditions (conditions that cannot be cured but can be
managed through medication and/or therapy) are becoming more prevalent. Evidence points to best value
care in long term conditions being provided through empowering and supporting patients such that they are
informed and ready to self-manage.
In Bedfordshire, through system redesign and in conjunction with the outputs of the ‘Healthier Together’
programme, we will develop prepared, proactive community-based teams that can work in partnership with
patients to improve outcomes. This means fewer outpatient appointments, more happening in GP surgeries
and community settings, and specialist skills being used appropriately to support care in the community.
2.2.2Strategic outcome measure
We will increase the proportion of people with a long term condition who feel they have had enough
support from local services to help manage their condition from 66% (in 2011) to 80% by 2015.
2.2.3Locally identified priority measure in 2013-14
Improve patient experience of general practice services by 5% from a 2013/14 Quarter 1 baseline using
the Friends and Family test.
Member general practices have already been encouraged, through BCCG’s 2012/13 GP investment scheme,
to start to systematically collect Friends and Family test results. With a strategic intention for general
practices to increasingly support patients with long term conditions, patients’ satisfaction with their practice
is an important process indicator of BCCG’s ability to achieve this.
2.2.4 Other measures in 2013-14
 Reduction in unwarranted variation in primary care use of specialist services such that there is a
3.5% decrease in outpatient attendances
 Improved patient experience indicators in outpatients and maternity services
 Reduce unplanned hospitalisation for chronic ambulatory care sensitive conditions (adults)
 Reduce unplanned hospitalisation for asthma, diabetes and epilepsy in children
 Increase the proportion of the population accessing psychological therapies to 10% by end-March
2014 and 15% by end-March 2015
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2.3 Care when it’s not that simple
2.3.1 Aim
Once people need on-going assistance with their care and/or activities of daily living because of physical or
mental impairment or both, it becomes more important than ever for healthcare and social care services to
work together in partnership.
In Bedfordshire, we will work with Bedford Borough Council and Central Bedfordshire Council to bring
together the planning, payment and provision of health and social care into integrated systems of care for
those with complex needs. Through system redesign, we will create primary care-based multidisciplinary
teams that interface with specialist care services in order to support carers and maintain patients’
independence for as long as is safely possible and ensure a good quality of life and a good quality end of life.
2.3.2 Strategic outcome measure
We will work with social care to increase to at least 85% the proportion of people aged 65 and over who
are still at home three months after leaving hospital for rehabilitation in the community.
The most recent (2010-12) data by local authority sets a baseline in Bedford Borough of 63.4% and a
baseline in Central Bedfordshire of 79.6%.
2.3.3Locally identified priority measure in 2013-14
Increase the percentage of people able to die at their usual place of residence to 47% (baseline (Q2 201213):41.3%)
2.3.4 Other measures in 2013-14
 Increased percentage of people reporting to their previous levels of mobility at 30 and 120 days
 Increased employment levels in people with mental illness
 No new cases (zero incidence) of MRSA bacteraemia in the BCCG population
 Incidence of Clostridium difficile is at or below maximum threshold of 85 cases in 2013-14
 Improve the diagnosis of dementia such that 56.5% of people with dementia have been identified,
increasing to 65.3% in 2014/15
In November 2012 the Director of Public health for Bedfordshire published Health Inequalities reports for
Bedford Borough Council as well as Central Bedfordshire Council.
The main findings in these reports state:
1. The pattern of premature mortality across the borough confirms that health is worst in the most
deprived areas.
2. For residents of Bedfordshire, circulatory disease, cancers and respiratory diseases are
significant contributors to the life expectancy gap, as they are to overall life expectancy.
Compared to males, females are disproportionately affected by circulatory diseases and
respiratory diseases.
Our plan has reflected the findings of the two health inequalities reports and has made care for patients with
Long-term conditions, such as stroke, a priority. We will work collaboratively with our strategic partners to
address inequalities across Bedfordshire by commissioning safe and effective services for these conditions
which will in turn address the health inequalities gap and also address premature mortality from stroke,
respiratory disease and other long term conditions particularly in the deprived areas.
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Table: Summary of Bedfordshire Plan for Patients 2013-14 aims and objectives by NHS Outcome Framework and Health & Wellbeing Strategy priorities

BCCG
aims
Care
right
now

Outcome indicator

NHS Outcome Framework

Bedford Borough HWB

Central Bedfordshire HWB

We will improve patients' experience of urgent care
services, including walk-in centres, GP out of hours
services and A&E services, so that more than 85%
patients rate their overall experience as good or very
good by 2015.
Increase the proportion of people who have had an
acute stroke who spend at least 90% of their inpatient
stay on an acute stroke unit to 82.4%
10% reduction in emergency admissions for acute
conditions that should not usually require hospital
admission (adults)

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

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

Independence in older
people

Improve outcomes for frail
older people

Mental wellbeing
Independence in older
people

Reduce emergency admissions for children with lower
respiratory tract infection

Domain 3: Helping people to
recover from episodes of ill health
or following injury
Domain 4: Ensuring that people
have a positive experience of care

Tobacco control
Health in Looked After
Children

Improving mental health &
wellbeing
Improve outcomes for frail
older people
Improving the health of
Looked After Children

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

Tobacco control
Healthy weight
Independence in older
people

Improve patient experience for acute inpatient care
and A&E services, as measured by the Friends and
Family test
Care for
We will increase the proportion of people with a long
my
term condition who feel they have had enough
condition support from local services to help manage their
into the
condition from 66% (in 2011) to 80% by 2015.
future
Improving patient experience of general practice
services by 5% from a 2013/14 Quarter 1 baseline
using the Friends and Family test
Reduction in unwarranted variation in primary care

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

Helping people make healthy
lifestyle choices
Improve outcomes for frail
older people
Helping people make healthy
lifestyle choices
Helping people make healthy
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BCCG
aims

Outcome indicator

NHS Outcome Framework

use of specialist services such that there is a 3.5%
decrease in outpatient attendances
Improved patient experience indicators in outpatients
and maternity services
Reduce unplanned hospitalisation for chronic
ambulatory care sensitive conditions (adults)
Reduce unplanned hospitalisation
diabetes and epilepsy in under 19s

Care
when it’s
not that
simple

for

asthma,

Increase the proportion of the population accessing
psychological therapies to 10% by end-March 2014
and 15% by end-March 2015
We will work with social care to increase to at least
85% the proportion of people aged 65 and over who
are still at home three months after leaving hospital
for rehabilitation in the community.
Increase to 47%, the proportion of people able to die
at their usual place of residence
Increased percentage of people reporting to their
previous levels of mobility at 30 and 120 days
Increased employment levels in people with mental
illness
No new cases (zero incidence) of MRSA bacteraemia in
the BCCG population

Bedford Borough HWB

Central Bedfordshire HWB
lifestyle choices

Domain 4: Ensuring that people
have a positive experience of care
Domain 2: Enhancing quality of life
for people with long-term
conditions
Domain 2: Enhancing quality of life
for people with long-term
conditions
Domain 2: Enhancing quality of life
for people with long-term
conditions
Domain 3: Helping people to
recover from episodes of ill health
or following injury
Domain 4: Ensuring that people
have a positive experience of care
Domain 3: Helping people to
recover from episodes of ill health
or following injury
Domain 2: Enhancing quality of life
for people with long-term
conditions
Domain 5: Treating and caring for
people in a safe environment and
protect them from avoidable harm
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Mental wellbeing
Tobacco control
Healthy weight
Independence in older
people
Tobacco control
Health in Looked After
Children

Helping people make healthy
lifestyle choices
Improving the health of
Looked After Children
Improving mental health &
wellbeing

Independence in older
people

Improve outcomes for frail
older people

End of life care
Independence in older
people

Improve outcomes for frail
older people
Improve outcomes for frail
older people

Mental wellbeing

Improving mental health
Safeguarding and patient
safety

BCCG
aims

Outcome indicator

NHS Outcome Framework

Incidence of Clostridium difficile is at or below
maximum threshold of 85 cases in 2013-14

Domain 5: Treating and caring for
people in a safe environment and
protect them from avoidable harm
Domain 2: Enhancing quality of life
for people with long-term
conditions

Improve the diagnosis of dementia such that 56.5% of
people with dementia have been identified, increasing
to 65.3% in 2014/15
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Bedford Borough HWB

Central Bedfordshire HWB
Safeguarding and patient
safety

Independence in older
people

Improve outcomes for frail
older people
Safeguarding and patient
safety

2.4 The shape of things to come: the Bedfordshire health economy in 2020
The sum of the ambitions expressed in the previous sections helps us set out our vision for healthcare
provision within Bedfordshire that delivers improved outcomes within the budget available. Articulating that
vision helps us to scope commissioning projects, identify the resources needed and then prioritise to make
the transformation happen.
Preliminary thinking has been informed by sources including:






Work undertaken by the Healthier Together programme Clinical working groups and the Patient and
Public Group.
Consultations with our patients, public, clinicians and Local Authorities during service reviews that
include Mental Health, MSK, Cardiology and Dermatology.
JSNA
Work undertaken with the Shadow Health and Wellbeing Boards of Bedford Borough and Central
Bedfordshire Council
Work in our localities

Our Vision considers all aspects of health and social care in Bedfordshire. It is clear that traditional concepts
of secondary care, community care and mental health are no longer suitable to describe the integrated
system of care required in the 21st Century.
Integration of primary, community and secondary care, of physical and mental healthcare, and of health and
social care – is at the heart of our 2020 vision.
The figure below depicts the essence of the vision: the discrete silos of current healthcare provision are
replaced with a model more suited to the predominance of long term conditions experienced by our
population. In our model, the primary aim is to support patients to be self-caring and independent, with
much less reliance on specialist intervention.

Figure: Moving from silos of healthcare to integration
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Whilst this might seem a significant transformation, the direction of travel is already towards this model. The
table below describes some of the future consequences of our existing commissioning plans.
Table: Moving towards integration in 2020: the consequences of existing commissioning plans
Direction of travel in 2013-14
Consequence in 2020
We anticipate that general practices will work much
 The 2012-13 AQP procurement of MRI and nonmore closely together even amalgamate in order to
obstetric ultrasound in Bedfordshire means
provide a wider range of services These would
diagnostics will be provided within local
include diagnostic tests, therapies, talking therapies
communities rather than in hospital facilities
 The BCCG MSK outcomes-based contract includes and some procedures currently done in traditional
hospital outpatients.
within its specification a requirement to support
practices to safely undertake straightforward
procedures in their practices rather than refer to
specialists
 Counselling services are valued by our practice
members, and we have pledged to increase
access to psychological therapies
 Our robust contract management of acute
hospitals is identifying previously unchallenged
coding errors. The “super-practice” model of
general practice (with registered patient list sizes
of over 40,000) is already in operation in some
parts of England

 The numbers of people in Bedford Borough and
Central Bedfordshire identified and diagnosed
with dementia will increase significantly
 Evaluation of the sub-acute pilot in southern
Bedfordshire found notable improvements in
quality and outcomes, and high patient and staff
satisfaction with the service
 Each BCCG locality has established (or is
establishing) an operational provider forum to
bring together frontline staff from communitybased services with the aim of identifying
solutions to existing barriers in patient pathways
 Extra care facilities are becoming more common

in both Bedford Borough and Central
Bedfordshire

Greater use of technology, including instant
messaging and webcams, allowing for more rapid
interactions between generalists and specialists
reducing the need for patients to travel between
facilities

This will lead to increased proportions of salaried
GPs and a broader range of first-line professionals
(such as extended scope physiotherapists, specialist
nurses, social care, IAPT-trained counsellors)
We expect community-based services to integrate
with acute and primary care, resulting in fewer
independent ‘community trusts’.

Supported by community geriatricians and
psychogeriatricians, some GPs may act as community
physicians within integrated care teams.
Most rehabilitation takes place within a patient’s
own home, with specific bedded facilities and
specialist rehabilitation services providing additional
support to those with complex needs Locality-based
integrated health and social care teams that can
support “elderly care villages”
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 Current configuration of acute hospitals is
delivering less than optimal care and is not
financially sustainable.
 Our existing redesign projects such as the MSK ,
cardiology and dermatology are specifying
models of care that move
 Care out of hospital and as close to the patient as
safely possible.

Specialised services will be concentrated at “Hub”
sites where there is a sufficient caseload and clinical
mix to offer high quality safe care.
Consultants will spend more of their clinical time
treating the conditions in which they have
specialised that need the facilities available at an
acute hospital. They will support generalists to
deliver care that can be given out of Hospital. Mental
healthcare is a routine part of services available and
accessible alongside, and integrated with physical
healthcare.

During the next year we will continue to work with our members, public, stakeholders and partners to assess
the evidence and learning as we put into practice our transformational intentions.
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3.0 Activities to be delivered
Improving health outcomes for our population and delivering a balanced budget in 2013/14 requires the
identification of productivity and quality opportunities exceeding £15.7 million. The following sections set
out the projects and reviews that will be undertaken during 2013-14 to deliver improved quality of care for
Bedfordshire residents within the available resources. The details set out in this chapter build upon earlier
commissioning intentions published by BCCG at the end of 2012 and available here.

3.1 Improving quality in primary care
[To be further developed in liaison with LAT]
BCCG has a duty to improve care, experience and outcomes for local people. This includes Primary Care.
BCCG is built on our five localities where the local GP practices have been working together for many years.
Functions of a locality include:






Engagement and accountability to the local community.
Reflecting local experience back to the CCG as a whole
Supporting practices to develop and improve the range and quality of services they provide
Supporting practices to reduce the variation that exists between them locally and nationally
Supporting clinicians in commissioning from their local acute provider.

BCCG invests £1.6m in human resources to support localities.
We have predominantly high performing GP practices that are committed as providers and commissioners to
improving healthcare for their local community.
Our practices are relatively low referrers to hospital and have reduced variation in their prescribing to an
extent that, nationally, they are among the highest quality prescribers of antibiotics.
However variation in quality, access, productivity and outcomes between our practices is still too great. We
recognise that general practice is subject to its own demand and quality challenges coupled with recruitment
and retention problems.
In 2012/13 we developed a primary care investment scheme to allow practices money to develop stretch
quality targets over and above those paid for by the QOF scheme. Achieving these targets requires
investment in time and people and the money is paid for the outcome not the input. In support of our vision
‘to ensure, through innovative, responsive and effective clinical commissioning, that our population had
access to the best possible value healthcare delivered to the highest possible customer standards in the most
sustainable way,’ practices have developed a structured improvement methodology to help improve quality
and safety and make services more patient centred.
This framework has metrics including:
38









providing safe alternatives to some hospital outpatient appointments
reducing avoidable A&E attendances and emergency admissions
offering patients a choice of providers when referring; improving measurable patient experience
giving patients more controls of their care records
learning from incidents, near misses and safeguarding alerts
measuring patient harm in order to reduce it
improving patient experience through the deployment of the friends and family test

Strengthening this approach clinicians and practice managers have developed a new primary care quality
framework for 2013/14. Our vision depends upon primary care providers working differently in an integrated
system. We already have various schemes to look after residential homes differently in order to ensure the
residents are not inappropriately admitted to hospital.
However the degree of change in primary care provision that successful implementation of our vision
requires is challenging. Our practices and localities already hold each other to account for the quality of
services that they provide and will continue to support and help each other through the changes ahead.

3.2 Better value through effective contract management
Throughout 2012/13 Bedfordshire CCG has been successful in reducing variation in GP referrals; however
non-GP referrals continue to increase.
Effective contract management will ensure that BCCG buys better value healthcare for its population during
2013/14. This will be delivered through a combination of continual review and challenge of coding and
counting with its providers as well as driving improvements in patient care with initiatives such as reducing
variation between providers in excess bed days and eliminating unnecessary follow up outpatient
appointments. The CCG has established a revised consultant to consultant referral protocol and will audit
these referrals closely to ensure that providers are remunerated for only those that are necessary and within
the parameters of the protocol.
The table below sets out the planned opportunities identified in ensuring better value healthcare.
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Table: Planned contract standards for 2013/14
Contract performance standard

£’000

Correct coding of Day Case to Out-patient Procedures:


Minor Oral Surgery

497



Dermatology

563

Implications of revised Consultant to Consultant policy:


Reduction in FOP and subsequent FUOP of 3.5%

1,306

Excess Bed Days Improvement at L&D

269

Excess Bed Days Improvement at ENHT

103

Performance at Upper Decile First: Follow-up Ratios

1,800

Removal of historic 18 weeks investment from contracts:


Bedford Hospital

438



L&D

542

Total Productivity Opportunity

5,518
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3.3 Programme Delivery
Programmes

Net Opportunity Saving

Status

Urgent Care & Integrated Care

£1,410

(In implementation)

Leadership

Clinical & Patient Engagement

Dr Fran Ross, SRO
Nisha Patel, BCM
Patient Representative, Maureen Briggs & Bob Smith

Key Quality Indicators
Patient
- 85% of patients rate their overall
experience of urgent care
services as good or very good by
2015
- 82.4% of people with a stroke will
spend >90% of their care within a
stroke unit
- Improved patient experience for
acute inpatient care and A&E
services
- At least 85% of people are still at
home 91 days after discharge
from home
- 47% people able to end their lives
in their usual place of residence
- % of people returning to their
previous levels of mobility at 30
and 120 days

Workforce Changes
- Greater skill-mixing within A&E
departments, to include specific
general practice support
- Increased benchmarking of
clinicians locally and nationally on
thresholds for intervention
- Enhanced primary health care
teams based in GP practices with
social care staff and geriatricians
- Community nursing teams aligned
to GP practices
- New generically skilled (including
mental and physical care skills)
Care coordinator roles that support
people with complex needs, their
careers and families to navigate the
health and social care system
- Increased number of specialist
palliative care nurses. (Note:
national shortages of palliative care
nurses may influence the success
of this project)

•GP SRO accountable clinical lead
•Patient experience visits/questionnaires underpin service and pathway
reviews
•Patient deliberative event for development of Commissioning Intentions
critical to priority identification
•Locality structures used to debate proposed changes
Activity Changes
Finance
- 1%
reduction
in
A&E Establishing integrated £1,066m
attendances
care service
- Overall 1% reduction in non- Investment in End of
(£350k)
elective spells
Life Care
- 10% reduction in emergency
Reducing Zero LOS
£246
admissions
for
acute
admissions (contract
conditions that should not
management)
usually
require
hospital
Coding- OOH Review
£248
admission (adults)
(contract
management)
- 5% shift in A&E activity out of
hospital
Re-commissioning
£200k
- 3% shift in non-elective community matrons
activity out of hospital
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Performance
- At least 95% patients admitted,
transferred or discharged within 4
hours of arrival to A&E
- No patients will wait on a trolley in
A&E for more than 8 hrs;
Improved patient experience,
quality, finance and population
health outcomes as a result of
outcome based commissioning
- Incidence of Clostridium difficile
below threshold of 85 cases

-

Our Plans


Integrated Care
NHS Bedfordshire, practice based commissioning groups and Bedfordshire Clinical Commissioning Group have engaged and supported a number of
redesign projects in urgent care in previous years. The collective learning of these initiatives can be summarised as:
1. small scale projects do not deliver the scale of change now required to achieve financial sustainability
2. individual providers improving parts of the system does not guarantee demonstrable improvement across the system
3. there are at times unintended consequences of projects, and working in isolation does not foster an environment where this can be mitigated
As a result, in 2013/14 we aim to achieve:
1. provision of proactive rather than solely reactive care
2. development of 'people-' rather than 'organisation-' focussed care pathways
3. Improvement in experience and outcomes for patients and carers
4. the system coming together to deliver care pathways in a more integrated way
5. the whole system coping better with urgent need
6. support for providers to reduce capacity in acute facilities
This will require a different approach to commissioning healthcare locally. We would see the establishment of provider partnership groups, incentivised in
the right way, to collectively own the challenges we face and collectively own the solutions in a cost effective and clinically effective way. This innovative
and partnership model is driven by the following principles:
1. provide services that work together to help people stay well and supported in their own home
2. improve quality and patient experience and outcomes
3. care is evidence-based and safe
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4. the overall pathway us financially affordable and sustainable
This will require a shift away from hospital focussed, to community-focussed care.
Financially, providers will asked to come together to operate integrated care within indicative budgets and an ability to draw on transformational funds to
accelerate the required transformational change and improvement in patient pathways and patient outcomes.
In terms of the financial plan for 2013/14, we see relatively small financial reductions in acute spend this year. This reflects the fact that transformational
change takes time to be planned and implemented, and activity shifts are likely to ramp up in Q3 and Q4. The value of acute disinvestment in non-elective
care across Bedfordshire equates to £1.4m. We expect to re-invest circa £5m in transformational change in 2013/14 to support providers in delivering
integrated care.
The elements of the new integrated model of care include:

Developing the ‘Primary Care Health Team’
This includes a community geriatrician to support comprehensive older people’s assessment and advice for complex patients enhancing quality
of care, enabling older people to receive care where they reside and preventing unnecessary hospital admission.

Community Nursing
This will align community nursing teams to GP practices. This will be with the aim of providing holistic care, maximizing and maintaining
independence and working with GPs to provide effective case management of people at risk of hospital admission.

Navigation of health and Social Care
Test the efficacy of a Health and Social Care ‘Broker’ (Care Coordinator) to help patients/relatives/carers navigate the health and social care
system. This was tested in Torbay and was considered to be the single biggest impact role. It should begin to align disparate teams towards an
integrated model.

Sub-acute care facilities
Providing an alternative to an acute hospital admission and a facility for intensive rehabilitation prior to returning home, these facilities can also
operate as hubs for community geriatricians and other community-based specialist teams


Review of walk-in centre services
We will look holistically at the model of walk-in urgent care, including our expectations of Accident & Emergency departments and the part played by
other access points such as walk-in centres and general practice. In doing so, we will actively seek patient and public feedback through engagement
and consultation.



Out of Hours GP services
We will review these services in order to:
Examine the impact of opening hours of OOH on A&E visits.
Examine the impact of out of hours GP services being able to perform basic diagnostics e.g. ECG and blood tests, on A&E demand.
Explore the options for out of hours service provision where there are opportunities to improve patient experience
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Falls Prevention
Integrated Health & Social Care Falls Prevention Management Service – we will be undertaking a review during 2013/14 of all services currently catering
for people who have suffered a fall, and re-commissioning them in a more integrated way to achieve better value for money and better care, more
quickly and effectively.



Out of Hours Dressings
Review of the delivery of out of hours dressings services and commission services to meet the needs of localities. Taking steps ‘housebound’ as it is
seen as a block to getting good patient care in the community and is becoming less meaningful as more care moves into home settings in general.

[Milestones and timelines to be included in next version (end Feb]
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Programmes

Net Opportunity Saving

Maternity and Children

£160k

Leadership

Status

Clinical & Patient Engagement

SRO (TBA)
Lee Miller and Sharon Simpson, BCM
Patient Representative(s), (TBA)

•Recruitment of a GP SRO accountable lead in progress
• Engagement mechanisms to ensure Children, Young People and their families
and users of maternity services are involved in programme delivery are being
developed during 13/14

Key Quality Indicators

Workforce Changes

Activity Changes

Finance

Patient
-Improved patient experience in
Maternity services
-85% of patients rate their overall
experience of urgent care services as
good or very good by 2015
-Increased patient access to GP
services
- 100% of pregnant mothers with a
BMI of over 35 will be provided with
additional support around diet (Public
Health Initiative)
- 100% of pregnant mothers who are
smoking will be provided with support
to quit in pregnancy (Public Health
Initiative)

-

-

Re-provision of children’s
Urgent Care

Performance
- Best practice admission rates for
local maternity units
- Improved patient experience,
quality, finance and population
health outcomes as a result of
outcome based commissioning

-

-

-

Workforce development of GPs
and practice staff, to increase
knowledge and clinical skills
that enable more care to be
delivered by these primary care
teams
Greater skill-mixing within A&E
departments, to include specific
general practice support
Workforce development of other
professionals working with
children, young people and
families to increase knowledge
of services and pathways; for
example Children Centre Staff,
Nursery Staff, Teachers and
Social Care staff
Increased benchmarking of
clinicians locally and nationally
on thresholds for intervention

5% reduction in emergency
admissions for children with lower
respiratory tract infection
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£160k

Our Plans


Maternity Tariffs
We will prepare for new maternity tariffs to look at financial implications for local acute trust maternity services, and Examine in detail differences in
admission rates for local maternity units, developing plans to address any inconsistencies in line with best practice.



Multi-Agency Transition Tool
To ensure smooth transition from children to Adult services, an audit of current transition pathways will be undertaken with the purpose of testing the
effectiveness and implementation of the Multi Agency Transition Tool (MATT), which will be used across all agencies .



Looked After Children
We will continue to improve health service provision and outcomes for Looked After Children through implementation of the new service model in March
2013, with a service review planned for September 2013.



Children with Long Term Conditions
To work with local acute and community providers to develop local pathways to support an effective treatment for children and young people with long
term conditions, in particular Asthma, Epilepsy and Diabetes.



Paediatric urgent care services
Prompted by higher than expected emergency admissions for long term conditions in children and young people and changing evidence of best practice
in paediatric urgent care, we will look at the patterns of urgent care received by our children and young people and work in conjunction with the Healthier
Together programme to commission an up to date model of care.



Working in Partnership
We will work with both Central Bedfordshire and Bedford Borough Council on national programmes such as Troubled Families, Early
Intervention & Special Educational Needs and Disabilities projects (SEND) and in developing joint commissioning approaches that improve the health
and wellbeing of Children, Young people and their families,

[Milestones and timelines to be included in next version (end Feb]
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Programmes

Net Opportunity Saving

Status

Planned Care

£1.6m

In implementation

Leadership

Clinical & Patient Engagement

Dr Diane Gray, SRO
Diane Meddick, BCM
Patient Representative(s) Bob Smith

•Significant patient, public, carer, LINks and voluntary sector engagement across
all initiatives due to Go Live 2013/14
•Consultation exercises are planned and scrutinised by LA OSC and
Healthwatch

Key Quality Indicators
Patient
- 80% (up from 66%) of people
with a long-term condition feel
they have had enough support
from local services
- 100% of smokers who are
listed for elective surgery will be
provided with support to quit
smoking (Public Health
Initiative)
- 100% of people who are
overweight and listed for
elective surgery will be
provided support through
specialist weight loss
programmes (Public Health
Initiative)
- Increased patient satisfaction
with planned procedures as a
result in a reduction in
procedures of lower clinical
value
- Improved patient experience as
a result of access to closer to

Workforce Changes
- Development of existing
specialist workforce to work
differently i.e. within one stop
services and community hubs
- Increased multi-disciplinary
and multiagency working
- Increased use of AHP and
nurse-led and GPwSI-led
clinics within community
services (supported by hospital
consultants)
- Improved communication
between primary, community
and secondary care

Activity Changes
- Overall 3% reduction in
elective procedures
- Overall 6% reduction in First
Outpatient appointments
and 12% decrease in followup appointments
- 3% increase in outpatient
procedures
- 5% reduction in other
activity
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Finance
Musculoskeletal
Cardiology

£150k
£39k

Ophthalmology

£55k

Dermatology

£355k

Urology

£188k

Diabetes & COPD

£127k

Validation of High Cost Drugs

£410k

Acute brain injury / Neurology

£51k

Personal Health Budgets

£80k

Stroke – Investment in Early
Supported Discharge
Continuing healthcare
procurement

(£131k)
£325

home, convenient services
provided across a 7 day per
week period during evenings
and weekends
Performance
- Improved patient experience,
quality, finance and population
health outcomes as a result of
outcome based commissioning
- Zero incidence of MRSA
bacteraemia
- Personal health budgets for
adults and children/young
people with special educational
needs improving choice
- Zero cancer wait breaches
- Zero referral to treatment time
breaches

Our Plans
 Musculoskeletal Services
Based upon recommendations within the National Musculoskeletal (MSK) Service Framework, a local clinical network involving clinicians from all five
localities has developed an outcomes-based specification for a new proposed system of care across elective orthopedic, rheumatology, podiatry, chronic
pain and physiotherapy care. A procurement process will finish during 2013/14 and result in BCCG commissioning an integrated MSK system through
an outcome based incentivized prime contract. This prime contract and system approach will incentivize clinicians and providers to use their expertise to
design and lead integrated services based around the patient, delivering seamless, coordinated care across the MSK system. The new integrated MSK
system will improve the patient experience, delivering the best possible outcomes to patients within the resources available, whilst bringing care closer
to home using hospital facilities only when necessary.


Cardiology
A System redesign project is underway which will deliver a revised model of care focusing on prevention and providing more care with Consultants and
specialist staff supporting services in community-based settings, closer to home and reducing the need to visit hospital.
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Ophthalmology
A system redesign project is underway which will deliver greater community provision and closer working amongst primary care practitioners. A joint
commissioning model with local authority partnership is being adopted and this initiative is part of a national UK Vision project which is working with only
three CCGs within the UK to implement the national Vision Strategy.



Dermatology
A series of engagement events and steering group work, including patient representatives, hospital and community clinicians, local GPs, public health
and commissioning staff have developed a new integrated model of care that will shift a significant proportion of dermatology services out of hospital into
closer to home in community based settings. During 2013/14, this new model of delivery will be implemented, aimed at improving patient experience,
patient determined population health & wellbeing outcomes, increased quality, improved value for money and a reduction in health inequalities.



Gynaecology
Initially steered by a local pilot to provide consultant led gynaecology outpatient appointments in a community, this project will be evaluated to determine
if a CCG wide model of care will provide high quality care, closer to home, improving patient experience and value for money.



Neurological disorders
Opportunities are being explored to develop a multidisciplinary approach to the treatment and management of pre and post neurological disorders. Up
until now, these have been considered individually as separate neurological conditions, including Epilepsy, Chronic Fatigue syndrome (CFS/ME),
Multiple Sclerosis (MS) and Acquired Brain Injury (ABI).



Stroke
A national review of the whole Stroke pathway is underway, existing national performance indicators demonstrate there is a need to significantly improve
aspects of service provision and will locally form part of the ‘Healthier Together’ programme for clinical service change. The findings of this review will be
considered in terms of local need and commissioning requirements for increasing independence following stroke.



Cancer Pathways
Cancer specific service specifications are being developed to support future pathway commissioning. These will include expectation for full
implementation of enhanced recovery pathways, reduction in cancer follow up where clinically appropriate and delivery of care closer to home.



Personal Health Budgets (PHBs)
Work is underway in preparation to implement PHBs from April 2014 within health and social care systems.

[Milestones and timelines to be included in next version (end Feb
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Programme
Mental Health & Learning Disability

Net Opportunity Saving
0k

Status
In scoping

Leadership

Clinical & Patient Engagement

Dr Judy Baxter, SRO
Michelle Bradley, BCM
Mental Health & Learning Disability service user and carer
Representative(s),

•GP SRO accountable clinical lead
•Local Mental Health Strategy developed in partnership with patients, service users,
carers, public and voluntary organisations
•Partnership Boards (Mental Health Forum, Learning Disabilities, Autism) represented
by service users and carer representatives

Key Quality Indicators
Patient
- increased incidence of employment
levels in people with mental illness
- Improved outcomes for people with
dementia as a result of earlier
diagnosis
- Improved patient experience due to
increased access and
responsiveness of 7 day per week
services
Performance
- 10% of the proportion of people
who have depression +/or anxiety
disorders will receive psychological
therapies
- 7 day per week services within
community mental health teams
- Improve diagnosis of dementia
such that 56.5% people with
dementia have been identified

Activity Changes
- Increased activity within
IAPT services (increase the
number of people accessing
IAPT to 6.3%)
- Increased activity within
services that diagnose
dementia (to diagnose 56.5
% of people with dementia)

Workforce Changes
- Increased number of IAPTaccredited workforce
(Note: local shortages of
IAPT workforce,
competition from other
NHS organisations and
sufficiency of training
places may influence the
success of this project)
- New generically skilled
(including mental and
physical care skills) Care
coordinator roles that
support people with
complex needs, their
carers and families to
navigate the health and
social care system
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Finance
Improved Access to
Psychological Services
Reduction in existing MH
spend
Autism
Mental Health Stepped
Care Model 1-3
Mental Health Stepped
Care Model 4-5
Mental Health
Rehabilitation Service
Dementia – early
diagnosis and intervention
Specialist Learning
Disability Review

660K

Our Plans
 Community Mental Health Teams
We will explore a model of care where Community teams operate seven days a week and provide a service to all ages (from 18 years old) There will be a
specialist CMHT that will deliver services to people suffering with an organic disorder e.g. Dementia. There will be increased support for people with physical
conditions that impact on their mental wellbeing.


Primary Care Mental Health Services (Step 1-3)
Primary care mental health services will deliver an increased range of interventions and support. There will be an increase in the availability of psychological
therapies and this will be equally accessible for hard to reach groups. There will be increased support for people with physical conditions that impact on their
mental wellbeing.



Liaison Psychiatry
Work with acute hospitals, local authorities and other stakeholders to develop a a system wide model for liaison psychiatry which will include all aspects of
Mental Health provision including dementia, learning disability liaison and general support to acute hospitals.



Dementia
Increase the support to early assessment and diagnosis for dementia to ensure the best possible outcomes for treatment, thereby ensuring people with dementia
maintain their independence as long as possible and that there is adequate support in place for carers.

[Milestones and timelines to be included in next version (end Feb]
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Programmes

Net Opportunity Saving

Status

Quality and Productivity of Primary Care

£6.97m

In implementation

Leadership

Clinical & Patient Engagement

Dr Paul Hassan (acting SRO)
BCM Group: Tumsilla Sethi, Nikki Banister, David White, Alexia
Stenning, Karen Fletcher, Andy Cooke (medicines management lead)
Patient Groups Representative(s)
Key Quality Indicators
Workforce Changes

•GP SRO accountable acting clinical lead
• Locality Patient and Public Experience Groups and Patient Reference Groups
•‘Yellow Card’ scheme provides patient feedback on experience of choice and care

Patient
- Improving patient experience
of general practice services
by 5% from a 2013/14
Quarter 1 baseline using the
Friends and Family test
- Increased Patient access to
GP services
- Improved patient quality,
health and safety outcomes
Performance
- Reduction in the use of
antipsychotic drugs
- Evidence based prescribing
for respiratory conditions,
erectile dysfunction and drugs
such as insulin, opioids and
antidepressants
- 100% of GP practices will use
evidence-based tools to
support decision making for
referrals e.g. Map of
medicine, shared decision
making aids, GPRef

-Improve how we help people
with urgent care needs through
closer working with local
community teams, communitybased facilities and out of hours
GP services.
-Support patients to get the
best from their medicines’
(medicines optimisation)
through and greater
engagement with patients and
by working more effectively
across health and social care
settings
- Increased collaboration with
opticians, pharmacists and
dentists to ensure clinically
appropriate referral pathways
- Workforce development of
GPs and practice staff, to
increase knowledge and clinical
skills that enable more care to
be delivered by these primary
care teams

Activity Changes
-

3.5 % reduction in first and follow up
outpatient appointments due to a
GP referral
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Finance
Medicine Management

£2.65m

Reduction in unwarranted
variation in referral rates
from primary care

£4.32m

Our Plans


Reducing unwarranted variation in referral rates between member practices
The variation between GPs when making referrals into secondary care has been under significant review and a number of initiatives to support GPs in
decision making implemented. The launch of benchmarked, standardized information, peer review of referrals, clinical education and training programmes,
a referral information web site (Graf), the development of GP checklists for procedures of lower clinical value, and the implementation of Practice
Development Manage roles within localities have all supported GPs to ensure referral pathways are evidenced-based and clinically appropriate, with
optimum high quality care being provided within a primary care setting. This has resulted in improvements in the quality of care provided within primary
care and an overall reduction in the numbers of referrals being made by GPs to specialist services.



Medicines Management
The focus for medicines management in 2013/14 will change to include ‘Helping patients to get the best from their medicines’ (medicines optimisation).
This will be achieved through greater engagement with patients and by working more effectively across health and social care settings.
We know that:

Provision of medicines is the most frequent healthcare intervention within the NHS.

Between 5% and 17% of unplanned hospital admissions in the UK are due to medication issues.

Most long term conditions are managed using medicines and yet full adherence to these medications is only about 60%.

Across England £300m is wasted each year on unused medicines (half of which is avoidable), however at least £500m a year is wasted through not
getting the expected benefits of medicines due to patients not taking medicines properly.
The work plan for 2013-14 will consist of a number of individual projects which will have commonality and overlap within an overall medicines optimisation
st
plan. Projects which will be underway by 1 April 2013 include:
1. A new programme to improve communication of medicines between acute trusts, community in-patient units, GP practices and community
pharmacies so as to ensure that information is accurate and timely and that community pharmacy skills are utilized more fully, in particular NHS
Medicines Usage Reviews (MURs) and the New Medicines Service (NMS).
2. A new programme across health and social care to improve medicines support given to patients with dementia and their careers.
3. As part of our expansion of support for care homes we will implement a project working with care homes staff to support improved use of inhalers and
eye preparations within care homes
4. Development and accreditation of Healthy Living Pharmacies (HLPs) promoting self-care and improved access and choice of care through our
community pharmacy network.
5. Development of a range of resources available for patients and carers to support improved adherence with prescribed medication for long term
conditions such as diabetes and asthma.
6. A follow up to our 2011 medicines waste campaign to further reduce the amount of medicines wasted each year in Bedfordshire
In addition, we will continue to optimize value and safety through appropriate prescribing of medication including:
1. Increase the proportion of prescribing as generic medication where clinically appropriate.
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2.
3.
4.
5.
6.

Use of human insulin in preference to analogue insulin for patients with type 2 diabetes mellitus.
Reduce the use of high dose inhaled corticosteroids in asthma and COPD where clinically appropriate.
Reduce the amount of benzodiazepines prescribed for more than 28 days
Further reduce the amount of prescribing of non-steroidal anti-inflammatory drugs (NSAIDs) associated with higher cardiovascular risk.
Further reduce prescribing of antibiotics for viral or self-limiting infections so that resistance levels are minimized.

The medicines management team within Bedfordshire CCG will lead these projects through both direct support and facilitation. However medicines
optimisation isn’t a pharmacy-only issue, but will involve collaboration across all health and social care along with patients and public.
Locality focus:


Chiltern Vale
- Will continue to improve data analysis of referral and hospital admission patterns using MedeAnalytics
- Will continue to ensure referral pathways are evidenced-based and clinically appropriate and also ensure that the care that occurs in hospital
is clinically appropriate to an acute hospital setting.
- Will work with programme boards in the local implementation of new services and care pathways for people with musculoskeletal,
ophthalmology, gynaecology, mental health, eating disorders and dementia care and intervention needs.

 West Mid Bedfordshire
- Will continue to improve how we help people with urgent care needs through closer working with local community teams, community-based
facilities and out of hours GP services.
- Will work with programme boards in the local implementation of new services and care pathways for people with ophthalmology, dermatology
and cardiology care and intervention needs
- Will take forward a program of work around improving early help and support for people with mental health problems.
 Bedford
-

Will ensure that local clinical care pathways for minor surgery lead appropriately into dermatology services
Will work with programme boards in the local implementation of new services and care pathways for people with cardiology, mental health and
cancer care and intervention needs.
Will commence multidisciplinary staff team (e.g. district nurse, practice nurse social worker and GP) meetings within GP practices to improve
the coordination of care for patients with complex needs, and support the outcomes of the community beds review.

 Leighton Buzzard
- Will focus on patient, public and carer engagement
- Will ensure that urgent care pathways are effective for local people by monitoring A&E attendances and emergency hospital admissions
- Will improve the quality of primary care by reviewing any variations in care delivery
- Will improve liaison with local care homes and out of hours care providers to enhance the quality of care.
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 Ivey Valley
- Will focus upon patient, public and carer engagement initiatives to ensure services provided meet patients’ needs and realistic expectations
- Will work with programme boards in the local implementation of new services and care pathways for people with ophthalmology, and mental health
- Will work with programme boards in community beds care management and in designing the services to be provided Biggleswade community
hospital

[Milestones and timelines to be included in next version (end Feb]
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Programmes

Net Opportunity Saving

Status

Contract Management

£5, 518m

In implementation

Leadership

Clinical & Patient Engagement

James Corrigan, SRO
BCM

•GP Clinical Directors lead development of Consultant to Consultant policies

Key Quality Indicators
Patient
-

Improved patient experience due
to reduced need to attend
hospital appointments and
reduced length of hospital stay

Performance
-

Best practice coding and
contracting agreements that
improve monitoring of patient
experiences/pathways and
increase quality outcomes and
contractual value for money

Workforce Changes
- Consultant to Consultant
Policies to be embedded
within clinical practice

Activity Changes
Improved accurate coding of Day Case
to Out-patient Procedures

Reduced FOP and subsequent FUOP
of 3.5%
Remove historic 18 weeks investment
from contracts
Review and agree with providers on
Consultant to Consultant policy

-Reduced unwarranted variation
in consultants to consultant
referrals
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Finance
Correct coding day case to
outpatients Dermatology
Correct coding day case to
outpatients Minor Oral
Surgery
Implications of revised
consultant to consultant
policy (reduction in 3.5% FOP
and FUOP)
Excess Bed Days
Improvement at L&D
Excess Bed Days
Improvement at ENHT
Performance at Upper Decile
First: Follow-up Ratios
Removal historic 18 week
investment BHT
Removal historic 18 week
investment L&D

£563
£497
£1,306

£269
£103
£1,800
£438
£542

Our Plans




Include best practice coding and contract agreements within contracts
Robustly monitor and manage agreed contract clauses, utilising contractual levers to maintain performance
Carryout an audit of all existing contracts detailing their value, duration and responsible contract manager

[Milestones and timelines to be included in next version (end Feb]

[Red Italic; existing public health related indicators/initiatives; inclusion in final plan to be determined ]
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3.6 Financial projections for 2014-15 and 2015-16
[Currently a higher level draft. To be confirmed within final plan)]

Programme
Planned Care

Integrated & Urgent
Care
Mental Health
Children & Maternity
Quality & Productivity
Other

Net Opportunity Savings
MSK
Cardiology
Ophthalmology
Dermatology
Urology
Diabetes &COPD
Validation
Neurology
PHB
Integrated Care

£'000
£'000
2014/15 2015/16
1965
1965
2301
2301
761
477
826
826
942
942
477
761
175
175
240
240
80
80
353
318
scoping scoping
scoping scoping
844
844
520
520
scoping scoping
9200
9733

GP Variation
Prescribing
Added Value (Contracts)

sub total
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4.0 Resource implications
4.1 Finance
4.1.1 Meeting the financial challenge: BCCG
Table: Bedfordshire CCG Workstream/project financial implications against identified financial challenge
£'000

Workstream
Planned Care

Sub-Total - Planned Care
Integrated and Urgent Care

Sub-Total - Integrated and Urgent Care
Mental Health
Sub-Total - Mental Health
Children’s & Maternity
Sub-Total - Childrens & Maternity
Quality & Productivity of Primary Care
a) Medicines Management

Initiative
MSK
Cardiology
Ophthalmology
Dermatology
Urology
Diabetes and COPD
Validation of high cost drugs and procedures of low clinical value
Neuro/ABI Rehab/CFS
Personal Health Budgets
Stroke - Early Supported Discharge
Continuing healthcare procurement
Coding - BEDOC activity at A&E
Reducing zero LOS admissions
Integrated care programme - reduction in ACS conditions
Continuation of PEPS (EOLC)
Community matrons
Improving Access to Psychological Services
Reduction in existing MH spend
5% reduction in current spend

Insulin move (analogue to human)
Respiratory Prescribing
Erectile Dysfunction Prescribing
Opioid Analgesics
Branded Antidepressants
Mental Health branded to generic prescribing
Other branded to generic switches
Further savings target
Reducing GP variation - FOP and FUP impact 3.5%
b) Reducing unwarranted variation
Reducing GP variation - DC and Elective impact
Sub-Total - Quality & Productivity of Primary Care
Better Value Through Effective Contract
management

Day Case to OP Procedures:
Minor Oral Surgery
Dermatology
Consultant to Consultant Target:
Reduction in FOP and subsequent FUOP of 3.5%
Excess Bed Days Improvement at L&D
Excess Bed Days Improvement at ENHT
Upper Decile F:FUP Ratios
Removal of historic 18 weeks investment from contracts

Sub-Total - Better Value Through Effective Contract management
Total Savings Opportunities
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Savings

Net (Saving)/
Investment

Investment

(300)
(1,404)
(273)
(826)
(942)
(127)
(430)
(240)
(80)
(130)
(325)
(5,077)
(248)
(246)
(1,066)
0
(200)
(1,760)
0
(660)
(660)
(160)
(160)
0
(150)
(250)
(200)
(140)
(60)
(50)
(80)
(1,720)
(1,306)
(3,019)
(6,975)

150
1,365
218
471
754
0
20
189
0
261

0
0
0
0
0
0
0
0
0
0
0

(150)
(39)
(55)
(355)
(188)
(127)
(410)
(51)
(80)
131
(325)
(1,649)
(248)
(246)
(1,066)
350
(200)
(1,410)
660
(660)
0
(160)
(160)
0
(150)
(250)
(200)
(140)
(60)
(50)
(80)
(1,720)
(1,306)
(3,019)
(6,975)

(497)
(563)

0
0

(497)
(563)

(1,306)
(269)
(103)
(1,800)
(438)
(542)
(5,518)
(20,150)

0
0
0
0
0
0
0
4,438

(1,306)
(269)
(103)
(1,800)
(438)
(542)
(5,518)
(15,712)

3,428
0
0
0
350
0
350
660
0
660
0
0

4.1.2 Meeting the financial challenge: Quality Impact Assurance of Provider Cost Improvement Plans (CIPs)
In order to gain assurance of quality and safety, BCCG will look to see that providers have focused on the
impact on quality of their identified CIPs and that a quality impact assessment has been completed and
approved by the provider’s board.
CIPs are subject to change and need to be dynamic documents since revisions in policy or circumstances
require adjustments to the CIP during the year. BCCG recognises that each Provider Trust Board can best
determine how to deploy its resources within a CIP and we must not lose sight of the fact that ultimately the
board is responsible for preparing a plan that is deliverable and not detrimental to the quality of patient
care. The following summarises key principles and requirements in relation to all provider CIPs (as identified
in the ‘HOW TO’ Quality Impact Assess provider Cost Improvement plans, National Quality Board June 2012).
BCCG will ensure that the following principles and actions are included in all provider CIPs once they are
presented. The principles within the ‘Star chamber’ approach will be adopted as part of the quality review
and Integrated Performance meetings. This meeting is attended by the Director of Quality and Nursing, a
Clinical Director from the BCCG, the Finance Director and the Nurse Director and Medical Director from the
Provider Trusts. This will enable routine monitoring through the review of integrated performance and
patient safety and experience data. This process undertakes detailed review of safety an experience metrics
which will enable an early warning system and enable appropriate interventions.
Stages to give assurance:
Identify potential CIPs
 The majority of CIPS should be based on changes to current processes rather than ‘top slicing’
current budgets.
 CIPS should be expected to have a neutral or positive impact on quality as well as reducing costs.
 CIPS should not bring quality below essential standards as a minimum.
Assess potential impact on quality and cost
 CIPS should be categorised by potential impact on quality
 CIPS with significant impact on quality should be subject to an assessment of their impact on quality
covering safety, clinical outcomes and patient experience which could include: analysis of current
processes, KPI benchmarking , historical evidence
Approve plans
 Clinicians understand and accept CIPs and approved plans have appropriate clinical ownership e.g.
clinical director
 Board assurance is required that CIPS have been assessed for quality
 There must be an appropriate mechanism in place for capturing front line staff concerns.
Assess actual impact on quality
 All CIPS should be subject to on-going assessment of their impact on quality following roll out:
 To include key measures of quality covering safety, clinical outcomes and patient experience.
 On-going monitoring process as measures implemented
 Action to be taken as necessary to mitigate any negative impact on quality.
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By applying this process and applying a Star Chamber approach a robust systematic and inclusive assurance
process of the impact of provider CIPs will be achieved.

4.2 Activity
As set out in section 3 above, the suite of programmes and projects to be implemented in 2013/14 will result
in expected changes to activity levels in our acute providers. The early estimates of those activity shifts are
set out in the table below. Further details by provider are available in Appendix 4.
Table: High-level analysis of activity changes in 2013/14 (compared with 2012/13 planned) on acute sector
providers
Acute Activity Impact (Before Growth)

Elective

NonElective

108,932

57,955

Activity Reduction
% Activity Reduction

(1,200)
-1%

Activity Shift (Out of Hospital)
% Activity Shift (Out of
Hospital)

A&E
Baseline

FOP

FUOP

OP Proc

Other

48,403

138,758

325,000

56,889

53,802

(1,869)
-3%

(260)
-1%

(7,847)
-6%

(38,837)
-12%

1,869
3%

(2,639)
-5%

(5,000)

(4,848)

(1,505)

(8,313)

(12,932)

(1,333)

0

-5%

-8%

-3%

-6%

-4%

-2%

0%

4.3 Workforce
[Section to be updated once provider CIPs have been assessed and approved, and in conjunction with
Workforce Partnership colleagues]
This section is based upon the latest Workforce submissions received from providers by the Workforce
Partnership (WP). There has been comparison to the plans submitted in September which were signed off by
the Medical, Nursing and Finance Directors.
A partnership approach involving the WP delivery team and providers has been used to develop the
workforce implications. This approach has involved reviewing progress of the workforce plans submitted in
September and current workforce risks alongside discussions with senior provider representatives and
commissioners.
This work will continue across all the workstreams and as the discussions with the providers and
commissioners evolve we will consider how the shape of the workforce needs to change based on what
different and improved health outcomes we want to be delivered aligned to commissioning intentions. A
comprehensive training and development plan can then be implemented in line with the needs of the
service we commission.
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The discussions to date have allowed us to look at the implications of reducing acute activity both planned
and unplanned and shifting activity and management of for example chronic disease, from the acute sector
to primary care and community sector and the impact this will have on the whole workforce across the local
health and social care economy.
The basis for this has been to look at the safety and quality assurance framework in the context of the
workforce in the right place, right number, right skills and right quality to deliver safe, high quality care. We
have looked at where the gaps are both in numbers and skills set, what we already know about workforce
risks e.g. age profile, shortages and how they might be filled and what are the education and training needs.
The WP met with provider workforce planners and issues such as workforce hotspots and impact on service
delivery were discussed. By adopting this strategic approach we have ensured a whole system review of
workforce plan forecasts, rationale of planned changes and assurance of quality
In developing the workforce implications we have also looked at sickness absence, skill mix changes,
productivity and agency costs and more detailed analysis is included in the provider narratives.
Using this approach the WP has provided an aggregation of workforce risks and identified opportunities for
example to develop new roles such as generic workers and new ways of working across all the workstreams.
This information together with training and development needs and commission activity allows us to
maximise economies of scale for the best value for money and quality.

4.3.1 Bedfordshire System Workforce Movement
For the Bedfordshire system the figures show an overall decrease in staff in post and an increase in pay-bill
due to staffing costs increasing in line with annual increments.
There are a number of initiatives in admission avoidance and reduced length of stay strategies along with a
focus on staff well-being, sickness and New Ways of Working.
These initiatives have the potential to impact further on acute activity and we expect to have continued
constructive dialogue with all providers as part of the review of workforce plans and appropriate challenges
made
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4.3.2 Bedfordshire Community and Mental Health Services
The workforce plan for Bedfordshire Community and Bedfordshire Mental Health services have been
combined in the submission from SEPT. The plan shows little change over the whole workforce but this is
net result of changes to different workforce groups. These changes include a growth in nursing, a reduction
in clinical support and small reduction in infrastructure support. The medical and scientific workforce, are
predicted to remain constant.
The staff pay-bill is expected to increase due to incremental drift; however, this has been kept to a minimum
through maximising opportunities in skill mixing.
Seven projects have been identified to deliver improved productivity and efficiencies. These include a
reduction in staff cover costs, sickness / absence management, skill mix reviews, mobile working and LEAN
reviews to improve productivity. There will also be some re-structuring within the leadership teams in some
areas of the Trust.
4.3.3 Bedford Hospital NHS Trust
The plans show a predicted reduction in staff in post over the five years. This reduction is applied broadly
across all workforce groups with the largest change occurring in the administrative staff group.
The use of temporary staffing sourced from agencies is already comparably low and is predicted to remain at
the same level, however the trusts has identified opportunities to reduce the use of internal bank staff,
whilst still maintaining a flexible workforce to support service change and unexpected activity peaks.
Despite these planned changes to the workforce staff in post, the trust predicts a slight increase in staff paybill due largely to the incremental drift caused by annual salary increases.
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These changes are predicated around key services identified by the Clinical Effectiveness and Business Unit
which has identified efficiencies in six key areas identifying approximately £5.4m in savings. It also includes
18 tactical opportunities to a value of approximately £1.5m.
In other areas, the Trust is considering the following:
1. The development of a Children’s Emergency Unit (CEU) and Children’s Assessment Unit (CAU) in the
A&E department to improve care standards and emergency access to paediatric-trained nurses and
paediatricians for local children (see section 4 for further detail).
2. Changing how space in the main outpatients is used to improve the environment for patients and
provide space for the development of the CED/CAU. Cardiology Catheter Lab/PCI - Cardiology PCI
expansion.
3. Development of new integrated community services run by the hospital to prevent avoidable
readmissions.
4. Business cases and proposals for quality improvements are currently in developments in, 7 day
working, Oncology, Paediatrics and Diabetes,

4.3.4 Luton and Dunstable Hospital NHS Foundation Trust
The plans show a predicted reduction in staff in post over the five years. This reduction is applied broadly
across all workforce groups with the largest change occurring in the administrative staff group.
The use of temporary staffing sourced from external agencies will reduce but the trust predicts a slight
increase in the use of internal bank staff. This will provide a flexible workforce to address unexpected peaks
in activity and support service transition projects.
Despite these planned changes to staff in post, the trust predicts a slight increase in staff pay-bill due largely
to the incremental drift caused by annual salary increases.
These changes to the workforce are predicated around key services changes which are aiming to improve
productivity – Outpatient Transformation, Hospital Redevelopment, Theatre Productivity, Medical
Workforce Productivity, E-Rostering and reducing medical agency spend.
It is anticipated that outcomes from acute services reviews will have a further impact on the workforce,
however, is not known at this stage.
A key project in the Workforce work stream of the Trust Transformation programme is the Health and
Wellbeing project. This project is undertaking an end to end review of the process for managing sickness
absence. The key aims of the project are to shift the focus from managing sickness absence to managing
health related capability. This is an important project as improving health and wellbeing increases staff
productivity through better morale and improved communication between teams.
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4.3.5 Workforce shortages
In some key areas, providers have flagged potential shortages in the availability of specialist staff that may
impact on their ability to successfully provide the models of care we might wish to commission. The key
areas identified so far include:




IAPT-trained therapists
Speech and Language therapists
End of life specialist nurses

To mitigate the risks to our commissioning plans in these areas, we will be working with providers to support
recruitment and retention policies, and helping to promote Bedfordshire’s healthcare system in general as a
dynamic and positive place to work.

4.4 Capacity
[To be completed once provider plan and CIPs received and assessed]
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5.0 Delivery and assurance
5.1 Monitoring quality of care
5.1.1 The Patient Safety & Quality Committee
BCCG has established a Patient Safety and Quality Committee (PSQC) as a sub-Committee of the BCCG
Governing Body. The Committee will provide the BCCG Governing Body with assurance that appropriate
processes are in place to demonstrate effective delivery of the organisation’s priorities and objectives in the
context of patient safety, clinical effectiveness and patient experience.
The Committee will:















Agree and ensure that KPIs relating to patient safety and clinical quality are included in all provider
contracts (e.g. acute, community, mental Health, OOH and 111) and monitored continuously via
provider quality review meetings and site visits so any early warnings regarding possible
deteriorating services is identified and acted upon.
Review and analyse all quality data and information about providers to ensure recognition of early
warning signs e.g. Integrated Performance and Quality Dashboards, Quality profiles and other
data/intelligence about providers.
Review and consider relevant published reports or data in relation commissioned providers e.g.
NRLS, CQC, NHSLA and agree corrective action and reporting for any concerns identified.
Review all information and data including Serious Incidents, Never Events, complaints trends and
Serious Case Reviews, ensuring that corrective and preventative action is taken and that lessons
learned are widely disseminated
Ensure providers have processes in place to report incidents to the NRLS, CQC and Monitor in a
timely manner. Identify and report incidents to the NRLS in relation to Primary care and Independent
contractors.
Identify areas of potential risk for inclusion in the CCG Risk Register and Board Assurance Framework
and ensure that action is taken to mitigate or eliminate such Risks
Review Safety Alerts and consider implications to commissioned services and ensure providers
implement actions within timeframes
Ensure that Commissioning, Quality and Innovation (CQUIN) proposals are appropriate, challenging
and lead to significant improvement in quality of services.
Ensure, via reports from the Patient Experience, that priority is given to improving the patient
experience in line with local, regional and national priorities and measurements.
Will ensure that patient experience and engagement intelligence is reported and utilised to inform
and influence the design of services.

Quality risks will be managed in line with BCCG’s Risk Management Framework. BCCG, with support from the
Commissioning Support Unit (CSU), will deliver the development, negotiation and monitoring of quality
outcome measures within annual contracts with providers. This will include engagement with the BCCG and
the providers across the health economy together with the agreement of all associate commissioners for
local contracts. Building on work to date as appropriate, BCCG has defined and agreed a Quality Framework
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based on the vision for systematic improvement of quality of care as set out in High Quality Care for All (Lord
Darzi), the NHS Outcomes Framework and the Quality element of the previous SHA’s Compliance
Framework, utilising accredited evidence, for example NICE Quality Standards and Royal Colleges guidance.
The structures are designed to produce maximum efficiency, through operating clear and effective
communication systems, limiting duplication of effort and being explicit about accountability and reporting
arrangements.
BCCG recognises that it cannot deliver on this vision without the collaboration of their membership and
partners: Providers, Local Authority, patients, voluntary and community sectors. We also recognise that we
must work with colleagues in the NHS Commissioning Board Local Area Team and Clinical Commissioning
Group Network in order to agree how we commission a number of services which require us to work
collectively e.g. ambulance services.
5.1.2 Mid Staffordshire Public Enquiry
Robert Francis QC has now published his final report from the Mid Staffordshire NHS Foundation Trust Public
Inquiry, the findings and recommendations will have a bearing on the approach described in this plan. There
is an acknowledgement that the final recommendations from the Inquiry may necessitate a revision of the
governance following publication of the Francis Report. This report will be reviewed in detail at the Patient
Safety and Quality Committee and will be reported to the Governing Body with recommendations for action.
Bedfordshire Clinical Commissioning Group has noted the recommendation within the report that GP’s will
need to undertake a monitoring role of behalf of their patients in relation to acute care and other services.
There is recognition that “the GP role does not end with the referral”. We already have good examples of GP
involvement of monitoring the pathways in relation to Stroke pathways in both main Acute Trusts, this
principle will continue.

5.2 Implementation and Delivery
Each organisation within our health system has taken responsibility to embed our transformation and QIPP
processes within on-going operational activity and operational planning, and are developing their own
programme and project leadership capabilities. To ensure system-wide clarity and alignment we are also
embedding transformation and QIPP goals into contract negotiations, contracts, contract management and
commissioner/provider relationships.
5.2.1 Programme Governance and Delivery
In order for any plan to be successful and deliver it requires a solid framework within which to work. The
local system utilizes a framework based on sound, internationally recognised methodologies. The schemes
for change are grouped into Programmes each of which is governed by a clinical Senior Responsible Owner
(SRO). This methodology ensures that work is both clinically led and assured, and that clinical, ethical and
financial commitments can be owned accountably and effectively within the Group. The grassroots delivery
of change is managed by teams of service redesign managers and project managers; specialist support
within these projects is provided by our commissioning support service.
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Our programmes are split into six discrete boards, all with an SRO and project management personnel
undertaking commissioning activities. These boards are as depicted below.

The duty of the SRO and Board is to hold the programme to account, ensure that the patient remains at the
centre of everything that we do, and deliver the improvements to healthcare we are accountable for within
the resource limits we are required to work within.
The Programme Board is chaired by a senior clinical member of the CCG and reports as a sub-committee to
the Governing Body, which also acts as the escalation point for risks which require response at the strategic
perspective. SROs are required to report on progress and performance in their delegated area; project
delivery which is devolved to localities (i.e. reducing variation in referral rates) is also discussed, and
performance assessed and directed.
Delivery is monitored primarily in two ways: first, we review the progress of projects within a defined
framework which ensures that commissioning is undertaken lawfully and in a way which puts the patient
first; for example, it does not allow a project to move to business case before appropriate patient
engagement has taken place, a series of delivery “milestones” are mandated to each project and each board,
and progress is measured each month by a central Programme Management Office (PMO). This
methodology is a successful means of comparing very different projects in a consistent way, and to maintain
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the pace and level of delivery. The process cycle is depicted in the following flowchart (with accompanying
documents and deliverables)

The cycle broadly follows the flow of

Evidence

Consultation

Design

Implementation

Review

This ensures that projects are properly scoped and consulted on (in a meaningful, effective manner) and that
our precious resources are properly spent. It also means that the CCG can be clear that it has met its
statutory and ethical obligations at every step of the process. It also provides a framework into which ideas
for new and revised services from providers can be fed into the system.
The consultation section of the flow also serves to ensure that the proper governance of the Overview and
Scrutiny Committees (OSCs) is properly accounted for; this is an essential way of assuring the plans of the
local health economy meet the needs of our populations and that appropriate challenge and query can be
applied by those outside of the Health Service.
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However, simply reviewing progress within projects does not ensure that the efforts of the Group are
properly targeted, and in addition to project progress tracking the PMO also monitors current performance
and demand for services within the County, providing information on trends and needs of our patients, to
ensure that our plans match the changing landscape. These trackers are discussed by the Programme
boards on a regular (monthly) basis, with an emphasis on management by exception.
The SRO for each board chairs a group including commissioners, providers, partners (from local authorities
and third sector organisations) and patient representative groups; they hold project managers to account
and help to develop plans for further project delivery. On a monthly basis, the SROs of each board meet
together with senior representatives from the health economy to review progress and to share and respond
to emerging risks and issues.
As a group, and as a wider health economy, we also provide tracking information to the NHS Commissioning
Board and Department of Health against the requirements of the NHS Constitution and the guidance
contained within the publication “Everyone Counts: Planning for patients 2013/14”.
The duty of the CCG for 2013-14 is to assure the local population that we are delivering what we promised at
pace, and within budget – the principles and processes which have been put in place give us the best chance
of delivering this key plank of assurance.
5.2.2 Contract Mobilisation and Monitoring
Contracts with new providers may be negotiated and agreed using expert procurement support, either from
the local Commissioning Support Service or from NHS Elect. New contracts with existing providers are
negotiated and agreed by senior BCCG managers and the lead CCG clinician for that area (often one of the
clinical directors).
During the term of each contract, regular monitoring meetings are held, covering financial and quality
performance; these occur monthly for the largest contracts. The BCCG has a CCG clinician present at every
contract monitoring meeting, and to expect the same of each provider. Providers are held to account for
delivery against financial, performance and outcome indicators, agreed at the start of the contract. Should a
provider fail to deliver against these indicators, BCCG will require a remedial action plan and increase
frequency of monitoring. If the actions in the provider’s remedial plan not be met within appropriate and
agreed timescales, then BCCG will have the right to serve a breach of contract notice to the provider.

5.3 System Engagement
The use of programme boards to oversee the development and implementation of projects and delivery of
programme objectives ensures regular and consistent input from CCG localities, local authority
commissioning partners, health and social care providers, patients and carers, and patient/public
representatives such as HealthWatch and service user groups.
Project plans must include, from the outset with the project brief, details of how stakeholders have and will
be engaged, along with details of who has and will be involved. Stakeholder mapping and analysis ensures
that identified stakeholders continue to be involved in the most appropriate way. Each project should have a
clinical champion, usually from primary care. In many cases, projects will start with needs assessments that
set out the case for change from patient and clinician perspectives.
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Project implementation will then involve workshops that attract input from a wide variety of clinicians and
patients from across Bedfordshire, as well as providers from neighbouring areas. Each redesign project aims
to start by developing an agreed clinical model, leaving the vehicle for contracting that model as a secondary
concern, with the principle that the clinical model should drive the contract form rather than the other way
round. By ensuring this focus on the clinical model at the outset and involving local clinicians from across
health and social care sectors in the development of the model, key delivery partners are encouraged to feel
that they “own” and can adapt to the change required.
When a decision is made to formally procure a new model of care, that decision is a usually communicated
early to any incumbent provider so that they may start to assess as soon as possible the impact of the
procurement on them,
Regular meetings are held between BCCG and each unitary authority to schedule the presentation of
projects to both Councils’ Health Overview and Scrutiny Committees. BCCG has developed and agreed with
its Health Overview and Scrutiny Committees a process for determining ‘substantial variations’ or
development of services and the appropriate engagement of stakeholders, including service users, carers
and patient representatives. Equality Impact Assessments are undertaken on all projects and proposals to
engage and involve stakeholders and reflect the importance of inclusivity and addressing equality and
diversity issues.
Where public consultation is required, a consultation management plan will include how it is intended to
ensure broad participation from the public to promote understanding and support for proposals through
meetings, drop-in sessions within communities, utilising community contacts and community development
workers, a range of online activities (including social media) and printed consultation literature in a range of
formats. Social marketing techniques are also employed to encourage behaviour change to support projects,
such as in a campaign to reduce medicines waste.
BCCG uses its locality structure to engage its member general practices. In addition, it has identified three GP
clinical directors that represent and engage with other stakeholders. One clinical director works with each
unitary authority, sitting on its Health & Wellbeing Board, as well as having their own specialist interests,
such as quality of care at Bedford Hospital Trust and the care of older people in general (for the northern
clinical director), and mental health and respiratory care (for the southern clinical director). The third clinical
director focuses on Luton &Dunstable Hospital Foundation Trust, building clinical networks and establishing
a route for dialogue between Bedfordshire GPs and the L&D’s consultants, as well as being prescribing lead
for BCCG.
System wide impact of these plans will be evaluated, challenged and monitored at the Delivering for Patients
Programme Board which includes senior leaders from BCCG and local health economy providers, Local
Authority, commissioning support and public health organisations. The focus at those meetings is on
implications for patient pathways, quality of care, patient experience, hospital and community beds,
workforce and activity.
We will plan with neighbouring health economies the commissioning of care from sensible and higher value
configurations of specialist services informed by the initial recommendations of the ‘Healthier Together’
programme, which although now closing, clinical pathways work is continuing by focusing on smaller
geographical areas to improve the quality, safety and affordability of health services.
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The significant service reconfiguration ambitions of the clinical pathway work with local acute hospitals will
take time to deliver. Alongside supporting the changes advocated by the clinical working group reports we
will need to work with our acute providers to develop new contracting and payment methods that ensure
resources follow patients, i.e. where care is provided closer to home, specialist staff, equipment and finances
are available to do this. This will require both greater use of local tariffs and a move away from traditional
activity-based contracts towards contracts and specifications focused on systems of care (e.g.
musculoskeletal care, care for frail older people) and that reward improved outcomes for patients.
The Health & Social Care Programme Board and the BCCG Delivering for Patients Programme Board provide
opportunities to bring together senior representatives from across the health and social care local system –
commissioners and health care providers – to monitor, challenge and hold to account the implementation of
these changes. This assures that the impact to the entire local health system and the impact of change on
patient pathways is clearly understood and articulated. Integration will be a key agenda; reviewing the
development of Integrated Services between hospital and community e.g. Diabetes Services and ensuring
that these specialist services also integrate with other relevant services e.g. Cardiology.

5.4 Risk management
The CCG adopts a risk management methodology based on the Cabinet Office standard of Management of
Risk (M_o_R) and is supported locally by a robust training and development plan, and an externally audited
risk management framework.
Registers are compiled by projects, programmes and operational divisions and clear processes for escalation
and delegation are in place. Risk is an accountability of the Governing Body, but it is devolved to the
Governance and Risk committee which meets regularly to quality assure risk registers and to prepare
assurance reports for Governing Body meetings (both open and closed)
To provide assurance that the various mechanisms are working effectively the CCG has:






Identified a network of accountable officers for reporting and managing risk
Developed a local training and development scheme (mandatory for all staff)
Agreed a robust framework for escalation and reporting of risk with the same weight as a ratified
policy
Employed a dedicated risk manager within the group to ensure that risks are appropriately reported
and owned – they take the role of “Risk Assurance” for the group.
Convened a specific group to provide appropriate and robust challenge on reported risks.

Each area has a dedicated risk register, rating risks between Negligible, Low, Moderate and High; these
ratings are a function of an assessment of likelihood versus impact, scales for which are governed within the
risk management framework, the risks which are most apposite to this plan are detailed below in
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Table: Headline risks to delivery of Bedfordshire Plan for Patients 2013-14
Risk
As a result of a lack of localised modelling, there is a risk
that the full implications of commissioning decisions are
not known which may result in a deterioration of service
quality to patients and financial damage to the local health
economy

As a result of the rapid changes to the health system,
improved understanding of such variables as bed
requirements and the changes to ownership of resources
there is a risk that the estate provision within the system is
not appropriate to ensure safe, cost effective care
resulting in regulatory sanction, loss of money and danger
to patients.
As a result of a reduction in financial allocations for NHS
and partner organisations, and uncertainty over future
year budgets and liabilities there is a risk that change plans
requiring investment will be unviable resulting in a lapse in
service delivery with associated penalties
As a result of a lack of success in changes delivered to date
and the ageing local population, there is a risk that acute
trusts will overperform during 2013/14 resulting in a risk to
financial balance within the system; resulting in financial
risk, non-delivery of change projects and risk to high
quality patient care.
As a result of adverse Local Authority budget allocations
during the process of changes to provision of public health
services (and broader changes to delivery) there is a risk
that joint commissioning arrangements with Las may

Inherent
Rating
Moderate

Residual
Rating
Low

Response

Owner

A robust planning methodology, bolstered for 2013/14 is in place
which places an emphasis on driving detail in assumptions and
delivery. Fully staffed PMO in place to assure plans are in place
for safe and effective transition, requirement to deliver quality
checklist also part of the mandate. Regular reviews of plans are
scheduled and the group has committed to a strong planning and
delivery framework, including group wide tolerances.
CCG Estates planning is in hand, including assessment of colocation of personnel; additionally, a bed review has been
undertaken, and the results will be played into the integrated
care project. Further work has been undertaken in bolstering the
project planning process to better quantify costs and liabilities in
the early planning and consultation stage.

John Rooke

Moderate

Moderate

Moderate

Moderate

Plans are being delivered with an element of “headroom” to
account for these uncertainties, and the cost assessment and
investment appraisal process has been designed for the CCG with
strong financial controls

James
Corrigan

Moderate

Moderate

James
Corrigan

Moderate

Moderate

Discussion underway between CCG and partners to better
understand financial positions through the performance year.
Discussions led by CCG CFO. Prior to contract sign off a review
will be undertaken to ensure that appropriate system capacity is
commissioned and that strong measurement mechanisms are in
place.
System wide commitment to working with the local Health and
Wellbeing boards have been secured. Earlier delivery of
commissioning intentions and plans aims to deliver greater
confidence in delivery of plans, whilst LAs have been asked to
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Dr Diane
Gray

Jane
Hainstock

Risk

Inherent
Rating

Residual
Rating

become unviable resulting in a threat to local services

As a result of the changes to makeup of the CCG, and the
restricted budgets for the employment of staff, there is a
risk that the skills and experience required for delivery of
change programmes will not be available resulting in the
delay or non-achievement of improvement plans
As a result of a historic disconnect between members of
the health economy sharing their plans, there is a risk that
the system will be unable to deliver a coherent, affordable
vision for patients, resulting in financial loss, patient
quality degradation and wasted time in planning and
delivery
As a result of a lack of robust engagement and
communications activity across the organisation (and
health economy) there is a risk that plans will not be
properly consulted upon and understood resulting in
disconnection with the public, design of unviable services
and legal challenge under s242 Health Service Act

Response

Owner

share their plans in a more detail at the outset of the planning
year.
Moderate

Low

High

Moderate

Moderate

Low

Team recruitment now completed, and further reorganisation of
commissioning teams either complete or approaching
completion. Arrangements for the purchase of support services
have now been advanced with HICS; expected to be finalised by
April.
Provider organisations have been asked to provide CIPs during
January for detailed review. A thorough process of scrutiny of CIP
performance to be a standing item on local Leadership board
agendas. The system plan is being developed jointly and will
secure board sign off with all partners

John Rooke

Detailed consultation plans, and assessments of variation are a
part of the mandated commissioning cycle; a retrospective review
of current schemes commenced in January 2013 – to be
completed before April.

Jane Meggitt
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Appendix 1: Public Sector Equality Duty and Equality Impact Assessment
[Equality objectives to be completed within final draft of the plan]
The CCG has a Board approved Equality & Diversity Strategy that sets out how it will meet the PSED and in particular via the Equality Delivery System. The CCGs strategic
objectives set out in the strategy are;
•

To improve and maintain the health of all Bedfordshire communities irrespective of their protected characteristics, social status and background

•

To embed the principles of inclusivity in everything that we do

•

To become a reflective and supportive employer of our communities at every level

•

To affect broader cultural change across the Health sector in the way we manage and value equality and diversity

A Governing Body member has been nominated as the Equality & Diversity Champion and all CCG Strategies and plans will be required reflect its Equality & Diversity
objectives. Critical to the success of the programmes and projects set out in the Bedfordshire Plan for Patients, and a test of equality and diversity operating at a local level
will be a series of EIAs undertaken at pathway and project level during the plan’s implementation. Impact assessments have already been undertaken for system redesign
projects that have gone through the business case assurance process (e.g. MSK, Cardiology, Dermatology, Urology).
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Appendix 2: Quality and safety impact assessment
Project Lead:

Safety

Risk score

Completed/risks

Likelihood

Requirement

Date:
Consequence

Name of Project:

Mitigating Actions

1. Workforce
1.a. Is there clear accountability/clinical leadership for service?
1.b. Is the skill mix appropriate? Has it been benchmarked? Who has approved changes to skill mix?
1.c. What training developments are required? E.g. extended roles? What is the workforce strategy?
1.d. What is the recruitment plan? Are they included in the project plan and the milestones?
1.e. Have front line staff views and concerns been considered? Is there a process for ongoing feedback?
1.f. What is the recruitment plan? Are they included in the project plan and the milestones?
2. Infection Control
2.a. Is the service compliant with Hygiene Code?
2.b. What IC KPIs in place? MRSA/ Ciff rates/Hygiene code - will there be an impact?
3. Risk Management
3.a. How will incidents & serious incidents be monitored? (e.g.Never Events, Medication errors, pressure ulcers, patient falls)
3.b. Has a detailed finacnial risk and impact assessment been carried out?
3.c. Is CQC registration required? When registered and if any compliance notice in place?

2

2

4

4

5

20

1

1

1

4. Policies, Procedures & protocols
4.a. Will new or existing policies be required? Are they based on National Guidance/NICE/NPSA etc?
4.b. How will relevant stakeholders be consulted? E.g relevant clinicians, Local Authority, NCB etc
5. Information Governance
5.a. Have IT systems been checked for compatibility?
Effectiveness

5.b. Is there a requirement for data sharing across organisations? How will this be achieved in compliance with data protection?
6. Contract Monitoring
6.a. Does the contract clearly define how monitoring of quality and performance will take place and frequency?
6.b. Are the KPIs appropriate? Have the KPIs been benchmarked? Is it clear what standard is needed for each KPI?

Experience

6.c. What processes are in place to monitor the implementation of the changes and are timescales for evaluation and review outlined?
6.d. Is it clear what the early warning signs are? there a clear process where concerns can be escalated?
7. Outcome Measures
7.a.Has the current process been reviewed? What will change?
7.b. Is it clear how the service will be shown to be successful and effective?
7.c. What are the outcome measures? Link to National Outcomes Framework & CCG Strategy/priorities??
7.d. Has impact on mortality rates been considered
8. Patient and Carer Experience
8.a. Is public consultation required? What are the timescales?
8.b. Have all staeholders been involved in engagement process? E.g. Healthwatch, LINKs, OSC, Social Partnership Forums
8.c. How will pt & carer experience be measured, frequency and how will it be improved?
8.d. How are complaints monitored and reviewed? How will this be monitored and feed into early warning systems?
Date sent to Project Management Office at CCG:
Date:
Signed Clinical Director:
Date:
Signed Director Quality and Nursing:
Comments

Overall Risk Score
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Appendix 3: “You told us ... we did”
Feedback from deliberative events, autumn 2012
Here are a few examples of some of the plans we are working on because of the things that patients, carers and the public and health care provider organisations and
charities told us during the commissioning intentions workshops:

Integrated Care
You told us that today…








There are a number of different care providers serving one community with inconsistencies in the quality of care that is provided, particularly within the services
you pay for
Services are not joined up, when there are issues with care patients are unsure about which organisation or service this should be raised with.
There is a lack of continuity of care. People with long term conditions may have times when they are well and need less care; however, if a condition then
deteriorates it feels like you start at square one again when you need to access services.
People should be able to stay in their own home as long as they want
Care organisations are concerned with who will pay when needs span health and social care
Care pathways are fragmented, they do not integrate, there needs better understanding between care providers about how patient pathways move through
services
There is a lack of financial incentive to integrate care

That your priority is….






A care coordinator role that understands the links with Social Services, Charities, Schools, Citizens Advice to direct people to the right care when needed.
Developing the Primary Care Health team to include older peoples consultants, working alongside GPs, Practice Nurses and district nurses etc. to provide expertise
and support for complex care needs
Patient information systems and care records need to be able to share information across services; Interoperability to improve integration of IT systems
Joint contracts for health and social care services that are based on patient outcomes
Look at the bigger picture; work closely with other Clinical Commissioning Groups which share services, avoid piecemeal changes and fragmented commissioning
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Everyone understands their part of the patient journey
Carers needs being met

We did …..


Identify Integration of care as key focus for 2013/14.

An integrated care pathway is a multidisciplinary outline of anticipated care, involving all relevant services and staff, placed in an appropriate timeframe to help a patient
with a specific condition or set of symptoms move progressively through a clinical experience to positive outcomes. By listening to both patient’s, public, carers and care
provider organisations we heard that a number of the service improvements we highlighted were closely linked to providing an integrated, joined up approach to care, e.g.
the Care coordinator role and developing multidisciplinary teams within primary care. We heard that small, piecemeal changes have minimal impact upon ensuring that
services are joined up and well-coordinated. We have therefore considered each of the service improvements that are interdependent to developing integrated, joined care
and included them in a system wide programme of change in order to deliver integrated services.
Bedfordshire CCG will be working with each Local Authority to develop local plans for addressing challenges between health and social care and voluntary services. We
expect to deliver a shift in care provision away from acute hospitals toward community settings where it is safe and effective. We will develop commissioning plans for
implementing the outcomes and recommendations of the community bed review, which will aim to deliver joined-up care for the benefit of local people and carers. In
partnership with local authorities we will implement recommendations within the National Dementia Strategy, which focuses upon early diagnosis and intervention,
increased quality of care in general hospitals, living well in dementia care homes and a reduction in inappropriate use of antipsychotic drugs. Where there is joint funding
of services, commissioners will come together to jointly manage performance e.g. SEPT community health services.

Care Closer to Home
You told us that today…




There is not enough access to specialist advice from staff other than consultants e.g. specialist nurses
That there are gaps in information and advice between the GP and hospital services and then from hospital to home
GPs need more support and information
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There is a lack of capacity to support individuals in the community
There needs to be increased self-management information and advice

That your priority is…..






One stop clinics/services (where you are able to see a specialist e.g. consultant/specialist nurse, have your tests and receive a diagnosis and management plan in
one visit) are seen to be a good way to see the right person first time
GPs with specialist interest seeing patients in the community/surgeries
That, where clinically appropriate, community based services, closer to people’s homes, with specialist multidisciplinary staff and more convenient opening times
e.g. evening and weekends is preferred to multiple hospital appointments.
Access to talk to a suitable clinician on the phone; could be a nurse specialist
Access to continued care through clinicians that is quick and easy

We did….


Commission Care Closer to Home services commencing in 2013/14

Planned pathways of care are those where people will have planned operations or hospital appointments. In 2013 new services will commence within a range of specialties;
musculoskeletal, cardiology, dermatology, vision, urology and gynaecology. Services will be provided within community-based settings, closer to people’s homes and at
times, such as evenings or weekends, which are more convenient. These services will also focus on improved access, offering telephone advice and/or fast track
appointments for people with existing long term conditions that may be deteriorating. These services will provide specialist expertise from a range of staff including
Consultants, Nurses, physiotherapists etc. Where possible, one stop services will mean people can see the specialist, have tests, and receive a diagnosis and a management
plan all on one visit. This means people will not need to visit hospitals for multiple appointments.

Out of Hours Service Review
You told us that today…..



Increased out of hours support is needed to avoid inappropriate use of A&E
Extended opening hours should be accessible in all surgeries
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Need to redesign the primary care platform to see GPs & Consultants working together

We did…
We will review these services in order to:
o Examine the impact of extended opening hours of OOH services from 6pm rather than 6:30pm to respond to a peak in activity at this time at A&E as a result of GP
surgery closing times.
o Examine the impact of out of hours GP services being able to perform basic diagnostics e.g. ECG and blood tests, on A&E demand.
o - Explore the options for out of hours service provision where there are opportunities to improve patient experience

Transition from children’s services to adult services
You told us that today….





Teenagers and young people fall between services
Schools, local authorities and health do not provide a joined up approach to supporting children and young people
There should be a flow from childhood to adulthood without a disruption in care
That there is a grey area between paediatrics and adult care due to dependence whether an individual is in education

We did….
Will audit transition pathways for young people to test the effectiveness and implementation of the Multi Agency Transition Tool (MATT), This is a tool which will be used
across all agencies (Health, social care and education) to support individual planning needs and ensure smooth transition from children to Adult services.

Key:
Patients, carers and public Deliberative event feedback:

Is in plain font

Health Care provider and Charities feedback:

Is in italic font
80

81

Appendix 4: Activity and finance plans by main acute provider, 2013-14

A+E
Daycase
Elective
Emergency
NEL - Maternity
NEL - Other Admission
OP First Cons
OP First Non Cons
OP Follow Up Cons
OP Follow Up Non Cons
OPPROC
Non PBR
CQUIN
Grand Total

Bedford
POD
A+E
Daycase
Elective
Emergency
NEL - Maternity
NEL - Other Admission
OP First Cons
OP First Non Cons
OP Follow Up Cons
OP Follow Up Non Cons
OPPROC
Non PBR
CQUIN
Grand Total
L&D
POD
A+E
Daycase
Elective
Emergency
NEL - Maternity
NEL - Other Admission
OP First Cons
OP First Non Cons
OP Follow Up Cons
OP Follow Up Non Cons
OPPROC
Non PBR
CQUIN
Grand Total
East & North Herts
POD
A+E
Daycase
Elective
Emergency
NEL - Maternity
NEL - Other Admission
OP First Cons
OP First Non Cons
OP Follow Up Cons
OP Follow Up Non Cons
OPPROC
Non PBR
CQUIN
Grand Total
Milton Keynes
POD
A+E
Daycase
Elective
Emergency
NEL - Maternity
NEL - Other Admission
OP First Cons
OP First Non Cons
OP Follow Up Cons
OP Follow Up Non Cons
OPPROC
Non PBR
CQUIN
Grand Total
POD
A+E
Daycase
Elective
Emergency
NEL - Maternity
NEL - Other Admission
OP First Cons
OP First Non Cons
OP Follow Up Cons
OP Follow Up Non Cons
OPPROC
Non PBR
CQUIN
Grand Total
Control

(47)

(145)
(160)

(561)

(1,497)
(531)

(7)
(100)

(1,090)

(1,661)

(814)

(2,445)

(3,319)

(75)

(3,924)

(4,920)

(2,428)

(2,546)

(2,856)

(182)

(7,573)

(1,333)
(6,175)

0

(100)

0

0

0

0

(440)

(730)

(207)

0

0

(710)
(128)

(1,869)

(332)

(1,580)

(651)

(1,783)

(2,858)

(75)

(1,581)

(504)

(4,749)

(1,941)

(1,799)

(2,233)

(182)

(3,181)

(7,916)

(9)

(43)
(8)

(2,592)

(4,143)

(5,091)

(264)

0

0

0

0

0

0

(730)

(207)

(360)

(175)

0

0

(11,496)

(23,691)

(2,639)

(23,691)

(1,165)

(656)

(1,581)
(3,181)

(1,048)

1,869

(6,647)

0

(4,761)

(12,899)

0

(12,899)

(288)
(97)

(656)

(509)
(1,389)

(258)

(81)

(163)

(662)

(461)

(1,229)

(1,229)

(274)

(171)

(487)

(747)

(623)

(1,731)

(1,731)

(289)
(541)

(303)

(650)

(1,409)

(1,084)

0

0

0

0

0

0

0

(360)

(3)

(175)

0

0

(3,634)

0

(2,960)

(50)
(33)

(23)

(1,389)

0

(509)

(276)

(276)

(99)

(627)

(627)

(2,543)

(86)
(160)

0

0

0

0

0

0

0

0

0

0

0

0

(23)

0

0

(1,072)

0

(903)

(1,250)

(2,543)

0

(100)

(19)

(36)

(171)

(171)

(40)

(250)

(250)

(1,013)

(58)
(77)

0

0

0

0

0

0

(100)

0

0

0

0

0

(19)

0

0

(558)

0

(421)

0

(1,013)

0

(16)
(140)

(667)

(667)

(283)

(1,784)

(1,784)

(46,754)

0
(288)
(657)
(1,932)
0
0
(4,082)
0
(5,765)
0
(289)
0
(13,014)

(5,951)

(2,188)
0
(386)
(281)
(16)
0
0
(1,475)
0
(11,087)
0
(510)
0

(386)
(258)

(23)

0
(2,579)
(1,465)
(1,089)
0
0
(10,441)
0
(30,668)
0
(512)
0

0
(63)
(17)
(119)
0
0
(378)
0
(1,553)
0
(58)
0

(63)
(16)

(1)

0
(3,366)
(2,456)
(4,429)
0
0
(16,986)
0
(52,969)
0
(1,455)
0
0
(81,661)

0
(50)
(36)
(1,273)
0
0
(610)
0
(3,896)
0
(86)
0

(1,250)

(58)
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Total - All Providers

Primary
Care

Integrated and Urgent Care

ConsultantReferrals

Activity Changes
Planned Care

(7,236)

(510)
(446)

0

0

0

0

0

0

0

0

0

0

0

0

(16)

0

0

(3,605)

0

(2,452)

0

(7,236)

0

(13,755)

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0
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Finance Changes (Gross)

A+E
Daycase
Elective
Emergency
NEL - Maternity
NEL - Other Admission
OP First Cons
OP First Non Cons
OP Follow Up Cons
OP Follow Up Non Cons
OPPROC
Non PBR
CQUIN
Grand Total

Bedford
POD
A+E
Daycase
Elective
Emergency
NEL - Maternity
NEL - Other Admission
OP First Cons
OP First Non Cons
OP Follow Up Cons
OP Follow Up Non Cons
OPPROC
Non PBR
CQUIN
Grand Total
L&D
POD
A+E
Daycase
Elective
Emergency
NEL - Maternity
NEL - Other Admission
OP First Cons
OP First Non Cons
OP Follow Up Cons
OP Follow Up Non Cons
OPPROC
Non PBR
CQUIN
Grand Total
East & North Herts
POD
A+E
Daycase
Elective
Emergency
NEL - Maternity
NEL - Other Admission
OP First Cons
OP First Non Cons
OP Follow Up Cons
OP Follow Up Non Cons
OPPROC
Non PBR
CQUIN
Grand Total
Milton Keynes
POD
A+E
Daycase
Elective
Emergency
NEL - Maternity
NEL - Other Admission
OP First Cons
OP First Non Cons
OP Follow Up Cons
OP Follow Up Non Cons
OPPROC

Primary Care

(248,000)
(64,000)

(371,778)
(400,000)

(332,588)

(1,093,133)
(1,270,727)

(15,000)
0

(122,000)

(198,592)

(99,831)

(300,462)

(642,097)

(107,767)

(260,934)

(172,818)

(192,884)

(300,381)

(272,649)

(825,934)

(942,478)

(130,000)

(246,000)

(1,059,699)
(979,943)

(1,066,000)

(371,880)

(23,000)

(172,000)

(626,495)

(626,495)

(679,059)
0
(622,725)

(679,059)

(1,800,000)

(1,305,554)

(371,880) (1,800,000)

(89,000)
(293,767)

(1,403,304)

(15,400)

(268,645)
(360,000)

(127,000)

0

0

0

(130,000)

0

(248,000)

(246,000)

(1,066,000)

0

0

(4,292,139)

(1,059,699)

(529,043)
(360,253)

(1,059,699)

(979,943)

(248,000)
(332,588)

(15,000)
0

(49,153)

(179,072)

(79,379)

(217,401)

(550,723)

(45,263)

(241,402)

(137,355)

(135,141)

(233,373)

(130,000)

(164,000)

(437,527)

(507,801)

(23,000)

(172,000)

(276,839)

(276,839)

(291,913)

(291,913)

(1,800,000)

(568,752)

0 (1,800,000)

(622,725)
(89,000)

(109,816)

(1,221,119)

(11,643)

(103,133)
(40,000)

(216,734)

(685,130)

(784,096)

(127,000)

0

0

0

(130,000)

0

(248,000)

(164,000)

(507,801)

0

0

(2,080,773)

(1,059,699)

(189,892)
(220,517)
(82,000)

(421,854)

(19,520)

(20,452)

(83,061)

(91,374)

(166,422)

(166,422)

(19,532)

(35,463)

(57,743)

(67,008)

(134,586)

(134,586)

(74,479)

(182,185)

(55,915)

(140,804)

(158,382)

0

0

0

0

0

0

(82,000)

(421,854)

0

0

(711,417)

0

(301,008)

0

0

0
(34,687)
(77,002)
(157,136)
0
0
(109,189)
0
(135,088)
0
0
0
0
0
(513,103)

(34,687)
(73,021)

(3,981)
(54,130)

(103,006)

(8,578)

(50,306)

(50,306)

(8,923)

(63,083)

(63,083)

(21,482)

(268,874)

0

0

0

0

0

0

0

0

0

83

0

0

0

(54,130)

0

0

(221,097)

0

(113,388)

(41,412)
(45,968)

(1,898)
(55,151)
(5,315)

(29,544)

(29,544)

(3,556)

(23,619)

(23,619)

0

(103,006)

0

(248,000)
(1,588,742)
(1,429,413)
(1,161,801)
0
0
(1,652,405)
0
(3,176,361)
0
(794,725)
(89,000)
0
0
(10,140,447)

(542,416)

(268,874)

(24,635)

(248,000)
(2,152,832)
(3,034,036)
(2,213,880)
0
0
(2,638,972)
0
(4,192,902)
0
(794,725)
(89,000)
0
(15,364,347)

0
(189,892)
(877,709)
(812,728)
0
0
(585,452)
0
(473,553)
0
0
0
0
0
(2,939,334)

(542,416)

(38,201)

0

(437,527)

GROSS FINANCE
CHANGE (£)

Removal of historic 18
weeks activity from
baseline

BCBV Upper Decile
F:FUP Ratio

Excess Bed Day
Improvement at (L&D
and ENHT)

Day Case to OPPROC
tariff (Minor Oral
Surgery and
Dermatology)

Consultant to
Consultant Referrals

Contract Management

Reducing unwarranted
GP Variation

Community Matrons

Continuation of PEPS
(EOLC)

Integrated Care
Programme - reductions
in ACS conditions

Reducing zero LOS
admissions

BEDOC Activity at A&E

Continuing Healthcare
procurement

Stroke ESD

Neuro/ABI

Personal Health Budgets

Integrated and Urgent Care
Validation of HCD and
PLCV

Diabetes and COPD

Urology

Dermatology

Ophthalmology

Cardiology

Total - All Providers

MSK

Planned Care

0
(41,412)
(47,866)
(55,151)
0
0
(64,403)
0
(50,793)
0
0

