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Purpose
This report informs the Governing Body about national/local developments in the past month.
CCG Assurance – 2015/16 Annual Review
The attached letter has been received inviting us to attend a review with NHS England Yorkshire &
Humber Director Team. The letter details the purpose of the meeting part of which will include a
delegated functions assessment in line with the requirements of the CCG’s authorisation process.
Appendix (i)
Developing Sustainability Plans – Letter from NHS England
The NHS Shared Planning Guidance asked every health and care system to come together to create
their own ambitious local blueprint for accelerating implementation of the Five Year Forward View
(5YFV). Sustainability and Transformation Plans (STPs) will be place-based, multi-year plans built
around the needs of local populations. The attached letter sets out NHS England’s initial thinking on
STPs – see Annex A for further detail.
Appendix (ii)
RMBC Restoration of Powers Letter
The Leader of RMBC have written to partners confirming the functions that have been returned to the
Council’s control and has clarified how this will work in practice alongside the Commissioners’ on-going
roles in a range of specific services areas
Appendix (iii)
Healthy Workforce
The latest newsletter is attached
Appendix (iv)
CCG improvement and assessment framework 2016/17
Clinical Commissioning Groups (CCGs) were established on 1 April 2013 and are clinically-led
organisations at the heart of the NHS system. Under the Health and Social Care Act (2012), NHS
England has a statutory duty to conduct an annual assessment of every CCG. Since initial authorisation
in April 2013, CCGs have been assessed twice, for the period 2013/14 and for 2014/15.
For 2016/17 NHS England will introduce a new CCG Improvement and Assessment Framework to
replace both the existing CCG assurance framework and CCG performance dashboard. This new
framework will align with NHS England’s Mandate and planning process, with the aim of unlocking
change and improvement in a number of key areas. This new approach aims to reach beyond CCGs,
enabling local health systems and communities to assess their own progress. It will also require NHS
England to work differently, both internally and with CCGs, to provide support to unlock CCG
improvement.
Appendix (v)
Communications Update
• The latest evaluation of the Social Prescribing scheme has been covered by regional and national
print media - Yorkshire Post, Institute of Healthcare Management and The Times.

http://www.yorkshirepost.co.uk/news/education/win-win-as-social-prescribing-pilot-shows-itcould-save-nhs-cash-and-help-the-lonely-1-7715674
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http://www.shu.ac.uk/mediacentre/social-prescribing-reaping-benefits-patients-new-report
http://www.ihm.org.uk/news-policy/blog1/rotherham-s-new-options.html
•

We, with our regional NHS commissioning partners, are currently undertaking a pre-consultation,
asking for views on what matters to patients when accessing care and treatment for children’s surgery
and stroke services. This is part of the Working Together programme review of these two important
services that aims to improve care for patients, meeting their needs in the future. Information has
been shared with Healthwatch, Voluntary Action Rotherham specialist interest groups, clinicians and
patients.

•

The CCG campaign to reduce medicines waste in Rotherham has received positive reaction from
patients. A number of calls have been received directly from patients’ family members that have
enabled the CCG’s Medicines Management Team to help reduce the unnecessary amount of some
medicine they receive on a regular basis. A full evaluation of the campaign will take place in the
coming months.

Page 2 of 2

App (i)

Direct Dial: 0113 82 47511
Date:11/02/16

NHS England – North (Yorkshire & the
Humber)
3 Leeds City Office Park
Meadow Lane
Leeds
LS11 5BD

Dr Julie Kitlowski, Chair
And Chris Edwards, Accountable Officer
Rotherham CCG
CCG Assurance – 2015/16 Annual Review
I am writing to invite you to your CCG Annual Review meeting. This will be chaired by
myself and attended by the director team from NHS England Yorkshire & the Humber.
The Annual Review meeting will be held on Tuesday 19th April 2016 at 4:00pm – 5:30pm
at Oak House, Rotherham.
The meeting will be an opportunity to reflect on your progress, challenges and
achievements during 2015/16 as well as looking forward to your plans for the coming year
and the development of your Sustainability and Transformation Plan. We will also use the
meeting to discuss formally your annual CCG assurance outcome against the five domains
in the CCG Assurance Framework 2015/16.
In terms of the latter, there are two pieces of work which you will need to undertake in
preparation for this assessment.
Firstly, your CCG is already completing a quarterly Delegated Functions self-assessment.
We will need you to complete the self-assessment for quarter 4 and return it to us no later
than 31 March 2016.
Secondly, we also need to assess your progress under the “Well Led Organisation”
domain. Please would you complete the enclosed self-assessment template and sign it off
at your Governing Body by 31 March 2016. The template asks you to identify any gaps
and the mitigation of those gaps but also offers you an opportunity to share any examples
of good practice. It is our intention to share the list of good practice amongst the 23 CCGs
in Yorkshire & the Humber, early in 2016/17.
Please return both self-assessments to england.yh-opsdelivery@nhs.net by 31 March
2016.
Should you require any further information, or wish to discuss any element of the Annual
Assessment, please do not hesitate to contact your locality director.
Yours sincerely

Moira Dumma
Director of Commissioning Operations

App (ii)

To: CCG Accountable Officers,
Chief Executives of NHS trusts,
NHS foundation trusts and Local
Authorities and LETB Geographical
Directors
By email
16 February 2016
Dear colleague
Re: Developing Sustainability and Transformation Plans to 2020/21
The NHS Shared Planning Guidance asked every health and care system to come
together to create their own ambitious local blueprint for accelerating implementation of
the Five Year Forward View (5YFV). Sustainability and Transformation Plans (STPs)
will be place-based, multi-year plans built around the needs of local populations. They
will help ensure that the investment secured in the Spending Review does not just prop
up individual institutions for another year, but is used to drive a genuine and sustainable
transformation in patient experience and health outcomes over the longer-term. STPs
are not an end in themselves, but a means to build and strengthen local relationships,
enabling a shared understanding of where we are now, our ambition for 2020 and the
concrete steps needed to get us there.
We have been encouraged by the speed and enthusiasm with which most areas have
already come together to agree their footprints and start the conversations. The
boundaries used for STPs will not cover all planning eventualities. As with the current
arrangements for planning and delivery, there are layers of plans which sit above and
below STPs, with shared links and dependencies. For example, neighbouring STP
areas will need to work together when planning specialised or ambulance services or
working with multiple local government authorities and, for areas within a proposed
devolution footprint that cross STP boundaries, further discussion will be required in
working through the implications. Other issues will be best planned at Clinical
Commissioning Group (CCG) level.
If we get this right, then together we will:






engage patients, staff and communities from the start, developing priorities through
the eyes of those who use and pay for the NHS;
develop services that reflect the needs of patients and improve outcomes by
2020/21 and, in doing so, help close the three gaps across the health and care
system that were highlighted in the 5YFV (health and wellbeing, care and quality,
and finance and efficiency);
mobilise local energy and enthusiasm around place-based systems of health and
care, and develop the partnerships, governance and capacity to deliver;
provide a better way of spreading and connecting successful local initiatives,
providing a platform for investment from the Sustainability and Transformation Fund;
and



develop a coherent national picture that will help national bodies support what local
areas are trying to achieve.

This will require a different type of planning process – one that releases energy and
ambition and that focusses the right conversations and decisions. It will require the
NHS, at both the local and national level, to work in partnership across organisational
boundaries and sectors.
This letter sets out our initial thinking on STPs – please see Annex A for further detail.
We recognise that you and your teams are also working hard on operational plans, so
over the next few weeks and months we will develop an active programme of support
for our local and national teams, based on what you tell us you need.
We look forward to continuing to work closely with you to deliver this important work.
Yours faithfully
David Behan, Chief Executive, Care Quality Commission
Ian Cumming, Chief Executive, Health Education England
Sir Andrew Dillon, Chief Executive, National Institute for Health and Care Excellence
Jim Mackey, Chief Executive - Designate, NHS Improvement
Duncan Selbie, Chief Executive, Public Health England
Simon Stevens, Chief Executive, NHS England

Annex A
Stage 1: Before Easter – developing local leadership and collaboration
1. To have a realistic prospect of developing good plans by the summer, we will need
to have agreed three things for each of the STP footprints by Easter:
(i)
(ii)
(iii)

the governance arrangements and processes needed to produce an agreed
STP and then to implement it;
the scale of the challenge locally for each of the three gaps; and
key priorities identified to address each gap.

2. Governance arrangements: Building the relationships and collective leadership
needed to make STPs real will take dedicated time, effort and resource. Different
areas will be at different starting points. In some areas, local leaders are already
working together on established transformation projects. In other areas,
relationships and strategies are less mature, requiring intensive focus in the early
stages.
3. Each footprint will need to set out governance arrangements for agreeing and
implementing a plan. This should include the nomination of a named person who will
be responsible for overseeing and coordinating their STP process – a senior and
credible leader who can command the trust and confidence of the system, such as a
CCG Chief Officer, a provider Chief Executive or a Local Authority Chief Executive.
They will be responsible for convening and chairing system-wide meetings and
facilitating open and honest conversations that will be necessary to secure sign-up
to a shared vision and plan. We would expect to see time and resource dedicated to
this system leadership role.
4. STPs will need to be developed with, and based on the needs of, local patients and
communities and command the support of clinicians, staff and wider partners. We
therefore anticipate robust plans for genuine engagement as part of the decision
making process. This doesn’t mean beginning from scratch. Where relevant, areas
should build on existing engagement through Health and Wellbeing Boards and
other existing local arrangements. Health Education England has agreed that they
will establish a local Workforce Advisory Board to coordinate and support the
workforce requirements for each STP footprint.
5. The scale of the challenge: Partners in each footprint area will need to quickly get
a sense of the scale of the forecast challenge in their local area, by working out the
extent of the three gaps. To accelerate this process, we will provide a method with
data to enable local partners to diagnose current and projected gaps in health and
wellbeing, care and quality and finance and efficiency, including current and
expected delivery on key service priorities such as cancer and seven day services.
We will publish more detail on this during the week commencing 29 February 2016.
6. Identify key priorities: An assessment of the three gaps, alongside a consideration
of local challenges where patients and populations need to see most improvement,
will help each area to identify the key priorities they need to tackle over the next five

years to achieve sustainable transformation. Where, for example, Vanguards and
Integrated Care Pioneers are leading the transition to new care models, local
leaders will want to set out how the learning from these can be applied in the coming
years.
7. There is clearly a lot to do in a short space of time. To help support local and
national learning, each footprint will be asked to attend one of four regional
‘development days’ to share their emerging thinking with one other and with the
Chief Executives of the national bodies. This will help us to identify further areas for
support and shape the next stage of the process. Ahead of these regional
‘development days’ we will ask each planning footprint to make a short return on the
above three issues (governance, gap analysis and key issues).
8. National support until Easter: By March, we will provide each local system with:






Input into assessing each of their three gaps – this will set out the key health
and well-being outcomes the NHS and partners need to improve by preventing
illness, diagnosing disease earlier and treating it more effectively; the quality
improvement and service change priorities by 2020, such as moving to seven
day services and (by the end of March) provide each area with analytical support
to help assess its financial gap.
Share information and provide support – based on what you tell us you need
and using some of the tools that Vanguards and other collaborations have found
useful as they have developed new systems and relationships. This will include
using logic models as a basis for longer-term planning, and information about the
core components of the different care models (e.g. multi-speciality community
providers (MCPs) and primary and acute care systems (PACS) or devolved
arrangements).
Publish advice on engaging individuals, communities and staff – drawing
on exemplar practice from the service and partners and the ‘six principles’
developed by the People and Communities 5YFV Board.

In addition we will:






ask our regional teams and partners to support the process of building local
leadership and effective decision-making, sharing what we’ve learned from
working with, for example, Vanguard sites and others through communities of
practice;
work with you to identify and enlist a group of respected individuals who have the
experience and credibility to mentor and catalyse system leadership where it is
needed. This could include people with experience of health leadership roles, as
well as local government and the voluntary sector. We will make this offer to all
local areas that would benefit from individual support to accelerate progress; and
share some further tools, templates and guidance along with some exemplars to
support local development of returns. For example we will work quickly with a
small number of leading systems as they develop their plans to provide models
for what good Easter returns and June plans look like and make these available
to everyone.

Stage 2: after Easter – developing the STP
9. After Easter, local area partners will be able to focus on more of the detail of their
plans and the actions required to close the three gaps over the next five years. To
do this, they should consider their response to the set of questions outlined in the
annex to the Shared Planning Guidance, given the results of their gap analysis and
continuing engagement with local communities, staff and other partners.
10. The Shared Planning Guidance sets out nine ‘must dos’. Many, if not all, of these
will require action beyond 2016/17. A good STP will therefore set out how areas will
maintain and deepen the progress they will make by implementing their operational
plans. This is one tangible way in which 2016/17 operational plans need to be
closely linked to STPs, and conceived as the first steps on the way to wider
transformation.
11. Strong STPs will set out a broader platform for transforming local health and care
services. We will work with the footprints to help us develop the detailed
requirements. However, as a minimum, we expect that all plans will:











describe a local cross-partner prevention plan, with particular action on national
priorities of obesity and diabetes and locally identified priorities to reduce
demand and improve the health of local people;
increase investment in the out-of-hospital sector, including considering how to
deliver primary care at scale;
set out local ambitions to deliver seven day services. In particular: (i) improving
access and better integrating 111, minor injuries, urgent care and out-of-hours
GP services; (ii) improving access to primary care at weekends and evenings;
and (iii) implementing the four priority clinical standards for hospital services
every day of the week;
support the accelerated delivery of new care models in existing Vanguard sites;
or in systems without Vanguards, set out plans for implementing new models of
care with partners;
set out collective action on quality improvement, particularly where services are
rated inadequate or are in special measures;
set out collective action on key national clinical priorities such as improving
cancer outcomes; increasing investment in mental health services and parity of
esteem for mental health patients; transforming learning disabilities services; and
improving maternity services;
ensuring these and other changes return local systems to financial balance,
together with the increased investment that will come on-stream as set out in
NHS England’s allocations to CCGs; and
be underpinned by a strategic commitment to engagement at all levels, informed
by the ‘six principles’.

12. We must avoid creating distinct plans for each specialty or initiative, and instead
grasp the opportunity to achieve greater alignment and coherence between
programmes and priorities. Local leaders will also want to ensure that their plans are
underpinned by action on the key enablers of change, including harnessing
technology and workforce redesign, working closely with their Local Education and

Training Boards (LETBs). Local areas should also have considered the fit between
their STP footprint and their local plans for integrated health and social care more
broadly, and decided on the high-level model of person-centred, coordinated care
that they would look to develop.
13. The aim should be to produce an STP that is based upon strong analysis and insight
rather than a glossy brochure. The process of exposing these issues and having
real conversations about the potential benefits for patients is as least as important
as the final product itself. A robust process will enable STPs to set out the actions
that will make a difference for local people rather than abstract principles or vision
statements. The examples we publish at Easter will give local areas a better sense
of what a good final document looks like, but we are clear that a good process is
one that unleashes energy, facilitates real conversations and strengthens local
relationships around a shared sense of purpose.
14. National support after Easter:






In April and May, we will host a programme of regional workshops and webinars
with subject matter experts to provide practical help with developing plans. We will
continue to make available online collaborative tools so that local areas can share
information and examples of emerging best practice, based on what you tell us
would be most helpful.
These will be supplemented by a suite of ‘how to’ materials so that we can develop
a shared understanding of what good looks like on topics including implementing the
Cancer and Mental Health Taskforce reports, developing and spreading new models
of care, workforce redesign and planning for interoperability and digital services.
Our regional teams and their partners will continue to work closely with local
footprints as they develop the detail of their plans, to enable effective
communication and learning across the system.

Sustainability and Transformation Funding
15. There will be tangible benefits for areas with good STPs. The Spending Review
settlement enabled us to invest £2.139bn in a Sustainability and Transformation
Fund in 2016/17. Of this total, £1.8bn of funding has been allocated to the
sustainability element of the fund to bring the NHS provider trust sector back to
financial balance.
16. Quarterly release of sustainability funds to NHS trusts and NHS foundation trusts
will depend on achieving recovery milestones for (i) deficit reduction; (ii) access
standards; and (iii) progress on transformation. It is not a case of recovery followed
by transformation. They are not alternatives; we must do both simultaneously.
17. Mirroring the conditionality of providers accessing the Sustainability and
Transformation Fund, the real terms element of growth in CCG allocations for
2017/18 onwards will be contingent upon the development and sign-off of a robust
STP during 2016/17.

18. The Sustainability and Transformation Fund will grow from £2.1bn in 2016/17 to
£2.9bn in 2017/18, rising to £3.4bn in 2020/21, with an increasing share of the
growing fund being deployed on transformation.
19. The STPs will become the single application and approval process for being
accepted onto programmes with transformation funding for 2017/18 onwards. This
step is intended to reduce bureaucracy and help with the local join-up of multiple
national initiatives.
20. Recognising that different systems are at different starting points, the most credible
and compelling STPs will secure the earliest funding. We will assess plans in July,
and – as the Shared Planning Guidance sets out – we will consider:







the quality of plans, particularly the scale of ambition and track record of
progress already made in addressing each of the three gaps. The best plans will
have a clear and powerful vision across health, quality and finance, owned by all
local partners in the system. They will create coherence across different
elements, for example a prevention plan; self-care and patient empowerment;
workforce; digital; new models of care; trusts in special measures and finance.
They will systematically borrow good practice from other geographies and adopt
national frameworks;
the reach and quality of the local process, including community and voluntary
sector engagement;
the strength, maturity and unity of local system leadership and partnerships, with
clear governance structures to deliver them;
how confident we are that a clear sequence of implementation actions will follow
as intended, through defined governance and demonstrable capabilities; and
the extent to which systems can already point to tangible, early progress.

21. Part of this process will involve a second series of regional events hosted by the
Chief Executives of the national bodies. Taking place in July, these regional
summits will be an opportunity to test the plans that local systems have submitted,
and agree the actions we will take to deliver them.
22. Contacts:
For any queries, please contact the Regional Director from the relevant national body in
the first instance or please email england.fiveyearview@nhs.net.
23. Key Dates:
What
Further engagement and
support on gap analysis
and STP development
Gap analysis / data
developed with each
footprint
Short return, including

Who
National bodies

When
Week commencing 29
February 2016

National bodies /
Regional Directors /
footprints
Each footprint

Throughout March 2016

11 April 2016

priorities, gap analysis
and governance
arrangements
Outline STPs presented

Each footprint area to
develop plans and build
support with their boards
and partners
Ongoing engagement and
support from national
policy experts and teams
to support priority
development
Each footprint to submit
their STP

Series of regional
conversations between
national teams and
footprints

Footprints to attend
regional events to discuss
emerging plans with
peers and national bodies
As set out in local
governance
arrangements

w/c 22 April 2016

National policy teams and
experts

During April and May
2016

During April/May/early
June 2016

To Regional Directors and 30 June 2016
then the 5YFV Board of
national body Chief
Executives
The NHS national body
Throughout July 2016
Chief Executives,
National Directors,
partners and footprints
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App (iv)
Week 8

Healthy Workforce Programme
Clinical Commissioning Group

Hello everyone and welcome to week 6 of our healthy workforce programme. Below is what is happening
in each area and links to apps and information about each area.
Just to let you know that in the first month of our CCG weight management programme we have lost 62
pounds! Wow that is amazing  Keep up the good work everyone.

Physical (Moving Well)
-

Yoga classes commenced last Thursday the 18th February and staff who
attended enjoyed it! We had approximately 20 employees attend a mix of
men and women. The classes will run for initially 6 weeks then will be
carried on if staff are happy to. If anyone would like to join the classes
they are on a Thursday evening at 5 pm at Oak House and there is no
charge to CCG staff for the class. We are looking to start a Zumba class
after Easter and I will keep you posted on this

-

Colour Run - How about taking part in a colour run? Have a look at the
Colour Run and see if this is something you would be interested in doing!
If you can let me know we can look to maybe arranging it for June this
year!

-

Peak District walks - Katie from RMBC will be guiding those who are
interested on 2 walks through the peak district. The first walk will be on
Saturday 12 March and we will be walking up Win Hill. The second walk
will be on Saturday 2 April and the walk is yet to be confirmed. I will be
sending out further information nearer the time.

Gym memberships – Hellaby Hall are offering the following deal during January. £99 for 3 months (full
peak membership) or £175 for 6 months.
Bannatynes – are offering NHS staff a 7.5% discount and no joining fee. Full membership is being offered
at £36.99 a month for a 12 month contract.
The Walk Leader training is taking place on Friday 4th March, following this the staff taking part in the
training will be leading lunch time walks and as the weather picks up walks after work will organised for
those wishing to take part.

Managing Stress
-

Mindfulness App –Everyone who requested a code has received one, if you
would like a code please just email me and I will send one to you.

-

I am currently arranging some training around mindfulness for staff however
in the meantime or if you choose there is a free Mindfulness Course through
our online futurelearn training. Just access it through the following link.
Please can you let me know if you will be taking the course so I can keep a
register and ask for your feedback on the course.
https://www.futurelearn.com/courses/mindfulness-wellbeing-performance

4 members of staff within the CCG will be attending ‘Leading a healthy
workforce’ training. The staff will then through ‘train the trainer’ train all line
managers over the next 8 months. The course focuses on the importance of
leadership behaviour for promoting pshycological health of the workforce.
Comments for future newsletters to be returned to Sarah Whittle
-

Wellbeing (sleeping well)
-

Health Checks – These commenced last week and future dates are booked
for the 24th Feb, 2nd March and 8th March. If you have not already booked
your health check please do so via the following link, please also remember
to print off the consent form and complete before attending your health check.
http://www.screenetics.com/nhsccg-rotherham/

-

Geocaching – Janet Sinclair-Pinder gave a presentation to staff who had
expressed an interest in geocaching. Janet has set up a Rotherham CCG
link on the geocaching site for staff to access. The presentation is attached
for everyone to have a look at and instructions and passwords on how to
access it are on the slides. For further information please contact Janet
directly. Janet will also be leading some lunch time walks to find some
caches that she has hidden for us!

-

Do you have problems sleeping? There are some apps out there that may be
able to help you. The link below is a good example that has evaluated well.
Have a look and let me know what you think? https://www.sleepio.com/

Eating Well
-

CCG weight loss challenge - Our CCG weight loss challenge is happening
during the months of January and February.

-

Weight Watchers - Remember we do have a 50% discount with weight
watchers, for anyone who is interested in this offer please contact me for
details.

-

Eating Healthy Vegan Style – Jason Punyer gave his presentation and it was
well received. Jason also presented it to SCE and vegan food was purchased
and shared with staff members. If you are interested in vegan style eating
there are many recipes in the recipe file on the windowsill next to the kitchen
on the CCG floor.

-

As promised there is a folder of healthy recipes on the windowsill. Please help
yourself to a copy of any recipe in there, if you take the last copy please replace
with further copies. Please feel free to share any recipes you like, just add them
to the folder!

Smoking Less
-

Quit16 (16 cancers) is the Yorkshire and Humber region’s first mass media antitobacco campaign that is scheduled to run from 1-28 February. The campaign
highlights the risks of developing one of 16 cancers caused by smoking and that
quitting is the one clear way to reduce risk. While most smokers know about the
link between smoking and lung cancer, many people do not realise that smoking
is linked with not one but 16 different cancers, including cancers of the mouth,
nasal cavities, pharynx and larynx, stomach, kidney, bowel, liver, pancreas,
ureter, oesophagus, cervix, bladder and ovaries as well as myeloid leukaemia.

-

Yorkshire and the Humber has the highest adult smoking rates in the country,
with 20% of adults still smoking.
For more information on the campaign please go to www.QUIT16.co.uk

If you have any suggestions for the newsletter or information you would like to share please let me know

App (iv)

Geocaching,…..
• Gets you out of the house
• It shows you places you’ve known for years in
a different light, and
• It takes you places you’ve never been to
before
• You can meet and make new friends or you
can just enjoy the hunt.
• It engages the mind and exercises the body
• and best of all you can do it for free.

What is Geocaching?
Is it a high-tech treasure
hunt?
A worldwide, outdoor game?
A game of hide-and-seek?
A sport combining technology with adventure?

OR…………
• Is it about using a multi million pound satellite
and global positioning system to hide
Tupperware boxes in the woods?

Well it could be all of them!!!

Geocaches are everywhere. There are at least 25
hidden caches within a 5 minute drive of these
offices.
There are over 90,000 in the UK
and located in some famous places!

There are over 2,770,760 in the world and there
is even one on the International Space Station.

What is a geocache?
• A “cache” is usually a hidden container holding a paper “log”
which you must sign and date to prove that you have found it.
• They can be large enough to hold tradeable items or they can
be smaller than a thimble.
• Some are simple Tupperwear boxes hidden under rocks or in
roots. Others can be unusual or inventive and difficult to find.

Some are virtual (Earth caches – usually a geological
feature) and require you answer questions that only a
person who has visited the location can answer and
take a photo

Fossilized Tree

Some are Mystery caches where you must solve
a tricky puzzle
Some are multicaches where you
must find a clue which will lead
you to the cache

Some contain trackables which can travel
the world

When looking for caches in “high muggle areas”
try to look inconspicuous.
Me trying and failing not to look weird or
suspicious!

Don’t put yourself in danger trying to
get to a cache!

What do I need?
• A modern phone with gps and the free
Geocaching app.
The CCG is already a geocaching member.
• Go to www.geocaching.com
• Log in
• User name: RotherhamCCG
• Password: Healthyworkforce
• Enter area (town/region) – list of caches can be
opened

Go find a cache
Free App limitations
Turn off beginner mode
Touch icon to open cache
Read description

Hint

Difficulty to find
Terrain
Size of cache

Start button to follow GPS to cache
Countdown marker
Found  Not found 

App (v)

Publications gateway reference: 04649

Delivering the Forward View: the CCG Improvement and Assessment
Framework
Introduction
1.

NHS England is introducing a new Improvement and Assessment Framework
for CCGs from 2016/17 onwards, to replace both the existing CCG Assurance
Framework and separate CCG performance dashboard.

2.

This brief document explains what we are trying to achieve, our design
principles, and the operating style we intend to adopt in practice. Annex 2 lists
the intended metrics.

3.

These plans have been developed with input from national organisations
including NHS Clinical Commissioners, and through webinars with CCG
leaders. Suggested improvements should be sent by Friday 26 February
2016 to england.ccgaf@nhs.net. The 2016/17 framework will be published
by the end of March.

4.

NHS England has a statutory duty to conduct an annual assessment of every
CCG. Since initial authorisation in April 2013, CCGs have been assessed
twice, for the period 2013/14 and also for 2014/15.

5.

In the Government’s Mandate to NHS England, a new CCG assessment
framework takes an enhanced and more central place in the overall
arrangements for public accountability of the NHS. The relevant Mandate text
is at Annex 1. The Government states that a new “Ofsted-style” assessment
categorization will apply from 2016/17, including an initial assessment for each
of six clinical priorities published by June 2016.

6.

Under the arrangements described in the CCG Assurance Framework for
2015/16, NHS England will undertake an overall assessment of each CCG by
June 2016 using the categorisation of outstanding, good, requires
improvement, or inadequate.

Embedding the triple aim
7.

The Five Year Forward View, NHS Planning Guidance, and the forthcoming
Sustainability and Transformation Plans required for each area, are all driven
by the pursuit of the “triple aim”: (i) improving the health and wellbeing of the
whole population; (ii) better quality for all patients, through care redesign; and
1

(iii) better value for taxpayers in a financially sustainable system. The existing
CCG assurance framework inadequately matches up to the breadth of our
mission.
8.

NHS Clinical Commissioners has rightly called for the new framework better to
reflect what matters to local communities: the holistic approach many CCGs
have already been developing in their local areas to prevent ill health, empower
their patients and communities, and integrate services1.

9.

The December 2015 Planning Guidance laid out what the NHS needs to
accomplish between now and 2020/21 to implement the Forward View, achieve
financial balance and deliver core standards for patients. Everything NHS
England now does needs to be aligned with our stated objectives and priorities,
including the way we assess and manage our day-to-day relationships with
CCGs.

10. The new CCG Improvement and Assessment Framework has been designed
to fit with the forthcoming Sustainability and Transformation Plans. It supplies
metrics for adoption in those plans as markers of success. In turn those Plans
will provide vision and local actions that will populate and enrich the local use of
the CCG Improvement and Assessment Framework.
11. The NHS can only deliver the Forward View through place-based partnerships
spanning across NHS commissioners, local government, providers, patients,
communities, the voluntary and independent sectors. To ask CCGs to focus
solely on what resides exclusively within their own organizational locus would
miss out what many are doing, and artificially limit their influence and relevance
as local system leaders. In both the CCG Improvement and Assessment
Framework, and Sustainability and Transformation Plans, we give primacy to
tasks-in-common over formal organizational boundaries.
A single simpler framework
12. The King’s Fund report for the Department of Health on Measuring the
Performance of Local Health Systems2 catalogued the confusing and complex
multitude of existing performance-related frameworks. The new CCG
Improvement and Assessment Framework is intended to bring clarity, simplicity
and balance to the conversation between NHS England and CCGs about what
both sides think matters. It draws together in one place NHS Constitution and
other core performance and finance metrics, outcome goals, and
1

Local solutions to national challenges: Delivering our commitment to patients. NHS
Clinical Commissioners, October 2015.
2
Kings Fund, October 2015.
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transformational challenges. In combination these provide a more accurate
account of the real job description of CCGs.
13. At the same time, NHS England deliberately does not aspire to the framework
being fully comprehensive. All organisations have finite capacity for change,
and an excessive number of metrics would inevitably dilute the impact of the
framework. Our initial array of indicators is simply intended to provide a
reasonable degree of balance in illuminating the future agenda. It does not
mean that CCGs and NHS England will then discard all supplementary
indicators as irrelevant; on the contrary, performance against the high level
indicators is likely to stimulate CCG interest in gaining additional insight into
what is really going on.
The Improvement and Assessment Framework as a dynamic tool
14. The metrics will not be set in stone. We want and expect to retire those
indicators where CCGs will, in future, have made the greatest strides; and to
add in new metrics, so that the framework continually focuses on what are the
greatest emerging and actionable opportunities facing the NHS in future years.
NHS England’s ambition is for the 2020/21 framework to look noticeably
different from that used in 2016/17.
A new focus on improvement, including but not limited to assurance
15. The change in language from Assurance to a CCG Improvement and
Assessment Framework better reflects the direct responsibility and
accountability of NHS England, as a partner to CCGs, in delivering the triple
aim. Assurance remains essential but is just one facet of the bigger
improvement task. Our regions and commissioning operations will increasingly
be responsible for supporting and catalyzing local system transformation
through the Sustainability and Transformation Planning process. Alongside
these, NHS England’s national programmes will help set out what good looks
like, stimulate ambition, co-create replicable methods for care redesign, and
provide insight and challenge - whether for example on cancer, learning
disabilities, personalization and choice, new care models, or Rightcare.
Four domains
16. For these reasons, we have constructed the new framework to cover indicators
located in four areas:
 Better Health: this section looks at how the CCG is contributing towards
improving the health and wellbeing of its population, and bending the
demand curve;
3



Better Care: this principally focuses on care redesign, performance of
constitutional standards, and outcomes, including in important clinical
areas;
Sustainability: this section looks at how the CCG is remaining in financial
balance, and is securing good value for patients and the public from the
money it spends;
Leadership: this domain assesses the quality of the CCG’s leadership, the
quality of its plans, how the CCG works with its partners, and the
governance arrangements that the CCG has in place to ensure it acts with
probity for example in managing conflicts of interest.





Clinical priorities
17. The Forward View and the planning guidance set out national ambitions for
transformation in a number of vital clinical priorities such as mental health,
dementia, learning disabilities, cancer, maternity and diabetes. To reinforce
our collective efforts in these areas, NHS England is committed in the
Government’s Mandate to creating a separate clear rating for each of these six
clinical areas, on the four point scale.
18. These assessments will be overseen by independent groups. Chairs of all
save the maternity group have now been appointed:







Mental health – Paul Farmer, Chief Executive of MIND;
Dementia – Jeremy Hughes, Chief Executive of the Alzheimer's Society;
Learning disabilities – Rob Webster, Chief Executive of the NHS Confederation
and Gavin Harding, Learning Disability Advisor, NHS England (acting as cochairs);
Cancer – Sir Harpal Kumar, Chief Executive of Cancer Research UK;
Diabetes – Chris Askew, Chief Executive of Diabetes UK.

19. Given that CCG assessment is an integral facet of service transformation,
these groups are likely to take the form of a bespoke meeting of each of the
relevant national programme board, rather than a separate structure. A first
assessment for each of these six areas will be published as soon as possible,
derived solely from the metrics in the new framework looking at current
baseline performance. This initial assessment is our “beta” release, and will
offer a useful starting point. Come the annual assessment for each of these six
clinical areas for 2016/17, to be published in June 2017, we will be able to
benefit from additional understanding gained through seeing the quality of the
local Sustainability and Transformation Plans, known progress against plans,
and relevant supplementary data.
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Getting most value from the framework
20. The new framework is intended as a focal point for joint work, support and
dialogue between NHS England’s local teams and CCGs. A critical factor in the
success of the new framework will be the quality of the relationships between
the NHS England local teams and CCGs. We are in it together - with joint
responsibility for helping each other transform and sustain the NHS. The
purpose of engendering mutual assistance and taking timely action where
needed, should be more valuable than the formal act of annual assessment.
21. Our aim is to ensure that data will be available at least quarterly for nearly all of
these metrics, to enable local staff and communities, and NHS England’s local
and national teams, to see, in-year, what is working well and what is off-track.
NHS England’s national and regional teams will work together to ensure that
the breadth of the framework is discussed with all CCGs during the year,
through a rolling programme of local conversations drawing on expertise and
insight from the national programme teams.
Formal annual assessment
22. The formal annual assessment against the 2016/17 framework will be
published in summer 2017. Each CCG will receive an annual headline
assessment in one of four categories: outstanding, good, requires
improvement, inadequate. The assessment will be a judgement, reached by
taking in to account the CCG’s performance in each of the indicator areas over
the full year. It is unrealistic to expect any CCG to perform well against each
and every one of the indicators. To ensure that the framework is being applied
consistently, regional and national moderation will take place. NHS England’s
Commissioning Committee will oversee the process and sign off the ratings.
The Committee will also track progress in-year.
Transparency
23. The existing CCG assessments are not highly visible. To aid transparency for
the public, and CCG benchmarking against peers, we will present both the
overall ratings and the relative performance on metrics through a range of
channels, including publication on myNHS.
Learning
24. NHS England will review and seek to learn what is working well and how the
framework and its use can be improved. We will undertake this jointly with
CCG colleagues, and through an open and engaging process.
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Annex 1
The Government’s Mandate to NHS England for 2016-17
1. Through better commissioning, improve local and national health outcomes,
particularly by addressing poor outcomes and inequalities.
1.1 CCG
performance

Overall 2020 goals:
• Consistent improvement in performance of CCGs against
new CCG assessment framework.
2016-17 deliverables:
• By June, publish results of the CCG assessment
framework for 2015- 16, which provides CCGs with an
aggregated Ofsted style assessment of performance and
allows them to benchmark against other CCGs and informs
whether NHS England intervention is needed.
• Ensure new Ofsted-style CCG framework for 2016-17
includes health economy metrics to measure progress on
priorities set out in the mandate and the NHS planning
guidance including overall Ofsted-style assessment for
each of cancer, dementia, maternity, mental health,
learning disabilities and diabetes, as well as metrics on
efficiency, core performance, technology and prevention.
• By the end of Q1 of 2016-17, publish the first overall
assessment for each of the six clinical areas above.
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Annex 2: List of Proposed Indicators
Theme

Area

Ref Description
No

Rationale

1

Maternal smoking at
delivery

Smoking during
pregnancy can cause
a range of serious
health problems

Child obesity

2

Percentage of
children aged 10-11
classified as
overweight or obese

Overweight and obese
children are more
likely to become
overweight or obese
adults, with
consequent health
problems

Diabetes

3a

The percentage of
diabetes patients
that have achieved
all 3 of the NICErecommended
treatment targets

Appropriate
management of
diabetes reduces the
risk of patients
developing
complications

3b

Newly diagnosed
diabetes patients
referred to or
attending a
structured education
course

Understanding and
self-management of
diabetes reduces the
development of
complications

Falls

4

Injuries from falls in
people aged 65 and
over

Falls are the largest
cause of emergency
hospital admissions
amongst older people
and have a significant
impact on their long
term health

Personalisation
and choice

5a

People offered
The NHS is committed
choice of provider
to giving patients
and team when
choice and control
referred for a first
elective appointment
(with supporting
measure of % of
referrals made by ereferral)

Better Health Smoking

7

5b

Personal health
budgets

Provision of personal
health budgets for
certain patients is a
key objective of the
NHS

5c

Percentage of
deaths which take
place in hospital

Where the percentage
is high, to question
whether this is in line
with people’s choices

5d

People with a longterm condition
feeling supported to
manage their
condition

Supporting patients
with long term
conditions to manage
their own condition
reduces demand on
the NHS

Health
inequalities

6

Inequality in
avoidable
emergency
admissions

Inequalities should be
reduced for the benefit
of patients and for
CCGs to meet legal
duties

Anti-microbial
resistance

7a

Antibiotic prescribing Reducing
rate
inappropriate use of
antibiotics will reduce
anti-microbial
resistance and support
Use of broad
spectrum antibiotics delivery of better
health outcomes

7b

Better Care

Care ratings

8

Use of good or
outstanding
providers

Providing high quality
care for all is a
fundamental principle
of health and care
services

Cancer

9a

Cancers (all)
diagnosed at stage 1
and 2 (with
supporting measure
of % of cancers with
staging data)

Diagnosis at an early
stage dramatically
improves survival
chances

9b

People with urgent
GP referral having
first definitive
treatment for cancer
within 62 days of
referral

Shorter waiting times
improve patient
experience and can
lead to better
outcomes

8

Mental Health

Learning
disability

9c

One year survival
from all cancers

Improving cancer
survival is a key plank
of improving cancer
outcomes

9d

Cancer patient
experience

Key component of the
strategy to achieve
world-class cancer
outcomes

10a Psychological
Therapies recovery
rate

Improving outcomes
from psychological
therapy is a key part of
improving treatment of
people with
depression or anxiety

10b People with first
episode of psychosis
treated within 2
weeks of referral

Receiving the right
treatment promptly
results in improved
outcomes

10c Transformation of
Mental Health
services for children
and young people

System-wide
transformation is
needed to ensure
sustainable and high
quality mental health
services are provided
for children and young
people

10d Implementation of
Mental Health crisis
care and liaison
psychiatry services

Implementation of
services will improve
care for people in
crisis

10e Out of area
placements for acute
mental health
inpatient care

Out of area
placements for acute
mental healthcare
result in poor care for
patients, disrupt
relationships with
families and carers
and lead to slower
recovery

11a Reliance on
specialist inpatient
care for people with
learning disability
and/or autism

High numbers of
people having
inpatient care can
indicate services being
delivered poorly
9

Maternity

11b Proportion of people
with a learning
disability on the GP
register receiving an
annual health check

Annual health checks
are an important tool
to help improve health
and reduce premature
death in people with a
learning disability

12a Neonatal mortality
and stillbirths

Improving safety in
maternity services

12b Women’s experience Improving the
of maternity services experience of mothers
and families

Dementia

12c Women offered
choice in maternity
services

Improving the
experience of mothers
and families

13a Estimated diagnosis
rate for people with
dementia

Encouraging timely
diagnosis leads to
better-planned
treatment

13b Care-planning/ post
diagnostic support
for people with
dementia

Improving the quality
of care and support for
people with dementia

Urgent and
14a Achievement of
emergency care
milestones in the
delivery of an
integrated urgent
care service

Improving the
efficiency and quality
of delivery of urgent
care

14b Urgent care
admissions

Ensuring patients get the
right care, in the right
place, first time will
increase efficiency of
service delivery and
improve quality of care

14c Percentage of
patients who spend
4 hours or less in
A&E

Patients should be
seen promptly, in
accordance with the
NHS Operational
Standard

14d Ambulance waits

Prompt arrival leads to
better treatment, and
higher probability of
patient survival

10

14e Delayed transfers of
care

Minimising delayed
transfers of care and
enabling people to live
independently are key
outcomes of social
care.

14f

May indicate poor
operation of primary
and community
services

Population use of
hospital beds
following emergency
admission

Primary medical 15a Emergency
care
admissions for
patients with chronic
conditions

Improving the health
status for people with
chronic ambulatory
care sensitive
conditions

15b Patient experience of Improving patient
GP services
experience of primary
care
15c Primary care access

Improved access to
timely, quality services

15d Primary care
workforce

Improved access to
timely, quality services

Elective access

16

Patients waiting 18
weeks or less from
referral to hospital
treatment

Patients should be
seen promptly, in
accordance with the
NHS Constitution
standard

7 day services

17

Achievement of
clinical standards in
the delivery of 7 day
services

Reducing risk to
patients admitted at
weekends

Sustainability CCG in
Financial
balance

18

Financial
sustainability rating

CCGs need to
maintain a stable
financial position to
deliver their other
objectives

Allocative
efficiency

19

Expenditure and
outcomes in areas
with identified scope
for improvement

CCGs should reduce
expenditure or
improve outcomes
where the opportunity
to do so has been
identified
11

Continuing
health care

20

People eligible for
standard NHS
continuing
healthcare

To be assured of
consistent application
of the National
Framework for NHS
Continuing Healthcare

New models of
care

21

New models of care

New models of care
will need to be
developed to deliver
the ambitions set out
in the Five Year
Forward View

Paper-free at
22a Plan in place for
the point of care
delivery of digital
services

To improve service
efficiency and
effectiveness

22b Digital interactions
To improve service
between primary and efficiency and
secondary care
effectiveness

Well-led

Estates strategy 23

Local strategic
Efficiency of use of
estates plan in place buildings and other
estate

Sustainability
and
transformation
plan

24

Agreement and
delivery of
sustainability and
transformation plan

Sustainability and
transformation plans
will provide key detail
about the ways in
which CCGs will work
towards delivering the
transformation
challenges set out in
the Five Year Forward
View

Probity and
corporate
governance

25

Management of
conflicts of interest

CCGs need to
manage such conflicts
in an appropriate
manner and
demonstrate
accountability to the
public

Workforce
engagement

26a Staff engagement
index

Staff engagement and
race equality are key
to delivering high
quality services

12

26b Progress against
workforce race
equality standard

CCGs have a legal
duty to avoid
harassment,
discrimination and lack
of equal opportunities

CCGs’ local
relationships

27

Effectiveness of
CCGs need effective
working relationships local relationships to
in the local system
be good local system
leaders

Quality of
leadership

28

Quality of CCG
leadership

Effective CCGs need
good leadership

The pages below give brief further details on each indicator in turn, in the order listed
in the table above.
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1. Maternal Smoking at Delivery
Area: Better Health - Smoking
Data source: HCSIC smoking status at time of delivery collection
http://www.hscic.gov.uk/datacollections/ssatod
Denominator: The number of maternities
Numerator: The number of women who were known to be smokers at the time of
delivery
Frequency: Quarterly
2. Percentage of children aged 10-11 classified as overweight or obese
Area: Better Health – Child obesity
Data source: HSCIC National Child Measurement Programme
http://www.hscic.gov.uk/catalogue/PUB19109
Denominator: Children in school year 6
Numerator: Children in school year 6 classified as overweight or obese
Frequency: Annual
3a.The percentage of diabetes patients that have achieved all 3 of the NICErecommended treatment targets
Area: Better health – diabetes
Data source: HSCIC National Diabetes Audit
http://www.hscic.gov.uk/nda
Denominator: Number of registered diabetes patients
Numerator: Number of registered diabetes patients receiving the respective
treatment targets
Frequency: Annual
3b.Newly diagnosed diabetes patients referred to or attending a structured education
course
Area: Better health - diabetes
Data source: HSCIC National Diabetes Audit
http://www.hscic.gov.uk/nda
Denominator: Number of newly diagnosed registered diabetes patients
Numerator: Of above, number referred to or attending structured education within
12 months of diagnosis
Frequency: Annual
4. Injuries from falls in people aged 65 and over
Area: Better health - falls
14

Data source: HSCIC Hospital Episode Statistics and ONS population estimates
http://www.hscic.gov.uk/hes
Denominator: Population
Numerator: Emergency admissions for falls injuries (classified by primary diagnosis
code) where age at admission is 65 and over
Frequency: Quarterly (being investigated – presently annual)
Additional Information: age-sex standardised
5a.People offered choice of provider and team when referred for a first elective
appointment
Area: Better health – personalisation and choice
Data source: HSCIC e-referral service (ERS); NHSE monthly activity returns (MAR)
http://www.hscic.gov.uk/referrals/reports
https://www.england.nhs.uk/statistics/statistical-work-areas/hospital-activity/
A composite indicator in development, based on indicators of utilisation and choices
Denominator: Utilisation – number of referrals from MAR, choices – number of
referral requests on ERS
Numerator: Utilisation – referrals made through ERS, choices – number added to
each referral shortlist in ERS
Frequency: Monthly, subject to investigation
5b.Personal health budgets
Area: Better health – personalisation and choice
Data source: To be agreed, building on existing voluntary collection
Denominator: CCG population
Numerator: Number of health budgets offered
Frequency: Proposed quarterly
5c.Percentage of deaths which take place in hospital
Area: Better health – personalisation and choice
Data source: ONS
Denominator: Number of people who die
Numerator: Number of people who die in hospital
Frequency: Quarterly
5d.People with a long-term condition feeling supported to manage their condition
Area: Better health – personalisation and choice
Data source: GP patient survey
https://www.england.nhs.uk/statistics/category/statistics/gp-patient-survey/
15

Denominator: Existing indicator – see domain 2.2 of CCGOIS via
http://www.hscic.gov.uk/indicatorportal
Numerator: see above
Frequency: 6 monthly
6. Inequality in avoidable emergency admissions
Area: Better health – health inequalities
Data source: HSCIC indicator portal
http://www.hscic.gov.uk/indicatorportal
Denominator: In development - composite of existing indicators to produce gap in
rate of avoidable admissions between most and least deprived areas.
Numerator: see above
Frequency: Proposed quarterly on a rolling 12 month basis
7a. Antibiotic prescribing rate
Area: Better health – anti-microbial resistance
Data source: NHS Business Services Authority
http://www.nhsbsa.nhs.uk/4990.aspx
Denominator: Total number of Oral antibacterials (BNF 5.1 sub-set) ITEM based
STAR-PUs
Numerator: Number of prescription items for antibacterial drugs (BNF 5.1) in
primary care within the CCG
Frequency: Quarterly
7b. Use of broad spectrum antibiotics
Area: Better health – anti-microbial resistance
Data source: NHS Business Services Authority
http://www.nhsbsa.nhs.uk/4990.aspx
Denominator: Number of prescription items for BNF 5.1.1.3 (sub-section coamoxiclav), BNF 5.1.2.1 (cephalosporins) and BNF 5.1.12 (quinolones) within the CCG
Numerator: Number of antibiotic prescription items for BNF 5.1.1; 5.1.2.1; 5.1.3; 5.1.5;
5.1.8; 5.1.11; 5.1.12; 5.1.13 prescribed within the CCG
Frequency: Quarterly
8. Use of good or outstanding providers
Area: Better care – care ratings
Data source: Care Quality Commission (CQC) ratings
http://www.cqc.org.uk/content/ratings
Denominator: Number of CQC rated providers mapped to CCG populations
16

Numerator: Number of providers rated by CQC as good or outstanding mapped to
CCG populations
Frequency: In development - proposed quarterly
9a.Cancers (all) diagnosed at stage 1 and 2
Area: Better care - cancer
Data source: Cancer Analysis System, National Cancer Registry, Public Health
England
http://www.ncin.org.uk/about_ncin/audiences/analysts
Denominator: All new cases of cancer diagnosed at any stage, or unknown stage
Numerator: Cases of cancer diagnosed at stages 1 and 2
Frequency: Quarterly (rolling annual)
9b.People with urgent GP referral having first definitive treatment for cancer within 62
days of referral
Area: Better care - cancer
Data source: NHS England Statistics
https://www.england.nhs.uk/statistics/statistical-work-areas/cancer-waiting-times/
Denominator: Number of people with an urgent GP referral for suspected cancer
who were treated in the reporting period
Numerator: Number of people with an urgent GP referral for suspected cancer who
received first treatment for cancer within 62 days in the reporting period
Frequency: Monthly
9c.One year survival from all cancers
Area: Better care - cancer
Data source: ONS Statistical Bulletin “A Cancer Survival Index for CCGs”.
Denominator: n/a. Analysis of net survival of cohorts of people.
Numerator:
Frequency: Annual
9d Cancer patient experience
Area: Better care - cancer
Data source: NHS England National Cancer Patient Experience Survey
https://www.quality-health.co.uk/surveys/national-cancer-patient-experience-survey
Denominator: Survey respondents
Numerator: Based on response to question on how they would rate their overall
care
Frequency: Annual
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10a.Psychological therapies recovery rate
Area: Better care – mental health
Data source: HSCIC Improving Access to Psychological Therapies data
http://www.hscic.gov.uk/iapt
Denominator: People initially assessed as “at caseness” who finished treatment
within the reporting quarter, having attended at least two treatment contacts and
coded as discharged
Numerator: Of above, those assessed as moving to recovery
Frequency: Monthly
10b.People with first episode of psychosis treated within 2 weeks of referral
Area: Better care – mental health
Data source: Initially NHS England UNIFY, subsequently HSCIC MH services
dataset
Denominator: People referred to service experiencing first episode psychosis or at
“risk mental state” that start NICE-recommended care package in the reporting
period
Numerator: of above, where the care package starts within 2 weeks of referral
Frequency: Monthly
10c.Transformation of Mental Health services for children and young people
Area: Better care – mental health
Data source: In development through NHS England UNIFY and other collections
Denominator: n/a. Indicator will be based on milestones achieved in transformation
of children and young people’s mental health.
Numerator:
Frequency: Quarterly
10d.Implementation of Mental Health crisis care and liaison psychiatry services
Area: Better care – mental health
Data source: In development through NHS England UNIFY and other collections
Denominator: n/a. Indicator will be based on milestones achieved in transformation
of crisis care and liaison psychiatry services.
Numerator:
Frequency: Quarterly
10e.Out of area placements for acute mental health inpatient care
Area: Better care – mental health
18

Data source: In development through NHS England UNIFY and other collections
Denominator: n/a. Indicator will be based on milestones achieved in transforming
services to reduce out of area treatments.
Numerator:
Frequency: Quarterly
11a. Reliance on specialist inpatient care for people with learning disability and/or autism
Area: Better care – learning disability
Data source: HSCIC assuring transformation collection, plus GP registered
population
http://www.hscic.gov.uk/article/6328/Reports-from-Assuring-TransformationCollection
Denominator: GP registered population of CCGs in the Transforming care
Partnership
Numerator: Number of inpatients for each CCG in the Transforming care
Partnership, based on CCG of origin
Frequency: Monthly
11b. Proportion of people with a learning disability on the GP register receiving an annual
health check
Area: Better care – learning disability
Data source: Presently published at http://www.improvinghealthandlives.org.uk/ ,
subsequently via HSCIC GPES and QOF
Denominator: Number of people on GPs’ learning disability registers
Numerator: Of these, those that have received an annual health check
Frequency: Annual (quarterly under investigation)
12a.Neonatal mortality and stillbirths
Area: Better care - maternity
Data source: Mortality statistics childhood, infant and perinatal - ONS
Denominator: Number of live births and stillbirths
Numerator: Number of stillbirths and deaths under 28 days
Frequency: Annual
12b.Women’s experience of maternity services
Area: Better care - maternity
Data source: CQC National Maternity Services Survey
http://www.cqc.org.uk/content/maternity-services-survey-2015
Denominator: n/a. Indicator is a composite score from 6 survey questions covering
experience across whole maternity pathway
Numerator:
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Frequency: Every 3 years (annual being investigated)
12c.Women offered choice in maternity services
Area: Better care - maternity
Data source: CQC National Maternity Services Survey
http://www.cqc.org.uk/content/maternity-services-survey-2015
Denominator: n/a. Indicator is a composite score from 6 survey questions on
experience of choice across the whole maternity pathway
Numerator:
Frequency: Every 3 years (annual being investigated)
13a.Estimated diagnosis rate for people with dementia
Area: Better care - dementia
Data source: HSCIC QOF dementia registers publication
Most recent issue http://www.hscic.gov.uk/article/2021/WebsiteSearch?productid=19588&q=dementia+diagnosis&sort=Relevance&size=10&page=
1&area=both#top
Denominator: Prevalence rates from CFAS II study and ONS population figures
Numerator: People on the dementia register
Frequency: Monthly
13b.Care planning / post-diagnostic support for people with dementia
Area: Better care - dementia
Data source: TBC
Denominator: TBC
Numerator: TBC
Frequency: TBC
14a.Achievement of milestones in the delivery of an integrated urgent care service
Area: Better care – urgent and emergency care
Data source: via NHS England regional mechanisms
Denominator: n/a. Indicator is the stage reached in implementing such a service
Numerator:
Frequency: In development – proposed quarterly
14b Urgent care admissions
Area: Better care – urgent and emergency care
Data source: Hospital Episode Statistics
Denominator: Registered population
Numerator: Unplanned admissions for urgent care sensitive conditions
20

Frequency: Quarterly
14c.Percentage of patients who spend 4 hours or less in A&E
Area: Better care – urgent and emergency care
Data source: A&E attendances and emergency admissions collection (MSitAE via
UNIFY2)
https://www.england.nhs.uk/statistics/statistical-work-areas/ae-waiting-times-andactivity
Denominator: Total number of A&E attendances
Numerator: Total number of A&E attendances less total number of patients who
have a total time in A&E over 4 hours from arrival to admission, transfer or discharge
Frequency: Monthly
14d.Ambulance waits
Area: Better care – urgent and emergency care
Data source: in future via NHS England UNIFY2 system
Denominator: Category A Red 1 calls received by ambulance trusts
Numerator: of above, those receiving ambulance response within 8 minutes
Frequency: CCG level indicator in development - proposed monthly
14e.Delayed transfers of care
Area: Better care – urgent and emergency care
Data source: NHS England delayed transfers of care monthly collection via UNIFY2
Denominator: in development at CCG level –considering methodology in use in
Adult Social Care Outcome Framework, and Better Care Fund.
Numerator:
Frequency: Proposed monthly
14f.Population use of hospital beds following emergency admission
Area: Better care – urgent and emergency care
Data source: HSCIC HES, and adjusted population data
http://www.hscic.gov.uk/hes
Denominator: Age, sex and needs adjusted population (indicator in development)
Numerator: Beddays from hospital episodes finishing in the quarter where the
patient is admitted from a source coded as an emergency (but not maternity or
mental health).
Frequency: Monthly
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15a. Emergency admissions for patients with chronic conditions
Area: Better care – primary medical care
Data source: TBC
Denominator: TBC
Numerator: TBC
Frequency: TBC
15b. Patient experience of GP services
Area: Better care – primary medical care
Data source: GP Patient Survey
https://www.england.nhs.uk/statistics/category/statistics/gp-patient-survey/
Denominator: as NHS Outcomes Framework indicator 4a1, but at CCG level
Numerator: as above
Frequency: 6 monthly - proposed
15c.Primary care access [to be completed]
Area: Better care – primary medical care
Data source: TBC
Denominator: TBC
Numerator: TBC
Frequency: TBC
15d.Primary care workforce [to be completed]
Area: Better care – primary medical care
Data source: TBC
Denominator: TBC
Numerator: TBC
Frequency: TBC
16. Patients waiting 18 weeks or less from referral to hospital treatment
Area: Better care – elective access
Data source: NHS England UNIFY2 system
https://www.england.nhs.uk/statistics/statistical-work-areas/rtt-waiting-times/
Denominator: Number of incomplete pathways at the end of the reporting period
Numerator: of above, those within 18 weeks
Frequency: Monthly
17. Achievement of clinical standards in the delivery of 7 day services
Area: Better care – 7 day services
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Data source: NHS Improving Quality Seven Day Service Self-Assessment tool
Denominator: n/a. Indicator is calculated compliance with four 7 day service priority
standards
Numerator:
Frequency: 6 monthly
18. Financial sustainability rating
Area: Sustainability – CCG in financial balance
Data source: NHS England planning and outturn financial data
Denominator: n/a. Composite measure, in development
Numerator:
Frequency:
19. Expenditure and outcomes in areas with identified scope for improvement
Area: Sustainability – allocative efficiency
Data source: NHS England - various
Denominator: in development based on reduction in expenditure or improvement in
outcomes for a basket of indicators in programmes identified by the Right Care
Commissioning Value packs as the CCG’s greatest opportunities for improvement
Numerator:
Frequency: Annual
20. People eligible for standard NHS Continuing Healthcare
Area: Sustainability – continuing health care
Data source: NHS England Continuing Healthcare and NHS-funded Nursing Care
Benchmarking Report
Denominator: GP list based population
Numerator: Numbers eligible for standard NHS CHC on the last day of the quarter
Frequency: Quarterly
21. New models of care [to be completed]
Area: Sustainability – new models of care
Data source: TBC
Denominator: TBC
Numerator: TBC
Frequency: TBC
22a.Plan in place for delivery of digital services
Area: Sustainability – paper-free at the point of care
Data source: NHS England planning information
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Denominator: n/a – yes/no indicator of whether a CCG is a member of a footprint
with a Local Digital Roadmap
Numerator:
Frequency: Annual (possibly one-off)
22b.Digital interactions between primary and secondary care
Area: Better care – paper-free at the point of care
Data source: indicator in development based on data on use of Electronic
Prescription Service, use of NHS e-Referral system, accessing GP summary
information across care settings and sharing care summaries with GPs on discharge.
Denominator:
Numerator:
Frequency:
23. Local strategic estates plan in place
Area: Sustainability – estates strategy
Data source: Based on NHS England and NHS Property Services data
Denominator: n/a. Indicator is staged assessment of progress
Numerator:
Frequency: Proposed annual
24. Agreement and delivery of sustainability and transformation plan
Area: Well-led – sustainability and transformation plan
Data source: NHS England, CCG assurance process
Denominator: n/a. Indicator is assessment of plan
Numerator:
Frequency: quarterly
25. Management of conflicts of interest
Area: Well-led – probity and corporate governance
Data source: NHS England, CCG assurance process
Denominator: n/a. Indicator is assessment based on yes/no responses
Numerator:
Frequency: quarterly
26a.Staff engagement index
Area: Well-led – workforce engagement
Data source: NHS Staff Survey
https://www.england.nhs.uk/statistics/2015/02/24/the-2014-nhs-staff-survey-inengland/
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Denominator: n/a. Indicator is a weighted score measuring levels of engagement
reported by staff, weighting results at providers by CCG spend.
Numerator:
Frequency: Annual
26b.Progress against workforce race equality standard
Area: Well-led – workforce engagement
Data source: NHS Staff Survey
https://www.england.nhs.uk/statistics/2015/02/24/the-2014-nhs-staff-survey-inengland/
Denominator: n/a. Indicator is a difference between BME and White workforce
groups, combined across four Workforce Race Equality Standard indicators.
Numerator:
Frequency: Annual
27. Effectiveness of working relationships in the local system
Area: Well-led – CCGs’ local relationships
Data source: NHS England – CCG stakeholder 360 survey
Denominator: in development based on selected questions responded to by
stakeholder groups of the CCG on relationships, improvement in relationships,
effectiveness as local system leader
Numerator:
Frequency: Annual
28. Quality of CCG leadership
Area: Well-led – quality of leadership
Data source: NHS England CCG assurance process
Denominator: n/a. Indicator in development based on assessment of vision and
culture, quality, governance, engagement and involvement and leader recruitment,
development and succession planning.
Numerator:
Frequency: Quarterly
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