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OUTCOME I BENEFITS TO THE COMMUNITY 

The draft five year Strategic Plan, developed at Berkshire West level, has been informed 
by local JSNAs, Health and Wellbeing Strategies, and the views of residents, including 
Call to Action events. The strategy aims to improve health outcomes, service quality 
and patient experience. 

RECOMMENDATION 

That the Health and Wellbeing Board consider the draft Strategic Plan 2014-19. 

SUMMARY OF REPORT 

Attached to this report is the draft 5 year Strategic Plan for Berkshire West. It sets out 
the challenges that we are facing, a vision for 2019, and the interventions and 
governance that will deliver the vision. 
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Background 

1. The Health and Wellbeing Board has a role to ensure the development of 
consistent plans by local statutory organisations, working to ensure that these 
are aligned and reflect a shared vision of the direction of travel for the local 
health and social care economy. 

2. There are three key inter-related planning documents currently under 
development: 

a. A Berkshire West strategic plan for the next five years; 
b. A two year CCG operating plan for 2014/5 and 2015/16; and 
c. A jointly developed plan for the use of the Better Care Fund using a set 

template. 

3. The draft five year Strategic Plan has been developed at Berkshire West level. 
The unit of planning was agreed by local Health and Wellbeing Boards. The 
Appendix to this report sets out the draft Plan. 

4. The final version of the Strategic Plan must be submitted by June 2104. 

FINANCIAL IMPLICATIONS OF THE RECOMMENDATION 
The Council faces severe financial challenges over the coming years as a result of the 
austerity measures implemented by the Government and subsequent reductions to 
public sector funding. It is estimated that Wokingham Borough Council will be required 
to make budget reductions in excess of £20m over the next three years and all 
Executive decisions should be made in this context. 

How much will it Is there sufficient Revenue or 
Cost/ (Save) funding- if not Capital? 

quantify the Shortfall 
Current Financial N/A N/A N/A 
Year (Year 1) 
Next Financial Year N/A N/A N/A 
(Year 2) 
Following Financial N/A N/A N/A 
Year (Year 3) 

Other financial information relevant to the Recommendation/Decision 
N/A 

Cross-Council Implications 
Taken together, the Berkshire West Strategic Plan and the NHS Wokingham 2 Year 
Operational Plan needs to reflect (1) the themes of the Health and Wellbeing Strategy 
and (2) the Better Care Fund 

Reasons for considering the report in Part 2 
N/A 
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I List of Background Papers 
N/A 

Contact Katie Summers Service NHS Waking ham 
Telephone No 07770 444645 Email Katie.summers2@nhs.net 
Date 03/02/2014 Version No. 
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Version Control 

1.0 08/01/14 Helen Clark Outline To be discussed at extended Ops Directors' Forum 

13/01/14 

1.1 15/01/14 Helen Clark Amended Amended outline document following discussion 

outline at Ops Di rum 13/01/14 

1.2 22/01/14 Helen Clark First full following discussion with CW 

draft 

2.0 24/01/14 Helen Clark Draft for 
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System Objective Four 

l!agement- New and varied approaches to talking to patients 

service users, supporting them to understand their needs 

and working jointly with them to manage their condition 

Primary care at the heart of an integrated system- GPs 

working together in larger units to offer improved accessibility 

and co-ordinate other services around the needs of the patient. 

Integration- Implementation of joined up pathways of care for 

the frail elderly, mental health and children's services and 

development of further integrated pathways of care 

Urgent care- Data-driven transformation of urgent care into a 

network of services to ensure all patients receive a timely 

response in the most appropriate setting. 

Productive elective care- Reducing levels of musculo-skeletal 

activity and using contracting mechanisms to commission most 

efficient care. Proactive market management through joint 

work with key providers. 

Concentrating specialist care- securing best outcomes for 

patients and working with providers to understand impact on 

local health system. 



Introduction 

1. The Berkshire West health and social care economy is committed to developing, testing and 

implementing innovative approaches to service redesign and integration through strong 

collaborative leadership. Our objectives are improved outcomes and experience for users and 

patients, and financial sustainability for the system. 

2. This five year plan has been developed at Berkshire West level, informed by each of the local 

JSNAs and Joint Health and Wellbeing Strategies. The unit of planning was agreed by local Health 

3. 

4. 

and Wellbeing Boards on the basis that it covers a popul 1 

providers and local authorities, takes into account no<cla,,+ 

transformational change viable and encompasses a 

recognised by CCGs, patients, 

is of a size that makes delivery of 

of commissioners and providers 

as the 'Berkshire West 10', 

Community, North and West 

ing Borough Council, 

that have an appetite to work together. This 

encompasses the four Clinical Commissioning 

Reading, South Reading and Wokingham 

West Berkshire Council and 

Berkshire NHS Foundation Trust {RBFT), 

South Central Ambulance Servi<:e 

our own organisational plans to 

nrr>vi<1Pr trusts (Royal 

Trust {BHFT) and 

EQL!i<;n<itt<~d to aligning 

is predicted to rise, with a 

in a potential £77m cost 

7, including a requirement for 

1tment:s. The CCGs face a potential 

it is clear that there will not be enough 

are provided in a radically different way. 

and describes what services will look like by 

strat•·~v (Annex B) which shows how the approaches and 

ala1nced financial position across the five year period. 

rt of the national 'Call to Action' programme has demonstrated 

be more co-ordinated. They believe that organisations should 

work more eff,ectively "'~etm•r to support people to remain in their own homes for as long as 

possible, with care plans empowering patients and carers to work alongside professionals to 

improve their health. There is also a growing recognition of the influence of lifestyle factors on ill

health and of the need to change behaviours to contain demand as services work to meet the 

needs of an increasingly elderly population. This plan reflects these views and describes a new 

relationship whereby patients and carers play an instrumental role in shaping the services 

available to them and as a partner in the services that they receive. 
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Our Vision for 2019 

1. Our Vision 

By 2019, enhanced primary, community and social care services in Berkshire West will work together to 

prevent ill-health and support patients with much more complex needs at home and in the community. 

Service users will be supported to take more responsibility for their health and wellbeing and to make 

decisions about their own care. Patients will only be admitted into acute hospitals when they require 

services that cannot be delivered elsewhere and will be treated in centres with the right facilities and 

expertise. All the services that respond to people with an urgent 

a single system. This will ensure that the service people 

need. People with urgent but not life-threatening conditio 

outside hospital. People with serious and life-threate 1 

maximise their chances of survival and a good rPrn\/••n 

for care will operate together as 

mmensurate with their clinical 

responsive and effective care 

will be treated in centres that 

NHS England has identified that any high quality, sustainable health and care system will have the 

following six characteristics. We aim to deliver our vision by further developing these characteristics 

locally: 

• A completely new approach to ensuring that citizens are fully included in all aspects of service 

design and change and that patients are fully empowered in their own care. 

• Wider primary care, provided at scale 

• A modern model of integrated care 

• Access to the highest quality urgent and emergency care 

• A step change in the productivity of elective care 
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• Specialised services concentrated in centres of excellence 

2. Improving quality and outcomes 

By implementing our vision we look to secure the following improvements in outcomes for patients and 

service users by 2019: 

• A 3.2% reduction in the potential years of life lost from conditions which can be treated 

• An improvement in the health related quality of life reported by people with long-term conditions 

demonstrated by a 3% increase in the proportion of people with depression or anxiety who 

receive psychological therapies and achievement of the 

proportion of people with long-term conditions who 

practice to 81% and an increase in diagnosis of 

having the condition. 

• A XXX reduction in unplanned admissions to 

• 
• 

We also intend to make further nnw,·P<• 

the proportion of older people living 

INSERT WORDING ON 

service models will 

Our 

3. 

Delivery of our vision 

:rPrn<"P'" rate, an increase in the 

they feel supported by their GP 

67% of people estimated as 

nn;,ti<>nt care . 

outside hospital 

patients, and new and paying for health services. Health and social care 

services will need to be organised so that they can work optimally together to deliver the best outcomes 

and experiences for patients and best value for the tax payer. It is recognised that this may require 

reconfiguration of existing organisations within this five year timescale. 

7 

68 



System sustainability 

1. Patients at the centre of service planning and care delivery 

To build on, enable and support the public mandate for change within the NHS, we need a seismic shift 

in how we engage with individuals and communities. Our strategy for communications will ensure that 

engagement activity is co-ordinated, accessible and appealing across our entire demographic, and that 

information flows both ways between services and the public. Building on the recent Call to Action 

events, we will employ a range of techniques including public meetings, social media, polls, surveys, 

engagement with community groups and membership structures build a continuous 24/7 dialogue 

with the public, targeting particular audiences where appro 

to: 

and service users can expect 

• reflecting their individual 

interests and lifestyle 

• Be kept up to date and feel able to 'dip in 

• 
• have received 

• Receive feedback about what 

• Respond anonymously if they p 

Our approach to sharing 

Patients and service 

an understanding 

diabetes 

2. Wider 

on it is set out at Annex C. 

'-rtidr>~nts in their care, developing 

making joint decisions with 

king our successful programme for monitoring 

use shared care planning, personal budgets, 

to make informed choices about the options 

It is anticipated that I play a key role in delivering our vision to meet people's needs in 

the community wherever and the CCGs will look to facilitate this through co-commissioning 

arrangements with NHS England. Having successfully implemented practice-based risk stratification and 

multi-agency care planning for high risk patients, our GPs are well placed to take on the role of 

accountable clinician for patients who may be at risk of admission, co-ordinating care provided by a 

range of professionals and ensuring this enables patients to remain at home. As well as fulfilling this 

function within their practices, GPs will increasingly work alongside other professionals in 

multidisciplinary services such as the assessment and diagnostic clinics which it is proposed to establish 

at West Berkshire Community Hospital. 

Our GP practices are already interfacing in new ways with specialisms historically provided in secondary 

care through the work of our community diabetologists and community geriatricians. We anticipate 
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these models becoming the norm as more specialisms move out of hospital and into a community 

setting. 

Practices in Berkshire West face high levels of demand, particularly for urgent care, and many have 

chosen to explore different ways of responding to this, for example by implementing full GP triage or 

working to identify efficiencies through the Productive General Practice programme. We now recognise 

that primary care needs to take a systematic approach to responding requests for urgent appointments, 

functioning as a key component of a multi-tiered urgent care system which ensures that patients have 

timely access to the right service provided in the most appropriate setting. As such we are exploring the 

potential to expand the availability of primary care beyond current core hours, mirroring the overall 

shift towards seven-day services across the NHS. We are also 

new ways of working and potential changes to skill-mix 

demand and take on new roles within the integrated 

The diagram below sets out the key change n,,.,,,, 
Berkshire West. In order to provide new models 

to be organised differently, and it is likely 

emerge as a result. Practices may 

organisations and the CCGs will loo 

development of these new service m 
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3. Integrated care 

The Berkshire West 10 are of the view that integrated care delivers the best outcomes for our patients 

and service users. We believe that working in partnership is the most effective way for us to ensure 

that we are providing person-centred, personalised and co-ordinated care in the most appropriate 

setting. By working together we can ensure that funding is used flexibly across organisational 

boundaries to radically reduce the number of assessments and transactions and improve service user 

experience. We have aligned our individual organisational plans around this vision and have established 

a programme of work to develop and implement integrated care pathways, focussing initially on the 

frail elderly. This work is led by a jointly-appointed Programme 

Our new pathways will be accessed through a single point 

teams structured around groups of GP practices. The 

term conditions and those who are at highest risk 

providing support in the most appropriate 

and monitoring of those at risk of admission, e 

between health and social care. 

The redesign of the frail elderly 

supported by the King's Fund. Ec<JncJmic· 

stabilising any individual 

support this process, 

integrated commissio 1 

frail elderly pathway on I 

this to infrorm 

and delivered by multidisciplinary 

the care of people with long

rating; preventing crisis and 

improved identification 

of integrated care 

ultil-af(eriCV project 

1nrlertak:en with a view to developing a 

to avoid inappropriately de-

1rnvirlim> open book access to 

nths to develop and implement 

children's services. Bringing the 

The 

of the most 

(BCF} budget has given us the opportunity to 

the opportunity to transform health and social care 

support. It provides an opportunity to improve the lives 

with better services, support and improved quality of life. It 

agenda at scale and pace and provides a catalyst for change. 

The BCF requires us to fo joint plans for integrated health and social care and establish a single 

pooled budget. The joint plans will be agreed between the CCGs and three local authorities and and 

approved through the three local Health and Wellbeing Boards. Our aim is to be bold in creating new 

investments. Our local health providers are closely involved in the development of the plans, which will 

demonstrate how we will meet the national BCF conditions and metrics and identify the associated risks 

to existing NHS services. 

The plans are being developed through the Berkshire West three local Integration Steering groups. 

These include representation from the CCGs, local authories, health and social care providers and the 

voluntary sector. A system-wide Berkshire West Integration Workshop was held on the 61
h December at 

which looked at each organisation's financial position and plans and considered the opportunities and 
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barriers to integration. The ongoing development of the plans will ensure that there is a system wide 

shared view of the shape of future integrated services. Governance structures are in place to ensure 

these discussions take place at all levels within the health and social care system. 

All of the plans will demonstrate how the system will meet the national conditions around this funding. 

These are: 

• Protecting social care services 

o 7 day services to support discharge 

o Data sharing 

• Joint assessments and care planning and establishing an 

• Planning for the impact of changes in the acute sector 

Proposals for the use of the BCF are summarised below. 

Elderly Pathway 

ble lead professional 

detail is included at Annex D. 

including two hour response for 
social care assessment 

Supporting primary care 
developments/neighbourhood 
cluster teams 

Joint Access to the Health and 
Social care Hub 

7 day Services 

Frail Elderly Pathway 

These plans, together with the CCGs' financial forecasts, will also identify the reduction in acute 

expenditure which is required to ensure that Better Care Fund investments can proceed. As the 

programme aims to move care closer to home and reduce the requirement for hospital beds and 

nursing and residential home placements, it is recognised that it may result in organisational 

reconfiguration and new provider models. Commissioners are committed to developing funding 

approaches that support the integration agenda. 
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The integration 

programme board 

working with the 

with 

It is recognised that in 

appropriate data at patient 

delivered through a joint 

maternity services, carers and 

board's work reflects the interaction between 

providing psychological support to patients 

liaison and community psychological 

to co-ordinate the commissioning of services 

intervention and prevention and to ensure active 

The board also aims to ensure that as a system 

issi•oning services from the voluntary and third sector, 

and influence that these organisations may have to offer. 

together in an integrated way, services need to be able to share 

rvice user leveL A key element of our integration programme is the 

agreement of a shared strategy to deliver interoperability of systems, thereby enabling us to share 

information across settings. This will be delivered through the Medicallnteroperability Gateway (MIG) 

which provides a secure gateway for exchanging real time data between GP practices and wider health 

and social care services in line with technical and security standards set out by the NHS Health and 

Social Care Information Centre. 

4. Access to the highest quality urgent and emergency care 
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Our vision for urgent care reflects the findings of the national Emergency Care Review and centres on 

different parts of the urgent care system including A&E, tertiary centres, primary care, SCAS and NHS 

111 working together as one to ensure that patients with differing degrees of urgency and acuity are 

responded to in a timely way and by the most appropriate service. 

We have a well-established Urgent Care Board which involves all partners and includes a Strategic 

Group as well as a sub-group responsible for operational resilience. System performance is continually 

monitored through the Alamac Dashboard which also enables us to take a data-driven approach to 

performance improvement and service transformation. 

We are using CQUINS and other mechanisms to build in inn>ntiv 

schemes to reduce admissions such as Hospital at Home. 

for providers to work with us on 

'p<ltieent.s do require admission a 

appropriate specialty has been 

all parts of the system working 

moved in a timely manner. 

system of early senior clinical assessment and 

implemented. Proactive discharge planning will start 

together to ensure that once patients are ready to 

The urgent care dashboard has demonstrated to 

immediately after weekends due to a lack of 

community services, by service and 

all providers to move to seven-day p 

Over the coming mn,ntt>< 

provision, defining 

Urgent Care Board 

5. 

is therefore for 

rked model of urgent care 

as part of this process. The 

winter planning, working to 

P«lln>< and that national targets are met. 

to access routine healthcare services in the most 

contractual arrangements to assure the quality of these services 

and secure maximum 

Benchmarking against 

identified areas where the 

Commissioning for Value datapacks and other sources has 

could make savings on elective care. Most significant is the potential to 

reduce the higher than average intervention rate for musculoskeletal conditions, ensuring that surgical 

procedures are only undertaken at the most appropriate time and where shared decision making has 

ensured that the patient and GP are clear that the benefits clearly outweigh the risks. There is also 

scope to improve performance on the first to follow-up outpatient ratio. 

Over the coming years, the CCGs intend to make use of tariff flexibilities and financial levers to generate 

efficiencies and incentivise providers to deliver services which reflect our strategic vision. Key schemes 

include applying pathway prices to encourage efficient provision, for example through 'one-stop shop' 

outpatient clinics, paying tariff minus to providers with less complex caseloads and the use of locally 
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developed best practice tariffs to commission pathways of care, thereby incentivising providers to work 

with other services. 

The CCGs are planning to undertake an externally supported clinical services review with Royal 

Berkshire Foundation Trust and Berkshire Health Care Foundation Trust to determine the best service 

models to improve patient outcomes and achieve financial sustainability. This in turn will inform the 

optimal organisational configuration for the health and social care economy 

6. Specialised services concentrated in centres of excellence 

The CCGs will work closely with NHS England to ensure that 

referred to centres whose caseloads mean they are best . 

patients. To be expanded. 

75 

requiring specialist care can be 

deliver optimum outcomes for 
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Improvement interventions 

1. Annex D sets out how our high-level plans to ensure the ongoing sustainability of the local health 

and social care system translate into specific interventions to provide care in different ways, 

thereby improving outcomes and delivering financial savings. These schemes are described in 

more detail in the plans produced by each partner organisation, including in the two-year 

operational plans developed by each of the CCGs. These plans also include details of local 

schemes which will complement these system-wide initiatives and of other workstreams led by 

our four Programme Boards (Long-Term Conditions, Planned Care, Urgent Care and Children's, 

Mental Health, Maternity and the Voluntary Sector (CM 

2. For 2014-15, the following key service redesign 

as appropriate to the implementation of the 

undertaken. These will be linked 

1 elderly described above. 

3. Out-of-Hospital services 

• 

• 

will support care planning 

reducing unplanned •rlrni":ir 

support. This 

homes thereby 

with heart failure, including 

of IV furosemide in the 

of home visits and outpatient 

using telehealth. 

and falls teams. These developments also 

to create better integration between these 

es~:w,,u falls pathway will support more proactive care of 

the risk re-admission for further falls. It will also 

hip fracture receive falls and bone health assessment and are 

as appropriate, in line with best practice guidelines. 

service will reduce the risk of urinary tract infection in older 

• Increased investment into the Rapid Response and Reablement service will enable capacity 

to be flexed across the three localities based on predicted discharge numbers, thereby 

working proactively to reduce the numbers of patients remaining in hospital who are 

medically fit for discharge and shortening waits for patients. 

• Development of a community-based psychological medicine service will support patients 

with the impact of long-term conditions on their mental wellbeing, in turn reducing the 

impact that this has on their physical health, and will build upon the local Medically 
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Unexplained Symptoms project to offer support to patients with mental health issues which 

do not meet the threshold for accessing clinical mental health support. 

• Improved identification of patients who may be in the last year of life in order to support 

advanced care planning processes and sharing of information between services. The aim is 

to reduce acute admissions in the last days of life and to support patients who prefer to die 

at home to do so. 

• Reducing variation in GP practices' use of pathology services by auditing outlying practices 

and offering education and guidelines for GPs. 

• Implementation of DAWN model for remote mo 1 

reduce follow-up appointments and improve 

routine appointments but will enable 

exacerbation in their condition, allowing 

haematology patients in order to 

The DAWN system will reduce 

of patients who have an 

4. Urgent care 

• Implementation of the 

consultant-led support to 

admitted. The l-Inen;., 

with a team 

reduced 

• 

5. Hospital services 

who would otherwise not have anyone with 

nvisa,•ed that the scheme will be rolled out and 

working as a key element of the re-designed 

liaison service within RBFT to better meet the needs of 

" physical co-morbidities. 

• Work to reduce relatively high intervention rates for musculoskeletal conditions through the 

expanded use of shared decision making aids, review of the MSK pain pathway and more 

systematic application of threshold policies. 

• The CCGs intend to segment ophthalmology into three discrete areas. Eye casualty will 

continue working to the current model for the time being, patients will be offered greater 

choice when they require elective eye surgery and providers will be paid differentially 

according to the complexity of the case mix they treat. This will enable us to reward 

providers fairly for the work they undertake and get the best value for the NHS pound. 

Patients with chronic eye disease who need regular follow up will be offered an integrated 
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service overseen by consultant ophthalmologists offered by a range of professionals in 

settings closer to their homes. 

• Review of cancer care pathways to reduce follow-up appointments in accordance with best 

clinical practice. The intention is to use a risk-stratified approach to scheduling follow-ups 

and to make more use of telephone appointments. 

6. The development of service redesign and cost saving initiatives is a continuous and iterative 

process and as such there will always be a number of potential schemes in the pipeline. In 

particular it is anticipated that a number of further schemes will follow during 2014-15 as part of 

the implementation of the new frail elderly pathway a 

developed for mental health and children's services. 

to make better use of financial levers and contc,r1"'" 

providers to deliver services in such a way as to "'~:l.\M!' 

the strategic vision described in this plan. In a£Ji~!f)lgn· 

optimisation schemes, for example around 

7. Further work schemes are also 

designation of different types 

of this, consideration is being 

move towards seven-day working, 

As well as improving access and 

the subsequent pathways to be 

underway to firm up proposals 

to incentivise different types of 

co11tribLJticm to the realisation of 

need. As part 

of the system, it is envisaged 

that this pilot 

as Skype and 

innovative approaches such 

to work together to manage 

tn•ere,ov progressing the 'upscaling' 

practice's contribution to the system as a 
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Assuring quality 
Add more information about what social care doing on quality, safety, patient experience and access 

1. Overview 

Delivering compassionate, high quality, outcomes-focussed care in a timely manner is at the very heart 

of our values. We recognise that developing a shared understanding of quality and a commitment to 

place it at the centre of everything we do provides us with the opportunity to continually improve and 

safeguard the quality of local health and social services for everyone, now and for the future. 

Quality is assured through a wide range of metrics, indicators, rl"•;nflh"rrrl< information and intelligence 

gathered nationally, regionally and locally. In addition to I and operating performance 

related standards, there will be an ongoing focus on e 

West communities are delivering quality services. 

Our vision for quality is straightforward, patients 

• Receive clinically effective care and trP"tnnPn 

• Have a positive patient P¥1>Pr'iPrrrP nl' •·hn;r 

• Be safe, and the most 

every commissioning 

assessing the delivery 

providers. Should 

2. 

pathway and be at the heart of 

performance and finance in 

of all of our discussions with 

the Francis, Berwick and Keogh reports and are fully 

make on-going 

an integral feature 

assurance from providers 

The CCGs will challenge healthcare providers to 

uality of care provided to ensure that quality and patient safety is 

services. This will be achieved through robust processes to seek 

• fundamental standards and measures of compliance are always met 

• they demonstrate openness and candour 

• they promote and provide compassionate, caring and committed nursing 

• they promote strong healthcare leadership 

• they provide information and data that is transparent to service users and the public 

Through this work we will ensure that the patient remains at the centre and that a culture of openness, 

transparency and candour is promoted throughout the system. 
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3. Response to Winterbourne View 

We are working together across the system to move people out of Assessment and Treatment units 

(hospital-based care) by June 2014. A strategic plan to manage care of these patients in the community 

through pooled budget arrangements is under development. Consideration is also being given to the 

development of a new service model to support people with learning disabilities and severe challenging 

behaviour in the community, thereby avoiding crisis management and hospital admissions. 

4. Patient Safety 

It is of paramount importance that people know that they will 

systems are in place to track and manage performance 1mcHI m11 

are not met. To ensure patient and staff safety, it is 

mistakes and make changes in practice to ensure that 

incidents occur, commissioners will be informed 

investigation and learning from the incident. 

The CCGs will expect healthcare providers to 

Associated Infections (HCAI) in line 

tolerance of MRSA. Additionally, 

Providers will also be 

• 
• 
• 

in our care. We will ensure 

action when required standards 

in place: 

n in Healthcare 

to include zero 

are implemented and 

• the vetting and barring requirements of the 

• 
incidents 

• 
• Arrangements to 

systems that include escalation procedures for serious 

nrr1ission (CQC) regulations and standards 

Safety Thermometer requirements 

All appropriate organisations will fully engage in the Area Team Quality Surveillance groups and ensure 

that we are proactive members of our local Patient Safety Collaboration, sharing intelligence and 

contributing to a collaborative improvement system that underpins a culture of continual learning and 

patient safety across the local health system. 

5. Clinical Effectiveness 

In order to provide cost and clinically effective care and treatment, the CCGs will require providers to 

comply with national and local standards/guidance such as National Service Frameworks and NICE 
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technology appraisals and guidance. The CCGs will also expect to see evidence of compliance with 

guidance from other professional bodies. 

Clinical and practice audit is one of the key mechanisms that monitors the performance and quality of 

services and demonstrates continuous quality improvement at service level. All healthcare providers 

will be expected to demonstrate an active approach to audit by having in place jointly agreed prioritised 

clinical and practice audit programmes, including participation in national audits. 

Providers will be required to share outcomes of clinical and practice audits. Additionally, the CCGs will 

undertake independent audits where necessary. Through a quality scorecard and quality framework, 

the CCGs will ensure that providers can evidence delivery of 

assess performance. The CCGs' Quality Committee will 

and provide assurance to the CCG Governing Bodies, hi~:hli~h 

6. Patient and service user experience 

We will strive to promote compassion, dignity 

service user experience. This will be measured 

outcomes of national satisfaction su 

provided by Healthwatch, complaints 

for health services the results of the 

reporting on their n;,J·iPrlt• 

involvement 

engagement mPrh,mi<:m<i 

services, with benchmarking to 

smonitoring on behalf of the CCGs 

>n<lrn.<P patient and 

reviewing the 

O'm>11ns. information 

the development of ongoing 

red to regularly inform, consult and involve 

public in the planning and review of services. 

1p<lssion by engaging staff and promoting an environment 

We will promote dignity and respect, for example by 

monitoring how 

7. CQUINS 

CQUIN is an incentivised monetary reward scheme (currently up to 2.5% of provider contracts) that 

CCGs use allocate payments to providers if they meet defined quality outcomes. The CCGs will continue 

to work with providers to ensure that the CQUIN schemes both in the current and future contracts are 

stretching and deliver quality services for our population. The aim will be to have fewer CQUINs to 

allow greater incentive for change on each. Where national CQUINs are already being achieved, stretch 

quality indicators will be introduced. We will be following national and regional guidance in the 

development of our local CQUIN arrangements, but would only expect to pay the full 2.5% to providers 

who have demonstrated truly exceptional quality, part of which will mean ensuring that all national 

standard quality requirements have been met. 
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8. Compassion in practice 

We embrace the values and behaviours outlined within the vision and strategy for nurses, midwives and 

care staff- Compassion in Practice. We will ensure that all of our providers focus on the 'Six C's' (care, 

compassion, competence, communication, courage and commitment) putting the person being cared 

for at the heart of the care that is delivered to them. 

9. Staff satisfaction 

We recognise the importance of staff satisfaction to the delivery nfthia'h quality services. There is good 

evidence that happy, well-motivated staff deliver better lting in better outcomes. We 

recognise that health and social care staff work very under great pressure and we are 

committed to ensuring that we work with all our provid for them to do the best 

job they can. 

The CCGs and providers will use the results and Family Test (as it 

alongside all comes into effect) to monitor NHS staff sat1st;3ct1c 

other quality metrics as a measure of 

1 0. Seven day services 

We recognise that 

limited availability of 

for patients, including 

being closed 

To support the 

support our orov1d1 

utilising future CQUINs 

11. Access 

Evidence shows that the 

detrimental impact on outcomes 

occur there is a need to ensure that care 

1m;nitol on whatever day of the week they are 

that the full range of health and social care 

day services, the CCGs will be developing a CQUIN (2014/15) to 

cover seven days a week. We are also committed to 

initiatives around 7 day working. 

Linked to the above is the need to ensure good access to all of the services we commission. The CCGs in 

particular will ensure that local providers adhere to all NHS constitution measures and access standards 

to provide patients with care in a timely manner. The added importance of this in relation to waiting 

times for a diagnosis and treatment of cancer is understood. 

The Choose & Book access system for outpatient appointments will continue to be utilised to support 

patients to make a choice of where and when they would like their treatment. This will support 

continued achievement of the 18 week referral to treatment standards. Waiting times in A&E and 
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ambulance response times are expected to improve and ambulance handover delays expected to be 

maintained as low as possible. 

12. Safeguarding 

As public bodies we have a statutory duty to make arrangements to safeguard and promote the welfare 

of children and young people and to protect vulnerable adults from abuse or the risk of abuse. We are 

committed to fulfilling this function to a high quality standard. 

Commissioning organisations also have a responsibility to ensure that all providers from whom we 

commission service (both public and independent sector) have single and multi-agency 

policies and procedures to meet these requirements. 

We will ensure that systems and processes are in place 

best practice is embedded. All contracts and SLAs 

safeguarding policies which promote the 

commissioners of all incidents involving children 

duties of co-operation and that 

to adhere to Berkshire-wide 

Providers will inform 

whilst in their care. 

The CCGs' Nurse Director will provide 

arrangements at Board level for both 

the Local Safeguarding Children and 

ensure sufficient support is available to 

on safeguarding concerns. 

improvement in oa"=5UOI 

13. 

required de•velioor 

timely manner. 

of safeguarding 

the CCGs on 

resource to support the 

erk,;hir·e West. 

a range of external regulators and assessors 

Colleges, the Health and Safety Executive, the 

no1ortant that commissioners are aware of the findings of 

· to inform commissioning decisions and monitor any 

that mechanisms are in place to share relevant information in 

We will build relationships representatives, for example from the CQC and Monitor, and 

commissioners will meet with these regularly to ensure any areas of concern are shared early so that 

support can be provided immediately to make necessary improvements. Where necessary, 

commissioner will work in partnership with external regulators, supporting providers and monitoring 

actions plans to ensure that changes are made and full compliance is achieved as quickly as possible. 

14. Innovation 

ADD TEXT - Statutory responsibilities to promote research, 'Innovation Health and Wealth' 

report and use of Academic Health Science Networks 
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Governance 

1. In order to maximise our chances of success as a partnership, the Berkshire West 10 have 

developed robust governance arrangements to underpin our joint working. These are depicted 

below. They are designed to draw in all partners and incorporate the work of a number of bodies 

which have proven their resilience over a period of time, including the Berkshire West Partnership 

Board and the network of Locality Integration Groups. The work of these bodies is given further 

momentum by the direct engagement of each organisation at the most senior level through the 

2. 

Chief Officers Group which now meets regularly to review 

Patient outcomes: 

0 Patients will co-p 

will play a central role in this governance 

tfiJsp:DLmt for the delivery of the strategic vision set out in this 

success will look like for our partnership. To support 

defined the following desired patient outcomes and 

I use to measure our progress: 

their care plans, setting their own goals and outcomes 

o Patients will have a single point of contact to co-ordinate all their care needs 

o Patients will have sufficient information to support their decision-making and choices 

• Patients will have a personal budget where they choose to 

Programme performance metrics: 

• An agreed percentage of people with long-term conditions who are supported by integrated 

teams, will have a shared care plan based on goals they have set by the year 2015-16 

o An agreed percentage of the vulnerable elderly and patients with long-term conditions will 

be able to name their care co-ordinator 
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• Non-elective admissions will have reduced from the 2012-13 baseline 

• Delayed transfers of care will have reduced from the 2012-13 baseline 

• 4 hour A&E target will be consistently met 

• 999 conveyances will have reduced from the 2012-13 baseline 

• Community capacity will have increased from the 2013-13 baseline 

• There will be mixed modality of primary care delivery 

• An agreed percentage of people in the middle tier of our 'risk triangle' will have had a 

proactive contact to support them in improving and maintaining their health by March 2015. 

3. Progress is driven through a dedicated Programme Management Office, headed up by a jointly-

4. 

appointed Programme Director who works to ensure 

delivered swiftly. 

In addition, our Better Care Fund plans 

ensure that we operate pooled budgets 

these and working together to minimise 

85 

is monitored, managed and 

governance arrangements to 

maximising the impact of 

the system as a whole. 
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Key values and principles 

1. Equality and Diversity 

Equality and Diversity is central to our work to ensure there is equality of access and treatment within the 

services that are commissioned and provided. The promotion of equality, diversity and human rights is also 

central to the NHS Constitution We have used the NHS Equality Delivery System (EDS) to develop the 

following Equality Objectives: All partners similar? 

Improved patient access and 

experience 

Empowered engaged and included 

staff 

Inclusive leadership at all levels 

how we will work as a system: 

• and social care economy, supported by 

• 

• 
• 
• Share resources 

Borough Council 

and performance metrics and monitor the system's 

Programme Management Office, hosted by Wokingham 

• Deploy our own staff into programme activities where they have particular expertise 

• Openly share data for the cost of service provision to support informed decision-making on 

service reconfiguration 

• Support service changes that improve (or at least maintain) health outcomes for our population 

and reduce the cost of provision for the system as a whole 

• Provide transitional relief for a fixed period, subject to available resources, where the impact of a 

service redesign reduces an organisation's financial viability 

• Ensure recommendations for use of the Better Care Fund support the delivery of the Integration 

Programme 

25 

86 



• Take collective responsibility and champion the programme, creating the culture for change to 

take place 

• Identify and overcome the obstacles to integration 

The following further principles apply specifically to service redesign: 

• Service redesign will keep users/patients at its heart and be co-produced 

• Design will be evidence-based wherever possible 

• The model with prioritise the prevention of illness or crisis and develop proactive services 

• Move care closer to home or to 'better value' care settings as the norm 

• Reduce fixed costs in the system as far as possible and use of the remainder 

• Provide single points of access for patients and intpgrat·p 

• Reduce the requirement for hospital beds, nursing 
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Annex A: Strategic Plan Key Lines of Enquiry (KLOE) 

Annex A: Strategic Plan Key Lines of Enquiry (KLOE) 

details 
Which organisation(s) are completing this 
submission? 

In case of enquiry, 
name and contact 

a) System vision I What is the 
years' time? 

n of the ten statutory 
care organisations operating in Berkshire 

hire West CCGs) 

By 2019, enhanced primary, community and social care services I The plan on a page 
in Berkshire West will work together to prevent ill-health and 
support patients with much more complex needs at home and in 
the community. Service users will be supported to take more 
responsibility for their health and wellbeing and to make 
decisions about their own care. Patients will only be admitted 
into acute hospitals when they require services that cannot be 
delivered elsewhere and will be treated in centres with the 
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How does the vision include the six 
characteristics of a high quality and 
sustainable system and transformati 
service models highlighted in the 
Specifically: 

1. Ensuring that citizens wi 
included in all as 
and change, and 
fully empowered in 

2. Wider prima 
3. Amo 
4. 

5. A step-cl 

6. 
centres of excelle 
locality) 

facilities and expertise. All the services that respond to people 
with an urgent need for care will operate together as a single 
system. This wjJ[~gnsure that the service people receive is 

clinical need. People with urgent but 
conditions will receive responsive and 

hospital. People with serious and life
be treated in centres that maximise 

Details provided 
revised~;(pproach to engaging I within the activity and 

ur commissioning intentions 
he influence of patient choice in 
flows and a number of our QIPP 

emes, e.g. heart failure and haematology DAWN are 
on rolling out other successful local approaches 

port patients to be more involved in managing 
long-term conditions. 

aim to build the role of GPs as the accountable 
clinician co-ordinating integrated care around the needs 
of the patient. The continuing shift to community-based 
provision will require GPs to continue to work in new 
ways with other professionals including specialties 
previously provided in a hospital setting. We are 
developing the role of practices as a key component of 
the urgent care system and as such are considering 
investing in seven-day primary care services. We 
anticipate that these changes will result in new 

financial templates 
which will be 
triangulated. 
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3. 

care provider organisations and larger scale practice 
configurations emerging and will work with NHS England 
on ways of£lJtluacting which will support such larger 
scale 

to deliver fully integrated services which 
in activity away from the hospital 

ngly complex care provided in 
the Berkshire West 10 

real-time data to drive 

lement and working to improve our 
to discti"arge patients and instigate care packages 
per week. 

1ctivitv plans reflect the fact that our paients are 
choosing to have care in the private sector, 

g tariff flexibilities to ensure that providers are 
paid fairly for the work they deliver. We plan to align 
financial incentives with the models of care which we 
wish to commission and to work with NHS providers to 
develop a shared direction of travel for their services. 

6. We will work with NHS England to ensure patients 
requiring specialist care are treated by the most 
appropriate provider. We recognise that this could 
have an impact on activity at RBFT and are working with 
the trust to understand the implications of this. 
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How does the five year vision address the 
following aims: 

a) Delivering a sustainable NHS for 
future generations? 

b) Improving health outcomes in 
alignment with the seven ambitions 

c) Reducing health inequalities? 

and financial plan submissions 
we have identified to meet 

e early years. There are a number of 
pipeline, however the future 

depends on the delivery of 
bed in this Strategic Plan. 

v-11*~,\;!tcumes across the seven 

describes the shared strategic vision of the 
West 10 partnership which includes the four 

local authorities, RBFT, BHFT and SCAS. 

Health and Wellbeing Boards received a paper on the 
planning process in December and agreed that the strategic 
unit of planning should be Berkshire West. Members have 
been briefed regularly since then and will be working on the 
further development and sign-off of this plan between now 
and June. In addition Health and Wellbeing Boards will 
sign-off and monitor plans for the use of the Better Care 
Fund and play a key role in the governance structure that 

deliverv ofthe Berkshire West lO's integration 

Financial Strategy
Annex B 

Unify financial 
planning template 

Two year CCG 
Operational Plans and 
Plan on a Page. 

31 



co 
c..:> 

a) Current 
position 

How does your plan for the Better Care 
Fund align/fit with your 5 year strategic 
vision? 

What key themes arose from the Call to 
Action engagement programme that have 
been used to shape the vision? 

in place to show 
their perspective 
included? 

been undertaken? Have opporfunities and 
challenges been identified and agreed? 
Does this correlate to the Commissioni 

programme. 

will act as a key vehicle for the 
ways of working described in this 

sustain the NHS as a provider 
and to keep it free at 

said they wanted to see a 
m, using the 

r to full effect and-using community-based 
eople well and prevent ill-health. All of 

reflected in the strategic vision 

were expressed by some about the use of the 
sector and specifically about ensuring that the NHS 

I over services. At an individual level we are 
patients choose to receive care in the private 

. We will need to do more to assure the public about 
we have in place with regard to aualitv and cost. 

This is in development and will be fed back to members of 
the public through follow-up Call to Action events to be 
held in the Spring and captured in the next iteration of the 

c Plan .. 
This plan reflects the population needs identified in the 
JSNA and a demand and capacity analysis previously 
undertaken across the system which identified a range of 
short and long-term redesign opportunities. In addition 
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b) Improving 
quality and 
outcomes 

for Value packs and other benchmarking 
materials? 

Do the objectives and interventions 
identified below take into consideration the 
current state? 

Does the two year detailed operational 
submitted provide the 
foundations to deliver 
described here? 

each CCG has reviewed the Commissioning for Value packs 
and plans are in place to further review and reduce areas of 
variation. As B~·ire West is already a high performing 
system few .. qrl·A·R·~hrtunities were identified, but a key area for 

d%lP~··'lK: 
explorati?f!§J,};~tl!;~,level of musculo-skeletal activity where 
there ar~~ilf~if~a'~ly higher levels of activity than would be 

nal Plans describe key interventions 
next two years which deliver a 

nosition at March 2016 but will also 
r strategic vision and inform planning 

At the Unit~~IBnnirrgi!~J: wha~the ~'llnAmbition area 
five year 11]~'1 outcome arfltJ~tions i.e} ·he 

I Metric I Proposed 
•. attainment in 

aggregatio 
contribution td1ftn•e,outcome amoftions? I 1 Years of life I As per guidance 

lost to treatable 
conditions 
21m proving Dementia 67% of expected 
quality of life for diagnosis by March 2015 
people with 
long-term Rate of people Increase by 3% by 
conditions accessing March 2016 

33 



co 
Ul 

Achieve SO% 

TBC 

TBC 

Unplanned I TBC 

hospital 
admission for ACS 
conditions 

Unplanned 
paediatric 
admissions for 
epilepsy, asthma 
and diabetes 

Emcrcrr=~nr\ 
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views been considered 
plans for improving outcom 
quantifiable ambitions? 

7 Reducing 
avoidable 
deaths 

acute conditions 
not usually 
requiring 
admission 

3% reduction in 
rate of people 
reporting poor 
care 

Patient Survey I TBC based on AT 
-measures for plans 
practice and OOH 

TBC- based on 
medication errors 

The public have been involved in the development of our 
ambitions through discussion at our three Call to Action 
events and through the associated online survey. There are 
patient representatives on all our key care programmes. We 
are shortlv holding a summit with all 3 Healthwatches. the 
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What data, intelligence and local a 
was explored to support the develop 
of plans for improving outcomes and 
quantifiable ambitions? 

How are 
and q 
JSNAs? 

been involved in 
improving outcomes? 

third sector leaders and the CCG PPJiay members to review 

n consulted through our ongoing work 
,k,tinns and discussions at GP Councils, 

ning workshop attended by 60 GP 
planning a joint clinical service 

ers to further inform our 5 

outcoTl{~S ambitions as set out in 
operational plans has been informed by 
Health and Wellbeing Strategies. We 

ectories against the national 
reference to the 'How to Guide' 

of our current performance against 
g similar populations. 

outcomes ambitions set by each CCG reflect the 
highlighted in the JSNA for their area. 

Health and Wellbeing Boards have been involved as part of 
the ongoing dialogue around the planning process. The 
local outcomes ambitions of each CCG reflect Joint Health 
and Wellbeing Strategy priorities. 
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c) Sustainability I Are the outcome ambitions included within I Confirmed. 

d) Improvement 
interventions 

the sustainability calculations? I.e. the cost 
of implementation has been evaluated and 
included in the resource plans moving 
forwards? 

Are assumptions made by the health 
economy consistent with the challenges 
identified in a Call to Action? 

Can the plan on a 
identified through 

vision. For each 
intervention, please 

• Overall aims of 
who is likely to be 
intervention 

• Expected outcome in quality, 
cost and ooint of de 

and capacity, together with 
as shown that the challenges 

Action programme such 
numbers of patients 

as to set out how we as a system can 
nges. 

and financial plans reflect the key 
rr•tP"ir Plan as set out in the Plan on a 
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e) Governance 
overview 

f) Values and 
principles 

terms e.g. the description of the 
large scale impact the project will 
have 

• Investment costs (time, money, 
workforce) 

• Implementation timeline 
• Enablers required for example 

medicines optimisation 
• Barriers to success 

• Confidence levels of implementation 

The planning teams may find it hel 
consider the reports recently publish 
to be published imminently including 
commissioning for 
health system and th 
NHS Futures Summit. 

implementation of 

hire West Ten has a robust governance structure 
described above. This includes linking the work 

bodies with overall assurance provided by 
lth and Wellbeing Boards. 

The system reform initiatives described in this document 
reflect the shared principles around system reform which 
members of the Berkshire West 10 partnership have 
agreed. The overall programme of transformation 
described is in line with the shared principles for whole
system working also developed by the partnership. 
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Annex 8: Financial Strategy 

TO BE INSERTED 
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Annex C: Discussing this plan with the public 

TO BE INSERTED 

1 01 
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Annex D: Summary of BCF Plan 

Breakdown of total fund 

I ~ , . . -
'Baseline S256_f!J~di_~g: ~ 20~/14 
:A:d£fi~io~s ~o grant in 2q14/_l5 

:Funding added ~o the BCF, al~e:a.~y committed 
;Carers funding 
,Reablement 

Committed fun~s 

·New 15/16 commitl!lent 

[Total ~CF funding via CCGs 

; BCF f~nding.fn?m DFG, _ 
: BCF funding from Soci_a_l care capit<~:_l grant 

!Total_ BCF fundin~ :-2015/16 

'New 15/16 commitment- breakdown 

! 
!DirectbyDH 
.standard terms {tbc)- from CCGs 
linked to o_utco_mes- from CCGs 

linked to outcomes :oayment: 

,Progress to 4 National_conc:'_itions april·~ 

·progress against local metrics and 2 national metrics ~pril .'15 
Further progress against local and national metrics 'oct '15 

102 

1,005 
6,058 
2,522 

9,585 

631 

631 

1,261 

2,522 

' ·······'·· 
749: 

6,452 

z.sn: 
9,n3' 

643 

643 

1,286~ 

2,572 

WO_kirigham 
£'00)-, 

613; 
5,314 
2,117: 

8,044 

529 
529 

1,058 

2,117 

• 

2,367 
17,824 

7,211 

27,402 

1,803 
1,803 
3,606 

7,211 
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Annex E: Improvement interventions - CSU DOCUMENT TO BE REVIEWED AND RE-FORMATTED INTO PROFORMA FOR EACH 

FULLY WORKED UP INITIATIVE AND OUTLINE FOR SCHEMES IN PIPELINE. ALSO TO ADD FINANCIAL IMPACT. 
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Annex F: List of related documents 

43 

104 




