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Paper 7.1

Winter Planning 2014 – 2015

Introduction

This paper sets out the current position on the allocation of winter pressures funding for
2014-15.

NW Surrey CCG started the process of winter planning in June following the process set
out in the Operational Resilience & Capacity Plan. This is provided at Appendix A,
setting out in detail the requirements to be met in the plan and the non-elective and
elective components of it. The overall allocation for the non-elective component was
c£2.1m.

ASPH submitted a bid in line with the requirements of the plan. It primarily focused on
accelerating the provision of 7 day medical cover for our inpatient wards, along with
additional provision for pharmacy and therapies, improved operational management
cover and Spring to Green. The total final value of the funding requested was £400k.

The plan was submitted to the NHS England Local Area Team for approval along with
additional schemes from other system partners, and the full plan is shown at Appendix
B.

Amendments to the plan and additional funding

On 17th September it was agreed in discussion with NW Surrey CCG that further clinical
input to the entire plan (with the exception of the public awareness campaign led by the
CCG) was desirable. A separate process has now been launched to achieve this.

We have also been invited by Monitor to submit a bid for additional funding. This was
submitted on 8th October and consisted of the following, totalling c£2m for the 6 month
period October 2014 – March 2015:

1. Funding for an escalation ward & staff - £1.05m

2. Early discharge support for stroke and frailty patients (to improve A&E inpatient

hospital flow) - £480k

3. Increased peak time medical and nursing resource for A&E (to reduce waiting

time to be seen) - £162k

4. Additional resource & improved capacity for A&E minor injuries treatment (to

reduce waiting time to be seen) - £312k

5. An additional ‘Spring to Green’ initiative (to improve A&E inpatient hospital flow) -

£30k

We are still awaiting an outcome from this bid.

Summary

ASPH has participated in the process of agreeing winter plans with the CCG and
responding to a request to bid for funds from Monitor. In both cases we are still awaiting
confirmation of the final plan.
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In the meantime until this final confirmation is provided we are closely monitoring and
recording any spend on additional resources required to support winter pressures and
will endeavour to ensure that the cost of these does not exceed the funding available.

It should be noted that even with the additional funding, recruitment to additional
physician posts at all levels remains a challenge, meaning that there is a risk that the
additional resources we have planned for will not be obtainable. Furthermore, the
impact of the existing funded schemes led by other system partners has not as yet been
felt in terms of alleviating pressure on the hospital.

APPENDIX A NW Surrey CCG Operational Resilience and Capacity Plan

APPENDIX B – Initial agreed initiatives for 2014-15 Operational Resilience and
Capcity Plan
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OPERATIONAL RESILIENCE AND CAPACITY PLAN 2014/15 INTRODUCTION 
 
 

 

INTRODUCTION 
 

A. PLANNING REQUIREMENTS 
1. NHS England has published the planning arrangements and requirements for 

allocating and monitoring non recurrent funding to support the urgent and 
planned care system to cope with pressure surges on demand on health 
services for the coming year.  

2. Resilience funding is being made available to support the non-elective pathway, 
supporting Four Hour Wait compliance, and the elective pathway, supporting 18 
Week Referral to Treatment Compliance.  

3. The purpose of this paper is to outline the NW Surrey system’s Operational 
Capacity and Resilience Plan in relation to the non-elective and elective 
pathways. This joint plan has been developed in consultation with system 
partners and agreed by relevant governance bodies (including the Urgent Care 
Working Group, Executive Oversight Group for 18 weeks RTT, and the Planned 
Care Strategic Change Board). The allocation to NHS NW Surrey CCG, 
responsible for the North West Surrey system, is expected to be £2,123,340 
(resilience funding) and £1,516,036 (RTT) for 2014/15. 

4. Planning and monitoring of the non-elective and elective work-streams, 
historically, has been conducted separately but the new guidance requires the 
formation of a local System Resilience Group (SRG). This group will be 
accountable for the optimising performance of both elective and non-elective 
pathway constitutional compliance. It is proposed that the SRG replaces the 
Urgent Care Working Group (UCWG) and that it continues to be chaired by the 
CCG and includes membership from across the health and social care system. 
Progress is being made in defining the Terms of Reference for this new group 
and ensuring the membership is correct to cover both agendas. This is being 
led jointly by the Director for Quality and Innovation, and the Deputy Chief 
Executive, with revised membership, terms of reference and a transition plan in 
place planned by August 2014. 

 

 
  

1 
 



OPERATIONAL RESILIENCE AND CAPACITY PLAN 2014/15 NON-ELECTIVE CARE PLANNING 
 
 

 

NON-ELECTIVE CARE PLANNING 
 

B. INTRODUCTION: NON-ELECTIVE 
5. North West Surrey CCG has been leading on the planning, developing and 

coordinating of all mitigating actions and processes across the North West 
Surrey urgent care system for the last 18 months. 

6. This plan aims to: 
a) Provide high level analysis of the current situation in relation to compliance 

of the 4 hour wait. 
b) Describe what actions have been taken by the acute trust, the CCG and the 

wider health and social care system to support four hour wait compliance 
during the last year. 

c) Outline the effectiveness of the 2013/14 Winter pressure funding (as it was 
then named). 

d) Outline the principles and define how the 2014/15 spend is proposed to be 
allocated. 

7. The non-elective plan will be assessed against the following:  
a) Systems show they understand their demand and capacity requirements.  
b) System leaders have been, and are putting services and plans in place that 

support and prepare for pressures on urgent and emergency care, and 
minimise their impact on the delivery of a high quality and safe urgent and 
emergency care system. 

c) The delivery of the NHS Patient Constitution relating to the Four Hour wait 
in A&E and the delivery of best practice has been central drivers to the 
plan. 

d) Progress towards Better Care Fund priorities can be demonstrated through 
particular attention to reducing delayed transfers of care, reducing 
emergency admissions and ensuring that the right capacity for re-ablement 
is available rather than nursing and residential placements.  

C. NON-ELECTIVE SYSTEM LEADERSHIP AND GOVERNANCE  
8. There are now well established governance, performance and quality 

monitoring frameworks within the North West Surrey system to ensure service 
delivery and promote partnership working across the locality as described 
below: 
a) Urgent Care Working Group operational since May 2013, ensures 

executive level leadership across the whole system focussed on service 
delivery, quality and safety issues centred on the 4 hour A&E NHS 
Constitution standard. This group meets fortnightly enabling extraordinary 
meetings to occur when required. The Chair of this group is a CCG 
Executive and the Vice Chair is the CCG Clinical Chair.  

b) Capacity and Resilience Group is a fortnightly senior operational 
management meeting and has operated since November 2012, this group 
mitigates the effects of heightened activity against performance 
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requirements and drives change at the operational level. The CCG Head of 
Urgent and Emergency Care is the Chair.  

c) Daily system wide telephone conference calls are undertaken with 
providers during peak areas of performance concern relating to either 
sustained ‘black’ status of ASPHFT or a run of non-compliant days (against 
the 95% operational standard). For example these were undertaken daily 
for six weeks during May/June 2014 with ASPHFT due to non-compliance 
and high numbers of breaches; other providers also joined these calls to 
support delivery.  These are chaired and instigated by the CCG (Director of 
Quality & Innovation, or Head of Urgent Care). 

A significant reduction in the number of conference calls has been noted 
when comparing 2012/13 and 2013/14 winters. The CCG considers this 
indicates improved relationships between system providers, effective closer 
working relationships acting without prompts from the commissioner. Calls 
will continue to be instigated by NWS CCG throughout 2014/15 to both 
support and hold to account providers within the urgent care system. 

d) ‘Urgent Care Summits’ have been held with selected individuals from the 
CCG and ASPHFT (including senior clinical, executive and managerial 
leads) to consider the next steps to ensure system wide sustained delivery 
of the urgent care standards. In these meetings directors and senior 
clinicians from ASPHFT and NWS CCG meet outside of an operational 
forum to consider system wide challenges and improvements.  

D. ANALYTICAL REVIEW OF THE URGENT & EMERGENCY CARE SYSTEM 
9. The North West Surrey system has worked hard to fully understand the 

demand on the urgent and emergency care system and is making headway on 
understanding the capacity required in staff and beds.  

10. The CCG receives daily reports on the number of attendances, breaches and 
complex and delayed discharges.  ASPHFT also provides a status update as to 
how they assess the resilience of the trust due to these factors and overall bed 
pressures. Additionally ASPHFT also record their escalation status three times 
each day on the CMS system. Roll out of the CMS system to our community 
services provider (Virgin Healthcare) is planned for 2014/15 to cover 
intermediate care services and Walk-in Centres. 

11. On any given day, we expect an average of 250 attendances to St Peter’s A&E; 
resulting in 80 emergency admissions on average. As a system we know that 
breaches totalling more than 12 a day (5%) equates to non-complaince. 
Complex discharges totalling more than 40 a day, would suggest ASPHFT 
discharge flow is not functioning optimally.  

12. More detailed analysis is conducted on a weekly basis; contributed to by all 
providers. An urgent and emergency care dashboard has been developed to 
provide an overview of activity and pressures across the system in the 
preceding 7 days. This dashboard is a standing agenda item of the UCWG. 
See Appendix 1 for an example. An action in progress for 2014/15 is the 
development of a revised dashboard that includes monthly trend data which will 
support quicker analysis of system performance. 
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13. The following scorecard is a weekly monitoring tool to track performance of St 
Peter’s on its own and when combined with Ashford Health Centre (WiC):  

 

ASHFORD 
HC

ST PETER'S 
A&E

COMBINED

NO OF WEEKS WHERE TARGET WAS MET 52 16 31
% OF WEEKS WHERE TARGET WAS MET 100% 31% 60%
TOTAL WEEKS SO FAR THIS YEAR
WEEKLY AVERAGE 100.0% 93.7% 95.5%
WEEKLY MINIMUM 98.9% 86.2% 90.2%
WEEKLY MAXIMUM 100.0% 98.5% 99.0%

Data Source: NHS England - SitRep Data

WEEKS 1-26 
(W/E) 

ASHFORD 
HC

ST PETER'S 
A&E COMBINED

WEEKS 27-52 
(W/E)

ASHFORD 
HC

ST PETER'S 
A&E COMBINED

7 Apr 13 100.00% 94.43% 96.13% 6 Oct 13 98.89% 91.62% 93.59%
14 Apr 13 100.00% 86.18% 90.19% 13 Oct 13 100.00% 92.14% 94.34%
21 Apr 13 100.00% 89.13% 92.30% 20 Oct 13 100.00% 94.97% 96.44%
28 Apr 13 100.00% 93.79% 95.58% 27 Oct 13 99.88% 93.85% 95.51%
5 May 13 100.00% 93.37% 95.26% 3 Nov 13 100.00% 94.51% 96.17%
12 May 13 100.00% 94.06% 95.76% 10 Nov 13 100.00% 94.61% 96.15%
19 May 13 100.00% 89.53% 92.57% 17 Nov 13 100.00% 92.52% 94.65%
26 May 13 100.00% 92.47% 94.68% 24 Nov 13 100.00% 92.81% 94.87%
2 Jun 13 100.00% 93.96% 95.69% 1 Dec 13 100.00% 96.44% 97.52%
9 Jun 13 100.00% 94.84% 96.38% 8 Dec 13 100.00% 91.77% 94.22%
16 Jun 13 100.00% 98.42% 98.87% 15 Dec 13 100.00% 95.72% 96.95%
23 Jun 13 100.00% 97.41% 98.21% 22 Dec 13 100.00% 94.53% 96.14%
30 Jun 13 100.00% 98.54% 98.97% 29 Dec 13 100.00% 96.68% 97.69%
7 Jul 13 100.00% 96.53% 97.54% 5 Jan 14 100.00% 92.79% 94.98%
14 Jul 13 100.00% 96.94% 97.80% 12 Jan 14 100.00% 89.54% 92.53%
21 Jul 13 100.00% 92.68% 94.77% 19 Jan 14 100.00% 90.12% 92.94%
28 Jul 13 100.00% 96.57% 97.56% 26 Jan 14 100.00% 93.76% 95.56%
4 Aug 13 100.00% 97.25% 98.09% 2 Feb 14 100.00% 93.31% 95.29%
11 Aug 13 100.00% 96.91% 97.82% 9 Feb 14 100.00% 92.64% 94.74%
18 Aug 13 100.00% 96.46% 97.48% 16 Feb 14 100.00% 87.77% 91.46%
25 Aug 13 100.00% 94.27% 95.91% 23 Feb 14 100.00% 90.40% 93.24%
1 Sep 13 100.00% 97.85% 98.48% 2 Mar 14 100.00% 88.73% 91.98%
8 Sep 13 100.00% 94.46% 96.06% 9 Mar 14 100.00% 95.68% 96.97%
15 Sep 13 100.00% 92.29% 94.45% 16 Mar 14 100.00% 91.84% 94.26%
22 Sep 13 100.00% 91.87% 94.23% 23 Mar 14 100.00% 95.59% 96.89%
29 Sep 13 100.00% 89.62% 92.43% 30 Mar 14 100.00% 96.70% 97.73%

WEEKLY 4 HOUR WAIT PERFORMANCE

WEEKLY SUMMARY DATA
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14. Ashford & St. Peter’s Hospitals Foundation Trust (ASPHFT) has a track record 
of challenge in achieving the 95% A&E operational standard for the St. Peter’s 
site alone. When performance is combined with that of Ashford Health Centre 
(as it is for the purposes of Monitor), which whilst based at the Trust’s Ashford 
Hospital site is run by a separate provider, compliance against the 95% 
operational standard is achieved and the final reported position was 95.5% at 
year-end (2013/14). North West Surrey CCG monitors both the individual and 
combined performance, the detail of which is included in table above. The 
North West Surrey locality has an additional two Walk-in Centres based in 
Woking and Weybridge. 

15. In month 1 2014/15 (April) Ashford & St Peter’s NHS Foundation Trust 
(ASPHFT) achieved compliance against the A&E operational standard. Prior to 
this, compliance against the operational standard had not been achieved for 
nine months from August 2013 to March 2014. Specifically this operational 
standard had not been achieved at ASPHFT in the month of April (a notoriously 
harder month) for at least the last three years. 

16. The compliance achieved in April has sent a strong message that compliance 
against the standard is possible and that maximum efforts should be focused 
on achieving continued compliance.  

17. In preparation for the winter of 2013/14, additional analysis was undertaken to 
understand the potential peaks in demand and activity from data appertaining 
to the two previous years during the winter months of September to March. This 
analysis (See Historical Activity Calendar at Appendix 2) was used to identify 
potential pressure points during the winter of 2013/14, alerting the system in 
advance to the periods of likely pressure. Extra planning and resource could 
then be focused to manage these activity peaks based on historical patterns. 
Valuable learning from this showed that this work did not accurately identify 
specific future days of a pressure surge, but the pattern of levels of attendances 
and admissions for the month were replicated. For example: December and 
January do not have high number of attenders but those who attend often 
require admission. March is challenging for attendances and admissions. For 
2014/15 attention has turned to use of escalation triggers to identify upcoming 
surges rather than prediction using the calendar. 

18. The following chart is an extract from the performance tools used by the CCG 
across the urgent care system.  It shows the cumulative number of breaches 
incurred in February, March and April 2014 as well as the target trajectory of 
less than 12 breaches per day. The CCG acknowledge that the system is not 
yet achieving the 95% operational standard, however the graph shows some 
‘green shoots’ of success in improving performance incrementally from 
February from to April. 
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19. The same information for the next two months of May and June 2014 shows 
that May was significantly off-trajectory (88%), which continued for the first nine 
days of June. However, from this point the number of breaches was much 
flatter, signalling a return to a more controlled and compliant position. The 
operational performance from 10th June to 30th June was 95.5%. Throughout 
May, until performance was recovered in June, the CCG led daily telephone 
conferences across the system to manage and support recovery. 

 

20. Key reasons behind the dip in performance during May and early June have 
been identified and further detail is provided below. 

21. A reduction in the Trust’s escalation bed stock: In the first week of May, the 
Trust’s escalation ward (Swift) was closed to accommodate building works to 
develop new cardiac and stroke wards. This ward hosted up to 20 beds which 
have now effectively been removed from the Trust’s bed stock. Whilst these 
beds would normally be closed over the summer period each year, this year in 
essence, the effect has been seen two months earlier and was a significant 
factor in flow and capacity issues that adversely affected performance against 
the four hour standard. The ASPHFT recovery plan, detailed later in this paper, 
contains a significant focus on actions to improve flow and reduce length of 
stay to ensure most efficient and effective use of beds.  
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22. Learning from this experience, the CCG and Trust have now agreed that future 
closure of escalation beds will be done in discussion with the CCG. The System 
Resilience Group will oversee the opening and closure of bed capacity across 
all providers.  

23. Increase in A&E attendances: The graph below illustrates the activity through 
ASPHFT A&E over the last two financial years, and year to date for the current 
financial year.  

 
This shows that from September last year, attendances at A&E increased 
above the previous financial year. In May there were 8,339 attendances, this is 
an increase in attendances of 818 (11%) compared to the previous month (April 
7,596), and 471 (6%) up compared to the same month in the last financial year 
(May 2013, 7,868). However, as can be seen attendances were of a similar 
level to that in the financial year 2012/13. It should be noted also that the 
cumulative effect of three close bank holiday weekends affected activity and 
capacity through the system in 2014/15 to date. 
This increase in attendances is despite on-going system wide focus and 
continuation of successful winter initiative projects, more detail of which is 
outlined later in this report. The CCG has identified an increase in the 
ambulance conveyance rate over this period and will be working with providers 
to understand this. 

24. Non-elective admissions: The number of non-elective admissions to ASPHFT 
was lower in the last financial year for each month than the previous year 
(except April), as shown in the following graph.  
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However in April 2014 year there has been an apparent increase in admissions. 
The increase in admissions is being validated and an analysis is being 
undertaken to understand the reason for admission. It is too early in the 
financial year to predict whether this increase will persist. The indicative figure 
provided for April is 2,272 non-elective admissions, this being higher than any 
other month in the previous three financial years. 

E. ON-GOING WHOLE SYSTEM ACTION TAKEN TO SUPPORT COMPLIANCE 
25. A number of whole system redesign schemes have been developed in 

partnership with provider organisations, which are designed to improve support 
in the community, identify those people most at risk and alleviate pressures in 
the acute trusts whilst ensuring that patients are cared for either within their 
own home or in a community setting close to their home. All schemes are 
expected to impact upon emergency calls, emergency attendances and 
admissions. 

26. North West Surrey CCG has directed significant programmes of work focused 
on improving urgent care performance across the North West Surrey health 
system by all providers during 2013 and 2014 and these are listed below:  
a) Developing Professional Standards: At a system-wide trajectory 

workshop facilitated by ECIST it was agreed to identify internal professional 
standards that all providers would adhere to, which would ensure system 
wide delivery of the operational standards. A further meeting led by the 
CCG with system providers at the end of April examined further system 
wide provider changes required to support delivery. Audits are being 
provided by providers to demonstrate performance against these internal 
standards. The next stage of this work through 2014/15 is to support 
providers in delivery of these professional standards at all times. To 
manage surge we plan to have greater viability of these audits, through 
regular review at the System Resilience Group. 

b) Joint Primary and Secondary Care Clinical System Review: GP clinical 
ward rounds were under taken by a number of GP’s facilitated by 
ASPHFT’s medical director and consultants from A&E, general medicine 
and general surgery. This brought a primary care perspective to the 
management of patient pathways and risk. A number of these findings were 
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incorporated into the ASPHFT recovery plan.  A GP from North West 
Surrey sits as a member on each of the Trust’s improvement work streams 
to continue to ensure a primary care perspective is inputted to formulation 
and delivery of improvement plans. 

c) Primary Care Foundation Audit: The CCG has worked with their member 
practices to improve communications and operational systems are in place 
to manage demand surges.  The Primary Care Foundation has audited all 
42 GP practices, to ensure that Primary Care has visibility of the wider 
system pressures and progress is being made in the development of ‘GP 
centric’ indicators of pressure and activity. Each practice has been 
streamed into one of three support programmes (dependant on their 
development requirements) which will support them to have the most 
effective internal practices and processes to improve their responsiveness 
to urgent care demand.  

d) Virtual Wards have been commissioned by the CCG for two years. This 
service enables more proactive management of vulnerable and high risk 
patients to avoid emergency admissions. Patients are identified by the use 
of a risk stratification tool (see below – point ‘g’). During 2013/14, 910 new 
patients were admitted to the Virtual ward resulting in an estimated cost 
avoidance saving of £1.3m. In 2014/15 we are reviewing the service model 
to improve and incorporate with the CCG’s vision for locality hubs and 
integrated care. 

e) Care Planning: SECAmb developed a care plan system (IBIS) to be used 
in an emergency to support their crews make the right decision with regard 
to destination for treatment. These are populated by community matrons 
and primary care to enable patients with long term conditions to be 
proactively managed at home by SECAmb if crews arrive at their home. 
During 2014, primary care are also being incentivised to identify their top 
2% of patients at highest risk of admission and develop care plans with 
patients over 75 years old, to include planning of what to do in an 
emergency. This care planning is expected to be concluded by September 
2014. 

f) NHS 111 and Directory of Service (DOS): The DOS has been extensively 
developed and populated this year to enable more robust and appropriate 
triage for all urgent care requirements. NHS 111 in Surrey has embedded 
well and it benchmarks well with other NHS 111 providers/systems. NHS 
111 data is included in the weekly NW Surrey Urgent Care Dashboard, 
system wide analysis of urgent care activity during the last week.  

g) Combined Predictive Model (CPM) and Risk Stratification: IT and risk 
management tool (Sollis) has been commissioned by the CCG is now being 
used by GP practices (39 out of 42) to identify and proactively manage 
frequent attendees/admissions at A&E. This replaces a previous tool that 
was decommissioned following Information Governance issues. General 
Practitioners are incentivised to identify their top 2% of patients at highest 
risk of hospitalisation.  

Risk stratification of the top 2% patients was delivered at the end of June 
2014, the second phase will consider case finding for other groups who 
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would benefit from proactive intervention.  Demand for the virtual ward has 
been significantly impacted by the absence of a robust risk stratification tool 
until this point. With the use of this tool during 2014/15 it is planned that the 
number of patients managed in this way can be increased by up to 40%. 
This is being overseen by the CCG’s Integrated Care Strategic Change 
Board. 

h) Older People Assessment and Liaison (OPAL): Through the allocation of 
transformation funding the CCG has financially supported the provision of 
an OPAL service in the community and a specialist geriatrician team based 
in the Medical Assessment Unit in ASPHFT. This service is expected to 
deliver more timely and comprehensive services to our elderly population if 
they require an assessment or treatment. This service also supports 
patients to not attend A&E in the first place or to support more timely 
discharge, with specialist support at home. Initial outcome data is 
promising. In 2014/15 this service has been further developed to include a 
Rapid Response team based within A&E to ensure immediate discharge 
and support in the patient’s own home. 

F. ACTION BY ACUTE PROVIDER TO SUPPORT SURGE & COMPLIANCE  
27. ASPHFT A&E Four Hour Wait Recovery Plan: ASPHFT formally submitted 

an action plan detailing actions to ensure compliance and improved 
performance from June 2014 onwards. Their plan was strongly informed by the 
learning from their hospital reset/perfect week programme “Spring to Green” 
which occurred for one week during March 2014.  
ASPHFT’s Emergency Care Pathway Programme is taking a whole hospital 
approach to managing the demands of emergency care and supporting the 
A&E target by creating flow and capacity within the hospital. The work is 
managed by an overall programme manager, has 4 project managers 
supporting each of the work streams, and each area of work has an identified 
clinical lead with responsibility for directing the work and disseminating to their 
clinical teams. The projects meet weekly to progress work and this is monitored 
on a weekly basis at a programme board chaired by the Deputy Chief 
Executive.  
There are 5 work streams within the programme and the aim is to replicate the 
benefits of the Spring to Green week and ensure that flow and capacity are 
maintained at all times, with expertise at the front door, regular reviews at the 
back door and new processes that support escalation and management of flow. 
There are GP representatives from North West Surrey CCG aligned to each of 
these work streams. These work streams are detailed below.  

28. A&E Process Redesign (Work stream 1): The A&E process redesign work 
has tasked clinicians to undertake all assessment, treatment and onward care 
decisions for all A&E patients within 2 hours. This is an ambitious target but one 
that the whole clinical team has embraced. The work is being supported by a 
value stream mapping expert loaned to ASPHFT from Surrey County Council.  
The clinical team has been taken through a process of understanding the flow 
and waiting times throughout the entire department, identifying duplication, 
delays and areas for improvement. New processes and roles across the entire 
department have been agreed and phase 1 of the implementation began in 
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mid-June with the introduction of the RAT process (Rapid Assessment & 
Treatment). RAT involves the early assessment of ‘majors’ patients in A&E, by 
a team led by a senior doctor, with the initiation of investigations and/or 
treatment. The model has been implemented by a number of emergency 
departments, with considerable benefits to patient safety and satisfaction. The 
model also provides a means by which A&Es can achieve both their ‘time to 
assessment’ and ‘time to treatment’ indicators. The RAT process will also 
ensure that appropriate patients are directed to the Acute Hub (see Work 
stream 3) in a timely manner. 

Phase 2 (planned for July 2014) involves the following: 
a) Implementation of new roles including a nurse to direct patients to the 

correct area within the department and the creation of registrar in charge 
role overnight to manage the department and reduce overnight breaches.  

b) The development of a visual management tool within ED to ensure overall 
visibility of all patients and staff within the department. 

c) Implementation of new pathways ensuring that clear medical admissions or 
medically expected patients are sent straight to the new acute hub and do 
not wait in ED. 

Phase 3 will begin once the above processes are embedded and reviewed. 
This will include the creation of a new Health Care Assistant role in minors to 
free up consultant time and a trial of an enhanced clinical productivity model 
which comprises worked up patients that stay in a static area with medics being 
mobile around the patient rather than the reverse. 

29. A&E Workforce (Work stream 2): A&E nationally has challenges with 
attracting staff and retaining them, and ASPHFT is no exception. The team 
have been working hard to attract new consultants and looking further afield to 
employ suitable middle grade doctors. The work undertaken in redesigning the 
processes gives an opportunity to look critically at the skill mix needed within 
the department to undertake the new workflows and future proof the 
department. A methodology of looking at each task within the pathway and 
deciding what is the qualification needed to undertake this task is being 
employed, resulting in shifting roles, the development of current staff and the 
creation of new roles. 
The clinical team have been proactive in engaging staff from other areas and 
encouraging them to apply for positions. This has resulted in the appointment of 
3 permanent middle grades and 2 further middle grades signing temporary 
contracts. The Trust has appointed to its eighth A&E consultant post, with the 
candidate due to start in November. Two further A&E consultant posts are to be 
advertised in late autumn. The appointment of these staff will greatly improve 
the team’s ability to have more senior staff on and to implement the above 
processes for longer periods of the day, and extend routine consultant 
presence in the department to 22:00 from the existing 20:00 each week day. 

30. Acute Hub (Work stream 3): The Acute Hub brings together the clinical areas 
of the Medical Division that focus on the initial assessment and stabilisation of 
acutely ill medical patients. This includes: Medical Assessment Unit (MAU) and 
Medical Short Stay Unit (MSSU). MAU operates with an ethos of treating, 
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where clinically appropriate, every patient as ambulatory and is based in a unit 
that functions as an outpatient setting. MSSU operates as an inpatient ward 
with patients being discharged within 48 hours of admission. 
Although the MAU and MSSU are geographically separate they operate in a 
cohesive manner. The Acute Hub’s primary function is to assess, diagnose, 
treat, discharge or admit patients on the medical emergency pathway. Many of 
the workforce within the Acute Hub work across the short stay, assessment and 
in-reach down to the Emergency Department (ED). It is the expectation that 
apart from patients requiring high acuity beds within the Trust (e.g. Stroke, 
Cardiac and High Dependency/Intensive Care) all medical emergency patients 
will access acute medical care via the Acute Hub. 
The Acute Hub is following a similar principle to the RAT process whereby the 
seniority in the pathway is brought to the front, meaning decisions are made 
early and duplication or unnecessary investigations are avoided. The Acute 
Hub is working to the following five principles: 
a) Treat every patient as ambulatory (looking to accommodate an additional 

bay of chairs in the acute hub to further facilitate this model). 
b) Senior medical review to happen within 30 minutes of arrival at the Acute 

Hub. 
c) Avoid duplication of registration processes (patients being required to 

register only at A&E).  
d) Early therapist input. 
e) Continuity of consultant care. 
The new rota brings together the OPAL team and acute physicians and the ‘go-
live’ date is set for the mid July 2014 to coincide with the A&E developments. 

31. Consultant Led Ward Care (Work stream 4): This work stream has designed 
and agreed to the principle of consultant-led ward care supported by the 
multidisciplinary team. As of the 7th July 2014 each medical ward will ensure a 
senior clinician review of all patients across 5 days of the week. All specialties 
will undertake in-reach to the Acute Hub by 10am to ensure flow across the hub 
and understand the demand for beds across the whole hospital. A system is 
under development within the Trust that will raise an incident every time a 
patient does not receive a daily review by a senior clinician.  
Adverts are in progress across a number of medical specialties that will mean 
consultant appointments and a move towards ensuring that every patient in the 
hospital is reviewed by a senior clinician 7 days a week. Recruitment is proving 
challenging; one Stroke consultant post has now been advertised three times, 
two geriatrician posts advertised with no applicants received, two respiratory 
consultants appointed end of June and gastro consultant post being advertised 
first week in July). These challenges with recruitment have meant that despite 
the Trust’s best efforts they are unable to progress seven day cover by a 
consultant. To mitigate this the Trust are working to ensure at least a senior 
review weekdays, and have managed to secure some short term locum 
consultant cover.  
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The increase in senior review on a regular basis will ensure more timely 
discharge across the hospital and contribute to the flow. Ward teams are also 
being asked to increase the numbers of discharges before 2pm to increase the 
flow through key areas and ensure the Acute Hub maintains ambulatory care 
and assessment areas. 

32. Patient Flow Programme (Work stream 5): Work streams 1-4 are being 
supported by the patient flow programme of work that is implementing change 
in the following areas: 
a) Developing a Command Centre and associated arrangements to optimally 

manage patient flow. This includes revision of the site capacity and 
escalation plan and revision of the Capacity Action Cards provided to staff.  

b) Thrice daily site meetings and the formation of a command centre to 
monitor flow and action escalations. 

c) Use of information systems to support patient flow across 24 hour period – 
using predictive data from a range of sources, and ensuring wards 
understand their own data and how they contribute to overall flow with the 
hospital. 

G. WHAT IS WORKING WELL? 
33. North West Surrey CCG led a comprehensive programme of Winter Initiatives 

during 2013/14, which spanned the whole health economy. The CCG has 
undertaken a full and comprehensive impact analysis of all projects, a number 
of which are still in place and continue to make a positive impact on overall 
system performance. These are outlined in more detail below. 

34. Public Awareness Campaign: During February and March 2014 the CCG 
undertook an awareness campaign that included a ‘yellow man’ press launch, 
newspaper advertising, posters at bus stations, pharmacy prescription stickers 
and leaflets in leisure centres, civic centres and libraries. Analysis of this 
programme showed an increase in activity at Woking Walk-in Centre, and 
maintained the level of attendances at A&E for Woking patients, whereas the 
population outside of Woking showed an increase in attendances.  
Following the success of this campaign a more comprehensive and targeted 
campaign is being developed to be launched during the summer of 2014. This 
programme includes the development of a patient phone app and website (in 
partnership with Guildford & Waverly CCG), branded items such as pens, 
reflectors for children cycles and clothing, and a comprehensive awareness 
campaign covering children and adults to 55 years old.  
Improving the urgent care pathway has been identified as a key programme of 
the CCG over the next 12 months and a targeted communication plan has been 
agreed to support the public to access Urgent and Emergency Care services 
appropriate to their need. 
The Objectives of this communication plan is to reduce the number of avoidable 
A&E attendances at St Peter’s Hospital by 4,000 by 31 March 2015 by: 
a) Increasing awareness of alternative NHS services to A&E across the target 

audience. 
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b) Increasing awareness of alternative NHS services to A&E across GP 
Practice staff and other front-line/customer facing NHS colleagues. 

c) Analysis of the local population has identified the audience most likely to be 
influenced by the media and change health seeking behaviour, including: 

• Families with young children 
• Young adults 
• Students 
• Teenagers  
• Frontline NHS staff (i.e. GP practice receptionists, etc) 
• People between 36-55 yrs. 

The Strapline which will be used across all communication material includes: 
Think: is A&E where you really need to be? Phone NHS 111 to find out about 

the quickest and best service for you. 

The communications team will work with colleagues in providers across NW 
Surrey to ensure a joined-up and consistent approach. This will include an 
appropriate range of channels to communicate the key messages around 
access to services, including CCG and partner websites, materials such as 
leaflets, partners’ newsletters and publications, local community groups, the 
local media and social media. The campaign will be supported by local 
established mechanisms to ensure that changes to operational aspects of 
services, including change of opening hours or restrictions on services, are 
widely communicated across the local health economy 

35. Weekend GP cover to Walk-in Centres (Woking & Weybridge): Winter 
pressure funding was used to pilot GP medical cover to the two nurse led Walk-
in Centres at weekends, outside normal GP opening hours. Between February 
and April 2014 this initiative avoided a total of 402 attendances to ASPHFT 
Emergency Department. Due to its success this initiative is being continued 
longer term with more cost effective staffing arrangements.  

36. Weekend x-ray cover to Walk-in Centres (Woking & Weybridge): Again 
started as a winter pressure project in 2013/14 this initiative was shown to have 
a significant impact on A&E attendance avoidance. Between January and April 
it was demonstrated that 200 A&E attendances were avoided at ASPHFT  

37. Weekend GP medical cover to community hospitals: This initiative delivered 
a 19% reduction in the overall readmission rate from the community hospitals to 
ASPHFT compared to the same period in the previous year. In parallel it 
delivered a 41% increase in weekend admissions to the community hospital 
compared to the previous year. Due to its positive impact on the overall system 
this project is being carried forward through 2014/15. 

38. Hospital Ambulance Liaison Officer (HALO). Analysis of a total of 3,500 
patient handovers from SECAmb to A&E comparing those where HALO was 
present to where it was not, showed an average saving of 2 minutes per 
handover. This has again been extended with a view to be reviewed this 
summer. 
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39. Extension of Psychiatric Liaison Hours & Increase in Team Capacity: 
Additional capacity in the psychiatric liaison team during the day, and extended 
cover until 03:00 each day, demonstrated a direct improvement to patient 
waiting time and direct reduction in A&E breaches. This initiative has also been 
extended for the whole of 2014/15. 

40. Adult Social Care: Surrey County Council Adult Social Care has had staff 
working in ASPHFT 7 days a week, including bank holidays and for extended 
hours on weekdays since September 2012. This has helped with patient flow 
and enables social care to provide for discharge support 7 days a week.  

Surrey County Council rolled out in each acute trust across the county a “Home 
from Hospital” scheme during 2013. This is operated by the Red Cross and 
provides support for early discharge for those who may not meet social care 
eligibility but would need support to settle back home from a hospital stay, e.g. 
ensuring food available, networks of support available, heating on etc. 2013/14 
winter pressure funding was also used to commission 8,000 hours of social 
care support, started April 2014, which aims to prevent social care admissions 
to hospital or facilitate discharge form A&E. 

The Council has reviewed the Home Care provider framework agreement 
during 2013. Working collaboratively with domiciliary care providers’ this has  
resulted in a wider understanding of the requirement for new ways of working 
and of how all providers can best work together to optimise efficiency of the 
whole system  responding promptly to requests for services 7 days a week. In 
addition the core block provider contract for residential care providers requires 
them to accept referrals 7 days a week. The Home Care contract has also been 
jointly procured during 2014 between Surrey County Council and CCGs during 
2014. 

H. WHAT AREAS ARE BEING IMPROVED? 
41. Better Care Fund Plans: North West Surrey CCG and Surrey County Council 

have agreed to focus the NWS Better Care Fund on the following three key 
elements: 

a) An Integrated Urgent Care Pathway: Focused on ensuring an effective 
and timely response when people need an urgent or emergency service, 
that flow through the whole system is optimised at all times, and that people 
are returned to their normal place of residence, with appropriate support 
where required, as quickly as effective care allows.  

b) An integrated Frailty Pathway: Focused on ensuring older and more 
vulnerable people receive (i) proactive support to keep them independent 
and well in their own place of residence (including improving support to 
care homes) (ii) responsive care that delivers timely interventions when 
required to avoid the need for urgent or emergency care and (iii) support for 
people at end of life.  
Public Health needs assessment has been conducted and the cohort has 
been defined and identified. 10,000 frail people will be targeted, including 
those with dementia, residing in nursing and residential homes and those at 
the end of life.  
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An assessment of the support in the community has been completed and 
services available in the community provided by statutory and voluntary 
organisations have been mapped. SCC and the CCG are jointly reviewing 
all grants allocated and aim to develop an integrated voluntary grant 
programme, which will address the objectives of the BCF.  

c) Enhancing Primary Care: Three integrated Locality Hubs will be 
established focusing on delivering equivalence in the out of hospital 
environment and ensuring both care practitioners and the public have as 
much confidence in out of hospital services as in hospital care. Over the 
next five years our ambition is to invert care provision so that significantly 
more of our resources are invested proportionately in the out of hospital 
environment instead of in hospital care. 
GP led locality hubs co-located with community hospitals, with all practices 
operating in a network, will provide: 

• GP led integrated frailty service 
• Embedded medical cover for walk in centres 
• Extended hours for routine GP appointments 
• Aligned out of hospital services (community and social care, with 

opportunity to bring in mental health and transport/paramedic services) 
• Appropriate diagnostics reliably available in the hubs (e.g.: x ray and 

point of care/near patient testing) 
• Common IT platform 

BCF funding has been set aside within the 2014/15 CCG budget 
(approximately £5m) to move these plans forward. This includes the £5 per 
head for GP case management of older people, where we have assigned £3.80 
to establishing services which will support practices delivering the Urgent Care 
DES within the hub set up. 

42. Stroke Services: All Surrey trusts are committed to maintaining and improving 
the target trajectory for stroke standards and services and many, including 
ASPHFT, are intent on becoming a Hyper Acute Stroke unit. The CCG is 
leading and working collaboratively with other Surrey CCGs in planning future 
stroke service requirements.  

The Better Care Fund is continuing to fund Stroke Support workers to facilitate 
early discharge from hospital, patient and carer education; social & welfare 
support and health promotion to reduce the risk of hospital re-admission. 

ASPHFT is in the process of building a dedicated stroke unit, it is hoped this will 
improve their current performance in a number of areas; for example in relation 
to admission to a dedicated bed within 4 hours. The CCG is closely monitoring 
the stroke services at APSH and a recovery plan has been provided, recently 
providing a deep dive report to our Governing Body.  

43. Improving Flow and Discharge: Analysis of the current discharge and 
assessment practices has shown that some practices do not promote effective 
discharge of patients and could be leading to avoidable delays within the 
process. The NWS system has initiated a number of schemes designed to 
facilitate rapid discharge from hospital along with admissions avoidance.  
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CCG analysis indicates that on average 25 bed-days are lost each day due to 
delays associated with complex discharge. Further bed days are lost through 
the need to complete assessments such as CHC prior to discharge. 

We have established that a change to discharge to assess (D2A) compared to 
current arrangements will create a paradigm shift of care of patients out of an 
acute setting and into community. 

44. Discharge to Assess (D2A): The model described will be a new way of 
working for all NWS providers; who are all committed to the model having 
recognised the current way of working is fundamentally flawed. D2A is seen as 
a key component of achieving good discharge and post discharge support. 
Having researched possible solutions the CCG intends to build upon work done 
by Professor Ian Philp. 

The Philp Principles to be built upon are:  
a. Choose to admit arrangements; 
b. All older people are under the care of an older people’s specialist whilst in 

hospital; 
c. Discharge to assess and viable responsive alternatives in the community; 
d. Prompt post-acute multi-disciplinary assessment and inputs to reduce 

requirements of long term care  

As part of the overall D2A programme, services will concentrate on complex 
discharge patient flow at the early stages of the program which will then provide 
head room and funding to roll out the full programme. Its implementation is 
designed to improve the patient and carer experience and flow through the 
urgent care system. The model will proactively expedite the discharge of 
complex patients through the system and return them to their own home as 
soon as they no longer require acute hospital care to continue and complete 
assessments that have traditionally been undertaken in hospital. With a 
projected saving of 175 bed days a week. 

Flow through the urgent care system predominantly relies upon systems and 
processes that direct the patient through the system. D2A is designed to build 
upon and expand existing ways of working by complimenting direct patient flow 
through the system with proactive patient flow through the system. 

With D2A it is hoped that the patient will be discharged back to their usual place 
of residence as soon as their acute needs have been met.  

A Clinical Integrated Care Worker (CICW) will work with existing multi-
disciplinary ward based teams and the hospital based discharge co-ordinators 
to proactively identify those patients who will require further assessment when 
their acute episode of care is complete.  

For those who are not able to return to their own home for assessment for 
whatever reason they will be discharged to be assessed in either a bedded 
facility such as via an interim care home placement or a re-ablement facility to 
support care closer to home. 
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45. Rehab and Reablement Review: During the last six months the CCG has 
commissioned a review of rehabilitation and reablement capacity within the NW 
System, this is being conducted by 20:20 consultancy. This review supports a 
previous study conducted at the end of December 2013 which suggested that 
30% of patients in an acute bed did not need to be there and could be 
managed in a different setting if the services were available in the community at 
either the time of attendance at A&E or during the recovery stages. It is the 
strategic ambition of ASPHFT and the CCG to support closure of rehabilitation 
beds in Ashford hospital, supported by the supply of increased community 
resource during the final two quarter of 2014/15. The outcomes of the review 
will support the system to make the correct decision. 

46. Flu and Pneumococcal Immunisations: The seasonal flu programme is 
managed by the Public Health Immunisation Lead who reports progress to the 
Director of Public Health. The CCG will be attending NHS England’s Seasonal 
Flu Planning forum at the end of July 2014 and will be seeking ways of 
supporting and encouraging local GPs to improve uptake of the winter 
immunisation programme for those at increased risk.  

In NW Surrey the flu programme is delivered by primary care via a Local 
Enhanced Service (LES). The CCG via NHS England, have again been asked 
to seek assurance from GP practices that robust plans are in place to: 
a. reach or exceed 75% uptake for people aged 65 years and over  
b. reach or exceed 70% uptake for pregnant women and people under age 65 

with clinical conditions  

All practices have been asked to complete a seasonal flu assurance template 
via NHS England. 

 
The health and social care worker programme is delivered via occupational 
health departments within each Trust, with the majority of practice staff having 
the flu vaccine at their place of work. Acute trust and community providers have 
again been asked to provide improvement plans on increasing uptake among 
healthcare workers on last year’s activity. Data will be monitored via ImmForm 
and reported to Contract Mangers within the NHS NW Surrey to be raised at 
quality and contracts meetings throughout the flu season.  

 
NHS NW Surrey CCG will also use specific media opportunities to support 
Seasonal Flu vaccination uptake in Surrey priority groups and general 
awareness in the whole population. 
 
Uptake of seasonal flu vaccination will be monitored within primary care via GP 
practice performance against LES measures reported via NHS England and for 
other providers at Quality and Contract performance meetings held with each 
provider, using the previous year’s performance as an indication of in year 
performance. 

 
47. Ashford Hospital Rehabilitation Beds:  An audit has been completed on the 

rehabilitation beds at Ashford Hospital which indicates that a third of patients 
did not need an acute bed, and another third were medically fit.  During autumn 
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2014 the CCG will review bed occupancy with Ashford & St Peter’s Hospitals 
and fast-track alternative capacity to provide the most appropriate place of care 
for these patients.   
 

48. Development of system Wide Activity & Performance Metrics: During 2014 
the CCG will lead the system in the development of system wide performance 
metrics allowing visibility of activity and operational function of all services 
within the urgent care system.  The agreement and development of these 
metrics will allow a sharpening of grip on key metrics across the system. 

 
 

I. RESILIENCE PLANNING 2014/15 
49. The analysis of the urgent care system during 2013/14 confirmed that the 

following objectives needed to be met by any winter pressure investment. 
These are also areas considered to be best practice:  
a. To reduce A&E attendances by diverting level three activity towards 

community resource, such primary care and walk-in centres.  
b. To reduce known times of pressure surge on A&E and implement 

alternative pathways of care when the system is under pressure for more 
than 2 hours; >18 patients or more arriving per hour 

c. To support 7 day working in the community and the acute trust 
d. To enhance primary care and mental health services  
e. To reduce emergency admissions 
f. To improve the flow through the acute trust, reducing delayed discharges 

and LOS 
g. To protect and enhance social care support and capacity; reducing 

admissions to nursing and residential homes 
50. It is intended for the allocation to NW Surrey to be divided amongst providers 

as outlined in the attached NHS England Operational Resilience and Capacity 
Plan template (see Appendix 3). 
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ELECTIVE CARE PLANNING 
 

J. INTRODUCTION: ELECTIVE 
51. This elective part of the plan has been developed in consultation with members 

of the Executive Oversight Group for 18 weeks RTT and the Planned Care 
Strategic Change Board.  

52. The plan will be assessed by verifying that systems show they:  
a. have robust operational processes in place; 
b. achieve and maintain compliance against the NHS Patient Constitution 

relating to the 18 week RTT Standard for admitted, non-admitted, and 
incomplete pathways; 

c. make use of consistent management information to enable detailed 
monitoring, early identification of issues, and an in-depth understanding of 
performance; and 

d. understand demand and capacity requirements. 
53. This plan aims to provide: 

a. High level analysis of the current situation in relation to compliance of the 
18 week RTT standard 

b. Describe what actions have been / will be taken to support and accelerate 
recovery. 

c. Outline the principles and define how further resilience and sustainability 
will be achieved and maintained into 2014/15.  

K. ELECTIVE SYSTEM LEADERSHIP AND GOVERNANCE  
54. Immediate focus has been placed on recovery of the 18 week RTT standard 

across all specialties, with a focus on the non-compliant admitted pathways. To 
support better management of performance and enable the CCG to hold the 
Trust accountable for delivery against the recovery trajectories, the following 
governance arrangements have been put in place: 
a) Operational Review Group The CCG has established a group which 

meets weekly with the Trust to monitor performance against backlog 
trajectories, progress on Trust Action Plan to support RTT compliance, 
diagnostic waits, incomplete pathways and 52 week breaches.  

b) 18 Week Executive Oversight Group meets at least every three weeks to 
ensure that the pace with performance improvements is maintained, receive 
exception reports and escalation matters from the Operational Review 
Group. 

c) Joint Service Investigation (JSI) To support recovery and ensure 
sustainable achievement of 18 week RTT standards, a Joint Service 
Investigation (JSI) was undertaken in May-June 2014. Key objectives were 
to understand the problem, identify and assess remedial actions, and make 
recommendations on next steps.  

55. To drive sustainability and resilience going forward, the NWS CCG Strategic 
Commissioning Plan outlines a number of strategic change initiatives that focus 
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on managing demand (e.g. reducing referrals), and improve ways of working 
(e.g. pathway re-design, stronger links with primary care).  

56. The Planned Care Strategic Change Board has been put in place to oversee 
the work programme that was defined in the Strategic Commissioning Plan 
(SCP) to improve patient outcomes and productivity for elective care. A key 
aspect of this work is to identify activity which could be delivered via local 
Community Clinics rather than an acute hospital site. 

57. Planning and monitoring of the non-elective and elective work-streams has 
historically been conducted separately and the new guidance requires the 
formation of a local System Resilience Group (SRG). This group will be 
accountable for optimising performance of both elective and non-elective 
pathway constitutional compliance. It is proposed that current governance 
arrangements for Planned Care and 18 weeks RTT are reviewed 
simultaneously with the Urgent Care Working Group. Some progress has 
already been made in defining the Terms of Reference for this new group to 
ensure the membership is correct to cover both agendas.  

58. These governance arrangements are supported by a suite of management 
information to support better planning and coordinated service delivery, and a 
number of improvement actions have been identified in relation to this and are 
underway.  

L. BACKGROUND TO NON-COMPLIANCE AND CURRENT PERFORMANCE 
59. In October 2013, the Trust identified that the 18 week RTT counting rules had 

been applied incorrectly over a period of time (estimated to be since 2008/09). 
Due to errors in the way patient pauses had been recorded, a large number of 
patients who had breached the 18 week standard were identified (~1,125 
patients).  

60. In order to ensure these patients were treated as quickly as possible, the 
patients’ needs were reviewed and validated before being added to the waiting 
list in November 2013. The most affected specialties were the admitted 
pathways of General Surgery and Trauma & Orthopaedics (T&O).  

61. Overall performance for 18 week Referral to Treatment (RTT) is measured 
against the following standards (targets): 

• 90% of admitted patients should start consultant-led treatment within 18 
wks; 

• 95% of non-admitted patients should start consultant-led treatment within 18 
wks; 

• 92% of patients who have not yet started treatment should be waiting no 
more than 18 wks (incomplete pathways). 

• 99% of patients should wait no longer than 6 weeks for a diagnostic test. 
• Zero tolerance for a wait of more than 52 weeks to start consultant-led 

treatment. 
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62. Latest performance for the month of June 2014 against these standards is 
provided in the following table: 

 

63. Admitted: The standard of 90% has not been achieved since the coding 
problem was identified in late 2013. This non-compliance was expected during 
the recovery phase while the Trust continued to treat the identified breached 
patients. Compliance deadlines for the following 5 specialties were agreed with 
the Trust:  
a) Ophthalmology compliance was achieved from March 2014 and maintained. 
b) Maxillo Facial compliance was to be achieved from May 2014; this has not 

been met and contractual penalties have been applied. 
c) ENT compliance was to be achieved from May 2014; this has not been met 

and contractual penalties have been applied. 
d) General Surgery compliance was to be achieved from July 2014; this is not 

expected to be met. 
e) Trauma & Orthopaedics: compliance was to be achieved from August 2014; 

this is not expected to be met. 
These deadlines have been contractually agreed for 2014/15 and breach 
penalties continue to be applied at specialty level when applicable.  

64. Non-admitted and Incomplete pathways: Aggregate standards for RTT 18 
weeks are being consistently achieved and this is not a current concern.  

65. Diagnostics: Results since March 2014 have shown a marked improvement 
and compliance is being consistently achieved.  

66. 52 week waiters has been reducing to plan and the Trust anticipates that zero 
tolerance will be achieved and maintained from August 2014. 

M. RECOVERY ACTION TAKEN TO DATE  
67. The Trust has successfully made some immediate corrective actions both to 

prevent the problem from recurring and address the nature of the issue: 
a) The Trust sought support from the Intensive Support Team (IST) to 

undertake a root cause analysis which determined that the issue was linked 
to a systemic failure while transitioning to chronological booking systems.  

b) The coding issue which had caused the problem was clearly understood 
and rectified by the Trust, meaning that the risk of the same thing 
happening again was completely removed. 

c) The Access Policy has been revised and is now followed stringently. In 
some instances, strict adherence to these rules can create unintended 
delays, and these practices may benefit from a more detailed review. 

National Quality Requirement Jun-14 Target Variance
CB-B1 18 weeks - admitted 84.2% 90% -5.8%
CB-B2 18 weeks - non-admitted 95.5% 95% +0.5%
CB-B3 18 weeks incomplete pathways 95.4% 92% +3.4%
CB-B4 Percentage of diagnostic waits < 6 weeks 99.4% 99% +0.4%
CB-S6 Zero tolerance RTT waits over 52 weeks 5 0 +5
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d) A range of training on practices and procedures has been designed and 
delivered. The priority going forward is to ensure this training is on-going, 
regularly refreshed, and robust enough to cope with changes in personnel.  

68. The Trust also made some fundamental improvements in the way in which it 
operates on a daily basis: 
a) A centralised booking system is in place, and recognised as an effective 

model. However, a separate booking system is run for T&O, and further 
options are to be explored to improve resilience (e.g. to cope with 
unplanned absences).  

b) Strong operational ownership is evident at a specialty level (e.g. regular 
PTL meetings), and backed up by investment in dedicated performance 
management posts, but the level of analytical resource to support this is 
considered too low. 

c) Review the analytical capability and capacity of the Trust to ensure it is in a 
position to support extensive and advanced management information 
needs (supporting both capacity / demand modelling and performance 
management). 

d) The performance management function and information to support 
operational management of RTT has greatly improved. Going forward, it 
will be vital for the Trust to share this information more regularly with the 
CCG to facilitate more openness and constructive discussions.  

e) Continual monitoring of backlog trajectories is a valuable assurance 
mechanism. It is essential that these models are refined and updated in a 
more timely manner (i.e. as needed) to prevent underlying assumptions 
becoming in-valid. 

69. Details of some key recovery actions taken to date are provided in the Elective 
Care Planning Template (Appendix 4). Further work to drive resilience is also 
referenced and this will be agreed in more detail during the action planning 
process in response to the recommendations from the recent JSI (to be 
published in August 2014). 

N. PLANNING TO ACCELERATE RECOVERY OF 18 WEEKS RTT 
70. Funding is being made available via Area Teams to support local backlog 

clearance to achieve RTT compliance by 1 September 2014. This funding is 
specifically for backlog clearance.  

71. In response to this, additional activity has been agreed with the Trust to 
accelerate compliance at an aggregate level for all pathways (admitted, non-
admitted, and incomplete). The plans for the remaining 4 non-compliant 
specialties have been revised to drive recovery and compliance is now 
expected from 1 September 2014.  

72. The details of this additional planned activity and associated costings are 
provided at Appendix 5. It shows that all additional activity is scheduled for the 
months of July-September and focuses on: 
a) Non-compliant admitted specialties to have the largest impact on aggregate 

admitted compliance and this has been supplemented by slightly lower 
levels of non-admitted activity. 
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b) Supplementary diagnostic sessions have also been arranged to expedite 
patients’ progress (e.g. from the non-admitted pathway onto the admitted 
pathway), providing earlier transition and creating resilience. 

73. Modelling at patient level detail has been undertaken and the Trust is confident 
that this additional activity will achieve compliance by the required date. Despite 
this, the CCG considers this plan to have a high level of risk and specific 
concerns are as follows: 
a) ASPHFT intend to deliver the activity using predominantly in-house 

capacity. 
b) Delivery of the plan is dependent on the patients accepting the dates 

offered. 
c) Staff availability is still being confirmed and subject to change. 
d) The plan includes some breached activity to be undertaken in September 

and this will not assist the Trust in achieving compliance by 1 September. 
e) Any unforeseen adverse bed pressures resulting from emergency care 

pathways will put additional elective activity at risk. 

74. To effectively mitigate these risks, and at the CCG’s request, the Trust has 
implemented some improvements to reduce the risk of non-delivery. This 
includes: 
a) securing additional outsourced capacity from an independent sector 

provider; and 
b) undertaking additional diagnostics capacity to expedite progress on the 

non-admitted pathway and ensure earlier transition onto the admitted 
pathway. 

75. The Trust has confirmed these mitigating actions are in place, and the recovery 
plan has been signed off by both the CCG and the Area Team.  

76. The CCG has continued to work closely with the Trust to monitor progress 
towards compliance in all the non-compliant admitted specialties. This includes 
detailed validation of trajectory models, monitoring reductions to the backlog, 
and reviewing operational activity. Contractual penalties are also being applied 
when applicable. 

O. MAINTAINING COMPLIANCE FOR 18 WEEKS RTT 
77. The Trust has focused much of its efforts on recovery of the backlog to achieve 

compliance, and while this has been an absolute priority, there are also a 
number of strategic actions planned to ensure sustainability and resilience: 
a) The capacity and demand modelling tool is in place and will enable the 

Trust to allocate resource in the most efficient way. However, insufficient 
resource has been devoted to this to date, and further expertise in this area 
will be developed to ensure the Trust strengthens its understanding of 
demand and capacity, and is in a position to respond appropriately.  

b) Initiatives to encourage longer term retention of staff and/or effective 
succession planning for those staff with relevant expertise is considered 
vital so that organisational memory is built and retained, especially for 
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complex administrative roles and services with high churn rates (e.g. 
General Surgery). 

c) Ensure outsourcing opportunities (with both NHS and private providers) are 
used to maximum effect to prevent future backlogs due to insufficient in-
house capacity.  

d) Strengthen corporate ownership by ensuring high priority performance 
issues are given sufficient attention at an executive level through effective 
Board involvement. Consider a Non-Executive Director as an 18 weeks RTT 
champion on the Trust Board to assist with this. 

e) Joint pathway redesign is required to underpin RTT sustainability in several 
areas, and while plans for major re-procurement in some areas are already 
underway (e.g. T&O), some ‘quick wins’ are being considered. Examples 
include investigating options for direct access to diagnostics (such as MRI 
scans), and improvements to working practices to minimise cancellations 
and maximise theatre utilisation. 

f) Focus is being placed on developing more effective relationships with the 
CCG to ensure stronger communication lines are built which are based on 
consistent information, openness, trust, and a shared ownership of the 
problem as well as the solutions. 

P. MANAGING DEMAND FOR ELECTIVE CARE 
78. There are four core elements which will enable the CCG to better manage 

elective care demand, and ease pressure on capacity: 
a) The Community Clinic Programme is currently expected to cover the 

specialties shown in the following table. Depending on the proportionality of 
the change to the patient activity levels it is our intention to either seek to 
agree a Contract Variation with ASPHFT to revise pathways where the 
overall level of change is relatively small or where clinical risk is deemed to 
be higher. Where the changes are proportionally larger we plan to 
undertake a procurement to seek a provider for these Community Clinics 
The table below illustrates the current planned breakdown: 

Specialty Proportion of Outpatient activity 
diverted to Community Clinics 

Contractual Route 

Dermatology 95% 

Procurement 

Diabetes 90% 
ENT 50% 
Gynaecology 50% 
Ophthalmology 50% 
Urology 80% 
Cardiology 33% 

Contract Variation Colorectal 50% 
Gastrology 50% 
Headache (Neurology) 20% 

 
b) It is also our intention to significantly improve the MSK Services provided 

locally. Our short term plan is to introduce a Triage and ESP assessment 
service. It is our understanding from modelling work and evidence from 
other similar services that this will reduce elective Orthopaedic outpatient 
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activity by 70%. This service will start from 1 October 2014. We believe this 
may also lead to a small reduction in surgical activity.  
In the longer term it is our intention to seek approval to procure a new 
model of care for MSK patients (including elective Orthopaedic, 
Rheumatology, Pain Management and Physiotherapy). This would be a 
capitated outcome based contract which we believe would encourage a 
prime provider and its partners to deliver a much more innovative service 
model focussed on prevention, earlier intervention with less invasive 
treatments, and self-care. This aligns to the NICE guidance CG177.  

c) The CCG is also in the process of implementing a Referral Support 
Service (RSS). This service will provide better support to patients to enable 
them to more fully understand the range of providers’ available and current 
access times. It is our view that by making patients more aware of access 
times this will enable them to be better informed and may help address 
waiting time issues. It is our plan to extend the RSS to cover 80,000 
secondary care referrals per year across a wide range of specialties.  
The RSS will be using clinical triage to assess whether referrals need to be 
seen in secondary care, primary care, or the new community clinics (see b. 
above). It is our expectation that at least 5% of referrals will not require 
secondary care level service. We have benchmarked our GP referral rate 
against the best 5 CCGs in our Right Care peer group and this showed 
there was significant potential to reduce our referral rate.  
The following chart shows that NWS referral rate is 193 per thousand and 
the average of the best 5 CCGs in our peer group is 165 per thousand. If 
we could achieve this level we would reduce our 1st OP referrals by 16%. 
This would then also lead on to a reduction in outpatient follow up and 
some level of reduction in procedures. All of this would reduce the capacity 
requirements on our secondary care providers. 

 

d) The Planned Care Programme is also undertaking work to evaluate 
whether we are using Diagnostics effectively to ensure we are making 
best practice use of diagnostics within primary care to ensure that wherever 
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appropriate we can use results from these investigations to reduce 
unnecessary referrals. The GP lead for this work will be working with 
colleagues in the Planned Care Clinical Reference Group to identify 
opportunities for additional Direct Access diagnostics where there is 
evidence that this could help reduce referrals to secondary care and 
improve patient pathways.  

79. These core elements have also been summarised in the Elective Care Planning 
Template (as Local Plans for Innovation at Appendix 4). 
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Sun 20 Jul Mon 21 Jul Tue 22 Jul Wed 23 Jul Thu 24 Jul Fri 25 Jul Sat 26 Jul Total

% Breaches 5% 20% 14% 10% 12% 11% 15% 12%

Transport Delays 0 0 5 3 5 0 0 13

.

ASPHFT Delayed Transfers (Partial Unify Return) - Week Ending 24th July 2014

Patient Days Patient Days Patient Days Patient Days

2 29 1 4 0 0 3 33

1 1 0 0 0 0 1 1

3 19 0 0 0 0 3 19

0 0 0 0 0 0 0 0

2 14 4 22 0 0 6 36

0 5 2 2 0 0 2 7

0 0 0 0 0 0 0 0

3 12 0 0 0 0 3 12

0 0 0 0 0 0 0 0

0 0 0 0 0 0 0 0

11 80 7 28 0 0 18 108

Number of patients that have more than 3 attendances in the last 28 days
AgeGroup Sun 20 Jul Mon 21 Jul Tue 22 Jul Wed 23 Jul Thu 24 Jul Fri 25 Jul Sat 26 Jul Total

Paeds 0 0 0 0 0 1 0 1

18-64 3 2 2 3 6 0 5 21

65 & Over 1 3 1 3 1 1 2 12

Grand Total 4 5 3 6 7 2 7 34

Mental Health Sun 20 Jul Mon 21 Jul Tue 22 Jul Wed 23 Jul Thu 24 Jul Fri 25 Jul Sat 26 Jul Total

no 3 5 3 6 7 2 6 32

yes 1 0 0 0 0 0 1 2

Grand Total 4 5 3 6 7 2 7 34
Delayed Transfers of Care 

Care Home Sun 20 Jul Mon 21 Jul Tue 22 Jul Wed 23 Jul Thu 24 Jul Fri 25 Jul Sat 26 Jul Total

Care Home (Nurse & Res) 0 1 0 0 0 0 0 1

All Other Attendances 4 4 3 6 7 2 7 33

Grand Total 4 5 3 6 7 2 7 34

Drug / Alcohol Sun 20 Jul Mon 21 Jul Tue 22 Jul Wed 23 Jul Thu 24 Jul Fri 25 Jul Sat 26 Jul Total

Alcohol/Drug Abuse 0 0 0 0 0 0 0 0

Non Alcohol/Drug abuse 4 5 3 6 7 2 7 34

Grand Total 4 5 3 6 7 2 7 34
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13 58 36 30 33 24

Ashford and St Peters Hospital  - W/C  20th July 2014
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Number of referrals A&E/Ward Date Referred Time Referred Date Assessed Time Assessed Outcome Assessed by 

Minutes between 

Referral and 

Assesment

Hours between 

Referral and 

Assessment

Day, Date, Month of 

Referral

A&E 20/07/2014 08:00:00 20/07/2014 08:30:00 Discharged WAA 30.00                          00:30 Sun 20 Jul

A&E 20/07/2014 11:29:00 20/07/2014 13:00:00 Admitted WAA 91.00                          01:31 Sun 20 Jul

A&E 20/07/2014 23:43:00 21/07/2014 00:00:00 Discharged WAA 17.00                          00:17 Sun 20 Jul

A&E 21/07/2014 02:58:00 21/07/2014 08:45:00 Discharged WAA 347.00                        05:47 Mon 21 Jul

A&E 21/07/2014 02:58:00 21/07/2014 09:30:00 self-discharged WAA 392.00                        06:32 Mon 21 Jul

A&E 22/07/2014 07:41:00 22/07/2014 09:30:00 Discharged WAA 109.00                        01:49 Tue 22 Jul

A&E 22/07/2014 07:41:00 22/07/2014 09:30:00 Discharged WAA 109.00                        01:49 Tue 22 Jul

A&E 22/07/2014 07:53:00 22/07/2014 08:45:00 Discharged WAA 52.00                          00:52 Tue 22 Jul

A&E 22/07/2014 07:53:00 22/07/2014 08:45:00 Discharged WAA 52.00                          00:52 Tue 22 Jul
A&E 22/07/2014 16:14:00 22/07/2014 20:30:00 Discharged WAA 256.00                        04:16 Tue 22 Jul

A&E 23/07/2014 00:00:00 23/07/2014 00:15:00 re-admitted WAA 15.00                          00:15 Wed 23 Jul

A&E 24/07/2014 08:50:00 24/07/2014 09:00:00 Discharged WAA 10.00                          00:10 Thu 24 Jul

A&E 24/07/2014 23:46:00 25/07/2014 00:00:00 Ref: HTT WAA 14.00                          00:14 Thu 24 Jul

A&E 25/07/2014 07:06:00 25/07/2014 08:40:00 Discharged WAA 94.00                          01:34 Fri 25 Jul
A&E 25/07/2014 15:57:00 25/07/2014 16:00:00 Ref. to HTT WAA 3.00                             00:03 Fri 25 Jul
A&E 26/07/2014 00:41:00 26/07/2014 00:55:00 Ref to HTT WAA 14.00                          00:14 Sat 26 Jul

A&E 26/07/2014 20:37:00 26/07/2014 20:45:00 Team caseload WAA 8.00                             00:08 Sat 26 Jul

MSSU 20/07/2014 11:53:00 20/07/2014 13:45:00 HTT WAA 112.00                        01:52 Sun 20 Jul

MSSU 21/07/2014 10:04:00 21/07/2014 15:15:00 Team caseload WAA 311.00                        05:11 Mon 21 Jul

MSSU 24/07/2014 10:18:00 24/07/2014 10:20:00 Discharged WAA 2.00                             00:02 Thu 24 Jul
1 Swan 24/07/2014 13:30:00 24/07/2014 14:30:00 Discharged WAA 60.00                          01:00 Thu 24 Jul

21 21

Number of referrals A&E/Ward Date Referred Time Referred Date Assessed Time Assessed Outcome Assessed by Minutes between Hours between Day, Date, Month of 
1 CDU 20/07/2014 15:38:00 21/07/2014 09:15:00 Team caseload OA 1,057.00                     17:37 Sun 20 Jul
1 Falcon 24/07/2014 16:31:00 25/07/2014 11:00:00 Discharged OA 1,109.00                     18:29 Thu 24 Jul
1 Fielding 21/07/2014 13:24:00 21/07/2014 15:30:00 Discharged OA 126.00                        02:06 Mon 21 Jul
1 ITU 22/07/2014 12:31:00 22/07/2014 13:00:00 Team caseload OA 29.00                          00:29 Tue 22 Jul

Maple 22/07/2014 12:44:00 22/07/2014 14:00:00 Discharged OA 76.00                          01:16 Tue 22 Jul

Maple 23/07/2014 15:01:00 24/07/2014 12:15:00 Discharged OA 1,274.00                     21:14 Wed 23 Jul

Maple 23/07/2014 15:45:00 24/07/2014 10:00:00 Discharged OA 1,095.00                     18:15 Wed 23 Jul

Maple 24/07/2014 13:44:00 24/07/2014 14:30:00 Team caseload OA 46.00                          00:46 Thu 24 Jul

Maple 25/07/2014 12:25:00 25/07/2014 15:00:00 Team caseload OA 155.00                        02:35 Fri 25 Jul

1
MAU 23/07/2014 14:53:00 23/07/2014 15:30:00 Team caseload OA 37.00                          00:37 Wed 23 Jul

1
MSSU 22/07/2014 18:42:00 23/07/2014 10:30:00 Discharged OA 948.00                        15:48 Tue 22 Jul

11 Total referred into OA Liaison 11

Number of referrals A&E/Ward Date Referred Time Referred Date Assessed Time Assessed Outcome Assessed by 
Minutes between 

Referral and 

Hours between 

Referral and 

Day, Date, Month of 

Referral

1
A&E 26/07/2014 02:45:00 26/07/2014 04:30:00 Discharged HTT 105.00                        01:45 Sat 26 Jul

1 1

Mental Health Patients

Compliance Sun 20 Jul Mon 21 Jul Tue 22 Jul Wed 23 Jul Thu 24 Jul Fri 25 Jul Sat 26 Jul Total
Breach 3 1 3 0 3 0 4 14

Non Breach 4 5 5 7 1 3 6 31

Grand Total 7 6 8 7 4 3 10 45

Total referred into HTT

Mental Health - W/C 20th July 2014
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Grand Total

Patient handover to crew clear duration

Grand Total

Reason for Handover Delays

Grand Total

WC 20-Jul-2014

SECAmb Incidence for ASPH
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Virgin  - Total  Contacts data 1st & FUP data June 2013 - June 2014 Community
Nursing

Rapid Response

Inpatient
Therapies

Out Of Hours
Community
Nursing
SPN

Community
Rehab

Respiratory Care
Team

Virtual Ward

Diagnostic Ass &
Treatment
Centres
Stroke Service

Tissue Viability
Nursing Service

IP Category
Pathway

111 Referrals 

(Period from 14/07/2014 to 21/07/2014)

Practice

 DoS 

referra

ls by 

CCG

Dental Practice - Other 2

Dental Practice - Surrey 49

District Nurses - NWSCCG 5

Emergency Dental Practice - Other 2

Emergency Department - Other 4

Emergency Department - Surrey 75

GP Practice - Other 8

GP Practice - Surrey 115

GPOOH Outside Surrey 10

GPOOH Surrey 388

Midwife led triage St Peters Hospital 1

Pharmacy - Surrey 4

Urgent Care Centre - Other 1

Walk in Centre - NWSCCG 14

Walk in Centre - Other 1

Grand Total 679



Appendix 2 – North West Surrey Urgent Care System Historical Activity Calendar  

 



Lead CCG: North West Surrey CCG £2,123,094
Lead acute trust: Ashford & St Peter's Hospitals NHS Foundation Trust

Ref Minimum Plan Requirements Summary of plan to achieve requirement KPIs Target Outcomes Timeframe for Completion Lead Accountable Officer Estimated Costs 
in 2014/15

1 Enabling better and more accurate 
capacity modelling and scenario 
planning across the system 

Project Management support to take on combined functions:
1.  Oversee deployment of initiatives and support collection 
and analysis of impact metrics for all schemes.

2.  To support working with NHS 111 to understand how the 
service can best  fitted to local needs, and how local uptake 
can be maximised.

To ensuring that performance metrics for all schemes robustly 
collected & analysed to understand impact and share learning 
across system and region.

Ensuring that services being develop and being deployed reflect 
local need.  

To ensure that strategies are developed that ensure local 
uptake of NHS 111 are maximised and supports the CCG vision 
of a 'phone first' model of urgent care.

Dec-14 Name: James Thomas
Email:  james.thomas@nwsurreyccg.nhs.uk
Job Title:  Head of Urgent Care
Organisation: N. W. Surrey CCG

75,950

2 Working with NHS 111 providers 
to identify the service that is best 
able to meet patients’ urgent care 
needs

Public Awareness Campaign to promote alternatives to A&E 
and develop awareness of NHS 111.  This builds on the on 
the successful yellow man campaign run by North West 
Surrey CCG in 2013/14.

For the awareness campaign in 2013/14 NWS CCG were able 
to demonstrate a slow down in growth in A&E attendances, 
and a growth in WiC attendances in the specific areas where 
the campaign was focused.  Learning from this NWS CCG will 
aiming for increased impact of the awareness campaign in 
2014/51  by spreading the campaign across whole locality, 
and specific demographic targeting of those age cohorts 
known to be attending A&E for the most minor conditions.

1.    Increase in calls to NHS 111.

2.  Reduction in number of 
attendances at A&E for minor 
conditions (VB06, VB07, VB08, VB09, 
VB11). 

3.  Increase in attendances at Walk-in 
Centres (Weybridge, Woking, Ashford). 

Awareness of NHS 111 and changing public behaviours to use 
this service is a key component of the awareness campaign - 
call NHS 111 is included as the 'master' strapline on all materials 
in the campaign across all channels.  

Reduced A&E attendances
Increased Walk-in Centre Attendances
Increased number of patients self caring
Increased number of patients having their urgent care needs 
met by high street pharmacists.

The campaign will be run in 
two parts:

1.  Summer campaign (July - 
September) with generic 
master strap line around 
A&E and NHS 111 but 
supplemented with 
messages around pertinent 
summer conditions.

2.  Winter campaign 
(October - March) as above 
but aligned to Department 
of Health revised National 
Campaign.

Name: James Thomas
Email:  james.thomas@nwsurreyccg.nhs.uk
Job Title:  Head of Urgent Care
Organisation: N. W. Surrey CCG

75,000

Operational resilience planning template for non-elective care 2014/15

Central Resilience Funding
Marginal Tariff savings to reinvest

Other funding available locally
Total non-elective care support funding for 2014/15

Section 2:  Minimum plan requirements.  Please note that development of a sufficient plan to deliver all of these elements is a pre-requisite to qualify for any central resilience funding in 2014/15. More detail on these plan 

North West Surrey has an historically challenged urgent care system, with the operational 95% standard achieved twice in the last 12 months.  The issues with delivery of the 95% standard have meant that the system provide 
partners have developed strong relationships and support across organisations.  System partners meet weekly in management of the urgent care system, at either the Urgent Care Working Group (established since 2013) or the 
Capacity & Resilience Group (established since 2012).  A process of daily conference calls through periods of particular pressure led by the CCG is well established.  Thorough analysis of the system, performance key issues and 
acute Trust recovery plan is included in the accompanying Operational Capacity & Resilience Plan.  

Text in blue italics is provided as examples only and should be overtyped

Section 1:  Narrative on local system configuration, key strengths and key challenges



3 Additional capacity for primary 
care

Building on the 2013/14 GP cover in the walk in centres 
Woking and Weybridge weekends, and either  week day 
evenings or Mondays.  

Considering a number of  models to deliver this including 
financial allocation to  allow cost of up-lift of a member of 
nursing staff to GP level , or by providing a fully additional 
member of staff during targeted hours.  Also looking to 
utilise GP's at Woking hospital GP out of hours base to 
control costs further.

Final models to deliver agreed outcomes being finalised.

1.  Number of attendances at A&E for 
minor conditions (VB06, VB07, VB08, 
VB09, VB11). 

2.  Number of attendances at 
Weybridge and Woking Walk-in 
Centres (monthly).

3.  Number of patients seen by GP that 
are out of scope for nurse practitioners 
including reasons (age, prescription 
and other).

Aim to divert 900 attendances from A&E over 9 month period 
based on evaluation of 2013/14 initiatives which was run on 
weekends only.

Moves in overall desired strategic direction in having GP led 
urgent care in the community during hours where primary care 
services less available.

Agreeing with ASPH that within their Surge Plan they divert to 
WiCs during those hours where they have GP medical cover at 
agreed trigger points, f for example >20 patients per hour for 2 
consecutive hours. Agreed to investigate a way of ASPH 
retaining performance for re-directed patients

Weekend GP cover already 
in place at Woking and 
Weybridge until  
September 2014 continued 
from winter 2013/14.  

Extended cover including 
evenings / Mondays to run 
October - June.

Name: Sarah Wardle
Email: Sarah.wardle@virgincare.co.uk
Job Title: Head of Intermediate Care and 
Community Hospitals 
Organisation: Virgin Care

200,000

4 Additional capacity for primary 
care

Primary care  - To support GP practices in the early 
assessment of daily visits (by 10:30 a.m.) and actioning 
'priority' visits by 11:00 a.m.

Targeting days of highest pressure.  

Previous trial of initiative in 2013/14 showed some impact on 
bringing forward patient arrival times earlier in the day to 
A&E and reducing overall admissions.  Building from 
experience felt that true impact of scheme was not recorded, 
additional effort will be focused on robust data capture with 
participating practices.

1.  Number of primary care referrals to 
A&E / direct acute admissions 
(participating & non-participating 
practices.

2.  Arrival time of GP referred patients 
to A&E / direct admission.

Reduction in number of patients sent to acute hospital from GP 
home visits.

Earlier presentation of GP referred patients to A&E / acute 
sector.

3 - 6 month initiative. Name: Nikki Mallinder
Email: Nikki.Mallinder@nwsurreyccg.nhs.uk
Job Title: Head of Locality Development
Organisation: North West Surrey CCG

72,000

6 Additional capacity for primary 
care

Primary care  - To support primary care homes.

To complement the medicine management in care homes 
scheme, to ensure that quality primary care is delivered to 
care homes avoiding need for A&E attendance and acute 
admission.

1.  Attendances at A&E from care 
homes - monthly (both those in and 
out of project).

To improve primary care input to care homes, to avoid 
unplanned deterioration and unplanned admissions to acute 
sector.

3-6 month initiative.

Analysis already underway 
to determine those GP 
practices with high number 
of care homes, couple with 
high number of emergency 
admissions is already 
underway.

Name: Nikki Mallinder
Email: Nikki.Mallinder@nwsurreyccg.nhs.uk
Job Title: Head of Locality Development
Organisation: North West Surrey CCG

78,000

7 Seven day working arrangements GP mini weekend ward rounds at Walton & Woking 
community hospitals.

This initiative was started as a during the winter of 2013/14 
and shows to have contributed to:

1.  19% reduction demonstrated on on-going pilot in re-
admissions from community hospitals to acute hospital 
during the first three months of the scheme.

2.  43% increase in weekend admissions to community 
hospitals during first three months of the scheme.

Final models to deliver agreed outcomes being finalised.

1.  Number of reviews undertaken per 
weekend.

2.  Number of re-admissions / transfers 
to ASPH.

3.  Number of weekend discharges.

4.  Number of weekend admissions.

5.  length of stay in community 
hospitals.

6.  Total admissions facilitated each 
month through community hospitals.

1. Reduction in readmissions from community hospitals to 
ASPHFT 

2. Increase in admissions to community hospitals facilitated at 
weekend. 

12 months (September - 
August).

Name: Sarah Wardle
Email: Sarah.wardle@virgincare.co.uk
Job Title: Head of Intermediate Care and 
Community Hospitals 
Organisation: Virgin Care

47,700



8 Seven day working arrangements Weekend x-ray provision 9 am - 4.30pm weekends and bank 
holidays.

This initiative avoided 200 A&E attendances in 16 weeks 
across Woking & Weybridge Walk-in Centres in winter 
2013/14.  Although increase in A&E attends compared to last 
year, growth is less than neighbouring Trusts, possibly due to 
impact of these schemes in NW Surrey.

Final models to deliver agreed outcomes being finalised.

1.  Number of x-rays undertaken.  

2.  Outcomes following x-ray 
(discharged, referred to GP, referred to 
physio, referred to fracture clinic, sent 
onward to A&E. 

To increase the number of patients that can be treated in the 
community without the need for onward referral to A&E.

NB.
To investigate whether substantive or fixed term staffing can be 
used, if project length agreed up front in place of locum staff 
used currently for this initiative.  

Building from learning of 2013/14 initiative, if the initiative can 
be made permanent, it would be possible to proactively 
advertise this service to the public to instil change of behaviour 
toward automatically going to A&E.

12 months (September - 
August).

Name: Sarah Wardle
Email: Sarah.wardle@virgincare.co.uk
Job Title: Head of Intermediate Care and 
Community Hospitals 
Organisation: Virgin Care

50,000

9 Seven day working arrangements Increase rapid response in-reach cover to ASPHFT between 
6pm - 8pm Monday to Friday & provide weekend cover from 
8am - 4pm.  

Currently cover only 8:00 - 18:00 weekdays.

1.  Number of patients assessed in A&E 
by Rapid Response in the extra hours 
(and in current hours as comparator).

2.  Number of patients returned home 
directly from A&E in the extended 
hours (and in current hours as 
comparator).

To reduce the number of patients admitted via A&E.

To increase the number of patients care for at home with 
support of community care services.

12 months starting 
September 2014.

Name: Sarah Wardle
Email: Sarah.wardle@virgincare.co.uk
Job Title: Head of Intermediate Care and 
Community Hospitals 
Organisation: Virgin Care

62,000

10 Seven day working arrangements To bring forward / pump prime highest priority elements of 
ASPH 7 day working strategy / implementation timeframe. 

To bring forward / pump prime ASPH 7 day working strategy.  
All elements of this scheme are designed to support the 
organisation to move to a seven day working approach, 
supporting the benefit of length of stay reduction, and 
advantages of senior decision makers involved in patient 
care throughout their stay.
This is likely to include the support for 7 day working across:
1. Consultant physicians and SHO medical staff – medical 
wards weekends.
2. Additional radiography support in A&E weekends.
3. Therapy support  - hospital wide weekends
4. Dietetics and SLT – hospital wide weekends 
5. Pharmacy – hospital wide weekends

Final models to deliver agreed outcomes being finalised.

Outcome
1.  Reduction in length of stay (medical 
patients).

2.  Increase in midnight bed 
occupancy.  Reduction in bed days 
used.

3.  Reduction in A&E breaches.

4.  Increase in weekend discharges.

Support reductions in assessment, diagnostics, placement 
within correct area within the hospital.

Support inpatient flow through the hospital avoiding delays to 
patient care that currently exist due to reduced weekend 
workforce across a wide range of health care professions within 
the acute Trust.

Support flow through A&E as wider range of clinical 
professional available through the weekend directly in support 
of A&E where possible.

From October 2014 - 6 
month 

Name: Valerie Bartlett
Email: valerie.bartlett@asph.nhs.uk
Job Title: Deputy Chief Executive
Organisation: Ashford & St. Peters Hospitals 
NHS Foundation Trust

320,000



11 Seven day working arrangements

(All mental health schemes still to 
be prioritised within agreed 
financial envelope).   

Working Age Adult Liaison Psychiatry weekend and twilight 
service up to 3am 7 days a week.

Evidence suggests that patients offered a full psychosocial 
assessment and have their needs addressed and are sign 
posted to the most appropriate community based services 
are less likely to re-attend A&E.

Significant number of patients with mental health problems 
/co-morbidity present to A&E between the hours of 8pm-
3am – onwards assessment and management of these 
patients often cause breaches in A&E.

Patients presenting to A&E in a mental health crisis  often 
present significant risk to themselves or others, which A&E 
staff find challenging and time-consuming to manage safely;  
result in negative impact on the A&E flow.

1.  A&E response time

2.  A&E breaches during operational 
hours

3.  Discharge outcome data from A&E / 
Wards

4.  A&E frequent attenders for mental 
health issue.

Improve A&E response times and reduce breaches, reduce 
discharge delays from wards.

Similar pilot last winter showed demonstrable benefits to 
mental health patients and to the hospital with improved 
response time and reduced number of psychiatric breaches.

A significant number of patients are reviewed and discharged 
from MAU/MSSU at the week-ends who would otherwise have 
occupied a bed unnecessarily .

Independent economic evaluation of RAID Model by the 
London School of Economics has proved the economic benefit 
of a rapid assessment service .

November 2014 - March 
2015

Name: Lucy Martindale
Email: Lucy.Martindale@sabp.nhs.uk
Job Title: Service Manager
Organisation: Surrey and Borders Partnership 
Foundation Trust

51,945

12 Seven day working arrangements

(All mental health schemes still to 
be prioritised within agreed 
financial envelope).    

Older age psychiatry liaison service at weekends Reduction on OAA psychiatric A&E 
breaches, increase discharges at the 
weekend, improve team response 
times to A&E

12 months (September - 
August).

Name: Lucy Martindale
Email: Lucy.Martindale@sabp.nhs.uk
Job Title: Service Manager
Organisation: Surrey and Borders Partnership 
Foundation Trust

19,543

13 Seven day working arrangements

(All mental health schemes still to 
be prioritised within agreed 
financial envelope).    

Continue with increase in WAA consultant psychiatric PA's by 
3 a week

6 months (January - June) Name: Lucy Martindale
Email: Lucy.Martindale@sabp.nhs.uk
Job Title: Service Manager
Organisation: Surrey and Borders Partnership 
Foundation Trust

28,454

14 Seven day working arrangements

(All mental health schemes still to 
be prioritised within agreed 
financial envelope).    

Increase WAA team capacity on a Monday , Wednesday and 
Friday

Mental Health feeder clinic from A&E 12 months (September - 
August).

Name: Lucy Martindale
Email: Lucy.Martindale@sabp.nhs.uk
Job Title: Service Manager
Organisation: Surrey and Borders Partnership 
Foundation Trust

92,157

15 Expand, adapt and improve 
established pathways for highest 
intensity users within emergency 
departments. Organisations will 
want to review the pathways for 
the group(s) most relevant to 
them (e.g. frail/elderly pathways, 
minors pathways, and mental 
health crisis presentations) and 
there must be evidence of sign-up 
to local Mental Health Crisis Care 
Concordat arrangements.

Specialist Alcohol Liaison Nurse to work within ASPH to 
provide a rapid specialist assessment and care planning of 
dependent alcohol drinkers in A&E/Medical Admissions 
Unit/Medical Short Stay Unit.

Establish a joint alcohol detox working protocol between the 
acute hospital and the specialist alcohol services into he 
community so that patients can be safely discharged from a 
medical bed and continue their detoxification in the 
community - facilitating early discharges from hospital and 
enhancing engagement with aftercare provided by alcohol 
community services.

1.  Number of frequent A&E attenders 
for alcohol related problems.

2.  Length of Stay (LoS) for patients 
with alcohol related problems.

3.  Number of patients identified as 
harmful drinkers and provide with 
intervention in acute Trust (split 
between A&E/inpatient wards).

4.  Number of patients referred to 
community alcohol services.

Reduction in frequent A&E attendances for alcohol related 
problems.

Reduced LoS  - people with alcohol related problems.

Increase in number of people identified with harmful drinking.

Increase in the number of patient referred to community 
alcohol services
Increase in staff provided with education on alcohol related 
problems.  

Similar roles now in place at Royal Surrey County (new post) & 
East Surrey Hospitals.  Data from East Surrey demonstrates a 
reduced length of stay for alcohol related issues and reduction 
in unplanned admissions for detox.

6 months (September - 
February).

Name: Lucy Martindale
Email: Lucy.Martindale@sabp.nhs.uk
Job Title: Service Manager
Organisation: Surrey and Borders Partnership 
Foundation Trust

22,964



Expand, adapt and improve 
established pathways for highest 
intensity users within emergency 
departments. Organisations will 
want to review the pathways for 
the group(s) most relevant to 
them (e.g. frail/elderly pathways, 
minors pathways, and mental 
health crisis presentations) and 
there must be evidence of sign-up 
to local Mental Health Crisis Care 
Concordat arrangements.

Hospital Ambulance Liaison Officer (HALO).  To run  HALO for 
10 hours a day five days a week for a twelve week period 
November.

Experience for winter 2013/14 showed that an average of 2 
mnutes reduction per handover could be demonstrated.  Also 
felt to as signifcant value to A&E and ambulance crews during 
periods of increased pressure.

1. Handover time

2. Ambulance response times

To reduce delays in ambulance vehicles turning arround in A&E, 
and proving improved safety measure for patients.

3 Months November to 
January.

Name: Peter Radoux
Email: Peter.radoux@secamb.nhs.uk
Job Title: Senior Operatiosn Manager
Organisation: SECAmb 

25,200

16 All parts of the system should 
work towards ensuring patients’ 
medicines are optimised prior to 
discharge

Additional clinical pharmacists and medicines management 
technician time to expand service to key ward areas

TTO turnaround time, medicines 
reconciliation rates

Improve system flow by reducing discharge delays and reduce 
readmission due to medication issues

Name: Valerie Bartlett
Email: valerie.bartlett@asph.nhs.uk
Job Title: Deputy Chief Executive
Organisation: Ashford & St. Peters Hospitals 
NHS Foundation Trust

80,000

17 Medicines management input to care homes.  

To employ a pharmacist within the NWS CCG medicines 
Management Team to work with care homes to undertake 
comprehensive reviews of medicines and appliances used in 
care homes with NWS CCG.  This will involve:

• Full clinical medication reviews at individual patient level 
• Reviews of systems and processes for the ordering and 
prescribing of medicines at both care home and GP practice. 
• Transfer of medicines information within the care 
pathways for these patients will also be reviewed, including a 
review of the primary /secondary interface. 
• Systems within the home itself for managing medicines 
reconciliation will also be reviewed in order to minimise 
waste. 

There are approximately 2700 residents in 29 residential and 
28 nursing homes for the elderly in North West Surrey CCG.  
This proposal currently excludes 278 residents in the 29 
residential and 3 nursing homes for people with Learning 
Disabilities 

1. Number of patient medication 
reviews undertaken (monthly).

2.  Number of unplanned acute 
admissions from targeted care homes / 
patient cohort.

3. Number of unplanned admissions of 
patients from care homes due to 
medication - spot audits (ASPH).

Reduce A&E attendances and unplanned admissions from care 
homes.  An audit undertaken at ASPHFT estimated that around 
8% of admissions in the elderly were due to their medicines, 
this correlates similar national reports.

The aim of this proposal is to reduce A&E attendances and 
unplanned admissions from care homes through:
• Reduction in antipsychotic prescribing
• Optimising medicines / appliance use
• Reducing the risk of adverse effects
• Reducing the likelihood of drug interactions
• Identifying under-used medicines
• Withdrawing any treatments no longer appropriate
• Ensuring appropriate drug monitoring, where relevant

• Provide education for Care Home staff and encourage 
partnership working between GP practice and Care Home

Previous projects undertaken by the CCG has shown an average 
saving per patient of £100, estimating that the pharmacist 
would spend 70% of their time on medication reviews would 
equate to approx. 700 hours and give approx. £70,000 savings.  

12 months (October - 
September).

Name: Linda Honey
Email: linda.honey@nwsurreyccg.nhs.uk
Job Title: Head of Medicines Management
Organisation: North West Surrey CCG

29,000

18 Processes to minimise delayed 
discharge and good practice on 
discharge

For NWS Discharge to Assess (D2A) means that as soon as 
the patient  no longer requires an acute hospital bed all 
further assessments (i.e. comprehensive geriatric 
assessment, home aids) will be completed in the persons 
own home / their usual place of residence.  

The same principles of good discharge planning will continue 
to apply. In addition D2A aims to bring forward the discharge 
date and process to facilitate assessments not requiring an 
acute hospital bed to be completed in the persons own 
home, / usual place of residence. 

1.  Saved admission against a minimum 
target of 18 per month plus reduction 
in LoS

2.  Reduction in length of stay 

3. Number of patients discharged 
home under the D"A initiative.

A minimum of 18 saved admissions per month to provide ROI 
equivalent to a neutral position. Plus saved beds days due to 
earlier discharges.

Currently a pilot is planned, during which a range of data will be 
collected manually to understand which metric best 
demonstrate impact, and can be replicated electronically.

Funding specifically to support the coordinators, a multi-skilled 
team across social care, community and acute to provide 
continuity of care to ensure targeted patients are discharged in 
a timely manner.  

This programme was a direct recommendation from ECIST 
whilst supporting ASPH in delivery of the four hours operational 
standard.

12 months (September - 
August). - Pilot started July 
2014 for 2 weeks.

Name: Jo Alner
Email: Joanne.Alner@nwsurreyccg.nhs.uk
Job Title: Director of Quality & Innovation
Organisation: N. W. Surrey CCG

208,882



19 Plans should aim to deliver a 
considerable reduction in 
permanent admissions of older 
people to residential and nursing 
care homes

To support 7 day social care cover to expedite discharge and 
prevent admission, which could led to care home admission 
due to deterioration.

Currently there are 2 Social Care Practitioners supporting 
“whole system 7 day working  over the weekend (Sat & Sun 
09:00 -17:00) in St Peters Hospital. Additional this covers 
08:00 - 20:00 working Monday to Friday from previous 09:00 - 
17:00.  

1. Number of discharges facilitated at 
weekends (to 24 hours support, 
enablement, domiciliary care home 
report).

2. Number of patients assessed in A&E 
at weekend.

To ensure 7 day a week social care cover to ASPH, weekends 
will be covered from former weekday service only.

To ensure extended day time cover to from 08:00 (from 09:00 
previously) to 20:00 (to 17:00 previously).

Prevent unnecessary hospital admissions and promote more 
timely discharges.

The evidence from St Peter has showed since the 
implementation of weekend working to support the “whole 
System 7 day working” ambition the weekend teams have 
discharged,  between April 2013 – March 2014, a total of 230 
People (Sat 154 people & Sun 76 people)  

Anecdotally the team activity over the weekend is an 
approximate split of approx. 75% in A & E and Short Stay wards 
with the remaining 25% from the other wards. 

currently in place, will 
continue for 12 months 
from September 2014 to 
August 2015.

Name: Steven Ward
Email: steven.ward@surreycc.gov.uk 
Job Title: Acting Senior Manager
Organisation: North West Surrey Adult Social 
Care

500,000

20 Cross system patient risk 
stratification systems are in place, 
and being used effectively

As a result of the admission avoidance DES, there was a 
requirement of the CCG to procure a risk stratification tool 
for, and on behalf of the member practices.  This has now 
been rolled out to all 42 practices who are now using the tool 
to identify their 2%.  They will also be using this tool for care 
planning and case management.

This scheme is already underway in North West  Surrey and 
as such does not require additional funding.

Identification of top 2% of population at most at risk of hospital 
admission.  By end of September member practices will have 
care plans in place for appropriate patient (within the 2% high 
risk identified previously).

The Edmonton Frailty scale is being used to identify those who 
are frail and would potentially require MTD case management 
and care planning.  For those at the end of life, hospices within 
the locality are providing support at the last 6 weeks.  

Completed by 30th June. Name:
Email:
Job Title:
Organisation:

21 The use of real time system-wide 
data

CMS - to support all providers in populating the CMS NHS 
patient pathways tool.

CMS Updates per day To Name:
Email:
Job Title:
Organisation:

5,000

Sum of cells above 2,043,795

£2,123,795

Ref Local Requirements Summary of plan to achieve requirement KPIs Target Outcomes Lead Accountable Officer Estimated Costs in 2014/15

22 Pulmonary Rehab (COPD Pathway) Widening access to pulmonary rehabilitation scheme.  
Pulmonary rehab is provided in the community in each of 
North West Surrey's three localities.  

In total the scheme is run 12 times per year, each scheme 
being 6 weeks in duration.  Waiting times are up to 11 
months (116 pts. waiting as of July 2014), which puts these 
patients at high risk of acute exacerbations of their condition 
requiring hospitalisation of around 5 days per episode.  In 
2013/14 418 patients were admitted to ASPH with COPD.

1. Number of acute admissions with 
COPD.

2. Number of patients attending A&E 
with OPD (from ASP OCD10)

3. Number of patients on pulmonary
rehab programmes per month.

4. NWS CCG spend on COPD 
admissions during 12 month initiative.

Currently the pulmonary rehab schemes have annual capacity 
for 1,728 patient contacts.  It is planned to increase this by 
100% to 3,456.  

Cochrane evidence suggests that for every 3 patients treated on 
the scheme, 1 patient admission is prevented.  Therefore the 
increase in capacity planned should save 82 admissions.   At 
average cost of £2,500  per admission an overall saving of 
£205,000 will be achieved.  

Name: Jo Alner
Email: 
Joanne.Alner@nwsurreyccg
.nhs.uk
Job Title: Director of 
Quality & Innovation
Organisation: N. W. Surrey 
CCG

£80,000

*please add rows as appropriate

Section 3:  Local Plans for Innovation.  Plans over and above the minimum requirements to meet local patient needs.  If there is any funding gap between the total emergency care support funding and the total costs of the 



A

B

C

D

E

F

G
H

Other Independent Sector capacity (e.g. healthcare at home etc.)

Voluntary Sector capacity and expertise

Flu vaccination of healthcare workers

All providers are involved through SRG / UCWG.

Involved through VCS, HealthWatch, and LA links.

Public Health runs an annual campaign supported by CCG.

7-day a week commencement of new care packages (including over holiday periods) LA and A&E provision in place and communicated / reinforced through OCRS plans.

Improvement in access to psychiatric liaison service teams in A&E See Project 6 above. 

Collaboration with and development of Children's services
Engagement with patient representative groups Through routine stakeholder management and HealthWatch.

Through C&YP Strategic Change Programme and associated clinical reference groups. Joint working through the Surrey Clinical Leads Group and Surrey Children's HWB Group (with 

Independent Sector non-acute bed capacity (intermediate care, nursing homes, etc.)

Section 4:  Local Stakeholder Engagement.  Please describe how you have considered each of the elements listed below and how you have included them in your resilience plans (as appropriate) 

Will circulate plan to LA for onward circulation to Care Homes, Virgin Care informed through contract and SRG / UCWG.



Sue Goodship Sue.goodship@careuk.com Operations Director Care UK (Harmoni)

Director of FinancePaul Carey-Kent paul.careykent@surreycc.gov.uk
Chloe Bowes

Neil Ferrelly neil.ferrelly@nwsurreyccg.nhs.uk Director of Finance



Section 1:  Minimum Plan Requirements

No. Minimum Plan Requirements Itemised Net Costings WTE Nurse 
increases

WTE Doctor 
increases

WTE other staff 
increases

Increases in bed 
capacity

(Please add additional columns as 
necessary)

1 Enabling better and more accurate capacity 
modelling and scenario planning across the 
system 

Project Management support to take on combined functions:
1.  Oversee deployment of initiatives and support collection and analysis of 
impact metrics for all schemes.

2.  To support working with NHS 111 to understand how the service can best  
fitted to local needs, and how local uptake can be maximised.  This will be 
through interim support so no staff increase, will also include cost of pilots or 
other requirements that come from inital analysis.

75,950 Non pay costs

2 Working with NHS 111 providers to identify 
the service that is best able to meet 
patients’ urgent care needs

Public Awareness Campaign to promote alternatives to A&E and develop 
awareness of NHS 111.  This builds on the on the successful yellow man 
campaign run by North West Surrey CCG in 2013/14.

For the awareness campaign in 2013/14 NWS CCG were able to demonstrate 
a slow down in growth in A&E attendances, and a growth in WiC attendances 
in the specific areas where the campaign was focused.  Learning from this 
NWS CCG will aiming for increased impact of the awareness campaign in 
2014/51  by spreading the campaign across whole locality, and specific 
demographic targeting of those age cohorts known to be attending A&E for the 
most minor conditions.

75,000 Non pay costs 0 0 0 0

3 Additional capacity for primary care Building on the 2013/14 GP cover in the walk in centres Woking and 
Weybridge weekends, and either  week day evenings or Mondays.  

Financial allocation to  allow cost of up-lift of a member of nursing staff to GP 
level rather than a fully additional member of staff during targeted hours.  Also 
looking to utilise GP's at Woking hospital GP out of hours base to control costs 
further.

.

200,000 Detail still be agreed with provider regarding most 
cost effective options for staffing model.  Final model 
will ensure maximum GP cover up to Saturday, 
Sunday, bank hols with potnetial additional inclusion 
of weekday evenings and Mondays..

4 Additional capacity for primary care Primary care  - To support GP practices in the early assessment of daily visits 
(by 10:30 a.m.) and actioning 'priority' visits by 11:00 a.m.

Targeting days of highest pressure.  

Previous trial of initiative in 2013/14 showed some impact on bringing forward 
patient arrival times earlier in the day to A&E and reducing overall admissions.  
Building from experience felt that true impact of scheme was not recorded, 
additional effort will be focused on robust data capture with participating 
practices.

72,000 Incentive payments already negoiated duirng winter 
2013/14 when scheme piloted.  Rates will be similar, 
number of practices and days per week of the 
scheme will be flexed to ensure conforms to the 72k 
allocation.

5 Additional capacity for primary care Primary care  - To support primary care homes. To complement the medicine 
management in care homes scheme, to ensure that quality primary care is 
delivered to care homes avoiding need for A&E attendance and acute 
admission.

78,000 One session a week at £300 across 10 care homes 
for 26 weeks 

0 0.1 0 0 0

51,007 Band 6 Nurse 1.19 0 0 0
938 Non Pay 0 0 0 0

51,945  = sub total 
19,074 Band 6 Nurse 0.60 0 0 0

469 Non Pay 0 0 0 0
19,543  = sub total 
27,983 WAA Consultant increase by 3 PA for 6 months 0 0.3 0 0

471 Non Pay 0 0 0 0
28,454  = sub total 
41,341 Band 6 Nurse 1.44 0 0 0
48,549 Band7 Nurse 1.44 0 0 0

2,267 Non Pay 0 0 0 0
92,157  = sub total 

192,098  = total 
22,244 Nurse band 6 (top point - 6 months) 1 0 0 0

720 Non Pay 0 0 0 0
22,964  = sub total 

Expand, adapt and improve established 
pathways for highest intensity users within 
emergency departments. Organisations will 
want to review the pathways for the 
group(s) most relevant to them (e.g. 
frail/elderly pathways, minors pathways, 
and mental health crisis presentations) and 
there must be evidence of sign-up to local 
Mental Health Crisis Care Concordat 
arrangements.

Hospital Ambulance Liaison Officer (HALO).  To run  HALO for 10 hours a day 
five days a week for a twelve week period November.

Experience 

25,200 60 days at £420 per day including staff on costs 

8 Seven day working arrangements GP mini weekend ward rounds at Walton & Woking community hospitals.
This initiative was started as a during the winter of 2013/14 and shows to have contributed to:
1.  19% reduction demonstrated on on-going pilot in re-admissions from community hospitals to 
acute hospital during the first three months of the scheme.
2.  43% increase in weekend admissions to community hospitals during first three months of the 
scheme.

47,000 Detailed bottom up costing provided by Virgin Care 
to support the sum required, however at this stage 
further discussion is required to agree on detail of 
model, to achieve the required / agreed outcomes.

9 Seven day working arrangements Weekend x-ray provision 9 am - 4.30pm weekends and bank holidays.

This initiative avoided 200 A&E attendances in 16 weeks across Woking & 
Weybridge Walk-in Centres in winter 2013/14.  Although increase in A&E 
attends compared to last year, growth is less than neighbouring Trusts, 
possibly due to impact of these schemes in NW Surrey.

50,000 Detailed bottom up costing provided by Virgin Care 
to support the sum required, however at this stage 
further discussion is required to agree on detail of 
model, to achieve the required / agreed outcomes.

48,852 Band 7 rapid response nurse 0.82 0 0 0
13,148 Non pay costs 0 0 0 0
62,000  = sub total 

11 Seven day working arrangements To bring forward / pump prime highest priority elements of ASPH 7 day 
working strategy / implementation timeframe. 

               

110,000 4 additional consultants (SPH) for 4 hours Saturday 
and Sunday= 32 hours per weekend @ £110 per 
hour plus VAT (£132) for 6 months 

0 1.6 0 0 Project 1

75,000 4 SHOs (SPH) to support each of the 4 locum 
consultants for 6 hours Saturday and Sunday=96 
hours per weekend @ £50 plus VAT (£60) for 6 
months 

0 1.6 0 0 Project 1

50,000 • Additional radiographer in ED at the weekend
• Additional radiologist sessions to deliver timely 
reporting of above activity

0 0 0.6 0 Project 2

45,000 Roles to support assessment areas (ED & Acute 
Hub) and wards at both St Peter’s and Ashford 
sites.
• Band 5   PT     1 WTE     
• Band 5  OT      1 WTE      
• Band 6 OT for weekend and B/H cover
• Bank Band 5 & Band 3

0 0 1 0 Project 3 & 4 

40,000 Operatings Manager (• 1 WTE at midpoint 8a (inc 
on costs) for a total of 56.25 hours ( cover for 7 days 
and at times of peak evening demand in Trust) for 
six months) 

0 0 1 0

320,000  = sub total 
18 50,000 Band 7 pharmacist 0 0 1 0

30,000 Band 5 medicines management technician 0 0 1 0
80,000  = sub total 

19 All parts of the system should work towards 
ensuring patients’ medicines are optimised 
prior to discharge

Medicines management input to care homes.  

To employ a pharmacist within the NWS CCG medicines Management Team 
to work with care homes to undertake comprehensive reviews of medicines 
and appliances used in care homes with NWS CCG.  This will involve:

• Full clinical medication reviews at individual patient level 
• Reviews of systems and processes for the ordering and prescribing of 
medicines at both care home and GP practice. 
• Transfer of medicines information within the care pathways for these patients 
will also be reviewed, including a review of the primary /secondary interface. 
• Systems within the home itself for managing medicines reconciliation will also 
be reviewed in order to minimise waste. 

There are approximately 2700 residents in 29 residential and 28 nursing homes 
for the elderly in North West Surrey CCG.  This proposal currently excludes 
278 residents in the 29 residential and 3 nursing homes for people with 
Learning Disabilities 

29,000 Band 8a pharmasist 0 0 0.6 0

136,005 Clinical integrated care workers 0 0 3 0
28,477 CHC nurse assessor 0.8 0 0 0
35,000 Overnight care provision 0 0 0 0

9,400 Staff travel 0 0 0 0
208,882  = sub total 

22 Plans should aim to deliver a considerable 
reduction in permanent admissions of older 
people to residential and nursing care 
homes

To support 7 day social care cover to expedite discharge and prevent 
admission, which could led to care home admission due to deterioration.

Currently there are 2 Social Care Practitioners supporting “whole system 7 day 
working  over the weekend (Sat & Sun 09:00 -17:00) in St Peters Hospital. 
Additional this covers 08:00 - 20:00 working Monday to Friday from previous 
09:00 - 17:00.  

500,000 

24 The use of real time system-wide data CMS - to support all providers in populating the CMS NHS patient pathways 
tool.

5,000

Sub Totals 2,043,094

No. Minimum Plan Requirements Itemised Net Costings WTE Nurse incWTE Doctor incWTE other staff inIncreases in bed cap(Please add additional columns as 
necessary)

40,000 Band 6 nurse 1
25,000 Band 5 nurses 1
15,000 Non-recurrent set up costs
80,000

Sub Totals 2,123,094

Total Capacity Increases*
* needs to link to capacity plan

10

21 Processes to minimise delayed discharge 
and good practice on discharge

For NWS Discharge to Assess (D2A) means that as soon as the patient  no 
longer requires an acute hospital bed all further assessments (i.e. 
comprehensive geriatric assessment, home aids) will be completed in the 
persons own home / their usual place of residence.  

6

13

15

16 Increase WAA team capacity on a Monday , Wednesday and Friday

17 Expand, adapt and improve established 
pathways for highest intensity users within 
emergency departments. Organisations will 
want to review the pathways for the 
group(s) most relevant to them (e.g. 
frail/elderly pathways, minors pathways, 
and mental health crisis presentations) and 
there must be evidence of sign-up to local 
Mental Health Crisis Care Concordat 
arrangements.

Specialist Alcohol Liaison Nurse to work within ASPH to provide a rapid 
specialist assessment and care planning of dependent alcohol drinkers in 
A&E/Medical Admissions Unit/Medical Short Stay Unit.

Establish a joint alcohol detox working protocol between the acute hospital and 
the specialist alcohol services into he community so that patients can be safely 
discharged from a medical bed and continue their detoxification in the 
community - facilitating early discharges from hospital and enhancing 
engagement with aftercare provided by alcohol community services.

Section 2:  Local Plans for Innovation

* add more rows as required

Increase rapid response in-reach cover to ASPHFT between 6pm - 8pm 
Monday to Friday & provide weekend cover from 8am - 4pm.  Currently cover 
only 8:00 - 18:00 weekdays.

Seven day working arrangements 

Widening access to pulmonary rehabilitation scheme.  Pulmonary rehab is provided in the 
community in each of North West Surrey's three localities.  In total the scheme is run 12 times per 
year, each scheme being 6 weeks in duration.  Waiting times are up to 11 months (116 pts. waiting 
as of July 2014)  which puts these patients at high risk of acute exacerbations of their condition 

Pulmonary Rehab (COPD Pathway)

Additional capacity for primary care
SABPFT

All parts of the system should work towards 
ensuring patients’ medicines are optimised 

prior to discharge

Additional clinical pharmacists and medicines management technician time to 
expand service to key ward areas.

Non-elective care costings template 2014/15

Working Age Adult Liaison Psychiatry weekend and twilight service up to 3am 
7 days a week.

Older age psychiatry liaison service at weekends

Continue with increase in WAA consultant psychiatric PA's by 3 a week



Appendix 5 Elective Care Plan Template

Lead CCG: North West Surrey CCG £1.2m for recovery only (notional)
Lead acute trust: Ashford & St Peter's Hospital Foundation Trust Allocated within current budget

£1.2m plus current budget allocations

Ref Minimum Plan Requirements Summary of plan to achieve requirement Timeframes for completion Assurance Mechanisms Lead Accountable Officer Estimated Costs in 2014/15

1

Review and revise the Trusts’ patient access 
policy, and supporting operating procedures. 
The policy should include reference to cancer 
and other urgent patients, and should be made 
accessible to patients and the public. A revised 
policy should be publicly available by 
September 2014

Recently revised Joint Access Policy (Jan 2014) which is available to the 
public (see link). This policy is comprehensive and meets all specified 
requirements.

Complete
JSI reviewed Access Policy 
in June 2014

Valerie Bartlett
Deputy Chief Executive
ASPHFT
Valerie.Bartlett@asph.nhs.uk

To be absorbed within current contract 
agreements with ASPHFT.

2

Develop and implement a RTT training 
programme for all appropriate staff, focussing 
on rules application, and local procedures, 
ensuring all staff have been trained  during 
2014/15

Further work will be undertaken in line with JSI recommendations (to be 
published Aug 2014) to ensure training is ongoing and sustainable. Action 
taken to date includes:
• A comprehensive training suite has been developed which includes 18 
weeks RTT (Basic & Advanced), Joint Access Policy, Cancer Rules.
• 'Catch all'  training has been delivered for all mandatory training 
modules.

Complete / To be determined 
through action plans in response 
to JSI  recommendations

Workforce reports and 
regular audits to be 
undertaken.

Valerie Bartlett
Deputy Chief Executive
ASPHFT
Valerie.Bartlett@asph.nhs.uk

To be absorbed within current contract 
agreements with ASPHFT.

3

Carry out an annual analysis of capacity and 
demand for elective services at sub specialty 
level, and keep under regular review and 
update when necessary. This should be done as 
part of resilience and capacity plans and then 
updated in operating plans for 2015/16

Capacity and demand modelling is in place and undertaken 4 monthly. 
Further work will be undertaken in line with JSI recommendations (to be 
published Aug 2014) to build resilience, including:
• Plan modelling / updates for all sub-specialties.
• Identify additional resource commitment required.
• Recruitment as required.
• Deliver training to build capability and expertise.

Complete / To be determined 
through action plans in response 
to JSI  recommendations.

Review through 
appropriate governance 
structure (e.g. SRG).

Valerie Bartlett
Deputy Chief Executive
ASPHFT
Valerie.Bartlett@asph.nhs.uk

To be absorbed within current contract 
agreements with ASPHFT.

4

Build upon any capacity mapping that is 
currently already underway, and use the 
outputs from mapping exercises as an annex to 
resilience and capacity plans. This will avoid 
duplication and integrate capacity mapping into 
'business as usual' arrangements

Key actions as a result of capacity and demand modelling place a focus 
on non-compliant specialties (high risk), and include: 
• General Surgery
• T&O 
• Other admitted specialties
• Pathway re-design / improvements
There are plans to improve utilisation on both sites, including a detailed 
plan to improve Theatre utilisation.

To be determined through 
action plans in response to JSI  
recommendations.

Review through 
appropriate governance 
structure (e.g. SRG).

Valerie Bartlett
Deputy Chief Executive
ASPHFT
Valerie.Bartlett@asph.nhs.uk

To be absorbed within current contract 
agreements with ASPHFT.

5

Ensure that all specialties understand the 
elective pathways for common referral 
reason/treatment plans, and have an expected 
RTT ‘timeline’ for each (e.g. DTA by week x). 
This should be in place by September in order 
to ensure that activity is maintained at a level 
where waiting lists are stable

All of this information is held within Ardentia and discussed in detail at 
weekly Patient Tracking List meetings (per speciality) to ensure patients 
are treated within the RTT pathway.

Complete
Review through 
appropriate governance 
structure (e.g. SRG).

Valerie Bartlett
Deputy Chief Executive
ASPHFT
Valerie.Bartlett@asph.nhs.uk

To be absorbed within current contract 
agreements with ASPHFT.

6

‘Right size’ outpatient, diagnostic and admitted 
waiting lists, in line with demand profile, and 
pathway timelines (see IMAS Capacity and 
demand tools)

Patients are tracked via Ardentia which records all diagnostics 
intervention / treatment / admitted pathways. Further work will be 
undertaken in line with JSI recommendations (to be published Aug 2014).

Complete / To be determined 
through action plans in response 
to JSI  recommendations

Review through 
appropriate governance 
structure (e.g. SRG).

Valerie Bartlett
Deputy Chief Executive
ASPHFT
Valerie.Bartlett@asph.nhs.uk

To be absorbed within current contract 
agreements with ASPHFT.

7

With immediate effect, review local application 
of RTT rules against the national guidance, 
paying particular attention to new clock starts 
and patient pauses

Trust reviewed local policies and procedures against national guidance 
and modified operational and reporting practices where required. Further 
work will be undertaken in line with JSI recommendations (to be 
published Aug 2014).

Complete
Review through 
appropriate governance 
structure (e.g. SRG).

Valerie Bartlett
Deputy Chief Executive
ASPHFT
Valerie.Bartlett@asph.nhs.uk

To be absorbed within current contract 
agreements with ASPHFT.

8

Pay attention to RTT data quality. Carry out an 
urgent ‘one off’ validation if necessary if not 
done in that last 12 months, and instigate a 
programme of regular data audits

Further work will be undertaken in line with JSI recommendations (to be 
published Aug 2014). Action to date includes:
• Data cleansing and validation undertaken as part of process described 
in (7). 
• RTT data audit planned with Trust internal auditors in July 2014. 
• Other validation takes place on a daily basis (via bookings) as well as 
weekly as part of the PTL meetings.

To be determined through 
action plans in response to JSI  
recommendations.

Review through 
appropriate governance 
structure (e.g. SRG).

Valerie Bartlett
Deputy Chief Executive
ASPHFT
Valerie.Bartlett@asph.nhs.uk

To be absorbed within current contract 
agreements with ASPHFT.

9

Put in place clear and robust performance 
management arrangements, founded on use of 
an accurate RTT PTL, and use this in discussion 
across the local system

Further work will be undertaken in line with JSI recommendations (to be 
published Aug 2014). Action to date includes:
• Internal performance management arrangements enhanced in line 
with guidance from the Elective Care Intensive Support Team. 
• Weekly specialty level PTL meetings in place, together with a weekly 
Trust-wide Executive-led performance committee.
• Recruitment to substantive performance management roles.

To be determined through 
action plans in response to JSI  
recommendations

Review through 
appropriate governance 
structure (e.g. SRG).

Valerie Bartlett
Deputy Chief Executive
ASPHFT
Valerie.Bartlett@asph.nhs.uk

To be absorbed within current contract 
agreements with ASPHFT.

10

Ensure that supporting KPIs are well 
established (size of waiting list, clearance time, 
weekly activity to meet demand, RoTT rate, etc) 
and are actively monitored

Further work will be undertaken in line with JSI recommendations (to be 
published Aug 2014). Action to date includes:
• Established as part of (9) above. KPIs form part of the daily and weekly 
data monitoring/reporting suite
• Regular weekly reporting in place to CCG to improve transparency / 
drive recovery.

To be determined through 
action plans in response to JSI  
recommendations

Review through 
appropriate governance 
structure (e.g. SRG).

Valerie Bartlett
Deputy Chief Executive
ASPHFT
Valerie.Bartlett@asph.nhs.uk

To be absorbed within current contract 
agreements with ASPHFT.

11
Demonstrate how good practice in referral 
management is being followed

Work closely with NWS CCG Referral Support Service (RSS) as it develops 
during 2014/15 to ensure close cooperation with weekly updates 
provided by specialty on waiting time issues at any stage of the 18 week 
RTT pathway to enable patients to be offered choice and transparency in 
availability of ASPH services. 

Review with specialty leads from ASPH and planned care team where 
there are opportunities to reduce demand on secondary care due to 
referrals being made for conditions or symptoms that could be 
appropriately treated in Primary Care.  

Work together to identify referral guidelines and ensure they are adopted 
equally across all NWS CCG member practices to help minimise variation 
(taking into account any demographic issues which might justify higher 
or lower referral rates). 

According to Planned Care 
Strategic Change Programme

Review through 
appropriate governance 
structure (e.g. SRG).

Valerie Bartlett
Deputy Chief Executive
ASPHFT
Valerie.Bartlett@asph.nhs.uk

To be absorbed within current contract 
agreements with ASPHFT.

12
Demonstrate that patients receiving NHS 
funded elective care are made aware of and are 
supported to exercise choice of provider

As per point 11, the RSS will facilitate choice discussion with patients 
based on timely data provided by ASPH and other local providers. 

According to Planned Care 
Strategic Change Programme

Review through 
appropriate governance 
structure (e.g. SRG).

Valerie Bartlett
Deputy Chief Executive
ASPHFT
Valerie.Bartlett@asph.nhs.uk

To be absorbed within current contract 
agreements with ASPHFT.

13
Provide assurance during Q2 2014/15 at Board 
level on implementation of the above

Reports to be submitted to CCG Governing Body and Trust Board at the 
end of Q2.

Report during Q3
Review through 
appropriate governance 
structure (e.g. SRG).

Valerie Bartlett
Deputy Chief Executive
ASPHFT
Valerie.Bartlett@asph.nhs.uk

To be absorbed within current contract 
agreements with ASPHFT.

Operational resilience planning template for elective care 2014/15
Central Resilience Funding

Other funding available locally
Total elective care support funding for 2014/15

Section 2:  Minimum plan requirements.  Please note that development of a sufficient plan to deliver all of these elements is a pre-requisite to qualify for any central resilience funding in 2014/15. More detail on these plan 
requirements can be found on page 10 of the operational resilience and capacity planning document.

Section 1:  Narrative on local system configuration, key strengths and key challenges
Details are provided in the NWS CCG Operational Resilience and Capacity Plan for 2014/15

Text in blue italics is provided as examples only and should be overtyped



Appendix 5 Elective Care Plan Template

Sum of cells above

Ref Local Requirements Summary of plan to achieve requirement KPIs Target Outcomes Lead Accountable Officer Estimated Costs in 2014/15

13

Referral Support system Name:
Email:
Job Title:
Organisation:

Allocated within current budget

14

Community Clinic Programme Name:
Email:
Job Title:
Organisation:

Allocated within current budget

15

Re-design MSK pathway Name:
Email:
Job Title:
Organisation:

Allocated within current budget

16

Direct Diagnostics Name:
Email:
Job Title:
Organisation:

Allocated within current budget

A

B

C

D

E

F

G

Representative of:* Name Email Job Title Electronic Signature
CCG representative
Acute Trust Representative
Lead Community Care Provider
Local Authority
Lead Mental Health Provider
Ambulance Service

*please add/delete rows as appropriate

Representative of:* Name Email Job Title Electronic Signature
CCG representative
Acute Trust Representative
Lead Community Care Provider
Local Authority
Lead Mental Health Provider
Ambulance Service

*please add rows as appropriate

Other Independent Sector capacity (e.g. healthcare at home etc.)
All providers are involved through SRG / UCWG.

Total costs of all minimum requirement schemes:

Section 3:  Local Plans for Innovation.  Plans over and above the minimum requirements to meet local patient needs.  If there is any funding gap between the total elective care support funding and the total costs of the 
minimum plan requirements, SRGs must present plans to close such gaps such that the minimum requirements are deliverable

Section 4:  Local Stakeholder Engagement.  Please describe how you have considered each of the elements listed below and how you have included them in your resilience plans (as appropriate) 

Independent Sector non-acute bed capacity (intermediate care, nursing homes, etc.)
Will circulate plan to LA for onward circulation to Care Homes, Virgin Care informed through contract and SRG / UCWG.

Voluntary Sector capacity and expertise
Involved through VCS, HealthWatch, and LA links.

Flu vaccination of healthcare workers
Public Health runs an annual campaign supported by CCG.

7-day a week commencement of new care packages (including over holiday periods) LA and A&E provision in place and communicated / reinforced through OCRS plans.

Section 6:  CCGs and Trust Finance Directors sign off that the plans are affordable, and will delivered whilst maintaining or improving their financial position

Section 5:  Key Partner Organisation Sign-Off.  By signing this document you are stating both that you have been fully involved in developing this plan and are committed to its delivery

Through CYP Strategic Change Programme and associated clinical reference groups. Joint working through the Surrey Clinical Leads Group and Surrey 
Children's HWB Group (with LA).

Collaboration with and development of Children's services

Through routine stakeholder management and HealthWatch.Engagement with patient representative groups



Appendix 4  Planned Additional Activity to Support Accelerated Recovery

Up to 18 
weeks

Over 18 
weeks

Up to 18 
weeks

Over 18 
weeks Admitted Non-admitted

0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
2 0 £2,273 0 0 £0 £2,273 £1,137 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
4 16 £30,726 0 0 £0 £30,726 £1,536 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
9 6 £11,009 0 0 £0 £11,009 £734 £0
0 0 £0 72 0 £20,029 £20,029 £0 £278
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
32 45 £292,363 0 0 £0 £292,363 £3,797 £0
0 0 £0 0 0 £0 £0 £0 £0
47 67 £336,372 72 0 £20,029 £356,401 £2,951 £278

Up to 18 
weeks

Over 18 
weeks

Up to 18 
weeks

Over 18 
weeks Admitted Non-admitted

0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
5 0 £5,683 0 0 £0 £5,683 £1,137 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
23 22 £59,053 0 0 £0 £59,053 £1,312 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
26 2 £20,550 0 0 £0 £20,550 £734 £0
0 0 £0 37 0 £10,163 £10,163 £0 £275
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
19 70 £337,646 0 0 £0 £337,646 £3,794 £0
0 0 £0 0 0 £0 £0 £0 £0
73 94 £422,932 37 0 £10,163 £433,095 £2,533 £275

Plastic Surgery
Rheumatology

Thoracic Medicine
Trauma & Orthopaedics

Urology
TOTAL

Gynaecology
Neurology

Neurosurgery
Opththalmology

Oral Surgery
Other

Dermatology
ENT

Gastroenterology
General Medicine
General Surgery

Geriatric Medicine

Additional Completed 
Pathways Cost

Additional Completed 
Pathways Cost

Cardiology
Cardiothoracic Surgery

Thoracic Medicine
Trauma & Orthopaedics

Urology
TOTAL

August
Admitted Activity Non-admitted Activity

Total Cost
Cost Per Additional Pathway

Neurosurgery
Opththalmology

Oral Surgery
Other

Plastic Surgery
Rheumatology

Gastroenterology
General Medicine
General Surgery

Geriatric Medicine
Gynaecology

Neurology

Additional Completed 
Pathways Cost

Cardiology
Cardiothoracic Surgery

Dermatology
ENT

JULY
Admitted Activity Non-admitted Activity

Total Cost
Cost Per Additional PathwayAdditional Completed 

Pathways Cost



Appendix 4  Planned Additional Activity to Support Accelerated Recovery

Up to 18 
weeks

Over 18 
weeks

Up to 18 
weeks

Over 18 
weeks Admitted Non-admitted

0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
5 0 £5,683 0 0 £0 £5,683 £1,137 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
35 24 £224,437 0 0 £0 £224,437 £3,804 £0
0 0 £0 0 0 £0 £0 £0 £0
40 24 £230,120 0 0 £0 £230,120 £3,596 £0

Up to 18 
weeks

Over 18 
weeks

Up to 18 
weeks

Over 18 
weeks Admitted Non-admitted

0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
12 0 £13,639 0 0 £0 £13,639 £1,137 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
27 38 £89,779 0 0 £0 £89,779 £1,381 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
35 8 £31,559 0 0 £0 £31,559 £734 £0
0 0 £0 109 0 £30,192 £30,192 £0 £277
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
0 0 £0 0 0 £0 £0 £0 £0
86 139 £854,446 0 0 £0 £854,446 £3,798 £0
0 0 £0 0 0 £0 £0 £0 £0

160 185 £989,424 109 0 £30,192 £1,019,616 £2,868 £277

Thoracic Medicine
Trauma & Orthopaedics

Urology
TOTAL

Neurosurgery
Opththalmology

Oral Surgery
Other

Plastic Surgery
Rheumatology

Gastroenterology
General Medicine
General Surgery

Geriatric Medicine
Gynaecology

Neurology

Additional Completed 
Pathways Cost

Cardiology
Cardiothoracic Surgery

Dermatology
ENT

July to September Total
Admitted Activity Non-admitted Activity

Total Cost
Cost Per Additional PathwayAdditional Completed 

Pathways Cost

Urology
TOTAL

Oral Surgery
Other

Plastic Surgery
Rheumatology

Thoracic Medicine
Trauma & Orthopaedics

General Surgery
Geriatric Medicine

Gynaecology
Neurology

Neurosurgery
Opththalmology

Cardiology
Cardiothoracic Surgery

Dermatology
ENT

Gastroenterology
General Medicine

September
Admitted Activity Non-admitted Activity

Total Cost
Cost Per Additional PathwayAdditional Completed 

Pathways Cost

Additional Completed 
Pathways Cost
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Operational Resilience Plan Allocation 
2014/15 

Will this support the delivery of the following desired 

outcomes? 

   

Provider  Action Reducing 

emergency 

admissions 

Reducing 

A&E 

attendance 

Improving 

Flow 

through 

hospital 

(Reducing 

LOS) 

Reducing 

admission 

to Nursing 

and 

residential 

care 

Quantitative 

Impact of the 

Initiative Oct 

2014 – March 

2015 

Evidence to 
support the 
reduction in 

activity 
identified 

Data Required 

Virgin Care Ltd 

 

Providing  Medical Cover at 
Walk in Centres  OOH at 
times of increased demand 
(Monday) 

X X   Urgent Care  

Outcome 

Measure: Extra 

cover is expected 

to divert 900 

attendances from 

A&E over 9 

month period 

and divert 500 

for diagnostics 

(*this is part of 

the 4,000 minor 

attendance A&E 

reduction) 

(Based on Winter 

pressure 13/14 

2013/14 over a 
12 week period 
weekend GP WiC 
cover resulted in 
212 avoided A&E 
attendances 

 Number of 
attendances at 
A&E for minor 
conditions 
(VB06, VB07, 
VB08,VB09 
&VB11) 

 Number of 
attendances at 
Weybridge and 
Woking WiC’s 
(monthly) 

 Outcome for 
patient seen by 
GP 

 Number of 
patients seen 
by GP who are 
outside the 
scope of a NP 
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Increasing hours diagnostics 
available at Walk in Centre 

X X   evaluation)   Number of x-
rays completed 
during 
extended hours 
broken into 
those 
requested by 
WiC & primary 
care GP 

General Practice   Enhanced Support to 
Primary Care  to identify the 
top 2% & wider roll out of 
risk stratification 

X  X    A&E attendances 
= 
Emergency 
admissions = 

  Number of A&E 
attendances 
and admissions 
of the 2% 
2014/15 
compared to 
2013/14 (need 
to confirm how 
to measure and 
account for the 
changes in the 
2%) 

General Practice Early assessment of patients 
requiring a home visit and 
actioning ‘priority’ visits by 
11.00am 

x x   A&E attendances 
= 
Emergency 
Admissions 

  Number of 
referrals to 
A&E/ direct 
acute 
admissions 
(participating 
and non-
participating 
practices 

 Arrival times of 
GP referred 
patients to 
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A&E/ direct 
admission 

Support High Risk 

pathways: COPD 

Pulmonary Rehabilitation 
Programme 
Home Oxygen Service and 
Review 

X X   82 saved 
emergency 
admissions 

Frailty and 
Integrated Care 
Targeted 
Communities 
Outcome 
measure: 116 on 
Pulmonary 
Rehab waiting 
list. NNT to avoid 
admission = 3, 
expecting 38 
reduced COPD 
admissions. 
(Based on 
Cochrane 
Review) 
 

 Number of 
patients 
enrolling for 
pulmonary 
rehab each 
month against 
annual capacity  
of 3,456 

 Number of 
patients 
completing 
pulmonary 
rehab 

 Number of 
COPD A&E 
attendances 
2014/15 
compared to 
2013/14 (from 
OCD10) 

 Number of 
COPD 
emergency 
admissions 
2014/15 
compared to 
2013/14 

 NWS CCG 
spend on COPD 
admissions 
during 12 
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month 
initiative 

Support High Risk 
pathways: Care 
Homes  

Medicine Optimisation & 
Primary Care Support to 
care homes to compliment 
medicines management 
 

X X   Reduction in A&E 
attendances = 
 
 
Reduction in 
emergency 
admissions(?from 
specific named 
care homes) =   

Medicine 
Optimisation 
saving of £123 
per review. 
(Based on Winter 
pressure 13/14 
evaluation) 
 

 Number of 
patient  
medication 
reviews 
undertaken 
(monthly) 

 Cost savings 
identified per 
review 

 A&E 
attendances  & 
emergency 
admission 
2014/15 
compared to 
2013/14 from 
targeted care 
homes 
supported by 
the scheme due 
to medication 
(spot audits 
ASPH) 

Virgin Care Ltd Increase hours of Rapid 
Response 

X X X  6 saved 

admissions per 

week. Oct 2014 – 

March 2015 =  

156 saved 

admissions 

Informed & 
revised following 
information 
received from 
the provider 

 Number of 
patients 
assessed in 
A&E by rapid 
response in 
extra hours (& 
in current hrs. 
as comparator) 
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 Number of 
patients 
returned home 
directly from 
A&E in 
extended hrs. 
(& in current 
hrs. as 
comparator) 

ASPHFT Support ASPHFT to bring 
forward strategic plan April 
2015 milestone of delivering 
seven day working 
September 2014 
 

- Additional clinical 
pharmacists & 
medicine 
management 
technicians 

- Consultant 
physicians & SHO 
medical staff – 
medical wards 
weekends 

- Additional radiology 
support in A&E 
weekends 

- Therapy support – 
hospital wide 
weekends 

- Dietetics & SALT – 
hospital wide 

  X     Four hour 
compliance 

 Reduction in 
A&E breaches 

 LoS by 
speciality for 
2014/15 
compared to 
2013/14 

 Reduction in 
LoS (medical 
patients) 

 Decrease in 
midnight bed 
occupancy. 
Reduction in 
bed days used 

 Increase in 
weekend 
discharges 
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weekends 

Adult Social Care Increase social care hours 
within ASPHFT and in the 
community 

X  X X    Number of 
discharges 
supported 
Monday to 
Friday 2014/15 
compared to 
2013/14 

 Number of 
weekend 
discharges 
supported 
2014/15 
compared to 
230 in 2013/14 
(Sat 154 & Sun 
76) 

 4 hour 
compliance 
Mondays and 
Tuesdays  

 Number of 
patients 
assessed in 
A&E at the 
weekend and % 
discharged 
home home 

SABPFT Increasing Psychiatric 
Liaison services  

X X X  WAA liaison 7 
days per week up 
to 3am = 
avoidance of a 
further 10 

Mental Health 

(Mental Health 

Crisis Care 

 Number of 
mental health 
breaches 
2013/14 
compared to 
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breaches per 
week (520 
breaches per 
year) & saving of 
8 bed days per 
week (416 bed 
days per year) 
 
Increase in WAA 
capacity Mon – 
Fri = avoid 6 A&E 
breaches per 
week (312 
breaches per 
year), reduction 
is 5 A&E re-
attendances per 
week (260 per 
year) 
 
OAA liaison at 
weekend = avoid 
2 medical 
admissions per 
weekend (104 
admission per 
year) save 4 bed 
days per 
weekend (208 
per year) 
 
 

Concordat) 

Outcome 
measure: No MH 
breaches within 
hours of service, 
unless patient 
requires MH bed. 
(Based on Winter 
pressure 13/14 
evaluation) 

2014/15 

 Number of 
mental health 
breaches within 
hours of service 
provision 

 Psychiatric 
liaison 
response times 

 Re-attendance 
rate 2014/15 
compared to 
2013/14 

 Discharge 
outcome data 
from A&E and 
wards 
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ASPHFT Support two “Spring to 

Green” weeks during 

September and March. 

(Right place, Right Time) 

X X X X Four Hour 

Compliance 

Outcome 

measure 

Compliant and 

stable system 4 

weeks post each 

event. 

e.g. Reduced LOS, 

bed occupancy 

and number of 

delayed 

discharges 

(Based on 

previous event 

March 2014) 

 
 

March 2014 Spring to 
Green final evaluation 
findings compared to 
Sept 2014 findings 

SABPFT Specialist Alcohol Nurse in 
ASPHFT 

X X X  8 bed days per 

week (416 per 

year) 

5 A&E 

attendances per 

week (260 per 

year) 

Mental Health 

Targeted 

Communities  

Outcome 

measure : 

Reducing LOS 

from 10 days to 

3days  

(Based on NHS 

 Number of 
frequent A&E 
attenders for 
alcohol related 
problems 

 LoS for patients 
with alcohol 
related 
problems 

 Number of 
patinets 
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East Surrey CCG 
Winter pressure 
13/14 
evaluation) 

identified as 
harmful 
drinkers & 
provided with 
intervention in 
acute Trust 
(split between 
A&E / inpatient 
wards) 

SCC/Virgin Care 

Ltd 

Discharge 2 Assess X  X X Reliant on data 

of phased 

implementation 

and start date of 

further testing. 

Integrated Care 

and Frailty   

Outcome 
measure: D2A 
pilot being 
conducted 
during July 2014 
for 2 weeks in 
ASPHFT. 
Potentially 175 
beds days a 
week 

 Admissions 
avoided 

 LoS on wards 
where D2A is 
operational 
2014/15 
compared to 
2013/14 

 Number of 
discharges 
supported via 
D2A 

CCG Public Awareness Campaign  X   Reduction in 
4,000 minor A&E 
attendances 
(note this figure 
is made up of a 
number of 
schemes) 

Urgent Care  

Outcome 

measure: 

Increased 

activity at WICs 

and NHS 111. 

(Based on Winter 

pressure 13/14 

 Calls to NHS 
111 by locality / 
GP practice for 
2014/15 
compared to 
2013/14  

 Calls to NHS 
111 for NWS 
CCG compared 
to other CCG’s 

 Increased 
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evaluation) 

Reduction in 
attendances for 
minor conditions 
VB06,VB07,VB08, 
VB09 & VB11) 

attendance at 
WiC’s  2014/15 
compared to  
2013/14 & by 
post code 

 A&E Minor 
attendances 
2014/15 
compared to 
2013/14 & by 
locality / GP 
practice 

 Age profile of 
A&E minor 
attendances 
2014/15 
compared to 
2013/14 

 Number minor 
attendances  
VB06,VB07,VB0
8, VB09 & VB11 
by month  
2014/15 
compared to 
2013/14 

Virgin Care / Care 
UK 

Weekend GP mini ward 
rounds Woking and Walton 
Community Hospitals 

X    Over a 13 week 
period:- 
Maintenance or 
increase in the 
number of 
weekend 
community 

All figures stated 
taken from 
actuals from 
2013/14 
initiative. 

 Number of 
patients listed 
for weekend 
mini ward 
rounds 

 Number of 
weekend 
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hospital 
admissions from 
17 (68 per year) 
Maintenance or 
increase in 
weekend 
discharges from 
10 (40 per year) 
Maintenance or 
further decrease 
in the number of 
weekend re-
admissions from  
8* (32* per year) 
Maintenance or 
reduction in 
overall re-
admissions from 
29* (116* per 
year) 
 
*acuity may have 
an impact 

admissions and 
discharges 

 Number of 
weekend 
hospital  re-
admissions 

 Number of 
overall hospital 
re-admissions 

SECAmb Hospital Ambulance Liaison 
Officer (HALO)  

   X Maintenance and 
or improvement 
on 2 minute 
reduction in 
handover times 
when the HALO is 
on duty. 

  Handover times 
when HALO is 
on duty and off 
duty 

 Ambulance 
response times 

SCC & Virgin Care Tele-care & Tele health X X X  Reduction in 
emergency 
admissions = 112 

Published 
evidence mixed – 
COPD & heart 

 
Tele – health 
evaluation / impact 
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Reduction in 
hospital LoS = 
 
In the business 
case one 
additional 
admission 
avoided per unit 
per year was 
noted. Currently 
IRO 112 units in 
use. 

failure patients 
likely to have the 
greatest benefit 

data 

Virgin Care Virtual wards X X 
 

  Reduction in A&E 
attendances = 
 
 
Reduction in 
emergency 
admissions = 
 

 Virtual ward evaluation 
/ impact data 

 Dementia respite & Admiral 
Nurses 

X X    
 
Reduction in 
emergency 
admissions = 7 
per month (84 
per year) 
 

 Scheme specific 
evaluation / impact 
data  

 End of Life provision- CoSI  X X  Reduction in 
emergency 
admissions = 
 

 Number of patients 
meeting their preferred 
place of care during 
intervention. (Target 
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Reduction in Los 80%) 
Number of patients 
dying in their preferred 
place of death (target 
85%) 

NWS providers Integrated Frailty pathway X X   ?Date pathway 
likely to be in 
place 
Reduction in A&E 
attendances = 
 
 
Reduction in 
emergency 
admissions = 
 

  

 Stroke pathway & support 
of Red Cross 

  X  Reduction in LoS 
=       & estimated 
number of 
patients per 
month 

  

 Increase in hospital social 
work 7 re-ablement staffing 

  X  ? date of increase 
in staffing 
Reduction in LoS 
=        by 
speciality 

 Length of stay data by 
specialty / ward and 
overall for 2014/15 
compared to like for 
like comparison 
2013/14 

 Development of an 
integrated night response 
service 

X X X  ?date of 
commencement 
of the scheme 
Reduction  in 
A&E attendances 
= 
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Reduction in 
emergency 
admissions = 
 
Reduction in LoS 
= 

 Development of targeted 
local Prevention and 
Personalisation services 

X X   ?date of 
commencement 
of the scheme 
Reduction  in 
A&E attendances 
= 
 
Reduction in 
emergency 
admissions = 
 

  

 Investment in Therapy 
Intervention (Physio & OT) 
and investment in 
Community Equipment 

  X  ?date of 
commencement 
of the scheme 
 
Reduction in LoS  
=  
Estimated 
number of 
patients per 
month 

  

 


	1. NHS England has published the planning arrangements and requirements for allocating and monitoring non recurrent funding to support the urgent and planned care system to cope with pressure surges on demand on health services for the coming year.
	2. Resilience funding is being made available to support the non-elective pathway, supporting Four Hour Wait compliance, and the elective pathway, supporting 18 Week Referral to Treatment Compliance.
	3. The purpose of this paper is to outline the NW Surrey system’s Operational Capacity and Resilience Plan in relation to the non-elective and elective pathways. This joint plan has been developed in consultation with system partners and agreed by rel...
	4. Planning and monitoring of the non-elective and elective work-streams, historically, has been conducted separately but the new guidance requires the formation of a local System Resilience Group (SRG). This group will be accountable for the optimisi...
	5. North West Surrey CCG has been leading on the planning, developing and coordinating of all mitigating actions and processes across the North West Surrey urgent care system for the last 18 months.
	6. This plan aims to:
	a) Provide high level analysis of the current situation in relation to compliance of the 4 hour wait.
	b) Describe what actions have been taken by the acute trust, the CCG and the wider health and social care system to support four hour wait compliance during the last year.
	c) Outline the effectiveness of the 2013/14 Winter pressure funding (as it was then named).
	d) Outline the principles and define how the 2014/15 spend is proposed to be allocated.
	7. The non-elective plan will be assessed against the following:
	a) Systems show they understand their demand and capacity requirements.
	b) System leaders have been, and are putting services and plans in place that support and prepare for pressures on urgent and emergency care, and minimise their impact on the delivery of a high quality and safe urgent and emergency care system.
	c) The delivery of the NHS Patient Constitution relating to the Four Hour wait in A&E and the delivery of best practice has been central drivers to the plan.
	d) Progress towards Better Care Fund priorities can be demonstrated through particular attention to reducing delayed transfers of care, reducing emergency admissions and ensuring that the right capacity for re-ablement is available rather than nursing...
	8. There are now well established governance, performance and quality monitoring frameworks within the North West Surrey system to ensure service delivery and promote partnership working across the locality as described below:
	a) Urgent Care Working Group operational since May 2013, ensures executive level leadership across the whole system focussed on service delivery, quality and safety issues centred on the 4 hour A&E NHS Constitution standard. This group meets fortnight...
	b) Capacity and Resilience Group is a fortnightly senior operational management meeting and has operated since November 2012, this group mitigates the effects of heightened activity against performance requirements and drives change at the operational...
	c) Daily system wide telephone conference calls are undertaken with providers during peak areas of performance concern relating to either sustained ‘black’ status of ASPHFT or a run of non-compliant days (against the 95% operational standard). For exa...
	A significant reduction in the number of conference calls has been noted when comparing 2012/13 and 2013/14 winters. The CCG considers this indicates improved relationships between system providers, effective closer working relationships acting withou...
	d) ‘Urgent Care Summits’ have been held with selected individuals from the CCG and ASPHFT (including senior clinical, executive and managerial leads) to consider the next steps to ensure system wide sustained delivery of the urgent care standards. In ...
	9. The North West Surrey system has worked hard to fully understand the demand on the urgent and emergency care system and is making headway on understanding the capacity required in staff and beds.
	10. The CCG receives daily reports on the number of attendances, breaches and complex and delayed discharges.  ASPHFT also provides a status update as to how they assess the resilience of the trust due to these factors and overall bed pressures. Addit...
	11. On any given day, we expect an average of 250 attendances to St Peter’s A&E; resulting in 80 emergency admissions on average. As a system we know that breaches totalling more than 12 a day (5%) equates to non-complaince. Complex discharges totalli...
	12. More detailed analysis is conducted on a weekly basis; contributed to by all providers. An urgent and emergency care dashboard has been developed to provide an overview of activity and pressures across the system in the preceding 7 days. This dash...
	13. The following scorecard is a weekly monitoring tool to track performance of St Peter’s on its own and when combined with Ashford Health Centre (WiC):
	14. Ashford & St. Peter’s Hospitals Foundation Trust (ASPHFT) has a track record of challenge in achieving the 95% A&E operational standard for the St. Peter’s site alone. When performance is combined with that of Ashford Health Centre (as it is for t...
	15. In month 1 2014/15 (April) Ashford & St Peter’s NHS Foundation Trust (ASPHFT) achieved compliance against the A&E operational standard. Prior to this, compliance against the operational standard had not been achieved for nine months from August 20...
	16. The compliance achieved in April has sent a strong message that compliance against the standard is possible and that maximum efforts should be focused on achieving continued compliance.
	17. In preparation for the winter of 2013/14, additional analysis was undertaken to understand the potential peaks in demand and activity from data appertaining to the two previous years during the winter months of September to March. This analysis (S...
	18. The following chart is an extract from the performance tools used by the CCG across the urgent care system.  It shows the cumulative number of breaches incurred in February, March and April 2014 as well as the target trajectory of less than 12 bre...
	19. The same information for the next two months of May and June 2014 shows that May was significantly off-trajectory (88%), which continued for the first nine days of June. However, from this point the number of breaches was much flatter, signalling ...
	20. Key reasons behind the dip in performance during May and early June have been identified and further detail is provided below.
	21. A reduction in the Trust’s escalation bed stock: In the first week of May, the Trust’s escalation ward (Swift) was closed to accommodate building works to develop new cardiac and stroke wards. This ward hosted up to 20 beds which have now effectiv...
	22. Learning from this experience, the CCG and Trust have now agreed that future closure of escalation beds will be done in discussion with the CCG. The System Resilience Group will oversee the opening and closure of bed capacity across all providers.
	23. Increase in A&E attendances: The graph below illustrates the activity through ASPHFT A&E over the last two financial years, and year to date for the current financial year.
	This shows that from September last year, attendances at A&E increased above the previous financial year. In May there were 8,339 attendances, this is an increase in attendances of 818 (11%) compared to the previous month (April 7,596), and 471 (6%) u...
	24. Non-elective admissions: The number of non-elective admissions to ASPHFT was lower in the last financial year for each month than the previous year (except April), as shown in the following graph.
	However in April 2014 year there has been an apparent increase in admissions. The increase in admissions is being validated and an analysis is being undertaken to understand the reason for admission. It is too early in the financial year to predict wh...
	25. A number of whole system redesign schemes have been developed in partnership with provider organisations, which are designed to improve support in the community, identify those people most at risk and alleviate pressures in the acute trusts whilst...
	26. North West Surrey CCG has directed significant programmes of work focused on improving urgent care performance across the North West Surrey health system by all providers during 2013 and 2014 and these are listed below:
	a) Developing Professional Standards: At a system-wide trajectory workshop facilitated by ECIST it was agreed to identify internal professional standards that all providers would adhere to, which would ensure system wide delivery of the operational st...
	b) Joint Primary and Secondary Care Clinical System Review: GP clinical ward rounds were under taken by a number of GP’s facilitated by ASPHFT’s medical director and consultants from A&E, general medicine and general surgery. This brought a primary ca...
	c) Primary Care Foundation Audit: The CCG has worked with their member practices to improve communications and operational systems are in place to manage demand surges.  The Primary Care Foundation has audited all 42 GP practices, to ensure that Prima...
	d) Virtual Wards have been commissioned by the CCG for two years. This service enables more proactive management of vulnerable and high risk patients to avoid emergency admissions. Patients are identified by the use of a risk stratification tool (see ...
	e) Care Planning: SECAmb developed a care plan system (IBIS) to be used in an emergency to support their crews make the right decision with regard to destination for treatment. These are populated by community matrons and primary care to enable patien...
	f) NHS 111 and Directory of Service (DOS): The DOS has been extensively developed and populated this year to enable more robust and appropriate triage for all urgent care requirements. NHS 111 in Surrey has embedded well and it benchmarks well with ot...
	g) Combined Predictive Model (CPM) and Risk Stratification: IT and risk management tool (Sollis) has been commissioned by the CCG is now being used by GP practices (39 out of 42) to identify and proactively manage frequent attendees/admissions at A&E....
	Risk stratification of the top 2% patients was delivered at the end of June 2014, the second phase will consider case finding for other groups who would benefit from proactive intervention.  Demand for the virtual ward has been significantly impacted ...
	h) Older People Assessment and Liaison (OPAL): Through the allocation of transformation funding the CCG has financially supported the provision of an OPAL service in the community and a specialist geriatrician team based in the Medical Assessment Unit...
	27. ASPHFT A&E Four Hour Wait Recovery Plan: ASPHFT formally submitted an action plan detailing actions to ensure compliance and improved performance from June 2014 onwards. Their plan was strongly informed by the learning from their hospital reset/pe...
	ASPHFT’s Emergency Care Pathway Programme is taking a whole hospital approach to managing the demands of emergency care and supporting the A&E target by creating flow and capacity within the hospital. The work is managed by an overall programme manage...
	There are 5 work streams within the programme and the aim is to replicate the benefits of the Spring to Green week and ensure that flow and capacity are maintained at all times, with expertise at the front door, regular reviews at the back door and ne...
	28. A&E Process Redesign (Work stream 1): The A&E process redesign work has tasked clinicians to undertake all assessment, treatment and onward care decisions for all A&E patients within 2 hours. This is an ambitious target but one that the whole clin...
	a) Implementation of new roles including a nurse to direct patients to the correct area within the department and the creation of registrar in charge role overnight to manage the department and reduce overnight breaches.
	b) The development of a visual management tool within ED to ensure overall visibility of all patients and staff within the department.
	c) Implementation of new pathways ensuring that clear medical admissions or medically expected patients are sent straight to the new acute hub and do not wait in ED.
	29. A&E Workforce (Work stream 2): A&E nationally has challenges with attracting staff and retaining them, and ASPHFT is no exception. The team have been working hard to attract new consultants and looking further afield to employ suitable middle grad...
	The clinical team have been proactive in engaging staff from other areas and encouraging them to apply for positions. This has resulted in the appointment of 3 permanent middle grades and 2 further middle grades signing temporary contracts. The Trust ...
	30. Acute Hub (Work stream 3): The Acute Hub brings together the clinical areas of the Medical Division that focus on the initial assessment and stabilisation of acutely ill medical patients. This includes: Medical Assessment Unit (MAU) and Medical Sh...
	Although the MAU and MSSU are geographically separate they operate in a cohesive manner. The Acute Hub’s primary function is to assess, diagnose, treat, discharge or admit patients on the medical emergency pathway. Many of the workforce within the Acu...
	The Acute Hub is following a similar principle to the RAT process whereby the seniority in the pathway is brought to the front, meaning decisions are made early and duplication or unnecessary investigations are avoided. The Acute Hub is working to the...
	a) Treat every patient as ambulatory (looking to accommodate an additional bay of chairs in the acute hub to further facilitate this model).
	b) Senior medical review to happen within 30 minutes of arrival at the Acute Hub.
	c) Avoid duplication of registration processes (patients being required to register only at A&E).
	d) Early therapist input.
	e) Continuity of consultant care.
	31. Consultant Led Ward Care (Work stream 4): This work stream has designed and agreed to the principle of consultant-led ward care supported by the multidisciplinary team. As of the 7th July 2014 each medical ward will ensure a senior clinician revie...
	Adverts are in progress across a number of medical specialties that will mean consultant appointments and a move towards ensuring that every patient in the hospital is reviewed by a senior clinician 7 days a week. Recruitment is proving challenging; o...
	The increase in senior review on a regular basis will ensure more timely discharge across the hospital and contribute to the flow. Ward teams are also being asked to increase the numbers of discharges before 2pm to increase the flow through key areas ...
	32. Patient Flow Programme (Work stream 5): Work streams 1-4 are being supported by the patient flow programme of work that is implementing change in the following areas:
	a) Developing a Command Centre and associated arrangements to optimally manage patient flow. This includes revision of the site capacity and escalation plan and revision of the Capacity Action Cards provided to staff.
	b) Thrice daily site meetings and the formation of a command centre to monitor flow and action escalations.
	c) Use of information systems to support patient flow across 24 hour period – using predictive data from a range of sources, and ensuring wards understand their own data and how they contribute to overall flow with the hospital.
	33. North West Surrey CCG led a comprehensive programme of Winter Initiatives during 2013/14, which spanned the whole health economy. The CCG has undertaken a full and comprehensive impact analysis of all projects, a number of which are still in place...
	34. Public Awareness Campaign: During February and March 2014 the CCG undertook an awareness campaign that included a ‘yellow man’ press launch, newspaper advertising, posters at bus stations, pharmacy prescription stickers and leaflets in leisure cen...
	Following the success of this campaign a more comprehensive and targeted campaign is being developed to be launched during the summer of 2014. This programme includes the development of a patient phone app and website (in partnership with Guildford & ...
	Improving the urgent care pathway has been identified as a key programme of the CCG over the next 12 months and a targeted communication plan has been agreed to support the public to access Urgent and Emergency Care services appropriate to their need.
	The Objectives of this communication plan is to reduce the number of avoidable A&E attendances at St Peter’s Hospital by 4,000 by 31 March 2015 by:
	a) Increasing awareness of alternative NHS services to A&E across the target audience.
	b) Increasing awareness of alternative NHS services to A&E across GP Practice staff and other front-line/customer facing NHS colleagues.
	c) Analysis of the local population has identified the audience most likely to be influenced by the media and change health seeking behaviour, including:
	 Families with young children
	35. Weekend GP cover to Walk-in Centres (Woking & Weybridge): Winter pressure funding was used to pilot GP medical cover to the two nurse led Walk-in Centres at weekends, outside normal GP opening hours. Between February and April 2014 this initiative...
	36. Weekend x-ray cover to Walk-in Centres (Woking & Weybridge): Again started as a winter pressure project in 2013/14 this initiative was shown to have a significant impact on A&E attendance avoidance. Between January and April it was demonstrated th...
	37. Weekend GP medical cover to community hospitals: This initiative delivered a 19% reduction in the overall readmission rate from the community hospitals to ASPHFT compared to the same period in the previous year. In parallel it delivered a 41% incr...
	38. Hospital Ambulance Liaison Officer (HALO). Analysis of a total of 3,500 patient handovers from SECAmb to A&E comparing those where HALO was present to where it was not, showed an average saving of 2 minutes per handover. This has again been extend...
	39. Extension of Psychiatric Liaison Hours & Increase in Team Capacity: Additional capacity in the psychiatric liaison team during the day, and extended cover until 03:00 each day, demonstrated a direct improvement to patient waiting time and direct r...
	40. Adult Social Care: Surrey County Council Adult Social Care has had staff working in ASPHFT 7 days a week, including bank holidays and for extended hours on weekdays since September 2012. This has helped with patient flow and enables social care to...
	Surrey County Council rolled out in each acute trust across the county a “Home from Hospital” scheme during 2013. This is operated by the Red Cross and provides support for early discharge for those who may not meet social care eligibility but would n...
	The Council has reviewed the Home Care provider framework agreement during 2013. Working collaboratively with domiciliary care providers’ this has  resulted in a wider understanding of the requirement for new ways of working and of how all providers c...
	41. Better Care Fund Plans: North West Surrey CCG and Surrey County Council have agreed to focus the NWS Better Care Fund on the following three key elements:
	a) An Integrated Urgent Care Pathway: Focused on ensuring an effective and timely response when people need an urgent or emergency service, that flow through the whole system is optimised at all times, and that people are returned to their normal plac...
	b) An integrated Frailty Pathway: Focused on ensuring older and more vulnerable people receive (i) proactive support to keep them independent and well in their own place of residence (including improving support to care homes) (ii) responsive care tha...
	Public Health needs assessment has been conducted and the cohort has been defined and identified. 10,000 frail people will be targeted, including those with dementia, residing in nursing and residential homes and those at the end of life.
	An assessment of the support in the community has been completed and services available in the community provided by statutory and voluntary organisations have been mapped. SCC and the CCG are jointly reviewing all grants allocated and aim to develop ...
	c) Enhancing Primary Care: Three integrated Locality Hubs will be established focusing on delivering equivalence in the out of hospital environment and ensuring both care practitioners and the public have as much confidence in out of hospital services...
	GP led locality hubs co-located with community hospitals, with all practices operating in a network, will provide:
	BCF funding has been set aside within the 2014/15 CCG budget (approximately £5m) to move these plans forward. This includes the £5 per head for GP case management of older people, where we have assigned £3.80 to establishing services which will suppor...
	42. Stroke Services: All Surrey trusts are committed to maintaining and improving the target trajectory for stroke standards and services and many, including ASPHFT, are intent on becoming a Hyper Acute Stroke unit. The CCG is leading and working coll...
	ASPHFT is in the process of building a dedicated stroke unit, it is hoped this will improve their current performance in a number of areas; for example in relation to admission to a dedicated bed within 4 hours. The CCG is closely monitoring the strok...
	43. Improving Flow and Discharge: Analysis of the current discharge and assessment practices has shown that some practices do not promote effective discharge of patients and could be leading to avoidable delays within the process. The NWS system has i...
	CCG analysis indicates that on average 25 bed-days are lost each day due to delays associated with complex discharge. Further bed days are lost through the need to complete assessments such as CHC prior to discharge.
	We have established that a change to discharge to assess (D2A) compared to current arrangements will create a paradigm shift of care of patients out of an acute setting and into community.
	44. Discharge to Assess (D2A): The model described will be a new way of working for all NWS providers; who are all committed to the model having recognised the current way of working is fundamentally flawed. D2A is seen as a key component of achieving...
	The Philp Principles to be built upon are:
	a. Choose to admit arrangements;
	b. All older people are under the care of an older people’s specialist whilst in hospital;
	c. Discharge to assess and viable responsive alternatives in the community;
	d. Prompt post-acute multi-disciplinary assessment and inputs to reduce requirements of long term care
	45. Rehab and Reablement Review: During the last six months the CCG has commissioned a review of rehabilitation and reablement capacity within the NW System, this is being conducted by 20:20 consultancy. This review supports a previous study conducted...
	46. Flu and Pneumococcal Immunisations: The seasonal flu programme is managed by the Public Health Immunisation Lead who reports progress to the Director of Public Health. The CCG will be attending NHS England’s Seasonal Flu Planning forum at the end ...
	In NW Surrey the flu programme is delivered by primary care via a Local Enhanced Service (LES). The CCG via NHS England, have again been asked to seek assurance from GP practices that robust plans are in place to:
	a. reach or exceed 75% uptake for people aged 65 years and over
	b. reach or exceed 70% uptake for pregnant women and people under age 65 with clinical conditions
	49. The analysis of the urgent care system during 2013/14 confirmed that the following objectives needed to be met by any winter pressure investment. These are also areas considered to be best practice:
	a. To reduce A&E attendances by diverting level three activity towards community resource, such primary care and walk-in centres.
	b. To reduce known times of pressure surge on A&E and implement alternative pathways of care when the system is under pressure for more than 2 hours; >18 patients or more arriving per hour
	c. To support 7 day working in the community and the acute trust
	d. To enhance primary care and mental health services
	e. To reduce emergency admissions
	f. To improve the flow through the acute trust, reducing delayed discharges and LOS
	g. To protect and enhance social care support and capacity; reducing admissions to nursing and residential homes
	50. It is intended for the allocation to NW Surrey to be divided amongst providers as outlined in the attached NHS England Operational Resilience and Capacity Plan template (see Appendix 3).
	51. This elective part of the plan has been developed in consultation with members of the Executive Oversight Group for 18 weeks RTT and the Planned Care Strategic Change Board.
	52. The plan will be assessed by verifying that systems show they:
	a. have robust operational processes in place;
	b. achieve and maintain compliance against the NHS Patient Constitution relating to the 18 week RTT Standard for admitted, non-admitted, and incomplete pathways;
	c. make use of consistent management information to enable detailed monitoring, early identification of issues, and an in-depth understanding of performance; and
	d. understand demand and capacity requirements.
	53. This plan aims to provide:
	a. High level analysis of the current situation in relation to compliance of the 18 week RTT standard
	b. Describe what actions have been / will be taken to support and accelerate recovery.
	c. Outline the principles and define how further resilience and sustainability will be achieved and maintained into 2014/15.
	54. Immediate focus has been placed on recovery of the 18 week RTT standard across all specialties, with a focus on the non-compliant admitted pathways. To support better management of performance and enable the CCG to hold the Trust accountable for d...
	a) Operational Review Group The CCG has established a group which meets weekly with the Trust to monitor performance against backlog trajectories, progress on Trust Action Plan to support RTT compliance, diagnostic waits, incomplete pathways and 52 we...
	b) 18 Week Executive Oversight Group meets at least every three weeks to ensure that the pace with performance improvements is maintained, receive exception reports and escalation matters from the Operational Review Group.
	c) Joint Service Investigation (JSI) To support recovery and ensure sustainable achievement of 18 week RTT standards, a Joint Service Investigation (JSI) was undertaken in May-June 2014. Key objectives were to understand the problem, identify and asse...
	55. To drive sustainability and resilience going forward, the NWS CCG Strategic Commissioning Plan outlines a number of strategic change initiatives that focus on managing demand (e.g. reducing referrals), and improve ways of working (e.g. pathway re-...
	56. The Planned Care Strategic Change Board has been put in place to oversee the work programme that was defined in the Strategic Commissioning Plan (SCP) to improve patient outcomes and productivity for elective care. A key aspect of this work is to ...
	57. Planning and monitoring of the non-elective and elective work-streams has historically been conducted separately and the new guidance requires the formation of a local System Resilience Group (SRG). This group will be accountable for optimising pe...
	58. These governance arrangements are supported by a suite of management information to support better planning and coordinated service delivery, and a number of improvement actions have been identified in relation to this and are underway.
	59. In October 2013, the Trust identified that the 18 week RTT counting rules had been applied incorrectly over a period of time (estimated to be since 2008/09). Due to errors in the way patient pauses had been recorded, a large number of patients who...
	60. In order to ensure these patients were treated as quickly as possible, the patients’ needs were reviewed and validated before being added to the waiting list in November 2013. The most affected specialties were the admitted pathways of General Sur...
	61. Overall performance for 18 week Referral to Treatment (RTT) is measured against the following standards (targets):
	62. Latest performance for the month of June 2014 against these standards is provided in the following table:
	63. Admitted: The standard of 90% has not been achieved since the coding problem was identified in late 2013. This non-compliance was expected during the recovery phase while the Trust continued to treat the identified breached patients. Compliance de...
	a) Ophthalmology compliance was achieved from March 2014 and maintained.
	b) Maxillo Facial compliance was to be achieved from May 2014; this has not been met and contractual penalties have been applied.
	c) ENT compliance was to be achieved from May 2014; this has not been met and contractual penalties have been applied.
	d) General Surgery compliance was to be achieved from July 2014; this is not expected to be met.
	e) Trauma & Orthopaedics: compliance was to be achieved from August 2014; this is not expected to be met.
	64. Non-admitted and Incomplete pathways: Aggregate standards for RTT 18 weeks are being consistently achieved and this is not a current concern.
	65. Diagnostics: Results since March 2014 have shown a marked improvement and compliance is being consistently achieved.
	66. 52 week waiters has been reducing to plan and the Trust anticipates that zero tolerance will be achieved and maintained from August 2014.
	67. The Trust has successfully made some immediate corrective actions both to prevent the problem from recurring and address the nature of the issue:
	a) The Trust sought support from the Intensive Support Team (IST) to undertake a root cause analysis which determined that the issue was linked to a systemic failure while transitioning to chronological booking systems.
	b) The coding issue which had caused the problem was clearly understood and rectified by the Trust, meaning that the risk of the same thing happening again was completely removed.
	c) The Access Policy has been revised and is now followed stringently. In some instances, strict adherence to these rules can create unintended delays, and these practices may benefit from a more detailed review.
	d) A range of training on practices and procedures has been designed and delivered. The priority going forward is to ensure this training is on-going, regularly refreshed, and robust enough to cope with changes in personnel.
	68. The Trust also made some fundamental improvements in the way in which it operates on a daily basis:
	a) A centralised booking system is in place, and recognised as an effective model. However, a separate booking system is run for T&O, and further options are to be explored to improve resilience (e.g. to cope with unplanned absences).
	b) Strong operational ownership is evident at a specialty level (e.g. regular PTL meetings), and backed up by investment in dedicated performance management posts, but the level of analytical resource to support this is considered too low.
	c) Review the analytical capability and capacity of the Trust to ensure it is in a position to support extensive and advanced management information needs (supporting both capacity / demand modelling and performance management).
	d) The performance management function and information to support operational management of RTT has greatly improved. Going forward, it will be vital for the Trust to share this information more regularly with the CCG to facilitate more openness and c...
	e) Continual monitoring of backlog trajectories is a valuable assurance mechanism. It is essential that these models are refined and updated in a more timely manner (i.e. as needed) to prevent underlying assumptions becoming in-valid.
	69. Details of some key recovery actions taken to date are provided in the Elective Care Planning Template (Appendix 4). Further work to drive resilience is also referenced and this will be agreed in more detail during the action planning process in r...
	70. Funding is being made available via Area Teams to support local backlog clearance to achieve RTT compliance by 1 September 2014. This funding is specifically for backlog clearance.
	71. In response to this, additional activity has been agreed with the Trust to accelerate compliance at an aggregate level for all pathways (admitted, non-admitted, and incomplete). The plans for the remaining 4 non-compliant specialties have been rev...
	72. The details of this additional planned activity and associated costings are provided at Appendix 5. It shows that all additional activity is scheduled for the months of July-September and focuses on:
	a) Non-compliant admitted specialties to have the largest impact on aggregate admitted compliance and this has been supplemented by slightly lower levels of non-admitted activity.
	b) Supplementary diagnostic sessions have also been arranged to expedite patients’ progress (e.g. from the non-admitted pathway onto the admitted pathway), providing earlier transition and creating resilience.
	73. Modelling at patient level detail has been undertaken and the Trust is confident that this additional activity will achieve compliance by the required date. Despite this, the CCG considers this plan to have a high level of risk and specific concer...
	a) ASPHFT intend to deliver the activity using predominantly in-house capacity.
	b) Delivery of the plan is dependent on the patients accepting the dates offered.
	c) Staff availability is still being confirmed and subject to change.
	d) The plan includes some breached activity to be undertaken in September and this will not assist the Trust in achieving compliance by 1 September.
	e) Any unforeseen adverse bed pressures resulting from emergency care pathways will put additional elective activity at risk.
	74. To effectively mitigate these risks, and at the CCG’s request, the Trust has implemented some improvements to reduce the risk of non-delivery. This includes:
	a) securing additional outsourced capacity from an independent sector provider; and
	b) undertaking additional diagnostics capacity to expedite progress on the non-admitted pathway and ensure earlier transition onto the admitted pathway.
	75. The Trust has confirmed these mitigating actions are in place, and the recovery plan has been signed off by both the CCG and the Area Team.
	76. The CCG has continued to work closely with the Trust to monitor progress towards compliance in all the non-compliant admitted specialties. This includes detailed validation of trajectory models, monitoring reductions to the backlog, and reviewing ...
	77. The Trust has focused much of its efforts on recovery of the backlog to achieve compliance, and while this has been an absolute priority, there are also a number of strategic actions planned to ensure sustainability and resilience:
	a) The capacity and demand modelling tool is in place and will enable the Trust to allocate resource in the most efficient way. However, insufficient resource has been devoted to this to date, and further expertise in this area will be developed to en...
	b) Initiatives to encourage longer term retention of staff and/or effective succession planning for those staff with relevant expertise is considered vital so that organisational memory is built and retained, especially for complex administrative role...
	c) Ensure outsourcing opportunities (with both NHS and private providers) are used to maximum effect to prevent future backlogs due to insufficient in-house capacity.
	d) Strengthen corporate ownership by ensuring high priority performance issues are given sufficient attention at an executive level through effective Board involvement. Consider a Non-Executive Director as an 18 weeks RTT champion on the Trust Board t...
	e) Joint pathway redesign is required to underpin RTT sustainability in several areas, and while plans for major re-procurement in some areas are already underway (e.g. T&O), some ‘quick wins’ are being considered. Examples include investigating optio...
	f) Focus is being placed on developing more effective relationships with the CCG to ensure stronger communication lines are built which are based on consistent information, openness, trust, and a shared ownership of the problem as well as the solutions.
	78. There are four core elements which will enable the CCG to better manage elective care demand, and ease pressure on capacity:
	a) The Community Clinic Programme is currently expected to cover the specialties shown in the following table. Depending on the proportionality of the change to the patient activity levels it is our intention to either seek to agree a Contract Variati...
	The table below illustrates the current planned breakdown:
	b) It is also our intention to significantly improve the MSK Services provided locally. Our short term plan is to introduce a Triage and ESP assessment service. It is our understanding from modelling work and evidence from other similar services that ...
	In the longer term it is our intention to seek approval to procure a new model of care for MSK patients (including elective Orthopaedic, Rheumatology, Pain Management and Physiotherapy). This would be a capitated outcome based contract which we believ...
	c) The CCG is also in the process of implementing a Referral Support Service (RSS). This service will provide better support to patients to enable them to more fully understand the range of providers’ available and current access times. It is our view...
	The RSS will be using clinical triage to assess whether referrals need to be seen in secondary care, primary care, or the new community clinics (see b. above). It is our expectation that at least 5% of referrals will not require secondary care level s...
	The following chart shows that NWS referral rate is 193 per thousand and the average of the best 5 CCGs in our peer group is 165 per thousand. If we could achieve this level we would reduce our 1st OP referrals by 16%. This would then also lead on to ...
	d) The Planned Care Programme is also undertaking work to evaluate whether we are using Diagnostics effectively to ensure we are making best practice use of diagnostics within primary care to ensure that wherever appropriate we can use results from th...
	79. These core elements have also been summarised in the Elective Care Planning Template (as Local Plans for Innovation at Appendix 4).
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