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Introduction  

This Operational Plan has been prepared to meet the requirements of the NHS England planning guidance Everyone 

Counts: Planning for Patients 2014/15 to 2018/19, The Forward View into Action and Supplementary Information for 

Commissioner Planning 2015/16. It should be read in the context of the Strategic Plan, Better Care Fund Plan and Future Fit 

documentation 

The information contained in the following narrative supports Shropshire CCG’s submission of the following planning 
templates: 
- LTFM 
- Unify Submission 
- Better Care Fund narrative and metrics 
 
This document contains a description of our approach to delivering the planning fundamentals. Further detailed delivery 
plans to support this submission include the CCG’s Mandate and internal Operating Plan in draft form.  

 

1) Supporting Narrative LTFM 
The financial plan for Shropshire CCG meets the business rules required by the "Everyone Counts" planning guidance as 
follows; - 1% surplus - 0.5% contingency - 0.5% non-recurrent expenditure .    
 
The CCG’s QIPP target for 15-16 amounts to 2.6% of the CCGs Programme Budget. The programme is drawn together from 
the following sources; benchmarking information which illustrated that the CCG is an outlier for Orthopaedic expenditure and 
Cancers and Tumours. - full year effect of successful schemes implemented during 2014-15 (e.g. Integrated community 
service, care home extended service) and planned care schemes (e.g. tele dermatology, community based urology services 
and advice and guidance) - Reviewing procedures of limited clinical value and consultant to consultant referrals to ensure 
the CCG is maximising the opportunities they provide - further known opportunities to reduce Prescribing expenditure - New 
schemes identified as a result of 5 year strategy development (Dementia, urgent care, LTC, Better Care Fund).  
 
The commissioning Intentions of the CCG for 15-16 fall out of the CCGs strategies for Urgent Care, Long Term Conditions, 
Medicines Management, Planned Care and the Health and Wellbeing Board Strategy. Each Intention includes information on 
which provider contract it affects and whether it is a service review, a service development, an activity change and/or QIPP 
scheme. This ensures that service financial and activity plans are linked.  
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Similarly the baseline activity used to roll forward the provider contracts is costed to ensure it is affordable within the financial 
envelope available. The baseline activity is based on month 07 14-15 extrapolated to year end and adjusted to ensure that 
seasonal adjustments and part year service changes are fully taken into account.  
 
 

2) Supporting Narrative – Unify Submission     
Shropshire CCG Board undertook a dedicated Board workshop to review the Outcome Ambition requirements of the Unify 
submission. The CSU’s Outcome Benchmarking report was considered in deciding Outcome Ambitions targets and 
trajectories, with input from Public Health where necessary. Quality Premium targets were also considered and the 
recommendations to the Health & Wellbeing Board were agreed. These recommendations were submitted to and agreed 
by the Health & Wellbeing Board on 27 March 2015. 

 
 
 
 

Planning Fundamentals Planning Guidance 
descriptors 

Delivery Across the 5 domains and 7 outcome measures 

This section is largely dependent on the CCG agreeing its outcome ambitions for 2015/16. Work has been 
undertaken with Board members to review trajectories and current performance. The CCG’s position will eb agreed 
at its Board meeting in March to inform this section of the plan for its final draft 
 
The CCG is awaiting publication of further information regarding the Quality Premium Payment indicators for 
2015/16 

• Your understanding 
of your current 
position on outcomes 
as set out in the NHS 
Outcomes 
Framework  

• The actions you need 
to take to improve 
outcomes 

Improving Health 

In November 2013 NHS England Published “Commissioning For Prevention” as part of the Call to Action suite of documents. This 
guidance set out a five step framework intended to help CCG’s think about  how to commission for effective prevention and identify and 
analyse the top health problems in conjunction with their Local Authority and Public Health.  
 

• Working with HWB 
partners, your 
planned outcomes 
from taking the five 
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Shropshire’s  response to this guidance developed in 2014/15 highlights that Shropshire leaders recognise the need for health and care 
services to shift their focus from 'fixing disease' towards 'maintaining health' and identifies the potential for local partners to work 
together through the Health & Wellbeing Board to address this issue.  
 
The response document sets out those areas that warranted  further attention within primary, secondary and tertiary prevention as set 
out below: 
Primary Prevention 

• Smoking cessation 

• Prevention of Obesity and promotion of physical activity 

• Reducing alcohol related harm 
Secondary Prevention 

• Cardio Vascular Disease 

• Atrial fibrillation 

• Impaired glucose intolerance and type 2 diabetes 

• Fragility fractures 
Tertiary Prevention 

• Cardiac Rehabilitation 

• Chronic Kidney Disease 

• Care – Co-ordination 
 
The introduction of the Better Care Fund has been the primary focus for the development of integrated prevention work and 
Shropshire’s Better Care Fund Plan sets out a focus on prevention of illness rather than treatment; where we care for patients and 
residents in the community more than we do within formal hospital settings; and where we focus on the correct level of care for the 
individual rather than placing patients in care settings that are of a higher dependency than their needs require. It also require us to 
make radical changes to how we apportion our funding and on what services we focus our scarce resources and on building community 
capacity and resilience to help people and communities help themselves. It requires us to work even better together. 
 
A key theme within our plan is prevention focusing on empowering people to make better lifestyle and health choices for their own and 
their families health and wellbeing, preventing the prevalence of ill health and the need for intervention. A multi agency prevention 
Steering group has been set up to oversee this work and report into the BCF structure. In particular phase one implementation will focus 
on Integrated Falls Prevention, including a focus on fragility fractures, from April 2015. Phase two work will be developed early in 
2015/16 and will focus on the supporting role of developing better shared prevention data and the necessary systems to support this 
and developing services focusing on cardio vascular disease 
 
Further to this we will continue to work with the local authority on the healthy choices programme, in particular the Healthy Shropshire Website and 
the Help2Change programme. 

steps recommended 
in the “commissioning 
for prevention” report 

• Set out significant 
additional actions the 
CCG will take to 
improve the physical 
and mental health & 
wellbeing of their staff  
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A review of our Health & Wellbeing Strategy, to be completed in early 2015 will create a refreshed set of collective ambitions around 
prevention activities to meet the particular needs of the Shropshire population and will highlight the specific areas where the CCG can 
support Public Health colleagues and the Health & Wellbeing Board in meeting its objectives in this regard. 
 
Within 2015/16 the CCG will also be reviewing further the prevention areas identified above to ensure the appropriate focus within CCG 
planning and redesign 
 
Further detail to be included regarding CCG links with PH and the delivery of primary prevention programmes 
 
Working with our staff 
The CCG supports and will actively participate in Shropshire Health & Wellbeing Board’s year of physical activity for 2015. 
 
The CCG Board has been updated on significant organisational development actions which have taken place to improve the physical 
and mental health and wellbeing of staff. This includes: 
 
Induction: A CCG induction pack has been produced, which consists of a slide pack and induction checklist.  The slide pack includes 
an overview of the NHS structure both locally and nationally; the CCG’s structure and Governing Body; links to key information and 
useful contacts.  The slide pack continues to be developed but has been used for a number of new starters and has been published to 
the staff intranet, ShropShare, where it will be further developed and updated.  The checklist has also been used for a number of new 
starters but is currently still in draft format until all of the accompanying documents have been developed.  This has also been published 
to ShropShare. 
 
Mentoring and Coaching: In the work done to identify the CCG’s Organisational Development priorities, mentoring and coaching was 
highlighted as one of the areas of priority.  The CCG is currently exploring a coaching programme for line mangers to enable them to 
support and develop staff.  It is anticipated that the programme will be provided twice a year and delivered by an ‘in house’ expert. 
 
Communications and engagement with staff and members:  The CCG has worked hard to develop its communications channels 
and has established a series of well-read newsletters; a re-invigorated monthly Staff Briefing process (which also includes OD 
discussions); an informal ‘Staff Car Park’ group which aims to discuss little things that can make big differences to staff and the Mandate 
launch which took place across the localities in Shropshire. 
 
Staff Survey: A six-monthly staff survey has been introduced that helps check the temperature of the organisation an identify short-term 
issues and potential long-term directions of travel. 
 
Training and Development: The CCG continues to ensure that all staff complete relevant mandatory training as well as developing 
bespoke training courses for specific staff groups, such as: Safeguarding, Prevent training, Mental Capacity Act training and Dignity and 
Respect training. 
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Reducing Health Inequalities 

Those in the poorest communities experience the worst health, largely due to the impact of social conditions on preventable risk factors. 
For example, about half the differences in male death rates by socioeconomic status can be accounted for by differences in smoking 
rates. To reduce premature mortality, narrow inequalities and improve health, there is a need to tackle both the preventable causes of ill 
health and the ‘causes of the causes’ (see Figure 1). 
 
Fig. 1 
The causes of health inequalities 
Source: National Audit Office 

 
 

Health is about more than just the absence of disease, it includes a sense of wellbeing and the ability to achieve one’s goals. It follows 
that health can be strongly influenced by factors such as housing, education, income and crime. Shifting the emphasis from 
management of illness towards maintenance of health will require a concerted effort at every level of society, including national as well 
as local action. That said, there are many assets for local communities to build upon, and much that can be achieved by joining the 
‘jigsaw pieces’ together from the bottom up. Two broad approaches are needed to embed prevention locally (see Figure 2): 
 

Ø  Strengthening locality-based assets to create ‘healthy places’ and ‘healthy communities’ 
 
Ø  Motivating and supporting positive health behaviours and self-care 

• Identification of the 

groups of people in 

your area that have a 

worse outcomes and 

experience of care, and 

your plans to close the 

gap  

• Implementation of the 

five most cost-effective 

high impact 

interventions 

recommended by the 

NAO report on health 

inequalities  

• Implementing EDS2  

• Examination of how the 

organisation compares 

against the first NHS 

Workforce Race 

Equality Standard 

• All NHS employers and 

Boards must examine 

themselves against NHS 

workforce race equality 

standards 
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In last year’s Operational Plan the CCG set out the following  local position: 
 
The Shropshire JSNA and Health and Wellbeing Strategy have identified groups of people in the populations that have worse health 
outcomes compared to the average.  People living in the most deprived fifth of the population, particularly men are significantly more 
likely to have lower life expectancy and higher premature mortality than the average.  However, different population groups have 
different experiences of health inequalities.  For example young women from the most deprived areas are more likely to smoke in 
pregnancy and not breastfeed their babies, mental illness is more likely to be experienced by vulnerable groups (e.g. Looked After 
Children) and physical inactivity and prevalence of disease is more likely to be experienced by older age groups.  Men with severe 
mental illness die 20 years younger than average and for women with severe mental illness it is 15 years. 42% of all tobacco is smoked 
by those with mental health problems and there are higher levels of obesity. 
 
Shropshire has an ageing population; therefore it is likely that prevalence of disease will rise.  This prevalence is not spread equally with 
those in more deprived areas more likely to have higher prevalence of disease and from an earlier age than those in more affluent 
areas. 
 
Shropshire is also a large, sparsely populated rural county where equal access to services is often not possible due to geographical 
distance.  This is important when planning health care interventions. 
 
Therefore, although there are certain groups in Shropshire’s population that have worse outcomes than others, this varies depending on 
the health outcome and will need consideration when planning an intervention. 
 
Shropshire CCG’s position in relation to addressing Health Inequalities is unchanged from 2014/15 in terms of the focus on the 
population profile. Therefore the focus and principles of the overarching work streams remain the same, along with our commitment to 
working with our partners and the Health & Wellbeing Board on a long terms footprint if reducing health inequalities is to be achieved. 
 
Much of the work set out in the Improving Health section above will contribute to work to reduce health inequalities in Shropshire. Our 
response to the “Commissioning for Prevention” guidance and the development of our Better Care fund workstreams, also set out in the 
section above demonstrate our focus on prevention and reducing health inequalities. Our priority areas consider the findings of the 
National Audit Office’s report (2010), the identification of the 5 most significant health problems identified in the “Commissioning for 
Prevention” guidance (ischaemic heart disease, lower back pain, stroke, lung cancer and Chronic Obstructive Pulmonary Disorder) and 
overlay our local intelligence via the JSNA, Commissioning for Value packs and social care data to dictate our areas of focus as  
 
Public Health colleagues in Shropshire identified some of the key areas for prevention in the county to including fragility fractures, 
obesity, smoking and cardiac rehab and has been used to inform our Better Care Fund plan. The work of the Better Care Fund also 
supports building community resilience and promoting self care. Further details of this can be fund in both the Improving Health and A 
modern Model of Integrated Care sections. 
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Public Health Shropshire has formed an in house provider unity called ‘Help2Change’ to assist with the delivery of prevention services 
and the CCG is working closely with them to support this work. The Health & Wellbeing Board has adopted 2015 as it year of physical 
activity and as part of this focus the CCG is working with partners lead by Public Health, to develop an “Inactivity Strategy” across 
Shropshire 
 
Smoking Cessation 
Although in Shropshire smoking prevalence is significantly lower than the national average, smoking in pregnancy is significantly higher 
making this a priority area in terms of reducing health inequalities.  The CCG are currently working in partnership with Public Health, 
other local authority partners and providers to reduce smoking in pregnancy and this will continue into 2015/16.   
 
NHS Health Check 
The NHS Health Check will enable the identification of patients with certain conditions, e.g. hypertension, diabetes, and patients with 
certain lifestyle risk factors that could lead to them developing some conditions, e.g. smoking, consuming unsafe levels of alcohol.  This 
will be vital in identifying the populations that would most benefit from the 5 recommended interventions.   
 
Updated position from PH for 2nd draft 
 
Prescribing 
The 5 interventions recommended are: 

• Increased prescribing of drugs to control blood pressure;  
Hypertension is a major preventable cause of morbidity and mortality. Hypertension is usually symptomless - screening and accurate 
diagnosis is therefore vital. Lowering blood pressure (BP) in patients with hypertension decreases the risk of stroke, coronary events, 
heart failure and renal impairment.  Improved identification, diagnosis and treatment of hypertension could improve outcomes; reduce 
hospital admissions and costs to the NHS. The Primary Care Support team and GP practices auditing treatment of patients taking blood 
pressure lowering medication. 
 
National indicators associated with this area of prescribing – also a component of the Prescribing Quality and Optimisation Scheme 
(PQOS) 

 

In 2014/15 there has been an increase in the volume (number of items) of prescriptions to control blood pressure by almost 19,000.  
Practices are advised to follow NICE and local guidance.  Prescribing data is provided to practices on a monthly basis. 

 

• Increased prescribing of drugs to reduce cholesterol;  
Based on NICE guidance, for most people, 40 mg simvastatin remains a first-choice treatment for the primary and secondary prevention 
of cardiovascular disease. Exceptions to this include patients with acute coronary syndrome (ACS), familial hypercholesterolemia, or for 
patients with type 2 diabetes where total cholesterol (TC) >4 mmol and low-density-lipoprotein cholesterol (LDL-C) >2 mmol, to whom a 
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higher intensity statin* treatment should be offered. Consideration may also be given to the use of a higher intensity statin in patients 
with established cardiovascular disease, if TC >4 mmol and also LDL-C >2 mmol. 
 
National indicators associated with this area of prescribing – also a component of the Prescribing Quality and Optimisation Scheme 
(PQOS) 
Regular prescribing data provided to practices.  

 

In 2015/16 there as been an increase in the volume (number of items) of prescriptions to reduce cholesterol by 24,000. Practices are 
advised to follow NICE and local guidance.  Prescribing data is provided to practices on a monthly basis. 

 

• Increased anticoagulant therapy in atrial fibrillation;  
Locally, consideration has been given to the evidence for the newer oral anticoagulants (NOACs) for stroke prevention in atrial 
fibrillation (AF).  Guidance was issued to prescribers to ensure appropriate prescribing.  Primary care clinicians are more conscious of 
‘time-in-therapeutic INR range’ for patients receiving warfarin and so proactively managing patients. Current review of Local enhanced 
scheme for the therapeutic drug monitoring of patients on warfarin being undertaken. 

 

In 2014/15 there has been an increase in the volume (number of items) of prescriptions for atrial fibrillation by 8,217.  Local guidance 
based on NICE guidance has been made available to practices.  Tools (PRIMIS) are run by the Primary Care Support team and 
practices to identify patients at risk of stroke – patients are then prescribed anticoagulant drugs. 

 

• Improved blood sugar control in diabetes  
Poor glucose control cannot be supported in patients with type 2 diabetes as it is associated with a higher risk of mortality and micro 
vascular complications.  However, controlling blood glucose control is just one aspect of diabetes management. With regard to lowering 
cardiovascular risk, blood pressure control and lipid lowering are both more effective than controlling blood glucose.  Lifestyle factors 
including smoking cessation, diet and physical activity may also have a significant impact on disease progression and outcomes. 
Because of the complexity associated with managing diabetes, therapy should be tailored to the individual needs and circumstances of 
each patient. Several studies have demonstrated that intensive glycaemic control in type 2 diabetes provides only limited benefits and is 
associated with an increased risk of adverse events.  
 
National indicators associated with this area of prescribing – also a component of the Prescribing Quality and Optimisation Scheme 
(PQOS) 
 
In 2014/15 there has been an increase in the volume (number of items) of prescriptions to improve the control of blood sugar in diabetes 
by 22,222.  Local guidance based on NICE guidance has been made available to practices.  Tools (PRIMIS) are run by the Primary 
Care Support team and practices to identify patients with diabetes – patients are then prescribed appropriate drugs to improve sugar 
control in patients with diabetes. 
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The work set out above will continue into 2015/16 
 
 
Equality& Diversity 
 
The CCG has in place:  
 
Equality and Diversity Strategy  
Patient and Public Engagement Committee 
Equality Delivery Steering Group  
 
We have implemented the original Equality Delivery System through: 

o Undertaking a baseline assessment against the Equality Delivery System outcomes, about assessing peoples’ needs, 
delivering care, employment systems and leadership 

o Involving our community interest groups in the review of the shadow CCG baseline self-assessment against the eighteen 
outcomes in order to triangulate the community groups’ experiences and perceptions of service 

 
We identified four areas for development alongside our communities of protected characteristics which we would implement over a 4 
year cycle.  We have implemented one of the objectives through the production of a staff awareness film – ‘Hats off to Humanity’ 
 
 
We plan to undertake a similar process as before with EDS2, involving our community interest groups in the review of the CCG baseline 
self-assessment against the EDS2 outcomes in order to triangulate the community groups’ experiences and perceptions of service.  
 
In partnership with the community interest group we will identify the areas for development being mindful of the outputs from the original 
EDS activity.  

 
We will work with Health watch / Equality forums to create conduits for scrutiny by external bodies of the implementation of the Equality 
Act 2010 within the CCG. 
 

• Identified the key local stakeholders to the EDS2 framework of activity 

• Identifying and assembling evidence for analysing equality performance – identifying any gaps and how they can be filled, 
working with commissioning programme leads 

• Agreed roles with partner organisations 

• Currently analysing performance based on evidence and experiences, working with PPECC representatives 

• Agree grades 

• Review and refresh equality objectives and develop short-term action plans of activity 
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• Integrate equality working into ‘business as usual’ operations 

• Publish grades, objectives and actions plans 

• Maintain processes and systems already established to ensure compliance with 14Z2 duty as to public involvement and 
consultation /26 

• Participate in the development and delivery of an overarching health and social care economy Engagement and 
Communications Strategy that supports the delivery of the public involvement, engagement and consultation component of the 
Better Care Fund. 

• Implement refreshed SCCG Communications and Engagement Strategy 
 
NHS Race Equality Standard: The CCG’s senior leadership team and workforce in general is representative of the population it serves. 
Workforce monitoring is a key undertaking of the organisation and the Governing Body is sighted on the data.   

 
Parity of Esteem 

Shropshire CCG has been taking forward work on parity of esteem on the basis of the following principles: 

• Equal access to the most effective and safest care and treatment 

• Equal efforts to improve the quality of care 

• The allocation of time, effort and resources on a basis commensurate with need 

• Equal status within healthcare education and practice 

• Equally high aspirations for service users and 

• Equal status in the measurement of health outcomes 
 
In 2015/16 the CCG will continue to build on the foundations put in place in 2014/15 and in particular will focus on the following areas of 
work: 

- Improving Access to Psychological Therapies – The CCG will continue to work closely with South Staffordshire  & Shropshire 
NHS Foundation Trust (SSSFT) to achieve the access (15% and recovery (50%) targets in 2015/16 

- Improving diagnosis and support for people with dementia – Work will continue to implement the joint action plan developed 
with Shropshire Council. This will include a continuation of the memory service commissioned from SSSFT the Directed 
Enhanced Service including screening at risk groups for memory problems and continued support for the Shropshire Patient 
Self Help Programme 

- The CCG will also look at ways that it can better utilise local networks to build on the work around the resilient communities, 
dementia friends and compassionate communities work to extend it to mental health 

- Work will continue around the Rapid Assessment Interface and Discharge (RAID) work supporting patients in an acute 
setting who in addition to their physical health problems also have a mental illness 

- There will be continued participation in the learning and implementation of actions arising from the Confidential Inquiry into 

• The resources you 
are allocating to 
mental health to 
achieve parity of 
esteem  

• Identification and 
support for young 
people with mental 
health problems  

• Plans to reduce the 
20 year gap in life 
expectancy for 
people with severe 
mental illness  

• The planned level of 
real terms increase in 
spending on mental 
health services 
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Premature Deaths of People with Learning Disabilities (CIPOLD) and participation in the Learning Disabilities Self 
Assessment Framework and the learning associated with it. 

- In relation to crisis service provision we will conclude a review of provision and begin implementation of recommendations 
from this review with our partners 

- We will continue to commission and support our service for helping people with a mental illness into employment 
 
The NHS England document ‘ Achieving Better Access to Mental Health Services by 2020’ highlights the following “all age” items which 
the CCG will be factoring into plans and service developments for 2015/16: 
 

- 75% of people referred to the Improved Access to Psychological Therapies programme will be treated within 6 weeks of referral, 
and 95% will be treated within 18 weeks of referral. 

- More than 50% of people experiencing a first episode of psychosis will be treated with a NICE approved care package within two 
weeks of referral. 

 
 
Identification and support for young people with mental health problems:- 
 
During 2015/16 Shropshire CCG will develop and implement recommendations to improve access and reduce waiting times for Tier 3 
CAMHS services in line with new national standards for mental health services waiting times.   Shropshire CCG will focus on measures 
to deliver parity of esteem as well as ensuring good transition planning and effective delivery of the mental health crisis care concordat.  
This includes seeking to reduce the number of children and young people who self harm. 

 
Shropshire CCG will work with Shropshire Council to increase choice in mental health services, ensuring service users are aware of 
their rights and offered choice in mental health services and are able to make well-informed, meaningful choices at appropriate points 
along the pathway. 
 
Shropshire CCG will agree a Service Development and Improvement Plans (SDIPs)  with the provider of mental health services for 
children and young people to ensure there are adequate and effective liaison psychiatry services in acute settings. 
 
A revised service specification for Tier 3 CAMHS is in place to ensure that the service meets the needs and delivers positive outcomes 
for children and young people who require a Tier 3 mental health service. Close links have been established with Shropshire Council 
who is leading on the delivery of a Tier 2 Targeted Adolescent Mental Health Service (TaMHS). 
 
Plans to reduce the 20 year gap in life expectancy for people with severe mental illness:- 
On the 20th January, 2014 the Department of Health launched “Closing the Gap; Priorities for essential change in mental health.” It sets 
out 25 areas in which action is required over the next couple of years to improve the mental health of those affected by mental illness. 
For instance  
“Closing the Gap” states that 42% of all tobacco smoked is by people with mental illness. This and other socio-economic and psycho-
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social factors greatly affect the health outcomes of those with mental illness. 
 
The CCG has worked with the provider Trust to improve supports to those with mental illness. All service users in receipt of care under 
CPA are offered annual physical health checks which are incorporated into care planning. The service has adopted a smoking cessation 
policy which has seen the mental health provider work collaboratively with the local smoking cessation service. The latter provides 
information targeting mental health service users and has a link worker with the Redwoods and also employs a registered mental health 
nurse. The provider Trust also offers other healthy lifestyle initiatives such as walking groups and advice upon diet and exercise. 
 
In addition to this, there is a clear focus upon delivering four key priority areas.  These include: 
1. Delivering improvement in access to psychological therapies.  The CCG has developed a specific action plan with the SSSFT to 

ensure achievement of the given targets for 14/15.  A working group meets monthly to review progress and ensure delivery.  In 
addition to this, the CCG is reviewing its GP counselling provision to ensure this service is compliant with IAPT principles and that 
this activity can be counted from next year. 

2. Improving diagnosis and support for people with dementia.  This is a key priority for the CCG.  A dementia strategy and associated 
action plan has been produced in partnership with the Local Authority and is being actively implemented. 

3. Improving awareness and focus on the duties within the mental health capacity act.  There are several work areas underway that 
contribute towards this.  This includes a specifically commissioned service that provides assessment and support for patients who 
have mental illness alongside physical health problems. 

4. Crisis service provision. The CCG is currently working with providers and other stakeholders to undertake a review of mental health 
services. This will be cross referenced with “Closing the Gap” owing to the commonality of purpose. 

 
Further to this the CCG anticipates taking forward the following actions in 2015/16: 

- Delivery of the Increasing Access of Psychological Therapies (IAPT) target for access and recovery 
- To implement learning Disability self assessment framework recommendations 
- To carry out an evaluation of the Modernisation of Mental Health Services  recommendations including development of a 

clinical model by the provider to reduce length of stay in line with targets and work to accelerate the improvements in the 
usage of out of area beds 

- To continue to support work associated with the Mental health Crisis Care Concordat including enhancing the capacity of the 
section 136 process to reduce the use of police cells 

- Explore alternative models for crisis and respite care to enhance Mental health Crisis support 
- CCG’s to work with GP’s and providers to ensure patients  are offered choice in mental health services and are able to make 

well informed meaningful choices at appropriate points along the pathway 
 
Response required regarding MH investment 
Patient Services - 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 
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Patients In Control Initiative 

The financial challenges facing the NHS today demand a radical shift in thinking and new commissioning culture – powered by patient-
centred solutions which maximise return on investment, improve the patient experience and generate better outcomes. 
 
Based on local planning work carried out during 2014/15 Shropshire CCG made a commitment to delivering a focused Patient In Control 

initiative. The condition we are focussing on in Shropshire is Crohns Disease.  Two workshops have been held locally with service users 

to understand how they feel we can better empower them to manage their conditions. Alongside this we are planning a leadership 

development day 

 
As part of ‘Patients in Control’ programme sponsored by NHS England we are offering a series of leadership development workshops 
for CCGs and Area Teams to: 

• Support the drive for improved outcomes and better care experiences for patients and their carers through prevention and local 
co-design    

• Support the drive for better value for money, maximum return on investment, reduced demand on urgent care and the better 
management of chronic conditions and post-acute care 

• Assure compliance with the NHS Mandate, Health & Social Care Act, NHS Constitution and NHS England reporting duties  

• Support the successful commissioning of new approaches to self-care, for example through personal care plans, access to 
information, emotional / peer support, social prescribing and personal health budgets 

• Support the effective implementation of integrated personalised commissioning, Better Care Fund, co-commissioning and multi-
disciplinary strategies based on co-design with patients, carers and the voluntary and community sector. 

 
The workshop will:  

• Establish a clear understanding of the ‘Patients in Control’ agenda and policy context. 
 

• Develop practical ‘know-how’ and expertise in person centred care through scenario based action learning, good practice, case 
studies and ‘lessons learned’. 

 

• Identify areas where local co-design/co-production can contribute to the development of new commissioning practice. 
 

• Establish CCG action plans to implement the ‘Patients in Control’ agenda 

 
• Facilitate leadership commitment to implementing this critical initiative. 
 
The workshop will be supported by a team of experienced facilitators who will be working in partnership with patient leads.  This team 
has experience in strategy implementation, NHS commissioning and operations as well as clinical knowledge and expertise.   

• How will you 
commission services so 
that patients and 
citizens have the 
opportunity to take 
control 

• How will you put real 
time patient and citizen 
voice at the heart of 
decision making 

• How will you include 
authentic citizen 
participation in the 
design of your plans 

• How will you promote 
transparency in local 
health services 
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Work associated with the Patient in Control initiative will continue into 2015/16. 

Young Health Champions 

A further example of Shropshire CCG commitment to putting our citizens at the heart of what we do is our Young Health Champions 

project, which we will continue to build on in 2015/16. This project, set up by Shropshire Clinical Commissioning Group and funded 

entirely through the Big Lottery was a way of supporting younger people to have a greater understanding of health issues and how they 

can take responsibility for their own health and wellbeing. 

There is currently a network of 130 health champions aged 11-25 throughout the County. 
 
Recent achievements include: 

• Designing a space for teenagers in the purpose built children’s unit at Princess Royal Hospital in Telford 

• Becoming dementia friends and supporting activities to educate their communities about the illness 

• Creating opportunities for different generations to come together for emotional support through an up-cycling  project. 
 
Personal Health Budgets 
Shropshire Clinical Commissioning Group is working with partners including Shropshire Council and the Parents and Carers Council 
(PACC) to ensure that the SEND Reforms are implemented successfully in Shropshire and that there are improved outcomes for 
children and young people with SEN. 
 
The CCG will lead on the work locally in relation to further developing integrated personal budget arrangements for children and young 
people with an Education, Health and Care Plan.  Shropshire CCG will also work closely with the Local Authority to refine joint 
commissioning arrangements in relation to this area of work 
 
The CCG will build on the implementation of Personal Health Budgets for children and young people with an Education, Health and 
Care Plan and those in receipt of Continuing Health Care and work with regional partners to respond to the national directive to roll out 
PHB to those with Long term conditions. We will continue to work closely with the council to jointly use resources to respond to 
personalisation and link to personal budgets 
 
Add statement around Integrated Personalised Commissioning for 2nd draft 
 
Communication & Engagement 

Shropshire CCG currently has a Communication and Engagement Strategy in place which runs from 2014 to 2017. Members of the 
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Patient and Public Engagement and Communications Committee (PPECC) have been instrumental in developing and refining this 

document.  

The strategy builds on the framework contained in the Department of Health guidance paper, The Communicating Organisation 

(December 2009), follow guidance in the National Health Service England paper, Transforming participation in health and care – the 

NHS belongs to us all (September 2013), and champions the values, rights and responsibilities enshrined in the NHS Constitution.  

The strategy will remain responsive to the changing context within the NHS and it will also reflect our commitment to promoting equality 

of opportunity, eliminating discrimination and recognising and valuing diversity. 

Our strategic communications and engagement objectives: 

• To support the wider CCG in delivering its corporate vision and objectives 

• To embed successful communication and engagement with stakeholders to ensure a culture of co-production 

• To promote the health and wellbeing of all Shropshire people 

• To build and protect the reputation of the CCG 

• To promote equality of opportunity, eliminate discrimination and recognise and valuing diversity 

In order to make sure we achieve our strategic objectives the CCG will develop an annual tactical action plan, which will outline specific 

areas of work and progress made to achieving the areas of work.  The Patient and Public Engagement and Communications Committee 

(which is a sub-committee of the Board) will review the progress at its bi-monthly meetings.  

Engagement 

Engagement is a key cornerstone of the NHS changes is the principle no decisions about me without me, (Liberating the NHS – 
Government response – December 2012). We are committed to continuous and meaningful engagement.  

Patients will get more choice and control, backed by more and better quality information.  Services will be co-designed by patients and 
as a result will be more responsive to patients and their needs, rather than patients having to fit around services.  

We have a duty to ensure that our engagement activity (just like our communications activity) is inclusive and does not disadvantage 
anyone in our communities. We work hard to ensure that people who do not have advice, or may not have equal access to information 
or opportunities to engage, are not disadvantaged. 

Our engagement will be accessible and appropriate for a range of audiences. We recognise that there can never be a ‘one size fits all’ 
approach. We will deploy a range of diverse approaches, including digital and social media approaches alongside the more traditional 
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approaches of focus groups, meetings and forums.  

We will continue to support and encourage community leaders to be communications champions and develop our work with them to 
ensure that people from different backgrounds and faiths, with different languages and different engagement needs have access to 
information and can get involved.  

We will use the Commissioning Engagement Cycle to guide our engagement work and to make sure that co-production is at the heart of 
what we do. 
 

External Communication we will use and develop 

 

•  Website: An effective website that people can easily access information about the CCG.  

• GP practices: Regular campaign and survey materials will be sent to GP practices to engage patients. 

• Press and media relations : Good local relationships and a regular presence in the local media will promote the role of the 

CCG and help connect the organisation with local people 

• Provider and partner communications: Information will be shared with partner organisations for dissemination to their staff 

and service users as appropriate.  

• Advertising: This will be used where there are clear objectives and where evidence shows the media has effective reach with 

the right people in a cost-effective way. 

• Community interest and patient groups: These provide opportunities to engage with existing, well-formed groups. 

• Social media: Twitter, in particular, provides an instant, proactive as well as reactive channel appropriate for a wide range of 

messages and is a useful way of connecting and interacting with a wide range of audiences 

• Annual Report: Yearly summary of key developments, engagement activity, statutory content including the financial report, 

produced in an easy to read format. 

• Monthly board meetings: The CCG’s board meetings are open to the public and ways of raising questions at a Board meeting 

will be promoted on the CCG website and as part of Board papers. 

 

Internal Communication we will use and develop 

 

GP membership and practice communications: 

• E-bulletins: Members receive regular bulletins and email messages and are invited to attend meetings such as the annual 

general meeting, Mandate launch and programme workshops.  

• Locality meetings 

• Practice manager meetings/forums 

• Intranet (Shropshare): This is a separate website from the CCG’s public site and is being configured for GP member use.  
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CCG staff: 

• Staff meetings: Bi-monthly all-staff meetings 

• Staff newsletter: Fortnightly electronic staff newsletter to all staff 

• Messages to all staff: Email ‘newsflash’ messages to all staff should be reserved for need-to-know messages. 

• Intranet (Shropshare): This is a separate website from the CCG’s public site.  

 

In addition to this our key principles are as follows: 

• We will use a range of methods including newsletters, surveys, social media, workshops and focus groups to communicate and 

engage in an approach that can be measured. 

• Proactive communication and engagement of patient experience and insight will inform and develop the shape of 

communications and engagement activities. 

• There will be an annual audit of engagement and engagement activity to ascertain the success of these methods in terms of co-

production of health services in Shropshire.  

• We will continuously seek feedback and evaluate and improve by listening  

• Our tone of voice will be clear, professional, accessible, honest, respectful and easy to understand.  

• We will avoid unfair stereotypes and acknowledge the different needs of individuals and communities. 

• Our staff will be developed to be excellent communicators and create effective, credible mechanisms inside and outside of the 

organisation. 

• Our communications will be cost effective, using new technology (where appropriate) and working with partners to communicate 

with one voice. 

• Our engagement will be accessible and communications will be easily obtainable and available in other languages, symbols or 

formats, if required. 

 

The CCG will continue to develop its participation and partnership work based on the following principles: 

Continual and open dialogue between commissioners, local leaders, community members and other stakeholders fosters a culture of 

transparency and trust.  

Commissioning decisions are better supported when people are involved in identifying problems and designing solutions that work. 

Alongside the continued implementation of our Communication & Engagement Strategy we will also continue to use the Engagement 
Toolkit - 'TRANSFORMING CARE'PARTICIPATION IN HEALTH AND CARE as good practice guidance to underpin our work and take 
an active part in the ‘NHS England Involvement Project’. Patient Participation Groups will continue to remain active alongside the 
Shropshire Patients Group. 
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Areas of work which have already commenced where there has been significant engagement and involvement of communities which 
will continue into 2015/16  are: 

• NHS Future Fit Programme 

• Review of Walk in Centre  

• Review of ‘End of Life Care’ 

• Review of ‘Dementia’ strategy and plan  

• Mental Health Service review 

• Development of ‘Young Health Champions’ 

• Better Care Fund 

 
Partnership Working will continue to be a priority for the CCG and we will build on the “Building Health Partnership” work already 
commenced, linking where appropriate to the FutureFit programme as well as delivering on the ‘Patients in Control initiative and 
continuing to develop our successful ‘Young health Champions’ work.  
 
In addition we will  

• Continue to work with the Health and Wellbeing Board to develop and overarching Communication and Engagement Strategy in 
2015/16 

• Work with the VCSA around developing a grant framework  

• Work with our partners to develop and implement the workstreams associated with Better Care Fund 
 
The Health & Wellbeing Board Communications & Engagement  strategy focuses upon building upon The Compact1 and upon the joint 
streams of work across the health and social care system of Shropshire. Individual health and social care organisations across the 
county will have their own strategies and plans that feed into and support this overarching strategy. All organisations linked to this 
strategy are committed to seamless and effective communications and engagement for everyone who uses health and social care 
services in Shropshire.  
 
The purpose of this strategy is to create transparency, consistency, to join up working and to avoid duplication in communications and 
engagement work.  
This agreement will increase knowledge and understanding of health and care across Shropshire, helping the people of Shropshire to 
be better informed and involved in decisions around their care and, as a result, to have better access to services. This will help health 
and social care organisations to achieve their individual priorities and aspirations around health and wellbeing. 
 

                                                           
1
 For more information on The Compact in Shropshire, please see: vcsvoice.org/the-compact/  
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Health and social care partners want to ensure that, where possible, communication and engagement is co-produced across the health 
and social care economy alongside other partners and the people of Shropshire.  
 
All organisations signed up to this strategy are committed to the following principles and will: 

• Adopt good practice and operate in a transparent, targeted, objective and timely fashion with the spirit of openness and candour 

• Work together; sharing information and making use of skills across networks 

• Ensure accessibility and equality needs are respected and accommodated at all times 

• Take an approach that fosters continuous engagement and reflects two way dialogue with our local people 

• Facilitate positive relationships with our employees and empower staff to be communications and engagement ambassadors  
 
Information sharing 
All of the organisations that have signed up to this strategy agree to share findings and information learned from engagement and 
communications activities, such as consultations, in order to improve the experience that local people have of health and social care 
services. This will also reduce the risk of duplication of work and ensure that active conversations with communities are shared across 
the health and social care system. This agreement is not about sharing personal information. 
Platforms such as the Joint Strategic Needs Assessment (JSNA) will be utilised in the sharing of information common across the health 
and social care landscape in Shropshire. 
 
Approaches 
We will use the most relevant and targeted methods to ensure that we communicate and engage effectively with the people of 
Shropshire. We will use a combination of tools such as demographic profiling, grass roots knowledge and experience, and engagement 
with stakeholders to ascertain how best to communicate and engage with relevant individuals, groups and communities. 
A combination of approaches will be deployed to ensure that every contact with the people of Shropshire counts. When devising specific 
communications and engagement plans we will incorporate all channels that are deemed most effective to target people. Our 
communications and engagement will be outcome-focussed and there is an efficient feedback loop to demonstrate that we are listening 
and acting upon feedback.  
 
We will use a range of channels, for example; websites, newsletters, press releases, social media, surveys, face-to-face events, focus 
groups, community conversations and staff as advocates. Also by using our networks to strengthen the channels that we use and 
ensure that the mechanisms utilised reflect the best method of communication and engagement for that group. 
We consider there is an importance in capturing the views and experiences of the people of Shropshire, and this detail will inform the 
update of the JSNA and be used in the development of services.  By using a targeted, relevant and outcome-focussed approach we will 
aim to achieve good communications and engagement with people and by definition we will develop a network of trusted 
communicators. 
 
Feedback loop and making a difference 
For all activities there will be a feedback mechanism to share the messages that have been generated as a result of any 
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communications and engagement. We are committed to sharing any outcomes where there are changes as a result of engagement and 
communications. We understand that good communications and engagement is a cyclical process and we believe that this will underpin 
achieving a healthy Shropshire. 

 

Wider Primary Care at Scale 

Our understanding of the potential of Primary Care to deliver our ambition 
 
In recognition of the central role of primary care in delivering our ambition, the CCG has applied for full delegated responsibility for 
Primary Care in 2015-16 and is awaiting confirmation of approval of this.  As part of the submission the CCG has engaged with its 
membership, created the Terms of Reference for a Primary Care Commissioning Board, updated its constitution, attended workshops 
on the process for transfer of the responsibilities and is meeting with the Area Team on a regular basis to understand the detail of the 
funding allocation.  The CCG is considering the Primary Care allocation as part of the financial and operational plan for 2015-16.  The 
Shropshire Primary Care Strategy is in the process of being refreshed in line with these additional responsibilities. 
Specific actions to be taken forward include: 

o Establishing a Primary Care Commissioning Board. 
o Refreshing the Primary Care Strategy to incorporate Full Delegated responsibility 
o Reviewing the Primary Care support structure and aligning it to incorporate revised responsibilities/constitution 

 
We view primary care as playing a central role in the delivery of pro-active care, increasing community capacity and offering 24/7 care. 
To this end, we are committed to the continued support and development of the Care Homes Advanced Scheme and we are prototyping 
partnership care (between specialists and generalists to support ore patients in the community) through locality based projects in 
diabetes, heart failure and osteoarthritis. 
 
We are committed to a progressive vision of primary care at scale in urban and rural settings, whilst, at the same time, aiming to 
enhance the values of list-based family general practice as a key to providing continuity of care and nurturing relationships, particularly 
in the management of people with long term conditions. As part of the FutureFit reconfiguration programme to reconfigure hospital 
based services in the context of a whole system plan, FutureFit2 has convened GPs from across the county and other community 
stakeholders to define in more detail the integrated models of care which will care for more people in the community, keep more people 
independent and reduce hospital admissions and lengths of stay. This design will be completed and modelled by the end of 2015. 
 
General practices in Shropshire/T&W have recently established a GP Federation as a vehicle for enhanced collaboration between 
practices as providers. This has the potential to support primary care to operate at a greater scale to improve access and continuity of 
care, both in relation to core GMS services and beyond. The CCG has supported a bid by the Federation to the Challenge Fund to 
develop primary care services both across hours of the day, days of the week and total services delivered, (as part of a whole system 
workforce plan under FutureFit), including the development of novel roles, rotating posts and placements and enhanced training 

• Your understanding of 
the potential 
contribution of primary 
care to the delivery of 
your ambition 

• Working with partners 
and the public to 
develop an integrated 
approach to primary 
and community 
services with joint 
commissioning as 
appropriate 

• How you will enable 
primary care to operate 
at greater scale to 
improve access and 
continuity of care and to 
enable your urgent and 
emergency care 
network to function 
effectively 
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opportunities, and to provide IT solutions which allow patients better access and information through their practices and pave the way 
for integrated care records across the whole health and social economy. Through FutureFit2, the CCG is also supporting the Federation 
to develop a collective vision for primary care in collaboration with all 44 GP practices in Shropshire (and the 22 in Telford & Wrekin). 
 
Working with partners and the public to develop an integrated approach to primary and community services, with joint 
commissioning as appropriate. 
 
The CCG is facilitating the engagement and mobilisation of local communities around GP practices and enabling the development of 
community resilience by continuing to support the development and roll out of the compassionate communities project, the practice 
community and care co-ordinators, the young health champions through the Better Care Fund and Dementia friendly communities 
through the HWBB.. 
 
Through FutureFit, FutureFit2 and by supporting local development opportunities, the CCG is enabling the engagement and 
collaboration of all stakeholders at locality level to provide ‘24/7 local care’, a combined community offer which will include General 
Practices, OOH GP services, MIUs, community hospitals, community teams, voluntary sector, 3rd sector and care homes. This will 
incorporate the concept and planning of the ‘team around the practice’. The CCG is also supporting immediate local opportunities for 
integration, for example by supporting 2 practices in the North of the county are to develop plans to merge and co-locate with a 
community hospital.  The Integrated Care Service is now being rolled out across the county and provides both admission avoidance and 
facilitated discharge services. Further to this an expression of interest has been submitted to pilot a multispecialty community provider 
new model of care.  
 
In addition to supporting practices and partnering with Public Health in the delivery of secondary prevention, the CCG is also working 
through the HWBB to develop a whole economy prevention strategy which addresses the wider determinants of health, delivered 
through local partnerships and community action.  
 
How will we enable Primary Care to operate at greater scale to improve access and continuity of care and enable our urgent 
care network to function effectively? 
 
Both FutureFit and national guidelines describe a tiered and networked model of urgent care, with urgent care centres (UCCs) providing 
walk in services and networked to an Emergency Centre. Two urban urgent care centres are currently being prototyped by integrating 
A&E and primary care services at the front door of both acute hospitals. The CCG is also committed to prototyping 2 rural urgent care 
centres which, although providing a consistent and networked offer, will test local opportunities for collaboration and seek to address the 
particular needs of rural communities.  
 
The CCG is prototyping full consultant triage of all GP requests for admission, which has already improved and re-established working 
relationships between these two professional groups, and will form part of an integrated ambulatory care service which will combine 
primary and secondary care workforces and operate in close co-operation with the prototype urgent care centres at both acute 
hospitals. 
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A live GP dashboard is currently being tested in 7 practices; it shows practice specific information about admitted patients and provides 
a platform for initial communication with primary care to flag patients where primary care advice and collaboration might be helpful in 
facilitating the discharge of patients with complex problems.  
 
Continuity of care across time and care settings will be enhanced through a combination of pro-active care and case management for at 
risk patients, moving from a referral based model to a partnership based model of care which enables clinicians to manage more 
patients in the community with timely specialist support when required, and the progression towards an integrated care record available 
in all care settings and all points of patient contact. The learning from Care Home Advanced Scheme will be applied to at risk patients in 
other care settings and, assuming the CCG is successful in its application for devolved responsibility for commissioning primary care, 
the national admission avoidance enhanced service will be reviewed and may be modified locally. Similarly, the learning from the 
partnership care locality prototypes in diabetes and heart failure which have been running over this winter will be used as a basis for 
rolling out the next phase of partnership care, with the potential for applying new commissioning models to support whole system 
pathways of care. A system wide IT forum is now well established and is tasked with developing an integrated care record. Summary 
care records are now available in the A&E and ambulatory care departments of the acute trust across both sites. Emis is installed in the 
urgent care centres.  
Further statement to be included regarding access 
 
A review has been undertaken of our performance in relation to the GP survey. Our performance has to date been above average and 
we have therefore submitted as part of our performance measures a trajectory for a modest improvement in 2015/16. However it is our 
intention before the final submission of our plan to undertake further detailed analysis of the spread of performance across our GP 
practices and to identify those where performance can be improved and develop action plans to address this.  

A Modern Model of Integrated Care 

Better Care Fund 
 
We envisage a system where, through working together, we have created a pattern of services that offer excellence in meeting the 
distinctive and particular needs of the rural and urban populations of Shropshire. We propose to tackle the challenges we face 
responsibly, creatively and with a passion for what matters most. 
 
Development of work around Long Term Conditions sits at the heart of our Better care Fund Plan, which has been developed around 4 
key strategic themes:  

• Prevention - Empowering people  to make better lifestyle and health choices for their own and their families health and 
wellbeing, preventing the prevalence of ill health and the need for intervention 
 

• Early Intervention (Case Management) - The identification of ‘at risk’ groups of people and the  approach to support those 
people through a process of joint assessment, allocation of a ‘key-worker’ joint care planning and active case management   

• What you are doing to 
ensure people with 
multiple long terms 
conditions and clinical 
risk factors are offered 
a fully integrated 
experience of support 
and care 
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• Supporting People in Crisis - In the event that an individual finds themselves in crisis, rapid, focused intervention with a view to 
helping a person remain in their own home or return there as quickly as possible. 

 

• Supporting People to Live Independently for Longer - Reducing dependence on paid support and enabling independence. 
Maximising the use of community resources and natural support to develop community resilience. 

 
Each of the ‘Strategic Themes’ has a number of ‘Transformation Schemes’ which should contribute to the delivery of the ‘Theme 
Objective’. The 11 Transformation Schemes are: 
Strategic Theme - Prevention 

• Integrated Falls Prevention  
 

Strategic Theme - Early Intervention (Case Management) 

• Proactive Care Programme  

• Community & Care Coordinators  

• Care Home Advance Scheme  

• Team Around the Practice 
 
Strategic Theme - Supporting People in Crisis 

• Integrated Community Services 

• Mental Health Crisis Care  
 
Strategic Theme - Supporting People to Live Independently for Longer 

• Resilient Communities  

• Dementia Strategy 

• Integrated Carers Support 

• End of Life Coordination  
 
The following gives a summary of the anticipated changes in the configuration of services over the next 5 years. Details of the particular 
schemes cited can be found in Annex 1 of this document 
 
Prevention  
Prevention services will be configured to empower people  to make better lifestyle and health choices for their own and their families 
health and wellbeing, preventing the prevalence of ill health and the need for intervention 
The impact of falls and the increasing number of people living with dementia has been identified as a significant challenge within our 
economy the following schemes will assist in the delivery of the outcomes of this strategic theme: 

• The Integrated Falls Prevention model will reform existing falls and fracture pathways, increasing the number of falls 
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assessments, increase the number of people receiving falls risk reduction interventions and deliver a reduction against our 
baseline of falls related admissions 
 

Early Intervention (Case Management) 
This strategic theme will focus on the transformation of Primary Care services to deliver the identification of ‘at risk’ groups of people 
and the  approach to support those people through a process of joint assessment, allocation of a ‘key-worker’ joint care planning and 
active case management   
All of our GP practices have, or will have by 2015, direct or indirect support from the following schemes to assist in the delivery of this 
strategic theme: 

• Proactive Care Programme requires practices to identify patients who are at high risk of unplanned admission and manage 
them appropriately with the aid of risk stratification tools, a case management register, personalised care plans and improved 
same day telephone access. In addition, the practice also provides timely telephone access to relevant providers to support 
decisions relating to hospital transfers or admissions in order to reduce avoidable hospital admissions or accident and 
emergency (A&E) attendances 

• Community and Care Co-ordinators will be available in all GP practices in Shropshire. Providing a focal point within each 
community based within primary care this service will build on community resources and networks to support people living 
independently for longer, ensure individuals receive the correct level of care rather than placing patients in care settings that are 
of a higher dependency than their needs require and have direct impact on reducing hospital admissions 

• Care Home Advanced Scheme (CHAS) – covering all care homes with personalised care plans (individually agreed and 
developed with the patient and their relatives alongside the GP) to support ongoing care provision within the care home, 
admission avoidance and improved clinical and social outcomes for the resident 

• Team around the practice project – through the utilisation of local resources and partners (general practice, local pharmacies, 
voluntary groups, community groups, community services, mental health, out of hours and social services) a model of “rural 
primary care at scale” will be produced enabling the integration of all care provision locally and avoiding unnecessary 
admissions. 

 
Supporting People in Crisis  
In the event that an individual finds themselves in crisis, rapid, focused intervention with a view to helping a person remain in their own 
home or return there as quickly as possible. The following schemes will assist in the delivery of this strategic theme: 

• Integrated Community Service – integrated community and social services team focusing on admission avoidance, early 
discharge, maintaining care at home and avoiding re-admission through reablement and enablement. 

• Mental Health Crisis Care Services - To support people who are experiencing mental health crisis’s so that they can access 
support as soon as possible when they are in crisis with the anticipation that it will either prevent admission or lead to early 
discharge whilst reducing the impact on the crisis on their long term mental health.  

 
Supporting People to Live Independently for Longer 

• Local carer support charities have joined forces to deliver an Integrated Carer Support service to support vulnerable carers 



 

29 | P a g e  

 

with respite care. This will increase service capacity by delivering support to an additional 200 local carers 

• The Dementia Strategy aimed at integrating memory services into GP practices. This will improve access to the memory 
service and embed the service within the Practices allowing more timely diagnosis and provision of support closer to home. This 
initiative will ensure early intervention and crisis prevention.  

• Investing in and developing Resilient Communities – including the roll-out of the established Compassionate Communities 
project already operating in key localities across the county with the aim of developing a sustainable community based approach 
that supports families and people to have the best chances in life, to live independently, and to have active, prosperous and 
healthy lives. 

 
Within the BCF plan we have set out our plans with Shropshire Council to ensure the use of the NHS number as the primary identifier. 
In addition both Shropshire CCG and Shropshire Council are currently participating in the Health & Social care data sharing pilot from 
which we anticipate data to be available to support and inform our collective commissioning decisions within 2015/16 
 
Further details are contained within the BCF plan which can be found at: ADD LINK 
 
 
 
Future Fit 
Long Term Conditions (LTC) is one of three core elements of the service model for health care delivery which is being developed by the 
Future Fit clinical design.   Collaborative working and service integration are central to the high level model of care.  
 
The key overarching aims in relation to LTC are to shift resources to strengthen self-care and prevention, to ensure that the patient 
remains at the centre of their care, to work with a multidisciplinary focus with the GP at the centre, ensuring effective case management 
of patients. In addition work will also be undertaken to reduce time spent in hospital by people with LTC. Further schemes will focus on 
Pulmonary Rehabilitation, respiratory services, development of diabetes services and the role of telehealth 
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Aside from the partnership approach set out in the BCF Plan and the long term vision set out via Future Fit, the CCG has identified a 
number of key issues it will be focusing on to specifically address the area of LTC in 2015/16 
 
Diabetes Scheme – ensure patients constitutional rights to 18 weeks RTT are achieved 
Implement three tiered model of care, to enable improved quality in primary care, a reduction in referrals and unplanned admissions in 
relation to diabetes care.  The scheme will further improve patient’s self care knowledge. Anticipated reductions in new patient and 
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follow up activity 
 
Heart Failure - ensure patients constitutional rights to 18 weeks RTT are achieved 
Implement three tiered model of care, to enable improved quality in primary care, a reduction in referrals and unplanned admissions in 
relation to heart failure care. Anticipated activity reductions in new referrals, follow ups, and admissions 
 
Low Vision - ensure patients constitutional rights to 18 weeks RTT are achieved 
To develop a low vision pathway, moving activity from secondary care to primary care.  This work is part of the longer term plan for 
Ophthalmology  
 
Continuation of eye care schemes for full year effect – implemented in 2014 – all implemented to ensure patients constitutional rights to 
18 weeks RTT are achieved 
Review of schemes implemented to date: 
Post Op Cataract (follow up appointments) 
Cataract Referral Refinement (new appointments and conversion to surgery from new appointments) 
OHT monitoring (follow up only) 
Children’s Ophthalmology appointments (new and follow up) 
 
Review of AMD pathway – review of pathway for patients with Macular Degeneration and implement any required changes amd review 
new treatments for inclusion in pathways 
 
Develop community eye care service to ensure patients constitutional rights to 18 weeks are achieved 
Tender process to ensure extra delivery of ophthalmology services in the community (based on learning from the Proof of Concept 
Service Dec 13-June 2015).   Anticipated commencement date of new service will be October 2015, with an extension provided to the 
current Proof of Concept to ensure continued delivery of ophthalmology services.   
 
Consideration to future commissioning of AQP Audiology Service 
Options appraisal to be undertaken to determine future delivery of AQP contract for Audiology 
Notification of termination of contract issued prior to 30 September 2014 with an indication that we will review within the next 12 months 
the future delivery of the service 
 
Pulmonary Rehabilitation – ensure patients constitutional rights to 18 weeks are achieved 
Review of current delivery of PR courses in the community. Further development where identified to ensure adequate capacity to 
support the service going forward. This will continue to increase patient’s knowledge and management of their condition to avoid 
deterioration and recognise early signs of exacerbation 
 
The CCG will build on the implementation of Personal Health Budgets (PHB) for children and young people with an Education, Health 
and Care Plan and those in receipt of Continuing Health Care and work with regional partners to respond to the national directive to roll 
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out PHB to those with Long Term Conditions. We will continue to work closely with the council to jointly use resources to respond to 
personalisation and link to personal budgets 

 

Access to the highest quality urgent and emergency care 

In response to Operational Resilience and Capacity Planning for 2014/15 guidance (gateway reference 01632) a joint Resilience and 

Operational plan was developed with Telford & Wrekin CCG. The plan covers both non elective and elective care and describes how the 

whole system will work collectively to deliver against the constitutional targets of 18 weeks and 95%. This plan identified our current 

position, the continuing risks and how the CCGs as system leaders would work in partnership with wider system partners to plan for 

known variations in demand in Q3 and Q4. It also addresses how we would as a system respond to changes in capacity through surge 

planning and commits through the System Resilience Group (SRG) to provide assurance of delivery and ownership of actions.  This 

planning and structure will form the basis of work going forward into 2015/16 and beyond.  

 

At the time of preparing this first draft of the refreshed operational plan, analysis of demand, resilience and capacity over the winter 

period of 2014/15 to inform forward planning into 2015/16 is well under way but not yet complete. However the application of this 

analysis and learning will be a key factor in refining future plans.  

Specifically the CCG will focus on the following actions relating to urgent care: 

- National urgent care clinical standards in the Phase 1 report including from Professor Keogh and seven day working 

requirements will continue to be reflected in contracts with providers in 2015/16 

- Work will be undertaken to define the service specification for co-located primary care services in A&E using the evaluation of 

the prototype created by transfer of the Walk-in Service in December 2014. This will look at the expansion of the current model 

prototype phase 2 for admission avoidance with links to ambulatory care and DAART 

- The CCG will participate in Regional NHS111 procurement exercise, having regard to its integration with the wider urgent care 

system in particular GP out of hours services. 

- Revisions to the ambulatory emergency care pathways will be agreed and implemented using the output of the Local health 

Economy’s participation in the September 2014 cohort of the Ambulatory Care Network,  

- Complete work to define the service specification and associated pathways for Discharge to Assess model using the evaluation 

of the ‘proof of concept’ model introduced in Winter 2014 optimising the use of available capacity, redistribution of resources to 

match new patient pathway and maximising all patients opportunities for rehabilitation and reablement 

- Undertake phase 3 Roll Out of the Integrated Community Service to expand the scope of North and South Localities to include 

admission avoidance 

• How your strategic plan 
is in line with the vision 
set out in the Urgent & 
Emergency care review 
Phase 1 report 

• How will you be ready 
to determine the 
footprint of your urgent 
and emergency  care 
network during 2014/15 
working with key 
partners and informed 
by a detailed 
understanding for your 
area of: 

o Patient flows 
o The number 

and location of 
emergency and 
urgent care 
facilities 

o The services 
they provide 
and 

o The most 
pressing needs 
of you 
population 

• How you will be ready 
in 2015/16 to begin the 
process of designation 
for all facilities within 
your network 
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A Step Change in the productivity of elective care 

Following our successful work in sustainably delivering the 18wk RTT targets, the local health economy Planned Care Working Group is 
shifting its focus to work with our two main acute providers SaTH and RJAH to deliver the necessary elective care efficiency 
improvements required in the short term (3-5yrs) until the longer term vison for elective care is delivered through our Future Fit 
programme. The short term plans are entirely aligned with the long term vison for elective care as summarised in the model of care 
outlined below;- 
 
 
Elective Care Model 

 
 
 
 

• How have you 
considered your model 
of elective care for 
your local providers to 
achieve 20% 
productivity 
improvement within 5 
years so that existing 
activity levels can be 
delivered with better 
outcomes and 20% 
less resource 
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The key methodologies being used by the group are:- 

• Expand the use of advice and guidance 

• Optimise the use of our Referral Assessment Service to ensure all patients follow the correct pathways 

• To design more efficient pathways that maximise the use of direct to test to avoid unnecessary consultant appointment 

• Encourage providers use more one stop shop clinical to reduce the number of follow ups prior to any decision to treat 

• Encourage providers to use assistive technology/proformas to reduce the need for face to face pre-op where clinically 
appropriate 

• Work with our provider to continually review patient outcomes and effectiveness of treatment and use the findings to update our 
procedures of limited clinical value policy 

• Encourage providers to implement enhanced recovery programmes where possible 

• Encourage provider to optimise their theatre capacity 

• Challenge our providers to be in the upper quartile for rate of OP with procedures and rate of day case to minimise inpatient 
stays 

• Maximise the use of telephone follow up and nurse, practitioner led follow up as appropriate 

• Reduce the number of long term follow ups for joint replacement opting for patients accessing x-ray via their GP after 10yrs 
 
Specifically in 2015/16 the CCG will focus on the following actions relating to elective care: 

- Monitoring and further encouragement of use of TeleDermatology with InHealth where patients will be booked into appointments 
in GP practice hubs for photographs of skin complaints to be analysed by consultant dermatologists and results reported back to 
GPs with management advice or treatment options.  
 

- Continue to review Dermatology services and implement new pathways as required to increase capacity and improve access to 
services for patients. 
 

- Finalise service specification following evaluation of proof of concept pilots and go out to tender for community Ophthalmology 
and Pain management services.  
 

- Together with CSU carry out audits of Procedures of Low Clinical Value using RAS data to bring about a reduction in 
inappropriate outpatient referrals.  
 

- To identify and deliver high quality evidence based interdisciplinary treatments for chronic pain in a community setting, meeting 
the needs of people living with chronic pain, primary care providers and commissioners.  
 

- To review Lower Urinary Tract Service (LUTS) provision 
 

- Review of Irritable Bowel Disease (IBD) pathway to look at reducing referrals in outpatients, introduction of test and/or 
assessment and advice prior to referral.  



 

35 | P a g e  

 

 
- Review direct access Barium Enema/Swallow 

 
- Review current Percutaneous Endoscopic Gastronomy (PEG)  pathways.   

 
- Review of cardiology pathways to look at reducing referrals in outpatient and further streamlining of patients.  

 
- Ensure cardiology service delivery in line with commissioner expectations. Ensure effective integration, communication and joint 

working between the acute, primary care and community teams. Ensure a clear pathway is in place for patients accessing the 
service, providing well-coordinated, appropriate care for patients. 
 

- To review renal service delivery and identify any pathway changes required to ensure care can be delivered as close to home as 
possible.   This will include review of pathways to reduce referrals into secondary care and reduce the onset of dialysis where 
possible 

 

- To review Ear Nose & Throat (ENT) pathways of care to look at reducing referrals in out patients and clarity of referrals to APCS. 
 

- To review the Rheumatology service in Shropshire in order to provide a service consistent with British Society of Rheumatology 
recommendations. 
 

- Following whole system review of Musculoskeletal care, continue to look at pathway redesign to deliver a QIPP saving and 
maximise care of patients in the community, where appropriate. Ensure service delivery is in line with commissioner 
expectations and ensure effective integration, communication and joint working between the acute, primary care and community 
teams. Ensure a clear pathway is in place for patients accessing the service, providing well-coordinated, appropriate care for 
patients and realising improvements in waiting times. 
 

- Review of Physiotherapy services in Shropshire in line with current evidence. Ensure service delivery is in line with 
commissioner expectations, including improving and standardising access. Look to implement self-referral to Physiotherapy for 
MSK conditions. 
 

- Support for Shropshire CCG GP practices during the change to e-RS. Support for GP practices ensuring all routine and urgent 
referrals from Primary care to secondary care go via the RAS. Engagement with the few GP practices that currently do not use 
CaB who will be encouraged and supported to use e-RS. Support provider roll out, use of e-RS for 2WW referrals. Improve 
quality of access to referrals for all stakeholders. 
 

- Providers to review data/audit referrals and follow up activity. Look at removing some follow up to primary care setting and 
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telephone follow up where appropriate. Scope the possibility/introduction of assistive technologies along pathways – remote 
consultation. 

 
- To monitor the application of Oxford scoring so it occurs in primary care – supported by RAS. Utilisation of APCS 

services/Physiotherapy services to negate surgical referral. Application of PLCV criteria by RAS before referral onward. 
 

- Use of Advice and Guidance – encouragement of use of A&G, and use of A&G monitored with regular reports from Provider 
expected on conversion rates to outpatient appointment or diagnostic test appointment. RAS data. 
 

- Commissioning intentions for 13-14 has seen the role out of directly commissioned tests for MRI Lumbar Spine and CT/MRI 
Head for Headache pathway. For 14-15 we have implemented MSK – MRI whole Spine, Hip and Knee.  Next steps to look at 
access and protocols for X-ray (foot and ankle, weight bearing etc), Ultrasound, CT, further MRI, X-Ray 
 

- Carry out audits of Consultant to Consultant referrals to determine compliance against policy and implement any corrective 
measures/amendments required to the policy. 
 

- Consider the use of assistive technologies/proformas to reduce the need for patients to travel to hospital for pre-op. 
 

- Review the pathway for patients presenting with allergy following notification from SCHT that they can no longer deliver the 
service and following changes to guidance about allergy testing. Determine the need for in-county provision of allergy testing  

Specialised Services in Centres of Excellence 

The planning guidance published by NHS England identified a twin challenge of an 
overarching ambition to reduce the number of hospitals providing specialised services, but at 
the same time the challenge of maintaining convenient access. Whilst over 65% of the 
current resource in the West Midlands is already focused on six hospitals (See Financial 
Plan), to move to only three or four providers would be a significant challenge and require a 
fundamental reconfiguration of the West Midlands Health Economy. As a prelude to this 
strategic work, the BSBC AT will be actively considering how existing service may be able to 
work in a more formalised integrated pathway of care and will engage with those Providers 
that are leading nationally on the work to identify “Provider Chains”  

 
In addition to this NHS England is proposing introducing co-commissioning of Specialised Services with CCGs in lieu of a potential 
transfer of responsibilities of some of these functions back to CCGs in the future.  The CCG has had a high level discussion with B&BC 
AT to tease out these issues.  Two functions are confirmed as transferring back to CCGs in 2015-16: 

• Children’s Specialist Wheelchairs 

• How your strategic 
plans address whether 
your providers are 
seeing and treating a 
sufficiently high 
enough volume of 
patients to meet 
specified clinical 
standards, in line with 
the need to 
concentrate services 
in 15-30 centres of 
excellence, linked to 
Academic Health 
Science Networks 

• How your plans are 
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• Outpatients 
 

A piece of work is being undertaken through the West Midlands Finance technical group to identify the current costs and resources 
attached to these services to ensure a smooth transition back to CCGs. 
 
CCGs and the Birmingham Area Team, which is responsible for the Commissioning of Specialised Services in the West Midlands, have 
created a collaborative group which meets regularly to address issues around patient pathways and provider quality and performance. 
 
There will be joint opportunities for maximising research and teaching opportunities to encourage innovation and change and the 
collaborative commissioning forum could also be used to address centres of excellence and maximising the opportunities of working 
with research and teaching and this will be built into the CCGs strategic plan. 
 
In addition to the Centres of excellence and the research and teaching opportunities, the other local priorities identified by the 
Specialised services team on which the CCG will need to continue to work on collaboratively are: 

• Seven day working 

• Access to high quality urgent and emergency care 

• Safeguarding (post Winterbourne) 

• High Cost drugs management 
 
Particularly for the coming year there will be a focus on how the AT works together with NHS England to review and achieve better 
value for money and improved quality is a key priority.  
Specialised services will be developing a robust QIPP challenge of its own and the CCG will need to work with the Area Team to 
understand the QIPP agenda on the local health economy.    
Shropshire CCG will ensure there is: 

• Sufficient resource within the CCG to pick up the responsibilities in relation to co-commissioning 

• Work with the B&BC AT to develop how co-commissioning will work. 

• Identification of opportunities for joint planning and development of care across the whole patient pathway within local plans. 
Supporting the need for change within an agreed case for change. 

• Close contract management arrangements with specialised commissioners for providers. 

• Support for the development of the local service priorities and/or reconfigurations currently being considered by the Area Team 
plan, which include: CAHMS Tier 4, Cancer services, Cardiology, Paediatric Intensive Care and High Dependency services and 
neuro-rehabilitation services.     

 
 

ensuring that 
specialised services in 
your area are 
connecting actively to 
and maximising the 
opportunities of 
working with research 
and teaching 
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Convenient Access for Everyone 

Shropshire CCG has worked hard over the past two years with its main providers to establish detailed demand and capacity plans for 
planned care to ensure there is sufficient capacity available for patients. We have reduced the number of appointment slot issues on 
Choose & Book and have also reduced the time patients have to wait for an appointment following an ASI. We will ensure that by the 
end of 15/16 we have minimised the ASIs for medicine as we have achieve d for surgery in 14/15.  
 
In reviewing our local demand and capacity plans for 15/16 we have identified a challenge in respiratory capacity and have agreed that 
Shropshire  and T&W CCGS will do a  joint review of our local respiratory services to maximise/expand as necessary our strong 
community service and minimise the pressure on acute services. 
Our other areas of focus are:- 

• review pathways in ENT to optimise capacity and ensure community access where appropriate 

• further to the review of paediatric community services, implement the key recommendations to improve timely access to 
services 

• continue to drive down waiting times for Tier 3 CAMHS services with the further development of COMPASS ( our single 
referral point) and improve support for parents/carers 

• mental health crisis care – ensuring local provision is in line with the MH crisis care concordat 

• complete the formal evaluation of RAID and agree final service specification for ongoing delivery  

• evaluate the mental health crisis 24 7 call line currently being piloted with a view to sustainable implementation   

• Develop a local Trier 3 Obesity service , currently only available at Heartlands and Walsall 

• Formal tender for termination of pregnancy services including increased provision within the county 

• continue to transform the local urgent care system to support the sustainable delivery of the 95% waiting time standard which 
includes: 

o further development of the relationship between the recently co-located walk in service with the acute Emergency 
Department 

o Continued implementation of the Integrated Community Service across the County  
o Evaluate in Q1 and plan to implement Discharge to Assess model 

 
Early cancer diagnosis / improve referral rates 
 

• implement the new NICE ‘urgent suspected cancer referral’ guidance when it is published in May. This is expected to involve 
implementing new pre-referral access to test from general practice, education for GPs, revised referral proformas and working 
with secondary care to revise all cancer pathways 

• Implement the new Macmillan cancer decision support tool when it is integrated into our GP systems 

• Monitor screening programme uptake and work with public health colleagues where specific practices or areas are flagged as 
problems to increase uptake 

• How you will deliver 

good access to the full 

range of services, 

including general 

practice and 

community services, 

especially mental 

health services in a way 

which is timely, 

convenient and 

specifically tailored to 

minority groups  

• Plans to improve early 

diagnosis for cancer 

and to track one-year 

cancer survival rates 
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Tracking 1 year survival rates 
 

• Use tailored data produced by the National Cancer Intelligence Unit showing breakdowns of survival by specific cancers to 
identify areas of concern, comparing to rates of similar CCGs and nationally where this implies late patient presentation and/or 
limited understanding of symptoms, work with public health colleagues to design interventions to  increase public awareness 

 
For general practice please see section “Wider Primary Care at Scale” section  
Need to add statement about Primary Care 

Meeting the NHS Constitutional Standards 

Through our local health economy Planned Care Working Group we have reviewed all demand and capacity models by speciality to 
ensure we have sufficient capacity and commissioned activity to recover the backlog built up as a result of Winter pressures by the 
end of Q1 and to sustainably deliver the 18wk targets for all specialities thereafter. 
In reviewing our local demand and capacity plans for 15/16 we have identified a challenge in respiratory capacity and have agreed 
that Shropshire and T&W CCGS will do a joint review of our local respiratory services to maximise/expand as necessary our strong 
community service and minimise the pressure on acute services thereby securing 18wks RTT. 
The Planned care working group is undertaking a review of the contingency planning used in 14/15 to see what additional capacity 
needs to be secured for 15/16 given the pressures experienced this winter and the resulting increase in admitted backlog. 
 
All Cancer targets are now being delivered and a fortnightly local health economy cancer forum will be continued focusing on 
sustainability and this reports monthly to the Planned Care Working Group. This may be reduced to monthly as and when the 
workload of the group has reduced accordingly. We have also estimated the impact of the new NICE guidelines expected in May to 
ensure continued delivery. 
 
The System Resilience Group has developed to oversee both planned and urgent care and maintains a strong grip on quality, 
patient safety and AO level risks associated with both programme areas. An A&E Programme Management Office has been 
implemented for the delivery of the 4h target and the Urgent Care Working Group oversees the medium to long term projects 
underpinning urgent care e.g. the further development of all admission avoidance programmes, ambulatory care, the Urgent Care 
Centres and the roll out and sustainability of Discharge to Assess. 
 
Achieve standards at regional level and improve at local level within local resources for Ambulance targets – this is to be achieved 
via a detailed remedial action plan included in the contract with WMAS for 15/16 as agreed through the coordinating commissioner. 
To progress local improvement, a monthly locality meeting is in place with WMAS, Shropshire and T&W CCGs and SATH. This 
looks at local ambulance performance by CCG, handover times at the local acute trust and ensure optimal use of local alternatives 
to ambulance conveyance to hospital via local Care Coordination Centre. 
 

• That your plans include 

commissioning 

sufficient services to 

deliver the NHS 

Constitution rights and 

pledges for patients on 

access to treatment as 

set out in Annex B and 

how they will be 

maintained during busy 

periods  

• How you will prepare 

for and implement the 

new mental health 

access standards 
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With regards to the preparation for and implementation of the new mental health access targets :-  
 
1. Liaison psychiatry - RAID,  the CCG is awaiting external evaluation report due March/April. Performance data show that the service is currently 

meeting access targets; monthly meetings between provider and commissioners will continue to ensure performance is maintained. With 

consideration to evaluation findings, we intend to undertake a review of RAID and CAMHS with view to develop an all age acute liaison service. 

2. IAPT - work with provider to agree and put in place the necessary service development and improvement plans to deliver targets. This will be 

monitored through the SDIP in the contract for 15/16.. 

3. EIP - agree with provider plans for implementation of access standards and implement and monitor through the SDIP in the contract for 15/16 

 
MH section to be further expanded for second draft due to recent change in MH commissioner 
 
Commissioner Guidance for MH standards is still awaited and will be referenced once available 

Response to Francis, Berwick and Winterbourne View 

Quality and Safety is one of the key considerations for SCCG in the commissioning of services and is at the heart of our organisation. 
Our Q&S strategy supports the implementation of development of the 5 Key Domains and 3 key indicators in the NHS Outcomes 
Framework, Quality, Innovation, Productivity and Prevention (QIPP) and quality assurance of services. SCCG board acknowledges the 
impact of high-level failures in the NHS on patients, carers, and the public such as those that happened at Mid Staffordshire NHS Trust 
2005-2009 and Winterbourne View Hospital 2010 and the dangers of placing financial priorities above quality priorities. The 
recommendations and lessons learned from the reviews and inquiries and the more recent Berwick Report 2013 have been 
incorporated in the everyday business of the CCG and underpin the systems and process and scrutiny we apply to both internally and 
externally with our providers. This includes demonstrable shared planning and decision-making between clinicians and commissioners 
and recognition of the ensuring patients are engaged and an essential part of both the commissioning and quality and assurance 
process.  
 
The principle of Duty of Candour is embedded within the CCG and recognised and demonstrated across our providers. However we will 
continue to ensure that the learning and transparency remains a fundamental principle that is acted upon throughout all healthcare 
organisations that we interact with. 
 
Transforming Care Concordat 
The CCG Board is commitment to its duty of ensuring the implementation of recommendations from Winterbourne View and embraces 
the principles and requirements of the Concordat and the deliver of the milestones.  At the time of this report the CCG is compliant with 
the milestone for 1st June 2014 there is a robust system and process in place for reviewing individuals who may require a placement 
closer to home under the guidance.  
 

 How your plans will 

reflect the key findings 

of the Francis, Berwick 

and Winterbourne 

View Reports – 

including how your 

plans will make 

demonstrable 

progress in reducing 

the number of 

inpatients for people 

with a learning 

disability and improve 

the availability of 

community services 

for people with a 

learning disability 
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A local Transforming Care plenary group is in place with partner membership of both local CCGs and councils. The group will focus on 
plans to reduce the number of inpatients for people with a learning disability and improve the availability of community services.  Three 
sub-groups have been established that report into the main group. The remit of these groups are: 1.Winterbourne Review    2. 
Confidential Inquiry into Premature Deaths of People with a Learning Disability (CIPOLD, 2013) 3. Joint Health and Social Care Self-
Assessment 4. to reduce the number of inpatients for people with a learning disability and improve the availability of community services 
for people with learning disabilities    (ALD).  
In March 2014 the CCG Board following a Patient Voice/Story/experience of out of area placement. The Director of Nursing and Quality 
announced publicly a statement of intention to make explicit our commitment to the people of Shropshire who we commission services 
on behalf in ensuring robust systems and processes are put in place and maintained to assure the quality and safety of all out of area 
placements. The CCG will:  

• Insist on a clear rationale for why an out of area placement is the most suitable option for any individual in receipt of NHS funded 
care and were possible for what time period. 

• Establish a single point of contact within the CCG for parents and carers in the knowledge that the individual will be listened to 
and if necessary steps will be taken to initiate the must appropriate method to investigate any concerns raised. 

• Require an agreed time frame to be put in place for the review and assessment visits of the placement, to assure the quality and 
safety of the placement. As well as ensuring it remains the most appropriate placement to meet the individual’s needs.  

• Establish a process that requires all out of area placements to be signed off at the highest level within the organisation by the 
Chief Clinical Officer and Director of Nursing, Quality Patient Safety and Experience. 

• Were it is deemed that a particular placement is no longer the most appropriate placement to meet an individuals need, that 
steps are taken immediately to identify a suitable placement within or as close as possible to Shropshire. 

• Maintain an up to date register of all individuals in out of area placements will be maintained by the CCG and will include both 
the dates and outcomes of placement visit reviews.  

• Ensure appropriate members of the CCGs quality and safety team including safeguarding leads scrutinize information from 
placement visits and if indicated take necessary action.  

• Take a summary report from the Quality and Safety team to be provided to the CCG Quality, Performance and Review 
Committee a sub-committee on the board on a regular basis. 

 

The CCG will continue to work closely with both social care and provider colleagues during 2015/6 . Ongoing monitoring and 

identification of  local care needs and care support services will take place to assure the needs of the local children and  adults with   

challenging behaviour our met.  During 2015/6 the CCG will produce weekly data per individual case coming on and off database 

register.   

Implementation of recommendations and required changes to current systems and process began as part of the authorisation process 
for the CCG and will be continue to be developed further. Implementation of the recommendations is ongoing with all relevant providers 
during 2015/6 the CCG will monitor the implementation of the changes in system and  processes that have taken place during 2014/5  
to ensure these are working effectively  
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During 2014/15 the CCG refined their systems and processes and expect the same of our providers going forward to ensure the patient 
is always put first. We plan to build on both our CCG and wider partnership listening and engagement programme. To ensure both we 
and our providers listen to the learning and act on findings of Hard Truths embedding However we will continue to ensure that the 
learning and transparency remains a fundamental principle that is acted upon throughout all healthcare organisations that we interact 
with.embedding the harm. The CCG will continue to develop robust and transparent systems and processes that are informed by the 
requirements of the Concordat, working with the local authority regarding the services needed to meet the needs of local children and 
adults with challenging behaviour. In 2015/6 the CCG will progress the work to ensure the transparency of systems and processes meet 
the requirements of the Concordat 
The Winterbourne View Concordat charged NHS commissioners with achieving 
a substantial reduction in reliance on inpatient care for people with learning 
disabilities or autism. The CCG will work jointly with specialised commissioning and local authorities to make demonstrable progress in 
improving the system of care and reducing 
reliance on inpatient care for this group: ensuring that nobody becomes an inpatient inappropriately and those who are currently 
inpatients are supported back into the community.  
 
Progress since the Concordat has been insufficient. There is a moral as well as practical imperative for us to do better during 2015/16 
Progress will be monitored through the measures set following  November 2014 (Winterbourne View – Time for Change), NHS England.  
 

Patient Safety 

 
The CCG has a dedicated quality, safety and patient experience team that works in close collaboration both internally with 
commissioning, clinical colleagues and Patient representatives and externally with a variety of partner organisations including the 
neighbouring CCG, NHSHE Area Team, CSU, social care, regulatory bodies and   secondary care, primary care providers.   
A variety of quality assurance mechanisms and data sources are used by the CCG across the range of commissioned services to 
ensure appropriate quality monitoring, assurance and improvement. These include  

• Robust systems and reporting including SI reporting/ NHS 2 NHS concerns and clinical panel review meetings with feedback to 
providers, triangulation against complaints, compliments, safeguarding referrals and real time information from patients safety 
and quality visits to providers. These provide a degree of understanding and level of assurance as to the safety and quality of 
services at ‘a point in time’ as well as the opportunity to share learning from improvement. Quarterly triangulation of   SI’s  per 
provider will be undertake to identify any potential harm. In 2015/6 all provider NHS contracts will have robust local quality 
requirements to ensure all harms are reported and mechanisms for learning  for improvement will be shard and audited through 
the SI scrutiny panel meeting as well as the CQRM’s .   

• Public health and other data sources to inform and monitor innovation in primary care to address key health indicators. 

• Information obtained in primary care (e.g. health checks and other data) to inform commissioning across care pathways  

• Delivery against Key performance Indicators within the Quality Schedule, CQUIN schemes, report, workforce metrics including 

• How you will address 

the need to understand 

and measure the harm 

that can occur in 

healthcare services, to 

support the 

development of 

capacity and capability 

in patient safety 

improvement  

• How you will increase 

the reporting of harm 

to patients, particularly 

in primary care and 

focused on learning 

and improvement  
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sickness absence, vacancies and agency usage, themed reviews, patient and staff surveys and FFT results and informed 
service improvements. 

• Quality and patient safety assurance visits will be planned to clinical areas where concern is raised in relation to capacity and 
demand. The findings will be presented to the Clinical quality review board meetings .    

 
Evidence of validated early warning signs through triangulation of information from shared information across key partnership 
organisations and health care regulators. The CCG actively participates and values the shared learning and intelligence from a variety 
of collaborations including the Quality Surveillance Group lead by NHSE colleagues. 
 
The CCG recognises the importance of providing a leadership role to promote and to build on the work of the already established multi-
agency and patient/ carer involvement in the Local health Economy harm free care board.  
Throughout 2015/16 we will continue to refine and develop systems and processes so that they can capture and respond more rapidly 
to potential early warning flags in the wider health and social care systems. Further developing the skills and expertise across the CCG to 
interrogate and act on data to improve transparency and to provide the opportunity for flagging and sharing good patient safety initiatives and 
services, as well as alerting commissioners and the patient/ public and provider to services that requires improvement. 
Active engagement with the local NHSE collaborative and across clinical networks is being actively pursued to feed the learning from 
patient safety incidents and highlight areas of risk to identify improvements for safer patient care and outcomes. 
 
The CCG is committed to taking a lead across the LHE to improve utilisation of results from elements of the National Safety 
Thermometer across all relevant services to reduce patient harm and improve services. This will include greater use of and meaningful 
comparison of data across CCG boundaries.   
The CCG will continue to support the development of a system wide professional and public communications campaign for harm free 

care including the defining and agreeing quality outcomes and trajectories with providers to reduce harm e.g. pressure ulcers, falls, and 

healthcare acquired infections including: Fully implement the Clostridium difficile reduction plan and interventions to improve patient 

safety, outcomes and experience. During 2015/6 the CCG will also take an active part in their local Patient Safety Collaborative and 

encourage all providers  to join the ‘Sign 

up to Safety’ campaign, aligning safety improvement plans with their local Patient 

Safety Collaborative activity where appropriate. 

 
Expected Outcomes for 2015/16 -  90% of commissioning service specifications will include specific quality indicators that are agreed 
in partnership with patient/public groups 
 
NHS England has identified tackling sepsis and acute kidney injury as two specific clinical priorities for improving patient outcomes for 
2015/16. The CCG will undertake an analysis during 2015/6 of the evidence and the unmet potential for improved outcomes in relation 
to sepsis and acute kidney injury. This will inform a five year timeframe for improving care in the areas which would have the biggest 
potential impact in reducing premature mortality. This work will form the basis of new sepsis and acute kidney injury national indicators 

• Your plans for tackling 

sepsis and acute kidney 

injury  

• How you will improve 

antibiotic prescribing in 

primary and secondary 

care 
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for the 2015/16 commissioning for quality and innovation (CQUIN) incentive framework 
 
Resistance to antibiotics is spreading, and now constitutes a major threat to the delivery of safe and effective healthcare. AMR and 
antibiotic prescribing are inextricably linked; overuse and incorrect use of antibiotics are major drivers 
of resistance. In 2015/16 the CCG together with providers will develop plans to improve antibiotic prescribing in primary and secondary 
care.  
 
The CCG will gain assurance that secondary care providers validate their antibiotic prescribing data following the Public Health England 
(PHE) validation protocol. This will form the basis of the new national quality premium measure for CCGs in 2015/16. 
 

We will improve antibiotic prescribing in secondary care by including in the Quality Schedule for Medicines 2015/16 part of the contract 
with our acute provider as well as other provider trusts the need for adherence to the microbiology formulary and reporting from the 
antimicrobial committee into the Acute provider’s Drugs &Therapeutics  committee. 
For primary care the Medicines Management Clinical Quality and Safety team will, as part of their work with practices to reduce hospital 
admissions related to medicines (HARMs), monitor the prescribing of antibiotics and other medicines which when used together put 
patients at an increased risk of Cdifficile. 

 

Patient Experience 

 
The CCG is committed to ensuring that patients, carers and their families receive an experience that meets and exceeds their 
expectations of services. The CCG will continue to  ensure wide engagement of patients and patient voice to be powerful and present 
through all levels of the organisation service users. Continuing to ensure that CCG Boards listen and learn from the voices and 
experience of patients and carers and that improving the patient experience continues to be viewed as a top priority and that it features 
highly on all our provider and partner organisations agendas. These will include refining systems and processes to ensure putting the 
patient first –listening to and learning from the Hard Truths - embedding the duty of candour across multi agencies and provider as part 
of the commissioning of services- embedding the statutory duty to tell patients about harm. Ensuring and both providers and 
commissioners continue to embed staff engagement in responding to and learning from complaints across the Local Health Economy. 
The CCG will during 2015/6 take an inactive part in our local patient safety collaborative. The CCG will assess the quality  of care 
experienced by undertaking patient stories and learning from the feedback via the “patient  voice. These  experiences will be shared  at 
a variety of ways  such as the    CQRM’s QPR and CCG board.   Also in 2015/6 the CCG will use CQC’s inspection reports and ratings as 
they roll these out during the year, to assure themselves of the quality of are in our area. We will learn from where care is good  or 
outstanding , where care requites improvement or is inadequate. 
 
Create a culture of continuous quality improvement, openness, transparency and candour across the healthcare system; 
Every member of the CCG Governing Body owns the quality agenda and every member of staff understands their role and contribution 
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to deliver quality.  
 
The CCG has implemented and embedded integrated systems and processes to triangulate feedback from FFT, Complaints and soft 
intelligence and incidents, will enable an additional evidence base to support the underpinning of service improvements and a 
mechanism to potentially celebrate and sustain good practice, patients satisfaction and experience. The CCG will establish feedback 
from complaints  and seek assurance from providers of improvements via the monthly CQRM and report progress to the QPR board. 
 
The CCG continues work to build on good practice whilst identifying mediocre or poor practice where it exists and provide 
support or take appropriate action to improve quality, patient safety and experience whilst striving for excellence in all 
commissioned services by;  

• Challenge areas of poor performance and mediocrity at CQR meetings and in inspections or safeguarding visits  

• Taking immediate appropriate action if any aspect of patient safety is threatened 
 
Being prepared to work with providers to effect service improvement utilising the expertise and experience of clinicians and the 
experiences of patients, their families and the public 
 
 
The Patient Experience Plan will support the CCG Quality Strategy and outline our intention and processes and systems for: 
Realising the CCGs commitment to engage, empower and support patients in matters relating to their own experiences of healthcare. 
Creating a culture throughout the healthcare system that promotes quality events and initiatives that support positive improvements in 
patient experience. 
 
In 2015/16 we will continue to the invest in use tools and learning that support professionals, patients and the public to support a shift in 
both mind-set and behaviour towards those which value personalisation and customer services. e.g.  ‘Sit and See’ programme.  
 
In 2015/16 we will also continue to stimulate and Lead on the development of a customer service culture across both the commissioning 
and local provider landscape which views the patient/carers as customers and one that strives to continuously exceed customer. 
 
Stimulate and Lead on the development of a customer service culture across both the commissioning and local provider landscape 
which views the patient/carers as customers and one which strives to continuously exceed customer expectations.  
The CCG will  continue to work to improve the information to which people have access. The CCG will seek assurance during 2015/6 
that providers through the NHS Standard Contract show demonstrable progress towards achieving fully interoperable digital health 
records from 2018.  
The CCG will progress plans for 2015/6 for patients to have  online access to their GP records, giving patients more direct control. The 
CCG will continue to  engage widely and fully with their local communities and patients, including with their local Healthwatch and 
include clear goals on expanding personal health budgets within their published local Joint Health and Wellbeing Strategy. 
The CCG is committed to providing patients choice in how they receive care, in line with their legal rights set out in the NHS Constitution 
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and the statutory duties of NHS England and CCGs to promote choice.  
The CCG will work with providers together and with patient groups to understand current delivery, and make significant further strides to 
honour patients’ entitlements to choose. 
The CCG’s particular priority for choice for 2015/6 will be mental health and to this end the CCG will work with GPs and providers to 
ensure that patients are aware of their rights and are offered choice in mental health services and are able to make well-
informed,meaningful choices at appropriate points along the pathway 
The CCG in 2015/16  will continue focus on actions to improve the way that  we  engage with 
communities and citizens, including with local Healthwatch, involving them in decisions about the future of health and care services.  
The CCG will focus on how to meet their statutory duties on public and patient involvement in their commissioning decisions. In support 
of this we will continue  to further develop the NHS Citizen approach (www.nhscitizen.org.uk). The CCG will seek assurance of these 
actions though the monthly CQRM’s 
 
We will also continue to  consult the voluntary and community sector at local or national level for more strategic advice.  
 
 

 

Compassion in Practice 

The CCG will continue to ensure that there is alignment and delivery of each of the components in providers plans for the 
implementation of 6Cs ‘Compassion in practice’. Our commitment to embedding the 6C in all health care organisations particularly 
commissioning is detailed in our 2013-16 Quality and Patient Safety and aligns with our organisations strategic Vision and values. 
Monitoring and active engagement will take place through the actions set out in this section: 
 
Compassion in practice 
We will continue to support our initiative of ‘Compassionate Communities’ and pay attention to the delivery in specific aspects of care 
including: continued support and promotion of the concept of both Dementia and Dignity Champions across health, social care and the 
wider community. During a recent event held in collaboration with our neighbouring CCG and care homes we achieve great success in 
increasing the number of champions to provide compassionate support as well as care. 
 
Communication 
Continuing to foster a local health economy approach and commitment to improve standards of care, share intelligence to identify, 
reduce and eliminate poor and mediocre practice and improve patient safety and outcomes across the 5 Domains. This will be 
supported on shared Key Performance Indicators for nurses across sectors. Investing time in assisted technology to improve 
communication with and experience for patients and share innovative ways of sharing positives in practice, knowledge and skills. 
Widening clinical knowledge and embedding and promoting the power of the Patient Voice. 
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Competence  
Evidence of valued based recruitment by both providers and commissioners for specific roles e.g. Healthcare assistants and Registered 
nurses across the local health economy. Seeking assurance regarding the competency to practice of nurses in sectors and compliance 
with specific competency frameworks access to learning and development opportunities, peer support and clinical supervision.  
Integrated local workforce planning and consideration of development of nurse and allied professional roles to provide sustainable 
solutions to assist resolve the difficulties with medical consultants in specialised areas including emergency medicine whilst providing a 
sustainable solution with the necessary expertise and skills. Recruitment of nurses to agreed staffing skill-mix levels in clinical areas 
based on the recommended methodology and tools.   
 
Care  
Commitment to seek out, act to prevent and improve poor quality, unsafe care Local Health Economy commitment to ensure the 
delivery of safe quality patient care, and to reduce and eliminate preventable harms supported by the NHS Safety thermometer and 
patient experience data in preventable Pressure sores, falls, CAUTis, improving nutrition and hydration. 
 
Courage  
Developing systems to support staff to speak out against poor, unsafe and uncaring practice without fear of repercussions.  
 
Commitment 
To support energising for excellence to deliver the highest quality, safest care and experience possible for patients and their families. 
Demonstration of local leadership by the CCG to moving the agenda forward and embed the 6cs throughout the local health and social 
care footprint e.g. ensure local health economy showcasing and learning events. 
 
During 2015-16 evidence of progress and sustainability of delivery will continue through the following; 
Quality contract monitoring including Themed reviews, provider ward to board metrics, delivery of CQUINs response to complaints and 
patients and staff surveys. 
 
Integrated patient and staff learning events including local, regional and national shared learning and improvement events. 
Quality and safety visits with triangulation of information across multiagency. 
 
Evidence of valued based recruitment by both providers and commissioners for specific roles e.g. Healthcare assistants and Registered 
nurses. 
 
Monitoring and active engagement will continue to evolve through 2015-16 to deliver actions and initiatives that will embed and improve 
care, safety and patient experience in these six key action areas. 
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Staff satisfaction 

In addition to traditional staff survey and workforce measurements for example sickness, staff appraisal, leavers, vacancies. The CCG is 
scoping alternative innovative ways of seeking staff feedback, to identify any improvements that can be made and how this may impact 
on patient satisfaction.   
These include recognising and celebration of those leadership styles and behaviours that are consistent with delivering the NHS and 
Social Care vision and supporting a wider understanding leadership can be demonstrated at all levels of an organisation. 
The CCG in collaboration with providers and other partner organisations will continue to work throughout 2015-17 to introduce joint 
programmes and event that encourage and support staff and to share and celebrate positive experiences and success in delivering 
safe, effective quality care and outcomes for patients and their families carers. 
Initial programmes for consideration include ways to seek staff views, including rolling out the FFT, action learning sets, peer review 
and the STAR system to test the level of satisfaction of staff with local health care organisations  
Staff as initial supporters and advocates of patients and service users and supporting them to Speak up when it is the right thing to 
do for patientsS.  
The CCG will take action to improve the physical and mental health and wellbeing of their staff by supporting to staff to help them keep 
to a healthy weight, supporting active travel schemes and ensuring NICE guidance on promoting healthy workplaces is implemented. 
Further detail is set out in the Improving Health section 
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Seven Day Services 

For Shropshire CCG the Seven Day Service Clinical Standards (“the Clinical Standards”) are mostly related to the acute emergency 
services provided by Shrewsbury and Telford Hospitals NHS Trust (SaTH). 
The CCG remains committed to working with our secondary care providers to ensure the delivery of all  Seven Day Service Clinical 
Standards by 2016/17. We are confident that the work currently underway to develop these services will enable our providers to deliver 
the Seven Day Clinical these Standards. These plans include: 

• Implementation of the SDIP of the national clinical standards in relation to twice daily ward rounds for critical care, Urgent and 
emergency care by March 2016. 

• Implementation of the SDIP of the national clinical standards in relation to daily ward rounds for AMU and SAU by March 2016. 

• Working with the provider to identify 5 of the 10 clinical standards for 7 day services to be implemented by March 2016. These 
will be included in the local quality requirements section of the NHS contract and monitored through the monthly CQRM’s.  

• Progress the development of the diagnostic national clinical standard to include interventional therapy and endoscopy, for 
implementation by 2017.   

• Progress the development of the support services national clinical standard in terms of community and mental health services for 
implementation by 2017.   

• Continue to work to progress all 10 national clinical standards by 2017. 
The most significant challenges, which can be grouped into three broad strands, are faced by Shropshire’s main acute provider, 
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Shrewsbury and Telford Hospitals NHS Trust: 
-         Organisational capacity 
-         Clinical capacity 
-         Financial capacity 

One of the key influences on the ability of providers to meet seven day service requirements will be the ongoing FutureFit work 
stream  and in particular the decisions around the positioning of services. The FutureFit programme will be the main forum in which 
discussions about seven day services will take place and actions are agreed. 
During 2015/6 a whole system event is proposed for both health and social care to identify and map the workforce footprint across the 
health economy. This will identify the baseline, gaps and the workforce requirements to deliver 7 day services for the local population.  
Continue to explore the options to reshape our workforce, looking at advanced roles across the whole economy and working closing 
with agencies such as the local universities.     
 
The CCG have included in contracts with providers the requirement to include plans for 7 day services via the requirement for specific 
Service Development and Improvement Plans. The Health and Wellbeing Board recognises that access to services is a key issue for 
Shropshire and a priority within the Health & Wellbeing Strategy remains improving access to services. 
Out of Hospital Urgent and Emergency Care Services 
Plans which address the need to provide consistently high quality urgent and emergency care services outside of hospital services are 
set out on the next column: 
The CCG will be working in quarter 1 2015/16 with all providers to ensure they have robust Service Development and Improvement 
Plans that address the priorities for seven day working. In so doing we acknowledge that for some providers full compliance with the 10 
clinical standards will not be achievable in the first year. The plans will be stretching but realistic and achievable. 
Safeguarding 

Shropshire CCG’s position in relation to Safeguarding is largely unchanged from 2014/15 in terms of the principles and overarching 
work streams. Work around safeguarding is undertaken on a long terms footprint and a number of the sentiments set out in our previous 
plan are reiterated here for the purpose. 
 
A mandate arrangement for Safeguarding Adults, Children and Young People is in place across both local CCGs (hosted by SCCG) this 
allows the ability ensure that expert knowledge and resource is available consistently and further support the shared and robust 
triangulation of intelligence of any safeguarding issues across providers. It also assists with a greater opportunity to dissemination of 
learning and implementation of safer services for patients and those who are vulnerable. 
 
The organisational framework within the corporate safeguarding policy reflects the recommendations of the NHS Commissioning 
accountability and assurance framework as well as statutory guidance and legislation including concordat requirements 
Robust lines of corporate and individual responsibility and accountability will continue from front-line to CCG Board.  
 
Increased awareness of commissioners and providers through appropriate levels of training and education continue to underpin the 
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safeguarding agenda within the CCG. 
Evaluation and learning from all reviews will be formally feedback to both CCG and local safeguarding boards. 
 
Awareness of the responsibility and accountability will be evaluated at all stages of the commissioner plans over a 2 year -5 year period.  
This will also take into consideration national and local learning, patient/ care experience and any changes in legislation. 
 
All commissioner plans and provider contracts meet the required training, reporting standards and are monitored robustly through the 
quality contracting processes and continued engagement in both the Children and Adult safeguarding Boards.  
 
The organisational framework within the corporate safeguarding policy reflects the recommendations of the NHS Commissioning 
Accountability and Assurance Framework (2013) as well as statutory guidance and legislation for both children and adults including 
concordat requirements. Robust lines of corporate and individual responsibility and accountability will continue from front-line to CCG 
Board.  
Appropriate training is provided via LSAB and LCSB (or in accordance with agreed standards) so all staff from provider and 
commissioner organisations have appropriate knowledge and skills which reflect their role to enable effective application and monitoring 
of safeguarding activity, inclusive of MCA/DoLS and Prevent 
 
Review the current mandate for hosted arrangements and structures for (SCCG hosted) Safeguarding was completed by July 2014. As 
a result of this the existing memorandum was dissolved and Shropshire and telford & Wrekin CCG’s have now taken up their own 
distinct safeguarding lead posts. 
 
A robust review and audit process will be established over the next 6 months to test effectiveness.  
 
An annual review responsibilities and opportunities for closer working with local multi agency and specifically local authority will  
 
Undertake further work to embed and identify specific requirement related to both safeguarding and Mental capacity responsibilities 
for organisations and workforce. Continue to ensure that commissioner plans meet the increased focus on knowledge and 
understanding required to support adults and children at risk. 
 
 
Commissioner plans and provider contracts meet the required training, reporting standards and will continue to be monitored robustly 
through the quality contracting processes and continued engagement in both the Children and Adult safeguarding Boards.  
 
Awareness of the PREVENT initiative has been raised with local providers and their embedding of the systems and processes to ensure 
delivery will be monitored via both CQRs and the Local Health Economy Safeguarding boards.  
 
 
Board activities (TBC): 
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Disseminate learning from SCRs/DHRs. 
Annual reviews/Audit of provider services will be coordinated via the Boards. 
Continued sign up to agreed West Midlands Safeguarding Adults Procedures. 
Participate in MCA/DoLS implementation sub group. 
Attend Prevent Steering group and Chanel Panel 
 
 
To update CCG  safeguarding policy as required to demonstrate compliance with new legislation, guidance and CCG lines of 
accountability. This is especially relevant to implementation of The Care Act 2014 and changes to MCA/DoLS legislation/case law 
 
To ensure that staff can apply theory to practice in relation to MCA and DoLS by quality assuring the training delivered with Telford and 
Wrekin CCG  
 
To ensure that CCG staff have undertaken training in accordance with role by Audit/collation of stats 
 
Identify in policy responsibility and appropriate levels of training 
 

 

Research & Innovation 

The CCG has an individual at board level with responsibility for all issues relating to – “a commitment to promoting research and the use 
of research evidence”. 
 
The CCG has a process in place for receiving valid excess treatment cost claims – approved by the Governing Body Board. 
 
The CCG is involved in the CLRN 
 
The organisation has processes in place for ensuring evaluation of the majority of the services it commissions. 

• local stakeholders and primary care research experts to ascertain how research is promoted within the CCG and support the 
development of a locally owned Research and Innovations Strategy. 

• The CCG includes participation in NHS research in Provider contracts in 50-80% of new service contracts. 

• Ensure staff have access to appropriate training regarding accessing, interpreting and using evidence. 

• Establish several links with HEIs and occasionally involve members of the research community in service redesign and decision 
making 

• The CCG considers supporting the costs associated with study initiation on a case by case basis. 

• The total numbers of patients recruited by member providers (e.g. GP practices) into research projects has increased between 
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6-14% from the previous year (April to March). 

• Between 50 and 70% of member GP practices have completed accreditation as RCGP research ready 
 
The organisation has processes for accessing, interpreting and applying research evidence appraisals to inform some aspects of 
service redesign, commissioning policy and decision 
 

 

in the NHS 

Financial Resilience 



 

53 | P a g e  

 

Business Rules 
The financial plan for Shropshire CCG meets the business rules required by the “Everyone Counts” planning guidance as follows: 

• 1% surplus  

• 0.5% contingency in  
0.5% non-recurrent expenditure  

QIPP plans 
The CCG’s QIPP target amounts to 2.6% of the CCGs Programme budget (£9.3m ).  The target reflects the requirement to re-direct 
funding into the Better Care Fund.  The QIPP programme is drawn together from the following sources: 

• Benchmarking information which illustrated that the CCG is an outlier for Orthopaedic expenditure and Cancers and Tumours.  
Both of these areas are addressed within the QIPP programme  

• Full year effect of successful schemes implemented during 14-15 including admissions avoidance  schemes (e.g. integrated 
community service, Care home extended service, Discharge to assess, relocation of WIC) and planned care schemes (e.g. tele-
dermatology, community based urology service, advice and guidance, community pain pathway) 

• Reviewing Procedures of limited clinical value and consultant to consultant referrals to ensure the CCG is maximising the 
opportunities they provide. 

• Further known opportunities to reduce Prescribing expenditure 

• New schemes identified as a result of 5 year strategy development (Dementia, urgent care, LTC, Better Care Fund) 
 
The QIPP Programme Target is split roughly 61/39 between existing/implemented schemes and new schemes in development. 
 
In addition to current known schemes, beyond 15-16 the CCG has a rolling programme of further strategic work streams developing 
further improved pathways (e.g. LTC) and urgent care redesign (e.g. Future Fit) with an emphasis on prevention, patient education and 
self-management (e.g. Better Care Fund) which will have reached implementation stage by and beyond April 2016.  
 
Better Care Fund 
The CCG and Local Authority are moving ahead with plans for transformational change to support better care for patients in 15-16.  The 
impact of this on the acute providers differs between SATH and RJAH.  This is due to the CCG being an outlier in terms of Orthopaedic 
activity and plans to correct this.  For SATH the impact on activity is forecast to be approximately 1.3% of the overall commissioned 
activity (or the equivalent of demographic growth i.e. commissioned activity levels for 15-16 are planned to be at the same level as 14-
15).  This equates to approximately 309 avoided emergency admissions. For RJAH there will be a planned cut in activity between 14-15 
and 15-16 of approximately 4.5% of inpatients and day cases.  This will bring the CCG back into line with other commissioners and 
represents a £1m reduction in orthopaedics spend. 
 
Linking of Service, Financial and activity plans 
The commissioning intentions of the CCG for 15-16 fall out of the CCGs strategies for Urgent Care, Long Term Conditions, Medicines 
Management, Planned Care and the Health and Wellbeing Board Strategy.  Each intention includes information on which provider 
contract it affects and whether it is a service review, a service development, an activity change and/or a QIPP scheme.  This ensures 
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that service, financial and activity plans are linked.   
In addition to the commissioning intentions the CCG has a Procurement strategy which outlines how the CCG will ensure value for 
money in its commissioned spend.  
The baseline activity that has been used to roll forward the provider contracts is costed to ensure it is affordable within the financial 
envelope available.  The baseline activity is based on M7 14-15 actual activity extrapolated to year end and adjusted to ensure that 
seasonal adjustments and part year service changes are fully taken into account.  The contracts for 2014-15 for the 2 acute providers 
also reflect recent equilibrium modelling to ensure the CCG is commissioning the right level of activity to account for patient’s 
constitutional rights.   
The CCG has a Quality Impact Assessment  programme/ process for all provider Cost Improvement Programmes and for assurance of 
proposed service developments or newly commissioned services and provider service reconfigurations . The Clinical Advisory Panel is 
part of the assurance process and final sign of is by the Director of Nursing and Quality, Vice CCG Clinical Chair and CFO.  
The CCG QIA process and policy is currently being reviewed and will be incorporated in the QIA process for 14/15 and 14-16 QIPP 
plans. 
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Appendix A Shropshire CCG 2015/16 Operational Plan on a Page 
 

 

 

 

  

 

 Vision and Principles 
  We envisage a system where, through working together we have created a pattern of services that offer excellence in meeting the distinctive and particular needs of the rural and urban populations of Shropshire 

 

  Principles: Home is normal. The level of care should match  the level of need and unnecessary escalation of care should be avoided. A commitment to 7 day working as part of an integrated local health 

  Economy approach. Recognition that a commitment to quality and safety is paramount for clinicians. The need to get the system right for the next 10-20 years. 

Outcomes 

Delivery across the five domains and seven 

outcome measures 

To be completed for draft 2 of the Operational Plan 

Improving health 

• Implementation of work streams associated with 

the local response to ‘Commissioning for 

Prevention’ and the Prevention and Early 

Intervention themes of the Better Care Fund Plan 

• Development of a range of programmes to improve 

the health & wellbeing of CCG staff 

• Active participation in the Health &Wellbeing 

Board’s year of Physical activity 

Reducing Health Inequalities 

• Continues work on implementation of work streams 

associated with the 5 most cost effective high 

impact interventions in the NAO report 

• Continue to implement key areas of development 

alongside the communities of protected 

characteristics 

Parity of Esteem 

• Reduce waiting times for Tier 3 CAMHS services 

• Delivery of the IAPT targets for access (15%) and 

recovery (50%) 

• Support the continued work of the MH Crisis Care 

Concordat 

• Work to ensure the delivery of mental health access 

targets 

 

Quality 
Response to Francis, Berwick and Winterbourne View 

• Delivery of the Transforming Care Concordat milestones 

• Focus on out of county placements 

• Act on the findings of Hard Truths 
Patient safety 

• 90% of commissioned services include quality indicators agreed in 

partnership with patient/ public groups 

• Undertake analysis of the potential for improved outcomes in relation to 

sepsis and acute kidney injury 

• Develop plans to improve antibiotic prescribing in primary & secondary 

care 
Patient experience 

• Stimulate and lead on the development of a customer service culture 

across the commissioning and provider landscape 

• Incorporate into the 2015/16 contracting process that providers are 

demonstrating progress towards fully interoperable digital health records 

• Progress plans for patients to have online access to their GP records 
Compassion in practice 

• Continued alignment in each of the provider plans of delivery of each of 

the components of the 6C’s ‘Compassion in Practice’ 

• Supporting the development of value based recruitment by both 

providers and commissioners 
Staff satisfaction 

• Implementation of NICE guidelines on  promoting healthy workplaces 

• Scoping alternative and innovative ways to seek staff feedback whilst 

continuing to promote and utilise traditional methods 

Seven day services 

• Working with secondary care providers throughout 2015/16 to deliver all 

of the Seven day Service Clinical standards by 2016/17 

• Participate in a whole system event to identify and map the workforce 

footprint across the LHE to support future plans 

Safeguarding 

• Update the CCG Safeguarding policy to demonstrate compliance with 

new legislation and CCG lines of accountability 

• Annual reviews / audit of provider services to be co-ordinated via the 

Boards 

 

Access 
Convenient access for everyone 

• Continue to sustainably deliver the 18wk RTT 

• Review pathways in ENT to optimise capacity 

• Further to the review of paediatric community services, 

implement the key recommendations to improve timely 

access to services 

• Continue to transform the local urgent care system to 

support the sustainable delivery of the 95% waiting time 

standard which includes: 

o further development of the relationship between 

the recently co-located walk in service with the 

acute Emergency Department 

o Continued implementation of the Integrated 

Community Service across the County  

o Prototyping of the Discharge to Assess model 

Meeting the NHS Constitution standards 

• Maintaining RTT targets 

• Maintaining cancer standards 

• Use of System Resilience Group and Urgent Care Working 

Group to sustainably deliver A&E waiting times target 

• Achieve standards at regional level and improve at local level 

withinavailable resources for Ambulance targets 

 

Innovation 
Research and innovation 

• Utilising research evidence appraisals to inform service 

redesign, commissioning policy and decisions 

 

Delivering value 

Financial resilience; delivering VFM for taxpayers and 

patients and procurement 

• Robust QIPP planning 

• Delivery of BCF outcomes and financial plan 

• Linking service, financial and activity plans 

 


