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Welcome
Our strategy sets out the high level ambitions and aims that will
govern NHS South Worcestershire Clinical Commissioning Group for
the next five years.
We are delighted that NHS South Worcestershire Clinical Commissioning
Group has been successfully authorised and is now fully established as a
statutory body. We are looking forward to building on the strong
relationships inherited from former NHS Worcestershire as well as
developing a new focus that puts clinical leadership and patient care
at the heart of everything we do.
To ensure we are able to meet the challenges ahead in shaping health care services for our local
population, we have established a set of far reaching strategic priorities. These describe not only
our ambitions for the future but also how we will measure success. These have been developed
with our member practices and partners within the CCG health economy.
We have established a set of working
principles that support our day to day work to
ensure our priorities are delivered. These will
also enable us to remain focused over the next
five years to ensure each year we set the right
priorities and allocate the right response to
meet our long term ambitions.

Our four overarching strategic priorities are:

Our working principles are:

In five years’ time, compared to now, we intend
to spend a greater proportion of our budget
on:

• Quality, safety and clinical effectiveness
comes first;
• Prevention, early identification and early
intervention is a golden thread;
• Care and support is coordinated across the
health and social care economy;
• Health is made personal for each individual;
• Maximum impact is gained from every health
pound spent.

• Improving quality and safety;
• Reducing health inequalities;
• Increasing independence for the frail elderly;
and those living with a long term condition;
• Better and faster urgent care.

• Integrated “out of hospital” care, with
relatively less going towards acute secondary
care;
• Avoiding the need for emergency
admissions rather than dealing with the
consequences after they have happened.

We are currently calculating the baseline spend for these two indicators. Working from this
baseline, over the course of the first year of the strategy we will identify and publish the
percentages we would like to achieve by the end of the five year period.

We are very much looking forward to leading this new organisation into the future to develop a
truly collaborative and responsive approach to meeting the healthcare needs of the people in
South Worcestershire.
Dr Carl Ellson
Chief Clinical Officer
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About South Worcestershire CCG
South Worcestershire CCG is a member organisation of 32 GP practices commissioning
services for a population of almost 300,000 people.
Our area is split into four localities, which member practices have chosen to belong to:
•
•
•
•

Malvern Hills and Pershore;
Worcester City;
Evesham Bredon, Broadway and Inkberrow;
Droitwich and Ombersley.

A map of our area, including the localities and practices, is attached at appendix 1. We are
responsible for a commissioning budget of £307m.

Our Governing Body
The Governing Body is clinically-led, including seven GPs, a public health consultant, a secondary
clinician, a nurse and an ex-midwife all with experience of the local health system.

Clinicians

Dr Carl Ellson
Chief Clinical Officer &
Accountable Officer

Dr Anthony Kelly
Chair & Clinical Lead
for Droitwich

Dr David Farmer
Clinical Lead for
Evesham, Bredon,
Broadway, Inkberrow

Dr Jonathan Thorn
Joint Clinical Lead for
Malvern, Pershore &
Upton

Dr George Henry
Joint Clinical Lead for
Malvern, Pershore &
Upton

Dr Nikki Burger
Joint Clinical Lead for
Worcester City

Dr Felix Blaine
Joint Clinical Lead for
Worcester City

Dr Alistair Munro
Secondary Care
Clinician

Mari Gay
Lead Executive Nurse
and Director of Quality

Dr Frances Howie
Co-opted Member for
Public Health

Executives
Lucy Noon
Director of Corporate
and Organisational
Development
Rosemary Williams
Director of Practice
Engagement & Service
Development

Simon Trickett
Chief Operating Officer

Lay Members

Mark Dutton
Chief Finance Officer

Rob Parker
Lay member for Audit
and Governance

David Mehaffey
Director of Strategy

Sarah Harvey Speck
Lay Member for Public
Involvement
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Our Population
We need to change to meet the future health needs of our population.
Our Joint Strategic Needs Assessment (JSNA), which we developed with Worcestershire County
Council, describes, in detail, the health and social care needs of our local people.
Overall health in Worcestershire is better than the average for England. Life expectancy at birth is
82.7 years for women and 78.8 years for men. This compares to 82.3 and 78.3 nationally and has
risen by about 3 years over the last decade. Death rates from the major killers - heart disease,
stroke and cancer - are below national rates and have been declining.
However this overall picture conceals some marked variations. Life expectancy in the most
disadvantaged communities is 5.7 years less than in the most affluent. The death rate from heart
disease and stroke in the most deprived communities is almost double the Worcestershire average.
We recognise that health inequalities are a major issue for us in Worcestershire.
To continue to improve health and well-being of the Worcestershire population, along with our
partners we are going to have to overcome some significant challenges:
• An ageing population;
• A growing burden of lifestyle related ill-health, particularly due to obesity and alcohol;
• Increasing costs of providing health care due to the introduction of expensive new drugs and
technologies;
• The state of public sector finances and the growing need for efficiency savings across all
services;
• Poor health in our most disadvantaged communities with relatively small numbers of people
suffer disproportionately from ill health and require a correspondingly high level of health and
social care resources.
To meet these challenges we need to put a much greater emphasis on prevention, early
intervention and early help to preserve people’s health and independence and avoid the need for
expensive medical treatments and specialist services. This will mean action in the long term to
address the wider influences on health and well-being, as well as more immediate action to
continue to improve the quality and value for money of health and social care.
Our strategy has been developed to support the Worcestershire Health and Wellbeing Strategy,
which has four priorities:
•
•
•
•

Older people and management of long term conditions;
Mental health and well-being;
Obesity;
Alcohol.

In South Worcestershire, we have recognised these challenges, many
of which are integral to our strategic priorities. We also understand the
need for collaborative partnerships to tackle county wide priorities.
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National Environment
The Department of Health has issued a mandate to the NHS England which sets out the
objectives for the NHS and highlights the areas of health and care where the government
expects to see improvements.
Through the mandate, the NHS will be measured, for the first time, by how well it achieves the
things that really matter to people. The objectives in the mandate were also at the heart of NHS
England’s approach to CCG authorisation. CCGs are expected to secure the best possible outcomes
for the patients and communities they serve within available resources, by securing improvement in
local health services.

The NHS Outcomes Framework sets out the five domains will be used to assess the progress of the
NHS in improving patient outcomes. Each domain will be supported by a suite of NICE quality
standards, which will provide authoritative definitions of what high-quality care looks like for a
particular pathway of care.
• Preventing people from
dying prematurely;
• Enhancing quality of life for
people with long-term
conditions;
• Helping people recover
from episodes of ill health
or following injury;

• Ensuring that people have
a positive experience of
care;
• Treating and caring for
people in a safe
environment and
protecting them from
avoidable harm.
We will be accountable to NHS England for ensuring that services to the people of South
Worcestershire are improved in relation to these outcomes. Our strategy aims directly relate to
achieving these outcomes which will act as a gauge of our success.
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Our Four Strategic Priorities
We want to be explicit about the areas of priority that we will focus on over the coming five
years. This will help bring clarity to our staff, partners and service users about what they can
expect to see over this period.
We also want to be able to accurately measure our progress towards achieving these long term
goals. We have therefore set eleven headline measures against which we can assess progress on an
annual basis. As part of the strategy, where it is possible to do so, we have clearly identified the
baseline performance that we are seeking to improve from. Where we do not have information to
specify the baseline we will work to establish this baseline in year one.

Strategic Priorities
Improved quality
and patient safety
Clinical Lead: Dr George Henry
Reduced health
inequalities

Measures of success
•
•
•
•

Fewer serious healthcare incidents and no “never events”
Fewer healthcare acquired infections
Improved patient experience of care
More people who die in their chosen place of care

• Improved healthy life expectancy for all
• Narrower gaps between the best and worst levels of health

Clinical Lead: Dr David Farmer
More independence for the frail
elderly and those living with a
long term condition
Clinical Leads: Dr Jonathan Thorn
Dr Felix Blaine

• More people helped to live independently, when they can
safely manage their own health needs
• People helped to return to their previous “normal”, or
where that is not possible their “new normal”, more quickly
after an episode of illness or injury

Better and faster access
to urgent care

• Fewer avoidable urgent care admissions
• Rapid access to the most appropriate emergency
healthcare option
• Shorter lengths of stay following an unplanned admission

Clinical Lead: Dr Nikki Burger

Improved quality and patient safety is first on this list for a reason – this is our top priority and
stands above all else. It is a “given” that must be delivered. Beyond this, the remaining three
priorities carry equal standing.
It is important to identify that just because something is not mentioned on the list, this does not
mean that it is not important. As required by the NHS Outcomes Framework, we will work to
improve all areas of care, but these four areas are the ones where we want to have greatest impact.
The following sections of the strategy outline, in more detail, how we intend to deliver against these
priorities.
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Improving Quality and Safety
Overview
Quality of healthcare is at the heart of all our commissioning intentions. The NHS defines
quality as:
• Safety: patients are, and feel, safe and unharmed whilst receiving healthcare;
• Clinical effectiveness: clinical and patient related outcomes are maximised;
• Patient experience: the experience for patients and their carers has been positive and meets
expectations.
Quality, along with, Innovation Prevention and Productivity, is central to providing sustainable
services for the future. Quality is also the pre requisite to safeguard vulnerable groups and
minimise health inequalities supporting the NHS outcomes framework.
A culture of quality needs to permeate all our commissioned services and we will also promote the
delivery of quality in primary care, to enable the best use of secondary and tertiary care services.
At each health intervention we want patients and their carers to be treated with compassion,
dignity and respect and to be involved in care decisions.
Following the publication of the Mid Staffordshire public inquiry and the recommendations for the
NHS healthcare system, we will identify the appropriate recommendations for our commissioning
role and ensure implementation of the recommendations to make a reality of the learning.

Vision
Working together, aspiring to deliver the highest quality of care.

Principles
• Services that are locally recognised by the public as meeting and exceeding quality standards of
care;
• A focus on maximising patients health outcomes in every intervention;
• Meeting the rights of our public and patients in every health care decision.
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Improving Quality and Safety
Strategic Objectives
Create a culture of quality, openness, transparency and candour across the health care
system to enhance accountability to the public and to learn lessons.
This will mean:
• Creating a culture of quality throughout the health care system with quality events and initiatives
that support positive quality improvement and develop effective relationships with providers;
• Ensuring that every member of the CCG Governing Body owns the quality agenda and every
member of staff understands their contribution to delivering quality;
• Launching the Nursing Midwifery and Care Staff vision, incorporating the 6cs (Care, Compassion,
Competence, Communication, Courage, Commitment) across the local healthcare system;
• Improving communication methods across the local health care system that values openness
and transparency at all levels;
• Understanding and documenting the “quality contribution” at every meeting that takes place.

Ensure that identified examples of poor performance, poor quality or poor outcomes
are not repeated through a programme of continuous improvement.
This will mean:
•
•
•
•
•
•
•
•

Commissioning of care bundles for each element of the safety thermometer;
Establishing a programme of audit supporting use of care bundles;
Developing a system wide professional and public communications campaign for harm free care;
Continuing to reduce avoidable infections whilst in health care developing a specific infection
prevention strategy for the county that aims to minimise the infections in the community with a
programme of screening and treatment;
Full implementing the agreed Clostridium Difficile reduction plan;
Commissioning 100% use of high impact interventions;
Undertaking specific quality assurance visits related to infection prevention, identifying
improvements required;
Agreeing an enhanced outbreak management process for the economy.

Outcomes:
•
•
•
•
•
•
•

Safety thermometer performance consistently at or above 96%;
Reduction in serious incidents related to pressure ulcers falls with serious injury and VTE;
No never events;
Zero MRSA bacteraemia;
Clostridium Difficile performance benchmarking in upper quartile across region;
30% reduction in device related acquired bacteraemia;
Reduced numbers and duration of outbreaks within in patient settings.
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Improving Quality and Safety
Strategic Objectives
Continue to improve the patient experience of care.
This will mean:
• Working in partnership with the community and the range of regulators to identify and agree
patient experience issues;
• Working collaboratively with Healthwatch to understand public views of healthcare;
• Using patient stories at all levels of the organisation to illustrate patient experience and to
determine commissioning actions through the CCG Governing Body;
• Utilising CQUINs and quality schedules to set improvement targets across providers;
• Ensuring providers embed a culture of continual staff engagement at all levels to support
improved patient experience and outcomes;
• Generating greater patient feedback on experience, involvement and choice to ensure that “no
decision about me, without me” becomes the norm.
Outcomes:
• Friends and family test consistently above 80%;
• Provider staff engagement is the top 25% where staff are consistently “highly engaged”;
• Quality dashboard performance relating to patient experience.

Drive quality improvement through observation of practice and patient contact in
addition to numbers and statistics.
This will mean:
• Undertaking a programme of unannounced and announced commissioning quality assurance
visits across the health care system to assure of quality standards for harm free care;
• Including CCG members and lay personnel in the quality assurance visit process;
• Developing an effective service concerns process for professional groups to inform the CCG;
• CCG members to utilise the knowledge of patient advisory and stakeholder groups and forums
to collate information related to local health services;
• Enhancing the quality dashboards to provide effective on-going monitoring of quality indicators;
• Developing an effective Early Warning System for quality, which triangulates information from
quality assurance visits, service concerns and dashboards to identify areas for quality
improvement focus;
• Commissioning decisions being driven from public and patient views.
Outcomes:
• Quality dashboard performance on or above target;
• 95% achievement of quality assurance visit programme each year.
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Improving Quality and Safety
Strategic Objectives
Ensure that the right patients are in the right beds to maximise the impact of
specialist care, paying special attention to vulnerable groups who require care and
compassion whilst navigating through the healthcare system.
This will mean:
• Agreeing a best practice system wide, patient flow system;
• Developing and implementing a patient experience data collection processes that focuses on
vulnerable people’s experience of care;
• Commissioning the development and use of a dementia care bundle for use within in patient
settings;
• Undertaking multi-disciplinary, multi-agency quality “walkthroughs” in partnership with
providers to support continuous improvements;
• Supporting specific Francis and Winterbourne review recommendations related to improving
safety for vulnerable groups.
Outcomes:
•
•
•
•

CQUINs detailing discharge and reablement care plans will be achieved;
Independence rates at 90 days post discharge will be significantly improved;
Readmission rates reduced to national best quartile levels (10.25%);
Patient experience levels will show 85% satisfaction with care in emergency services.

More people enabled to have a discussion about their choices for
care at the end of life
This will mean:
• Delivering our end of life care programme;
• Enabling staff from all sectors to engage in end of life care and empower them to enable
patients and their families to make informed choice, plan for the future and access excellent care
at the end of life;
• Enabling people regardless of their diagnosis to live well until the end of life;
• Decreasing in number of unnecessary emergency admissions for patients at the end of life.
Outcomes:
• Increase the proportion of people who are enabled to die at home, thereby reducing the
proportion of people who die in hospital to 33%.
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Improving Quality and Safety
Strategic Objectives
Commission health care in collaboration with patients and the public, with quality
standards that are meaningful to patients.
This will mean:
• Working in partnership with the community to identify and agree quality indicators to include in
every commissioning specification.
• Working collaboratively with Healthwatch to understand public views of quality indicator
requirements.
• Using patient stories at all levels of the organisation to illustrate quality standards required.
Outcomes:
• 90% of commissioning specifications will include specific quality indicators that will be agreed in
partnership with public/patient groups.
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Reducing Health Inequalities
Overview
South Worcestershire Clinical Commissioning Group has taken its focus for reducing health
inequalities from the principle set out in the Marmot Review (Fair Society Healthy Lives) that
“inequalities are a matter of life and death, of health and sickness and of wellbeing and
misery”.
We support the need to create a fairer society as fundamental to improving the health of the whole
population and ensuring a fairer distribution of good health. As described by Marmot, inequalities
in health arise because of inequalities in society.
We are clear in our responsibility to play a lead role in reducing health inequalities in terms of
preventing people from dying prematurely, reducing the gap between communities and in
supporting people to live healthy lifestyles and make healthy choices.
Through the unique relationship between our member practices and the people of South
Worcestershire, we recognise that people in different social circumstances experience avoidable
differences in health, wellbeing and life expectancy. Consequently there is an opportunity to
narrow these avoidable differences by working with others on prevention and early intervention.
Equally, we recognise the role of the local authorities and other partners such as the voluntary and
community sector in the wider determinants of health and wellbeing. There is a clear need to be a
good partner and work with these groups to deliver improvements against the wider factors that
affect health and wellbeing.
The CCG is a standing member of the Worcestershire Health and Wellbeing Board (HWB), with our
Chief Clinical Officer being the vice chair. The HWB’s vision is that Worcestershire residents are
healthier, live longer and have a better quality of life, especially those communities and groups with
the poorest health outcomes. The CCG fully endorses this vision and recognises its contribution to
delivering the priorities set out in Worcestershire's Joint Health and Wellbeing Strategy 2012-15, to
which it is a signatory.

Vision
Working in partnership to reduce health inequalities in South Worcestershire.

Principles
1. Embed fairness and trust at all levels of intervention;
2. Shared responsibility between the CCG and the community it services, and between the CCG
and its wide range of partners in the health and well-being system;
3. Value personalisation as an approach that builds social resilience and responsibility in the
system.
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Reducing Health Inequalities
Overview
The diagram below illustrates the model the CCG will adopt and develop to deliver its health
inequality priorities.
There is an important balance to strike between leading and supporting key activities against this
objective. Recognising the legitimate roles of the NHS, local authorities and others stakeholders,
central to effective delivery is the commitment to work in partnership and share responsibility in
those areas where joint commitment is essential.
The CCG will engage with people and their communities, providers of NHS care as well as the
voluntary sector, businesses and schools to support partnership working at every level. We believe
that robust partnerships should be the foundation for our work to narrow health inequalities in
South Worcestershire.

Local Authority
Responsibility

NHS Responsibility
Direct causes of ill
health and early death

Personal behaviours that
lead to illness and early
death

Societal determinants
which can contribute to
ill health and early death

 Cardiovascular Disease

 Smoking

 Low incomes

 Cancer

 Excessive alcohol and drug
consumption

 Poor educational
attainment

 Inactivity

 Lack of employment

 Obesity

 Poor Housing

 Delayed contact with health
services

 Absence of community
support networks

 Not using prevention
services such as screening,
immunisation, health
checks, long term condition
management services

 Unsafe communities

 Long term conditions
 Alcohol / drug induced
illness
 Mental health
 Accidents

 Inability to communicate

12

Reducing Health Inequalities
Strategic Objectives
Maximise opportunities across Primary Care and partners for prevention, early
diagnosis and treatment of those at most risk of serious illness.
This will mean:
• Systemically increasing uptake of NHS Health checks for people between 40-75 years and
realising their full potential for prevention and early identification;
• Expanding risk stratification at practice level to ensure GP records can identify lifestyle risk
factors such as smoking status, obesity and excessive alcohol consumption, as well as social
deprivation proxy measures such as postcode;
• Case managing patients with multiple long term conditions with a refreshed approach to
narrowing health inequalities;
• Enabling people to understand and manage their own condition through self-management,
using innovative approaches and evidence based methods. This should be accessible to all,
especially those who live in areas of high social deprivation;
• Supporting early diagnosis through proactive health awareness raising and screening, targeting
those people and communities who find it hardest to access services.

Support the building of community resilience so that people can increasingly take
responsibility for their own, their communities' and their families' health and
wellbeing.
This will mean:
• Working in partnership to promote innovative small scale projects within concentrated areas of
South Worcestershire;
• Working in partnership to support innovations such as befriending initiatives aimed at reducing
social isolation;
• Ensuring that primary care staff play a full part in planning, and signposting to community based
support;
• Working in partnership to find innovative ways to increase access to health and self-help
information, and ensuring primary care staff play an active part in promoting its use;
• Understanding of diversity of needs of vulnerable groups that lead to the causes of health
inequalities.
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Reducing Health Inequalities
Strategic Objectives
Ensure access to specialist services is equal across communities and social groups.
This will mean:
• Working to ensure that we do all we can to maximise the uptake of preventative and specialist
support services among those groups who experience barriers to timely access to specialist
services;
• Tackling disadvantage in vulnerable groups by understanding historical barriers to seeking help
and support and changing the process to overcome them;
• Overcoming common barriers to accessing a GP services for vulnerable groups.
Outcomes across all areas:
Change to improve life expectancy and narrow mortality gaps are best measured in the longer
term. However, we believe that it will be possible to sow the seeds of change and begin to see
them take effect over the life of this strategy. We have identified a number of measures that will
contribute to achieving our objectives in this area.
• Reduction in emergency admissions for alcohol related liver disease to 16.30 per 100,000
population;
• 10% increase in the percentage of the population losing 5% of their body weight and
maintaining this for at least 6 months;
• 20% increase in number of people who quit smoking for at least 12 months (particularly in
pregnant women and in areas of poorest health outcomes);
• 50% reduction in variation between practices in providing/signposting to smoking cessation
services;
• 25% increase in the number of people between 40-75yrs who have had a health check and
narrow the gap between deprived and non-deprived areas;
• Significant increase the proportion of people with learning disabilities that have a care plan;
• Achieve 70% of people who commit to make a change in their life as a result of contact with a
Health Trainer.
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More Independence
Overview
One in three people suffer from a long term condition. This will rise to more than one in two
over the next 25 years. Currently 15,000 of Worcestershire’s population are older than 85 and
this is forecast to grow to 17,500 in the next 5 years.
The average annual cost to care for each person with one long term condition is around £1,000 and
this rises to £8,000 for people with three or more conditions.
The impact of a long term condition on a person is variable and in part depends on the nature of
the condition. However, one of the biggest influences for minimising the impact of a long term
condition is what individual does to care for themselves and how their immediate care networks
support them in their daily lives.
With a growing elderly population within South Worcestershire, prevention and effective
management of long term conditions together with maximising independence for those who are
frail is a key priority.
Across Worcestershire, with our partners, we are committed to delivering the benefits of
integration. The Well Connected programme is our mechanism for achieving this. This
programme brings together social care, health commissioners and providers, the voluntary and
community sector together in one place to deliver integrated services that puts the patient needs,
not organisational convenience first.
The Department of Health has challenged the NHS to improve the lives of people with long term
conditions. This can be done by giving them more support to self-care, using new technology to
help them remain independent for longer, simplifying who cares most for a person and training
health professionals to focus on the overall health and wellbeing of a person rather than just one of
their conditions. Ensuring independence is one of our four main priorities demonstrates how
seriously we take this challenge.

Vision

Working in partnership to provide more independence for the frail elderly and those living with a
long term condition to help them stay healthier for longer and enjoy an improved quality of life.

Principles
•
•
•
•
•

Collaborate, co-ordinate and communicate with our patients and partners;
Avoid duplication of care and processes supporting care;
Patient focussed care, with primary care teams at the heart;
Care delivered around practice populations;
Robust contractual arrangements that do not constrain design.
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More Independence
Strategic Objectives
Enhance the scope, coverage and quality of primary care services.
This will mean:
• Delivering more services in and by primary care and community teams – delivering more care
closer to home;
• Moving towards integrated care teams that support patients in a flexible needs based way
• Reducing unwarranted variation in primary care delivery;
• Creating GP champions to drive a shift in traditional models of care;
• Ensuring that all practices are active in risk stratification to identify key areas of focus;
• Providing more diagnostic tests in local GP surgeries so patients before referral to hospital.
Outcomes:
• Fewer appointments taking place in the hospital, meaning fewer journeys for our patients;
• Improved performance on the new measures for health related Quality of Life for patients and
carers.
• Achievement of our primary care strategy with regard to achieving a gold standard approach to
the management of disease specific long term conditions.
• Increase in the percentage of people who feel supported to manage their own condition to 80%.

Promote & support self-management.
This will mean:
• Increasing the range of self-care support available to patients and professionals;
• Helping patients to understand what is important in managing their health and will know where
to access information;
• Enabling more patients to independently monitor their condition using telehealth equipment
• Supporting clinicians to change their own working practices to encompass remote monitoring
and clinical triage;
• Increasing the number of patients who receive targeted preventative support and improved self
management advice following an admission to hospital due to an exacerbation of their
condition.
Outcomes:
• All patients with a long term condition will have a care plan;
• Self management programmes will be available for all patients on diagnosis of a long term
conditions.
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More Independence
Strategic Objectives
Maximising communication and improving patient flow.
This will mean:
• Ensuring that care providers know when an individual patient is in hospital so that discharges
can be managed into planned, supportive and coordinated community care;
• Creating proactive professional interaction with the patient so that patients are informed and
active in their treatment and professionals are prepared and proactive in their care.
Outcomes:
• Reduction in the length of stay in acute settings for the frail elderly and people with long term
conditions by 20%.

Ensure rapid response to urgent needs.
This will mean:
• Developing of sub-acute models of care for specific conditions where rapid access to specialist
advice would prevent an admission and enable primary care teams to safely manage the patient
in the community.
• A coordinated response is available quickly and access to support is easy;
• Stronger links between health and social care to avoid admissions.
Outcomes:
• A 20% reduction in the number of crisis admission for the frail elderly and those living with a
long term condition.
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More Independence
Strategic Objectives
Partner with patients to design care that is co-ordinated & planned in advance.
This means:
• Not asking patients to constantly repeat their story and ensuring that there is only one
assessment which can be shared across professionals involved in their care;
• Ensuring fast access to a specialist when needed;
• Enabling a flexible and responsive approach to rehabilitation and enablement, delivered in the
community or in the patients home and focusing on the best outcome and level of
independence.
Outcomes:
• Increasing the proportion of people at home 91 days after discharge from rehabilitation;
• Increasing the number of people returning home or normal place of residence after crisis
admission;
• Where appropriate, ensuring that all over 65’s are offered rehabilitation post hospital admission.
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Faster and Better Urgent Care
Overview
Efficient provision of urgent and emergency care is something that everybody relies upon
and many people utilise each year. From urgent visits to GP surgeries, through minor
injuries, to life threatening medical emergencies or trauma cases dealt, there are hundreds of
thousands of contacts each year.
Urgent and emergency care accounts for more than £55m of our total budget, about £1 in every £5
we spend. The scale of provision is vast, as outlined by the following annual statistics:
•
•
•
•
•
•
•

1m plus appointments with GPs across our 32 practices;
30,000 healthcare related 999 calls from South Worcestershire’s population;
20,000 emergency ambulance conveyances to hospital;
60,000 attendances at Worcester Royal Hospital’s A&E department;
13,000 emergency hospital admissions from A&E;
9,000 emergency admissions directly following an emergency GP referral;
20,000 minor injury unit attendances at Evesham, Malvern and Tenbury Hospitals.

With multiple points of entry to the urgent care system it is vital that we organise the provision of
services in a way that maximises the quality and efficiency of the services people can access.
Urgent care is a county wide challenge and as such we are working closely with our CCG colleagues
in the north of the County and our providers to produce a single strategy for Worcestershire.

Vision
To ensure the people of Worcestershire have access to the right urgent care service that is of a
consistently high quality and which is available 24 hours a day 7 days a week.

Principles
• Admission Avoidance - Enhance out of hospital care services so we can avoid an emergency
admission where possible;
• Right care, right time, right place - Treat with the best care, in the most appropriate place, in
the fastest time;
• Effective Patient Flow - Promote rapid discharge to the most appropriate place for recovery or
rehabilitation in a planned manner.
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Faster and Better Urgent Care
Strategic Objectives
Create a simple system in which patients know which option is the right one to choose
in an urgent care situation.
This will mean:
• Establishing agreed models of “same day care” in general practice that offers patients a range of
safe and responsive options to access primary care when there is a perceived urgent need;
• Implementing and effective NHS 111 service to provide easily accessible advice that ensures
patients access the right services first time;
• Improving awareness and access to preventative and self-care services in the community
particularly for the elderly and people with mental health needs;
• Expanding the role community pharmacists and engaging with voluntary organisations in
supporting help seeking behaviours.
Outcomes:
• All GP practices offer a primary care urgent consultation on the “same day” within agreed
response times;
• Successful procurement of an integrated NHS 111 and GP Out of Hours service.
• Minor injury units accounting for 30% of the combined total of A&E and MIU attendances, up
from 24% in 2012/13.

Ensure that patients are only admitted when necessary and only stay as long as
clinically appropriate.
This will mean:
• Expanding provision of telephone specialist advice for GPs;
• Developing an Urgent Care Centre, co-located with the A&E Department at WRH;
• Developing a set of Ambulatory Emergency Care pathways with GPs and hospital emergency
physicians that enables appropriate patient diagnosis, observation and treatment without the
need for admission.
Outcomes:
•
•
•
•

20% reduction in people admitted with an Ambulatory Emergency Care classified condition;
10% reduction in emergency admissions through A&E;
10% reduction in emergency admissions by GPs;
20% reduction in length of stay following an emergency admission.
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Faster and Better Urgent Care
Strategic Objectives
Enhance and transform urgent care pathways, including better use of the full range of
community and social care services.
This will mean:
• Working with the ambulance service to deliver their vision to be an emergency healthcare
provider and find ways to incentivise ‘hear & treat’ and ‘see & treat’ options as an alternative to
conveyance;
• Implementing “decide to admit” through improved access to diagnostics and specialist advice to
support an appropriate decision to admit rather than “admitting to investigate”.
• Implementing “discharge to assess” through ensuring that patients who are unable to readily
return to their normal place of residence and who require on-going assessment and
rehabilitation are transferred to an appropriate community setting for their assessment rather
than receiving that assessment whilst in an acute hospital bed;
• Developing a model for community medical leadership that supports decision to admit and
discharge to assess, improves access and supports the clinical management of patients in the
community;
• Developing the vision for community hospital services that supports admission prevention,
access to diagnostics, sub-acute step down, rehabilitation and transitional beds;
• Working alongside the County Council to review and redesign adult social care.
Outcomes:
• Ambulance conveyance rate reduced to below 50%.
• Improved emergency access to 7 day diagnostic services.
• A&E 4 hour wait will be consistently above 95%.

Ensure 7 day service provision with equitable outcomes.
This will mean:
• Developing a whole system approach to ensuring appropriate access to all essential services
consistently over the course of the whole week;
• Ensuring that there are daily medical ward rounds as standard across all bedded units;
• Ensuring that social care and health assessments are available 7 days per week;
• Ensuring access to care homes and transitional care is available 7 days per week;
• Re-procuring the out of hours service to ensure appropriate access to urgent GP services outside
of normal working hours;
• Creating mechanisms for extended access to urgent primary care appointments.
Outcomes:
• 10% reduction in zero short stay admissions by ensuring faster turnaround.
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Faster and Better Urgent Care
Strategic Objectives
Share information more effectively to support patient care.
This will mean:
• Providing all practitioners who treat a South Worcestershire patient in an emergency situation
with access to the essential information they need to provide safe and effective care;
• Implementing our IT strategy with practices;
• Building on the opportunities created to join up information through the Well Connected
Programme;
• Ensuring that discharge summaries following an emergency episode are accurate,
comprehensive and provided in a timely fashion.

Outputs:
• All 32 GP practices using EMS Web, with a defined core information suite available to A&E
departments, Minor Injury Units, Out of Hours Centres, Ambulances and any other emergency
practitioner that will requires it.
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Headline Measures
Ambition
Area
Fewer serious
healthcare
incidents and
no “never
events”

Fewer
healthcare
acquired
infections
Improved
patient
experience of
care

More people
who die in
their chosen
place of care

Improving Quality and Patient Safety
Measure

Safety Thermometer

Never Events

Total number of infections

Friends and family test :
(Proportion extremely likely –
extremely unlikely to recommend)

Proportion of people dying in
an acute hospital bed

Baseline
12/13

Ambition
17/18

94.9%

>96.0%

2

0

289

<200

As per quality
strategy

76

>80

As per quality
strategy

45%

33%

As per End of Life
strategy

Comment
As per quality
strategy
By definition this
should be zero
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Headline Measures
Ambition
Area

Reduce health inequalities
Measure

Potential years of
life lost (PYLL) from
causes considered
amenable to
healthcare
Improved
healthy life
expectancy
for all

Years of life lost for
children and young
people

Life Expectancy at
75

Narrower
gaps
between the
best and
worst levels
of health

Premature Mortality
under 75's from
major causes of
death per 100,000
population

Male

Female

Baseline
12/13

Ambition
17/18

2,090

1,953

Best quartile for
England

1,650

Improve on
existing best
quartile value

1,697

Comment

Male

To be confirmed in Year one

Female

To be confirmed in Year one

Male

11.3

12.5

Female

13.3

14.4

Cardiovascular

58.8

56.4

Best quartile for
England

Respiratory

22.9

20.9

Best quartile for
England

Liver Disease

15.4

11.8

Best quartile for
England

Cancer

117.8

112.9

Best quartile for
England

Continue
existing
trajectory

Further work will be conducted on the children’s indicators during the first year of the strategy.
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Headline Measures
Ambition
Area

More Independence
Baseline 12/13

Ambition
17/18

0.76

0.85

0.81

0.90

Crisis admissions for over 75’s

6,992

6900

Percentage of people who feel
supported to manage their condition

74%

80%

621

600

77%

80%

Measure
Health related quality of life for
people with long term conditions:

Ensure more
people are able to
live independently,
with support to
help them safely
manage their own
health needs

Help people
achieve a full
recovery where
possible, or where
this is not possible
to help them
reach their new
way of life more
quickly after illness
or injury

(range from 0 to 1 with 1 being good)

Health related quality of life for
carers:
(range from 0 to 1 with 1 being good)

Permanent admissions to residential
and nursing homes (per 100,000
population)

Proportion of people at home 91
days after discharge from rehab
% people over 65 who have a care
plan in place following an in patient
episode (specific to exacerbatory
conditions, falls, stroke ,MI and UTI’s

To be confirmed in year 1 with Acute
Trust

These are a mix of key indicators from the NHS Outcomes Framework and local measures where the
definitions for some are being finalised. We believe that these are the right measures to apply in this
area so rather than replace them with other, less suitable items that we can measure, we will update
the strategy with the baselines and the targets when they become available.
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Headline Measures
Ambition
Area

Fewer avoidable
urgent care
admissions

Rapid access to
the most
appropriate
emergency
healthcare option

Better and faster urgent care
Baseline 12/13

Ambition
17/18

A&E Attendances

60,890

<55,000

Emergency Admissions Through A&E

13,221

<11,900

GP direct Emergency Admissions

8,848

<8,000

A&E 4 hour wait

88.9%

>95%

Use of Minor Injury Units

19,611

>21,000

75%

>75%

<24hours

<4 hours

Measure

8 minute ambulance response
standard
Primary care urgent
appointments/consultations
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Closing Thoughts
This strategy sets the framework that we will work to over the coming
five years.
All significant decisions will be made with our strategy in mind and all
investments will be assessed against our strategic priorities. In a world
of limited resources it is vital that we direct our efforts towards the areas
that will make the biggest difference. Having a clear strategy will help us
achieve this.

Each year we will produce an annual report outlining the progress we are making in each of the
areas. We will also review whether the priorities continue to be relevant as circumstances change.
Throughout the timeframe covered by the strategy we welcome your input, whether you are a
partner, a patient or an interested member of the public.
I hope that you have enjoyed reading this strategy and that it gives you a sense of what we are
trying to achieve over the coming years. If you have any comments, views or opinions please
contact me or my Director of Strategy:
Chief Clinical Officer

carl.ellson@worcestershire.nhs.uk

Director of Strategy

david.mehaffey@worcestershire.nhs.uk

Thanks

Carl Ellson
Chief Clinical Officer
South Worcestershire CCG
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Appendix 1 – Locality and Practice map

Droitwich

Worcester

Malvern, Pershore & Upton

Evesham, Bredon & Broadway

1. Spa Medical Practice

5. Elbury Moor Medical Centre

15. Upton Surgery

26. DeMontfort Medical
Centre

2. The Corbett Medical
Practice

6. Haresfield Surgery

16. Tenbury Wells Surgery

27. Abbey Medical Practice

3. Salters Medical
Practice

7. Barbourne Health Centre

17. Malvern Health Centre

28. Riverside Surgery

4. Ombersley Medical
Centre

8. Severn Valley Medical Practice

18. New Court Surgery

29. Merstow Green Medical
Practice

9. St John’s House Surgery

19. Link End Surgery

30. Barn Close Surgery

10. Albany House Surgery

20. St Saviours Surgery

31. Bredon Hill Surgery

11. Spring Gardens Group Medical
Practice

21. Whiteacres Medical Centre

32. Grey Gable Surgery

12. St Martin’s Gate Surgery

22. Abbottswood Medical
Centre

13. Worcester Walk-in & Health
Centre

23. Pershore Medical Practice

14. Thorneloe Lodge Surgery

24. Knightwick Surgery
25. Great Witley Surgery
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