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Introduction
These commissioning intentions for 2014/15 set out the strategic context in which Richmond
CCG is operating and describe the key initiatives and changes we intend to pursue with
providers for 2014/15 to support delivery of financial, quality and performance goals for the
next year and beyond.
The majority of the CCG’s commissioning intentions for 2014/15 should fall out of the joint
CCG and Richmond Council’s out of hospital care strategy which is also in development and
has had extensive stakeholder engagement (report available on request).
Events were held during September to involve stakeholders in the development of the
CCG’s commissioning intentions. The feedback from these events will be used to help shape
the priorities for the CCG in 2014/15 and it’s longer- term 3-5 year commissioning plan.
This report sets out the feedback received from stakeholders at the following events held in
August and September:
CCG’s Community Involvement Group (CIG)
Commissioning stakeholder event
September Public Forum

Summary of feedback
Common themes emerging overall:
Patient education and information and use of personal budgets to empower patients
to take a stronger lead in their own care.
Ensure the health needs of minority groups within any planning.
Support transitions that take place for patients and carers around age and also
between service areas and teams.
Identification and support for carers within primary, community and acute services.
A shared local understanding of quality to manage people’s expectations and
develop standards.
Demonstrate how feedback from involvement activities has informed commissioning
plans.
Integrated care across health and social care in terms of seamless care and effective
communication and information sharing between all involved in providing care.
Local information and support to educate people about how and when to access
services.
Make best use of technology – telemedicine; health apps and other social media for
information sharing and campaigns.
Invest in long term prevention (link to mental health stigma) and recovery services
which include the local voluntary sector and start at the beginning with schools.
Removing barriers to patients receiving equal and consistent services across the
borough for primary and community care services.
Access to services including 7/7 services to meet needs of wider population.
Transparency about services available; what can be commissioned; criteria for
prioritisation and funding.
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Quality assurance framework (integrating patient and carer experience and insight) in
place for all providers.
More partnership working between commissioners, commissioners and providers
and between providers.
Feedback on the following specific areas of the commissioning intentions is set out on pages
13 – 22:
Mental health
Long term conditions
Children & young people
End of life care
Primary care
Public health
Unplanned care
Planned care
Acute services
Services for people with a learning disability.

Next steps
The feedback received will be looked at in detail by lead commissioners within the CCG and
Council’s Joint Commissioning Collaborative to help inform decisions about the CCG’s
commissioning intentions for 2014/15 and its 3-5 year commissioning plan.
There will be further opportunities for stakeholders including patients and the public to be
involved in the development of the commissioning plan over the coming months. Further
information will be available on the CCG website www.richmondccg.nhs.uk
Richmond CCG is looking forward to working with its stakeholders in the future and building
on this engagement.
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Feedback from each of the events
Community Involvement Group – August 2013
The community involvement group is an engagement reference group for the CCG. Its
members come from the following organisations: Healthwatch, Richmond CVS, Mencap,
Richmond AID, Richmond Carers Centre, RUILS, INS, EMAG, LGB&T Forum, Richmond
Council, Age UK. Members had the opportunity to review an early long list of the
commissioning intentions and provide feedback to inform the final commissioning intentions
and 3-5 year commissioning plan. The following is an overview of the feedback received:
Clarification was requested about how the work of the Special Educational Needs (SEN)
strategy group around testing the impact of personal health budgets would feed into the work
of the CCG and its longer term commissioning plans for children & young people. It was
noted that personal health budgets for children in continuing care would start in April 2014.
Transition needs to be included under children & young people’s services and between other
services.
Members asked if there could be a system ‘built in’ to the commissioning process to review
and learn from what worked well in previous commissioning projects and if this could be built
into any evaluation. It was confirmed that the learning from projects will feed into the
following year’s commissioning plan. Success will be gauged on internal feedback and
engagement with patients, carers and providers.
Members asked how Baroness Neuberger’s Report on the Liverpool care pathway would
impact on the local end of life care strategy.
Under the carers’ section members questioned whether the acute carers worker initiative
was focusing only on adult mental health and that it should have a wider remit to include
carers of older people (65+) with mental health condition including dementia.
Under the mental health section members highlighted that suicide prevention was not
included and that there is a need to raise the profile of suicide prevention. The issue of
moving services out of hospital could mean that deaths decrease in hospital settings but
increase in the community. The recent welfare reforms were cited also as having a possible
negative impact on local people’s mental health. It was noted that public health were
undertaking a needs assessment on suicide prevention and that this would be reflected in
the revised long list.
Members highlighted the need for a needs assessment on suicide prevention and
investment in mental health promotion.
That there is a need to ensure that the health needs of minority groups within the local
community and those groups that are seldom heard by the CCG are fully reflected in the
commissioning plans.
Members raised concerns that the need for a joint commissioning strategy for people with
learning disabilities was not reflected in the current long list of intentions. It was
acknowledged that this strategy was part of the Joint Commissioning Collaborative’s work
plan and would be reflected in the revised long list.
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Some members expressed concern that the development of an Integrated Care
Organisation (ICO) was being presented as a ‘done deal’ and that the local community has
not been brought along the ICO journey so far. Members asked that exit strategies are built
into any contracts with the ICO.
The group asked that the final commissioning intentions document reflects the transitions
that take place for patients and carers not just between children and adult services but other
services including the stepping up and down between teams and services. That the CCG is
transparent in the document about what can and can’t be achieved during the period,
highlight national initiatives that the CCG is required to deliver and that local people may not
be able to influence; budgets and where the funding is coming from i.e. recycled; from acute
to community etc.

Commissioning stakeholder event – 3 September 2013
The event was attended by over 60 external organisations being a mix of current and
potential providers, Healthwatch and local community organisations alongside governing
body GPs, clinical leads and commissioners. The event was organised in two parts. The
first part was based on the NHS England’s Call To Action with attendees in groups
discussing the following questions:
What is the best way to improve quality in the NHS?
How can we plan to deliver everyone’s healthcare needs?
How can we prepare for the financial challenges ahead?
What must we do to build an excellent NHS now and for future generations?
The second discussion focused on themes and initiatives within the CCG’s commissioning
intentions long list. Groups facilitated by a GP clinical lead and commissioning lead were
asked to pick at least two themes and answer the following questions:
Will the initiatives we have identified make a difference for patients, their families and
carers?
Have we identified the best way of delivering the initiatives? If not, how should they be
delivered?
Are there any other initiatives we should consider?

Part 1
1. What is the best way to improve quality in the local NHS system?
Quality was seen as the pivotal point for all four questions up for debate and, as such, the
answers to all questions were intrinsically linked. It is important that locally we have a
shared understanding amongst commissioner, provider, patient and carer about what we
mean by quality. This will ensure we start to manage people’s expectations and develop a
set of quality standards which are focused on the patient. For example does local always
equal quality?
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Stakeholders identified the need to have a clear, cohesive commissioning strategy that is ‘fit
for purpose’ stating the direction of travel. The development of this strategy underpins the
strategic business plans of providers and enables them to tailor their own business plans.
This should start with listening to patients, carers and local people and understanding and
gathering evidence of local health needs. When commissioners ask for the views and insight
of local people they should ensure that they report back on the outcomes of such
involvement i.e. how the feedback has informed commissioning plans and if not why not.
There was significant discussion about the need to map all existing services, regardless of
provider organisation – primary, community, acute and third sector. Discussions highlighted
the importance of having clearly defined and easily understood care pathways for patients
and carers which explains how any new service would link with existing services (medicines
management care pathway tool). Having one local directory of ALL services would enable
better care planning pre-hospital discharge. It would ensure transparency around what
services are available locally and those that are not. Organisations such as RAID, MIND and
the Alzheimer’s Society already have extensive and highly regarded directories. To set up
an Information Navigation Service would be ideal.
Telemedicine and its application in a primary care setting was discussed at length. Systems
are already in use in some voluntary care settings (Princess Alice Hospice) and there is a
pilot scheme underway at St George’s – the main benefit would be to increase opportunity to
discuss patient care in a timely way, although there may be a significant funding requirement
in order to roll-out across the community. Telehealth was seen as helpful for some
respiratory conditions, or heart failure (monitoring conditions) and also dermatology.
Some practices have pods for patients to do their own weight, blood pressure and results fed
straight back into patient notes.
Funding allocations were referenced and the insistence that more money should be
extracted from the acute budgets to enable greater use of community / primary care
provision.
Carers Investing time in managing a robust carer’s package will pay dividends in keeping
patients out of hospital. Some areas identified were: an intrinsic requirement to define what
“carer” actually means; the methods for identifying carers need formalising (social
prescribing in GP practice?). Further enhancement to the process for assessing carers’
needs would be beneficial.
Safeguarding To preserve the core principles of the fundamentals of care and to recognise
that clinical care might be compromised if information sharing is inappropriately restricted
because of a risk adverse information governance process.
The CCG must be prepared to offer a 3-5 year commitment to providers (which should
include the voluntary sector) to enable organisations to align their business plans/strategies
with the commissioning plans of the CCG.
Identifying need Accurately identifying need was of critical importance to improving quality
as this would enable investment to be targeted where it would have most impact. It was felt
CIs 2014-15 engage report V3 final

Page 7 of 23

strongly that one of the best ways of doing this was empowering people to take a stronger
lead in their care. Personal health budgets were seen as a particularly powerful tool for
doing this, patients know what they need most and often it is about choice. For personal
budgets in social care we are number one in the country so we should be able to replicate
this in health. It was stressed that if the use of personal health budgets was to be more
actively pursued, the differences in funding between health and social care services would
need to be carefully managed.
Personal health budgets One specific use of personal health budgets was explored. This
was the potential of using a personal budget to fund training for a patient personal assistant
who could carry out routine medical interventions (e.g. catheter insertions) and follow the
patient into hospital, should they be admitted, to carry out feeding etc. to free-up time for
hospital staff and district nurses to deal with the more critically unwell. It was noted,
however, that that these training programme would need to be standardised and strictly
monitored, similar to that received by healthcare assistants. There would need to be closely
controlled governance of the scheme.
The patient voice and empowering patients Empowering the patient would also help to
distinguish between satisfaction and quality of care as it was stressed that these are not
always the same thing. It could be that from a quantitative target-driven perspective, the
quality of a particular service is not high enough but from a qualitative patient-satisfaction
perspective it is and vice-versa. This emphasises the need to listen closely to the patient
voice. This voice stresses the value of continuity. Often in the eyes of the patient, greater
continuity = greater satisfaction especially when it is realised that the interface between
provider and patient is patient-driven.
This also highlights the ambiguity that surrounds expectations. It is possible to identify
standards, many are published via NICE for example, but these need to be qualified and
there needs to be a transparency surrounding expectations from both sides. Patients must
understand what is reasonable to expect and so must providers. Benchmarking is important
for this as it can be used to provide the boundaries of a normal distribution curve and help
to ensure that expectations are not too over-inflated – something that is all too common in
today’s society.
Performance management of providers Connected to this is the feeling that currently
performance management of provider quality is a big, expensive infrastructure the
importance of which is currently underestimated. If this is managed more appropriately, it
will be easier to ensure that people do not take advantage. One way to make performance
management more intrinsic to standard business is to make contracts more explicit and
more answerable. This needs to be a continuous evaluation process. Introducing more
transparency around expectations and closer monitoring of performance could help
introduce a culture shift away from extreme risk aversion. Integrating patient and carer
experience and insight (complaints, PALS, surveys, patient and carer stories) into the
monitoring of performance will ensure we continue to learn and improve and stop what is
not working or having the desired patient outcomes. ‘We need to learn to walk in the patient
and carer’s shoes’.
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There are difficulties in managing current block contracts with providers e.g. securing data
and information for specific service lines. There is a need to monitor and evaluate initiatives
to understand what is making a difference.
Currently the fear of legal action can interfere with the provision of high quality care. This is
not always patient driven either, often the threat comes from the families of patients. Thus
maybe one way of mitigating the potential impact is to shift responsibility to the patient e.g.
instead of staff or family members being the sole decision-makers whether it is safe for, e.g.
this volunteer to feed this patient, explain the situation and all possible scenarios to the
patient and let them draw their own conclusions.
Communication and information sharing As well as empowering patients, the key to
improving quality is to ensure excellent communication and information sharing. The chain of
information from each person involved in the care of a patient should be continuous and not
interrupted. There needs to be an integrated records system or centralised notes document
that can be seen and added to by anyone involved in the patient’s care pathway – if there
are concerns about confidentiality, the patient should be able to override these, after all we
are all happy to walk around with all our banking information on apps on our phones why
should health information be treated so differently? We should not be afraid of change, and
this includes change involving governance. The example of the electronic data transfer
system from Kingston Hospital keeps data secure and something similar should be
implemented for West Middlesex Hospital as well.
Treatment plans should be very visible, especially for vulnerable frail patients in nursing
homes and these should not be influenced by targets that introduce perverse behaviours
(e.g. registering weight-loss as something negative in all patients in a nursing home even if
the patient was previously obese). The visibility is especially important around the issue of
escalation of care as currently patients from nursing homes are often admitted into hospital
even if it has been previously agreed with their GP that, should their condition deteriorate,
this is not an option that should be pursued. This is again related to concerns about litigation
and risk. Were the treatment plan to be accessible by all, not only would the quality and
continuity of care be improved, it would mitigate against this risk by making it immediately
apparent to all involved in the care of that patient (including families) that such an escalation
has been deemed inappropriate. This is about heightening the confidence of all staff.
This need not be something that is complicated to implement. It could be that whenever a
patient, that falls within a certain set of criteria, registers with a practice, a treatment plan is
put in place from the start. This would provide a baseline. Potentially this could be an
enhanced service. These plans would also need to be known to the patient themselves and
there should be a detailed directory of community services that is accessible by all –
including the patient so that the patient knows who to turn to for the appropriate level of
care.
Discharge planning and poor discharge letters without proper instructions were identified as
an area requiring improvement for both the provider and patient. Letters should be typed to
ensure eligibility and there is a need for real time electronic discharge letters (typed and
securely sent from hospital/community services to patient’s GP)
We need to make best use of information technology.
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Training should be linked to CPD events for health and social care professionals. Ongoing
training and education and induction of staff should include the role local voluntary sector
organisations and groups can play in supporting the care of patients and carers; what
services are available in the local community that could support the patient and complement
statutory health and social care; encouraging face to face contact with carers, friends and
family as well as the patient.

2. How can we plan to deliver everyone’s healthcare needs?
As commissioners it is important that we do not assume that we know what the local
population needs. We will be able to say our planning and commissioning reflects the views
and needs of all local people only when we produce and use needs analyses for all
protected groups and have a programme of on-going and meaningful engagement with
Healthwatch and organisations/groups that represent disadvantaged groups and sections of
the local community that are seldom heard or missed in the system.
There is a need to be honest and transparent about what initiatives commissioners are
required to deliver; the criteria for prioritising local initiatives and the budget and funding that
is available.
Importance of services being able to offer access to the same level of service and care
whether in a clinical or home setting e.g. community nursing was identified as no longer
offering all the services it used to the housebound e.g. diabetes check. Care to be taken not
to deskill community nursing by investing in speciality nursing
Tissue viability requires specialist support.
The following were identified as key to providing services for all:
Transport to and accessibility of services
Improved discharge planning from hospital back home or into the community
Crisis signposting to ensure people avoid going to A&E or falling through the gaps
Support covering health, social care and support to live independently in the community
for as long as possible
Proactive outreach to older people living alone

3. How can we prepare for the financial challenges ahead?
The integration of services between health and social care as well as between acute,
primary and community services and the voluntary sector was seen as key to meeting future
financial challenges. Concerns were expressed about the current Integrated Care
Organisation – integration of health and social care provision across Richmond and
Hounslow – was a “done deal”.
Examples of integrated working included establishing clear and formal pathways from
statutory health and social care provision into the voluntary sector; joint working protocols
building on existing arrangements; pooled budgets; integrated referral systems; improved
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discharge planning; joint recruitment and training opportunities. Improved working between
GPs and other providers to understand what services are available. This should result in
avoiding waste, duplication and confusion for both the patient and the provider.
The out of hospital care strategy was also seen as important to meeting future challenges.
Commissioners need to understand and be aware of what is and is not available locally and
this would mean involving and listening to providers across all sectors when developing
commissioning plans. Service specifications need to be clearer and more outcomes based.
Avoid duplication of services e.g. diagnostics (community diagnostics being repeated at first
outpatient appointments due to inability to access imaging – Kingston Hospital?)
There is likely to be an increase in joint commissioning across CCGs across borough
boundaries.
There is a need to educate local people by providing information, support and the tools to
living independently and maximise their health and independence. This would include more
investment in empowering patients and developing and promoting opportunities for selfmanagement. The development of a comprehensive directory of services explaining how
and when to access services for both professionals and local people. Making more use of
local support organisations and groups including maximising role of volunteers where
appropriate.
It requires a culture change to alter how local people access services i.e. high cost A&E
attendances and crises. It therefore needs to be recognised that this will take time and
resources and should be linked to prevention, self-management and empowerment
initiatives.
Commissioners should invest and shift emphasis of work to prevention. Retain and invest in
existing long term prevention services being delivered by local voluntary sector and others.
Commissioners need to start now with supporting first time mums, mums of under 5’s,
children and young people to be empowered about managing their own healthcare (and their
children) which should include how and when they access services, personal health budgets
and making best use of technology.
Invest in health and nutrition education in schools to act as prevention for obesity and
diabetes. Alcohol at home – France has managed a cultural shift from lots of cheap wine to
good, more expensive wine but less of it. Could this work over here too? Alcohol at sports
clubs – have to break link.
There is a need to make better use of telephone triage and technology in primary care and
to recognise telemedicine as an enabler.
The challenge was made of what impact CQC inspections of GP practices would have.

4. What must we do to build an excellent local NHS system now and for
future generations?
Mainstreaming out of hospital care to reduce length of hospital stays to only when clinically
necessary and maximising services in community and primary care settings to support
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independent living. More preventative and recovery services available e.g. keep well nurse
(outreach). Nursing staff to all have experience of working in the community.
Commissioners need to take seriously seven day working and evening working to prevent
weekend admissions to hospitals. There is a need to understand whether demand is higher
for evenings or for weekends, or both. If practices are to be open Saturdays and Sundays
this needs to be staffed by senior staff not juniors.
There are still significant numbers of people going to A&E. We need to understand why they
are going to A&E and monitor trends. There is a perception that hospital doctors are more
senior and able to help than GP that you will get seen quicker with triage and turn round
targets. We need to prioritise by need not by demand.
There is a need to remove the “barriers” to patients receiving equal and consistent services
wherever they are in the borough e.g. barriers between health and social care and
differences in care and services available based on your postcode (borough boundaries).
If there is a consistent and effective quality assurance framework in place for all providers
then the patient experience will be good regardless of who delivers or funds the care.
There should be a shared understanding about the ethos and set up of the local health and
social care system. All professionals working in Richmond should be able to articulate the
local health and social care system and take responsibility for knowing the “local landscape”
and their role within it.
How does the local health and social care system recognise and support the
interdependencies with other areas i.e. education, housing, employment, police and
probation services.
Building for the future will require more partnership working between commissioners across
boroughs and regions, commissioners and providers, between providers and across all
sectors. More use of joint protocols between providers to improve the service to the patient.
Care needs to be taken when commissioning services that are fragmented, that local
services are not compromised or lost and that quality is adversely affected for the sake of
change.
Patient education is needed now so individuals particularly those with long term conditions
are empowered to manage their own health and this will be more important in the future.
This would include information on what services are available, what choice is available to the
patient and how and when to access services and better medicines management.
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Part 2: Developing the CCG’s commissioning intentions for 2014/15

Mental health
Will the initiatives we have identified make a difference for patients, their families and
carers?
The following were identified as making a difference:
Reducing stigma linked to prevention
The psychiatric liaison service at Kingston Hospital. There is a need to learn from this
service and implement similar at West Middlesex and Queen Mary’s Roehampton.
Respite for acute mental health carers. The need to learn from this project and
possible develop services further.
There needs to be more mental health education and awareness for GPs
People with psychiatric conditions need improved mental health

Have we identified the best way of delivering the initiatives? If not, how should they
be delivered?
There is a need to do more about mental health stigma and prevention with schools.
Make stronger links with schools.
There is a need to develop the care pathways further.
Are there any other initiatives we should consider?
All acute wards should have on site or access to mental health input and mental
health wards should have support from acute physical health clinicians.
Kings Fund evidence informs us of the need for psychological health screening as
part of care for people with long term conditions, cardiology, diabetes, etc plus also
for frequent attendees at A&E.
Reducing stigma needs to build on learning from past initiatives and target specific
communities e.g. minority ethnic, older people and young people.
Link between mental health and supporting people to maintain their tenancy.
Mental health and learning disability:
There is a gap between dual diagnosis e.g. mental health and learning disability.
There needs to be a learning disability dimension to the mental health strategy –
have a learning disability services representative on the strategy group.
There needs to be a review around the commissioning of inpatient beds for people
with a learning disability who also have acute MH problems – the five boroughs in
SWL to commission.
Substance misuse and mild learning disabilities.
Low grade personality disorder needs to be dealt with in primary care therefore
primary care need to be supported to do this.
Low grade eating disorders – more work with schools
OP – anti stigma and children’s eating disorder needs attention
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Where are police and probation in this debate?
The mental health strategy needs to work with police and probation (specialist
commissioners forensic link)
Psycho-social interventions – counselling; music therapy etc
GPs needs more mental health education
Buddying service for people with mental health condition and places in the
community for people to go e.g. drop in services.
How can we deliver local health care?
National and local drivers can be different
Richmond is distinctly different – know local population
Complex long term health needs of people with a learning disability and mental
health
Elderly living alone
Understand how to reach self management
High proportion of people who work 7/7
Health does not stop on a Friday evening
Public education campaign about what is a health crisis / problem and what you
should do.
Health plans require coordination of acute and community services
‘Lazy’ disorganising needs to improve – every person should have the same
discharge process and experience which should be seamless for the patient

Long term conditions
Will the initiatives we have identified make a difference for patients, their families and
carers?
Emotional support is missing
Carers support – negotiation
Ask patients/users first and then design initiatives
Cross boundary/ agency sharing of information
All priorities must be underpinned by an assurance framework
Personal health budgets and patient-centred care plans (if these can be accessed by
all professionals) will make a big difference.
Any initiatives focusing on reducing isolation and loneliness of the elderly and frail will
benefit these patients hugely
Have we identified the best way of delivering the initiatives? If not, how should they
be delivered?
Don’t forget patient choice
Clear and concise business planning will enable formal delegation of responsibilities to
chosen providers
Development of volunteer workforce
We need to enhance the use of the 111 Directory of Service or design a directory of
community services that can let people know what services are available locally and
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how they can be accessed. Perhaps we could run an event to raise awareness of all
available services – a local health fair?
How could we connect the community independent living initiatives with the voluntary
sector? Could this be incentivised i.e. link with those seeking work-experience or those
unemployed seeking credit?
All initiatives need to focus on the continuity of care.
Could the rehabilitation team link with a ‘sitting with’ service for those who may not have
any health needs but just need support e.g. going to the toilet for the first time after
being discharged can be scary. There is a fine line between ‘fear’ and not being ready to
be discharged. Such a service could help with this.
Are there any other initiatives we should consider?
Specialist outreach – cost implications
Telecare/technology – suits some people but not others. Technology cannot replace
human contact e.g. regular telephone checks/reviews for patient and carer – phone
buddy.
Resource dependant – needs to shift resources from secondary to primary and build up
community services.
Personalised budgets with menu of choice
Better partnership working with the voluntary sector
Must include self-support/help groups for all conditions
Establish a governance framework that enables appropriate sharing of information
Consider introducing a “Kite Mark” scheme for local services (a Richmond Borough
Scheme).
Could we design a MyHealth App?
We should make ‘frail elderly’ a long-term condition as creating this will change people’s
thinking and attitude towards patients who fall into this category and it could produce
improvements in quality.
We need to have an initiative that focuses on universal access to services and
information. This should have technologically friendly and non-technologically friendly
options and should consider how to cascade information to the immobile and isolated
e.g. utilise the television.
Consider introducing an education programme for GPs/nurses/ admin staff to support
the move to manage more care in the community. This could be linked to a QP pathway
to ensure that all GPs get involved.
In general commissioning should be open-minded to local grass-root services e.g. the
Greenwood befriending service.
There should be a greater emphasis on self-management for people.
Each patient with a long term condition should have a named contact who knows their
story and can represent them should the patient be unable to do so themselves.
Shift vision of care cradle to grave
Ensure emotional support is part of any care package and that the time it takes to set up
a care package is reduced.
Service should also look at the whole family approach and look at the support available
around the patient particularly important for ethnic minority communities and LGBT
communities.
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Be clear about what we mean by patient choice – this should be about informed choice.
Ask local people about what they need and what works before developing strategies
and initiatives.
Evaluate what services are already available by the service outcomes and stop if no
they are not delivering the required outcomes.

Children & young people (C&YP)
Have we identified the best way of delivering the initiatives? If not, how should they
be delivered?
Should children be included as part of a single out of hospital care strategy rather than
in a separate isolated strategy which can lead to a range of problems in transition?
Are there any other initiatives we should consider?

o

Young carers with special needs – develop a toolbox to identify, support and work
with these young people (Crossroads Care) and young people with special
educational needs (SEN)
Identifying carers who want to be identified
Obesity within the Asian community living in Whitton/Heathfield areas.
Education for first time mums and mums with under 5’s regular attendance at A&E
visits
Eating disorders is part of the mental health review
Preventative and education re food and health life styles this needs to be done with
the schools.
A&E attendance of children and young people
o Educating the local population to use services differently.
o Schools insist on taking pupils to A&E (risks)
o GPs advise parents to go to A&E (risks)
Preventative – HV/SN/Schools Prevention by Public Health
Obesity
o Ethnic minority group – Asian – Whitton / Healthfield
o Lack skills
o Buying convenience foods
o How to cook
o Income issues
o Loss family support
o Costly higher rates of obesity compared with Europe with attendant issues
later on (e.g. cardiology and diabetes)
o There is no real plan for the above and tackling it would need to involve all
local authority departments
o Eating disorders
Out of hospital care strategy
o Should not exclude children and young people
o Need more inclusion all the way through
o Maternity – C&YP – transitions – Adulthood – adv HS – older people
o Should include HV-SN
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End of life care
Will the initiatives we have identified make a difference for patients, their families and
carers?
How do we ensure personal health budgets are utilised appropriately?
Patients and clients without a carer (do not assume there is a carer)
If the patient/client does have a carer we should ask what the carer is able to do
Have we identified the best way of delivering the best way of delivering the initiatives?
If not how should they be delivered?
There needs to be a multi-professional approach for the provision of dementia care
Ensure patients/clients have a supported place of care
Analyse whether patient choice was delivered (i.e. was place of death the same location
as patient had identified)
Are there any other initiatives we should consider?
Single point of access provided via virtual arrangements and partnership working
Encourage federations or consortium of voluntary sector organisations such as the
Carers Hub model
Set up a volunteer “befriending” service but check what the local voluntary sector are
already doing in this area
Out of hospital social “befriending” service to support and enable timely hospital
discharge and safe re-entry into community
Need adequate care provided for example for the elderly frail in care homes
Maintenance of the end of life care register is sporadic? Hounslow & Richmond
Community Healthcare are no longer coordinating the register. The register is time
consuming to complete. It needs better coordination and management. It is being used
by some GP practices but not all
End of life care services are currently driven by local enhanced services (LES) but
practices choose which LESs to take up
Out of hospital services have access to the register but does the ambulance service?
Clinical Nurse Specialist which links to the community ward? Links to palliative services
such as Princess Alice and MacMillan

Primary Care
Will the initiatives we have identified make a difference for patients, their families and
carers?
This area was recognised as the weaker part of the out of hospital care strategy. It
requires funding and support in order to develop in key areas such as workforce,
particularly when scoping out a possible 7/7 offering in a primary care setting.
It has a role in undertaking a preventative approach to patient management –
empowering patients to self-manage.
The role of primary care in sign-posting for patients and referrers of patients is crucial
The ability to access a healthcare professional when the patient needs to is vital
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The ability to manage patient expectations
Have we identified the best way of delivering the best way of delivering the initiatives?
If not how should they be delivered?
Develop a 7/7 primary care provision to enable access to services for those who work
during the week.
How does the whole of primary care (not just GPs) engage with provision to enable
patients to access appropriate clinical care?
Partnership/collaborative working between primary care and other service areas and
providers will assist in delivery of initiatives
Integration of acute/community/primary care and the local voluntary sector

Are there any other initiatives we should consider?
Agreed set of outcome measures or metrics to assess impact of the preventative work
undertaken in the local voluntary sector.
How can the health of patients who are reluctant to engage in services be safeguarded
and managed?
Innovative training provision to patients / volunteers and workforce
Central hub where referrals for health and social care needs go into
Patient education for long-term conditions

Public health
Are there any other initiatives we should consider?
The focus needs to be on prevention
Prevention is not in a single box – it belongs in every service that we offer. It should be
considered to be the starting point for all services.
Prevention is relevant in all ages and it is very cost effective.
Primary care is a logical home for prevention services. We should have more
discussions with primary care providers about how we embed prevention services in this
area e.g. embed health checks and substance abuse services in primary care.
The most important thing to remember is that prevention should be evidence-based

Unplanned care
Do we really know what best practice is in this area?
What initiatives can we unpick i.e. what is in the gift of the CCG?
Can we afford 7/7 services?
Communication and access between services and with the patient and carer
Access to GPs is key
What else?
NHS 111 is OK and should become more competent and trusted over time
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GP out of hours service: do we know whether this is sufficient? People really want and
need reassurance face to face with a healthcare professional (especially around
children)
Educating people about which services to go to
Use of SMART IT etc. teletriage
Can we radically redesign – chronic long term versus acute care
Under 5s, 15-55, and over 55 age ranges will have differing needs except people with a
learning disability or mental health condition etc.
Using multiple GPs
Analogy with banking model - people having a range of options to access services
Keep patient with long term conditions out of emergency pathways if possible
Integrated prescribing service
Clarity of information for patients and GPs
End of life care that avoids unwanted acute admissions interventions
Targeted prevention of admissions via community ward
Contract for Out of Hours Service with East Berkshire Service – phone direct to GP or
111 Home visits passed to Harmoni or Care UK – not a local doctor though. CCG will be
reviewing out of hours.
Practice managers to discuss access to surgeries

Planned care
Make best use of IT
Manage choice and consider locations based on patient experience and feedback
Good communications and information about care pathways to be readily available for
patients
Have clinical nurse specialists
Richmond Clinical Assessment Service to manage choice for patients
Listen to patients and act on their issues and concerns
Better focus on prevention and this should include linking with schools
Diagnostics
Day care
Transferring activities from an acute setting to a community setting
Develop more GPs with Special Interest Services (GPwSIs) surgeries and clinics in the
local community. Include other areas:
o Urology
o Gynaecology
o Paediatric
o Pain management
Make better use of consultant nurses and therapists
Improve accessibility to clinics (supported by consultants)
Analyse planned care data to learn and improve
Consultant to consultant referrals (should have stopped there is a need for more
education)
7 day access – early/late finish for clinics
Patient education on self care
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Acute services
Patient care & experience
There is a need for more patient education (especially with view to decreasing pressure
on A&E)
Standardise procedures for GP appointments across all practices in Richmond
Consistent policy for patients to augment/top-up funding. Current practise allows this for
some things (i.e. wheelchairs) however not others (i.e. high cost drugs)
Hand-offs and hand-over processes between services and providers to be made robust
and have minimal impact on patient.
Improve GP access to patient records (i.e. from the hospital)
Need to be aware of Urgent Care Review Group – Kingston Hospital/ Richmond/
Elmbridge
Whole system transformation board geared to trying to align incentives
Current KPIs are not fit for purpose:
o Don’t measure success
o Seem random
o New Hounslow ones just as bad – just numbers, no context, e.g. numbers seen
as a percentage of those referred, rather than just numbers seen.
o Need content for KPIs within referrals/need in order to monitor quality
o Need disincentive for not hitting targets – need to measure contracts more
aggressively
o Patient and carer feedback essential to be included
Managing the budget as GPs being set up to fail
Not enough investment in primary care although aim is to move from secondary care to
primary care – need the resource to provide the services
Need alignment of priorities between the different organisations – all need to have
mutual understanding e.g. all organisations that are potential ICO partners
Would ICO be able to then link with other boroughs for commissioning e.g. Kingston re
Kingston Hospital?
Encourage more federated working between different GP practices for economies of
scale and to bid for locally commissioned services
Better discharge planning shared information systems between acute and primary care
– good quality and bed management systems
Could out of hospital care initiatives be managed by a local GP consortium? Would
need management re time off in lieu. Would work best with a telephone triage system
All outpatient care should be in the community, not in acute hospitals – consultants
should come out to the community. Mutual learning between specialists and GPs

Feedback from public forum on 10 September 2013
The public forum was an open public meeting with approximately 24 members of the public
attending. Attendees had the opportunity to ask questions of the CCG representatives on
local healthcare. This was followed by group discussions on the following three themes:
Urgent and emergency care
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Service for children and young people
Services for people with a learning disability
In their group attendees were asked to respond to the following questions:
What are the best things about this service area in Richmond?
What would you like to see improved in this service area in Richmond?

1. Urgent and emergency care
What are the best things about this service area in Richmond?
111 has revived the London Ambulance Service and allowed them to respond to the right
patients.
What would you like to see improved in this service area in Richmond?
People do not understand how 111 works. It was suggested that some GPs are telling
patients to go to hospital and not to contact 111
How do patients and the public know what services are available?
Access to GPs needs to improve to prevent unplanned admissions
Discharge planning needs to improve - provide the basics on discharge i.e. pint of milk,
bread etc
How do we ensure 111 can deal with panic and to have confidence in the staff
answering the phones?
People do not understand what the different services are for and therefore there default
is to go to A&E.

2. Services for people with a learning disability
What are the best things about this service area in Richmond?
Reasonable adjustments of specialist mental health services in Your Healthcare
(learning disability provider)
Co-located social and health care teams giving an integrated services
CCG ready to listen to population with a learning disability
CCG approached Mencap to do awareness training at GP practices
Service user groups locally empowered
What would you like to see improved in this service area in Richmond?
‘Front door’ services/receptionists in terms of reasonable adjustments (e.g. autism,
learning disabilities)
Awareness/training /having an understanding of issues for all health and social care
professionals including front line staff
Services could be delivered via GP practices (e.g. social workers there)
Health action plans (52%) is too low – key preventative service
More preventative services available and accessible
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Accessibility and transport
A learning disability should not be described as a disease.

3. Children and young people
What are the best things about this service area in Richmond?
Mental health services for children and young people as there have been lots of
developments in the last year.
Waiting list for child & adolescent mental health services (CAMHS)
Autistic spectrum disorder (ASD) and Attention deficit hyperactivity disorder (ADHD)
6 month wait for assessments
Baby clinics held in Teddington about 40 parents attend
What would you like to see improved in this service area in Richmond?
CAMHS – clarify the confusion about what is available
Improve access to CAMHS tier 3 services
Clearer signposting for CAMHS tier 3 services
Improve waiting times for CAMHS tier 3
Children moving borough go to the bottom of the list for services
Accessing services without having a clear diagnosis
ASD and ADHD waiting time assessments
Need to improve early screening
Want to improve availability of occupational therapists to up skill and empower
parents to support their child(ren)
Health visiting
o Less services in terms of accessible baby clinics, weighing babies have to go
to one specific place
o Provision of services in pharmacies e.g. baby clinic
o One year check is carried out by answering questions on leaflet.
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Appendix 1 – outline of stakeholder event
Programme
Time

Session

12.30

Registration and lunch

13.00

Welcome and objectives for the afternoon

Dr Andrew Smith, Chair of
Richmond CCG

13.05

Commissioning healthcare in Richmond

Mary Palmer, Interim Head Joint
Commissioning Collaborative,
Richmond CCG & Richmond
Council

13.25

Q&A

13.35

Facilitated table discussions followed by
feedback:
“Doing nothing is not an option”
Thinking big about how we meet future
challenges

14.20

Feedback

14.40

Tea and Coffee

14.55

Facilitated table discussions followed by
feedback:
Developing the CCG’s commissioning
intentions for 2014/15

15.55

Feedback

16..10

Next steps and close
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