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Title:

Clinical Commissioning Group Authorisation and
Constitution Update.

What are the headline messages to
consider from this paper?

Recommendation:

There are key authorisation requirements including the
development of the Lambeth constitution and 360
stakeholder surveys
There will be a mock board on 18th July
Case studies are being produced for agreed topics
Locality leads have a key role in encouraging
engagement
The LCCCB is asked to:
Note progress and agree next steps for CCG application
to be submitted on 3rd September

Are there resource implications for
revenue, capital, staffing?
If yes, please explain.

No

Does this require an equality
impact assessment (EIA)?
If yes, what has been the outcome of
the EIA to date? How have the issues
raised been addressed in this paper?

No

Will the proposals reduce health
inequalities?
Please explain.

Not directly but the success measure of effective
clinical commissioning will be reduced health
inequalities

What has been the scope of PPI in
this work?
How has feedback been

PPI is a development priority for the LCCCB in the
journey to CCG authorisation
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incorporated/actioned to date?
Have clinicians been engaged in
this work?

Yes

What are the key risks to delivery of
this work.
Are there plans in place to address
risks?

Capacity to deliver continues to be a risk to the
development of clinical commissioning which is
being managed

Are there legal issues to consider?

No

Lambeth Clinical Commissioning Group Authorisation Process
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Purpose of Paper
This paper provides an update on Lambeth developments for Clinical
Commissioning Group development.
Introduction
Lambeth has applied for CCG authorisation in Wave 2. This requires the
submission of key documentation as part of the application process by 3rd
September 2012.
Authorisation requirements
To demonstrate readiness for authorisation, a number of requirements need
to be met:
Submission of the Lambeth constitution signed off by each practice by
3rd September and key documentary evidence including up to 5 case
studies totalling no more than 3000 words, organisational structure,
various minutes, contracts agreed and signed off, financial
management, OD Plan, evidence of support for the Chair, risk
management and engagement strategy. For a full list of documents
see Appendix I.
Participation in a mock board – an internal cluster trial Board to be held
on 18th July in advance of full Board Assessement/site visit in
September.
360 degree stakeholder surveys of all practices, the Local Authority,
LINKS/Health watch and patient groups, commissioning support
service, providers and other health professionals from a leadership
network. The survey will be conducted by MORI and run from 16th July
until 8th August.
Completion of a self-certification information pack – a self assessement
declaration of compliance designed to ensure that AO and Chairs, as
well as governing bodies, understand the intent of compliance

Progress to date
Constitution
On 31st January 2012 Lambeth practices were invited to an all practice event.
The event was well attended and sought practice views on a number of key
issues which have informed developments and the current draft.
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On 13th June 2012, Lambeth practices were invited to an informal
engagement event to discuss the development of the local constitution.
Although attendance was limited the discussion was very informative and
focussed on:
a) What the constitution is intended to achieve


“proper constitutional and governance arrangements with
capacity and capability to deliver all their duties and
responsibilities including financial control, as well as effectively
commission all the services for which they are responsible” –
Domain 5

b) Minimum requirements for the constitution
Interim arrangements


Constitution must include:
 the name of the CCG
 the Members of the CCG
 the geographical area for which the CCG will be responsible
 the arrangements made for the discharge of the CCG’s statutory
functions
 the committees and sub-committees of the CCG
 the arrangements for ensuring effective participation of each
CCG member in the operation of the CCG
 decision making procedures
 management of conflicts of interests
 arrangements for operational transparency
 the role of committees and the functions they will carry out
 arrangements for meeting the public sector equality duty
c) Concerns/issues for clarification were raised by practice
representatives – particularly around memberships, responsibilities and
liabilities and the allocation of votes. It was recognised that the
constitution should be owned by the proposed members and therefore
engagement of practices in the further development and addressing
the issues was crucial.
Supporting documents
Board Asessment
Lambeth participation in the Mock Board on 18th July is currently being
agreed. It is likely to include the Board, including Local Authority
representation and Lambeth LINK. The Board will be expected to
demonstrate an understanding of key issues including clinical leads
understanding the financial position, QIPP etc. The board will be provided
with key briefings in advance.
This is in preparation for main Board assessment in September.
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The names for participation are currently been finalised (7 practice responses
are outstanding). The full list will be submitted by 22nd June 2012. Briefings
will be prepared for all stakeholders for distribution by 9th July. Stakeholders
will be required to respond no later than the 8th August.
Case studies
5 topics and leads have been agreed, as follows:
Mental Health – Denis O’Rourke
Diabetes – Therese Fletcher
Integrated Care Pilot – Moira McGrath
Sexual health – Ruth Wallis and Jess Peck
Child Health – Emma Stevenson
Leads are working with communications support to complete a first draft by
the end June.
Agreed next steps
The draft constitution should be refreshed to reflect latest discussions and to
highlight the key areas for local agreement identified in a) to f) below.
The draft constitution should be published on the website by the end of June
2012 and the link circulated to practices and Board members to inform
discussions for the all practice event on the 17th July.
The LMC will be updated and engaged at the joint meeting meeting on the
26th June.
Locality leads should brief practices on discussions and encourage them to
engage in the constitution discussions so that they are able to influence how
things operate locally and seek views on:
a) Roles and responsibilities and the scale of delegation to member
practices/localities/governing body (the board) eg it is proposed that
the first delegation is for members to the governing body (effectively
the Board) for nearly all things to allow effective delivery of the CCG
duties. What might be reserved to members - ie clinical board
member appointment, constitution.
b) How should elections (eg to board) be managed eg one practice= one
vote, or one vote per performer on list, or one vote per 1000 registered
population at practice
c) Are there conditions on practice membership eg in Lambeth boundary?
Should there be expectations on members eg code of conduct, active
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Stakeholder survey

participation in discussions? If so, what would be expected?
d) How do members want to be engaged? eg a minimum of two all
practice events a year plus regular locality engagement
e) How should potential conflicts of interest be managed?
f)

What should be the role of the LMC?

Discussion on the 17th July all practice event will form the basis of the content
of the refreshed constitution for submission on the 3rd September.

Lucy Day
Assistant Director Organisational Development
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Briefing Topic
1 How we developed the CCG mission, values and
aims - engaging practices/ public/ stakeholders
2 Governance arrangements
3 Quality (including patient feedback, monitoring
arrangments, early warning systems, SUIs)
4 Developing the constitution incl. What is in it.
5 How we are engaging our members and other
healthcare professionals
6 Conflicts of Interest
7 Our working arrangments with the LA/ Integrated
Commissioning including Section 75
8 Our working arrangments with the LINk
9 How we communicate with others (incl How we
manage complaints and concerns raised with the
CCG)
10 How we engage with patients and the public
11 Health needs in Lambeth - how we developed our
JSNA
12 The development of the H&WB board and H&WB
strategy
13 How we developed our plans (clear and credible
integrated plan (which includes an operating plan
for 12/13) draft commissioning intentions for
2013/14 and high level SP for 14/15)

Director
Lead

Date last
updated

Completed Date seen by
LCCCB?

UD
CC/UD

UD
UD
All
UD

HC-M
UD

UD
UD
RW
HC-M/RW

MM/CC

14 Financial management arrangements including the
development of our financial plans

CC
15 Our arrangments for QIPP
CC/MM
16 How we ensure that inheritance from PCT is
managed well and transition arrangments are in
CC/UD
place
17 Our performance arrangements (ensuring
MM
everything is on track)
18 Risk management arrangments (inc financial,
CC/UD
clinical)
19 Contracts development (who was involved etc, how
MM/HC-M
we performace manage
20 Collaboration with other CCGs
AE
21 How we comply with Equality Duty
RW
22 Innovation at Lambeth CCG
AE/RW
23 Our approach to Research, Education and Training
AS
24 Health inequalities in Lambeth
RW
25 Safeguarding
HC-M/RW
26 How and what we commission at Lambeth CCG
MM/HC-M
27 How we developed our Commissioning Support
UD
(the BSU and CSS)
28 Organisation Development including board
UD
development
29 Clinical Network
AS
30 Lead Areas
TB
31 The CCG Board - makeup, approach to election and
UD
selection
32 NCB - Primary Care
MM
33 Information governance
CC

01-Jun

~

Comments

Enc D - Clinical Commissioning Group
Authorisation and Constitution Update

Summary of Lambeth Briefing documents

LCCCB Board Report
Report author:
Presented by:
Queries to:
Relevant background papers:

Date 4th July 2012
Andrew Eyres, Managing Director
Andrew Eyres, Managing Director
andrew.eyres@nhs.net
direct line: 02030494076
See Appendices

Title:

Lambeth Clinical Commissioning Collaborative Board
Planning, Strategy and Policy Documents

What are the headline messages to
consider from this paper?

Clinician, non executive and management leads have been
working to develop a range of policy and strategic
documents.
These address our organisation-wide approaches as to how
we will undertake and govern our commissioning
responsibilities providing assurance to the LCCC Board and
to our stakeholders.
There will ongoing review with stakeholders as we move
beyond the transition period and develop clinical
commissioning in Lambeth.

Recommendation:

1. The LCCCB is asked to review and approve the
following proposed documents, subject to any final
drafting comments:
1. Organisational Development Plan 2012-2014
(Appendix A)
2. Equalities Strategy 2012 –14 (Appendix B)
3. Communications and Engagement Strategy – July
2012 (Appendix C)
4. Risk Management Strategy – (Appendix D)
5. Incident Management Policy and Guidance
(available on the website)
6. Procurement Policy (Appendix E)

2. The LCCCB is asked to note that documents have
been developed through lead Board members
working with management leads and have been
subject to review by the Board in developing final
proposals.
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Also considered at:

Are there resource implications for
revenue, capital, staffing?
If yes, please explain.

Incorporated within the documentation

Does this require an equality
impact assessment (EIA)?
If yes, what has been the outcome of
the EIA to date? How have the issues
raised been addressed in this paper?

Incorporated within the documentation

Will the proposals reduce health
inequalities?
Please explain.

Incorporated within the documentation

What has been the scope of PPI in
this work?
How has feedback been
incorporated/actioned to date?
Have clinicians been engaged in
this work?

Incorporated within the documentation

Incorporated within the documentation

What are the key risks to delivery of
this work.
Are there plans in place to address
risks?

Incorporated within the documentation

Are there legal issues to consider?

Incorporated within the documentation

Overview:
Over the first quarter of 2012/13 NHS Lambeth clinician, non executive and management
leads have been working to develop a range of important documents to inform;
Our organisational plans for 2012/13 and going forward to 2013/14 (2012/13
Business Plan and Organisational Development Plan)
Our Strategic approaches to inform our commissioning in a number of important
areas over the transition period to April 2013 and for the emergent NHS Lambeth
CCG. (Equalities Strategy, Risk Management Strategy, Communications and
Engagement Strategy)

These documents are important in setting out the LCCCBs aims as we move towards CCG
authorisation and into operation from April 2013. They seek to address our organisationwide approaches and priorities as to how we will undertake and govern our commissioning
responsibilities, in a way that provides assurance through the LCCC Board and to our
stakeholders. The documents should be considered alongside the Strategic Plan 2012/13 2014/15 and the 2012/13 Operating Plan approved at the May Board. They will also form
an important part of our evidence within the assurance process to assess our application to
become a CCG.
We will keep these documents under review as we move beyond the transition period, as
we further develop our learning and as we address innovative new approaches to
commissioning. These reviews will be based on the expectations of our members and
through our working in partnership with others.
The documents have all been developed through Board leads and have previously been
shared with the Board members for review and comment. The Board is now asked to
confirm their approval to each of the documents presented and which are summarised in
the following paragraphs;
Organisational Development Plan 2012-2014 (Appendix A)
The current OD Plan was agreed by the LCCCB in January 2012. Since the passing of
the Health and Social Care Bill 2012, there have been a considerable number of
documents and papers giving guidance on the authorisation process for Clinical
Commissioning Groups. The OD Plan has been refreshed in order to reflect the updated
requirements that need to be meet for Lambeth to be authorised as a Clinical
Commissioning Group and so covers the period from now until 2014.
At the beginning of the Plan there is a pictorial summary of the document which helps to set
the OD Plan in context. The Plan gives an assessment of the 6 National Authorisation
Domains and the aspirations held by the LCCCB in these 6 areas. It then goes on to detail
the 8 Workstreams that Lambeth is undertaking in order to develop in our ambition to
be an effective clinically led commissioning organisation.
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Corporate policies to govern our work (Incident Management Policy and
Procurement Policy)

The Plan has been refreshed in conjunction with the Board, the OD Steering Group and the
leads for each of the workstreams. Progress on the implementation of the Plan will be
overseen by the OD Steering Group and will be reported to the Board through the
Integrated Governance and Performance Report.
Equalities Strategy 2012-14 (Appendix B)
NHS Lambeths proposed Equality Strategy bring together a number of substantial pieces of
work on equalities in the NHS. Most recently this has included input to NHS SE Londonwide workshops on the Equality Delivery Scheme, engaging clinicians, staff and lay
members across the Cluster. In Lambeth development work has included commissioners
and clinicians, as well as Local Authority and Community Voluntary sector engagement via
a series of partnership and other events e.g. workshops to focus on particular elements of
the work. The LCCC Board has been frequently updated on this program of development
work.
Improving health and reducing health inequalities is central to the Mission of Lambeth
Clinical Commissioning. Our approach to implementing the Equality Act (2010) and the
Human Rights Act (1998) is to ensure that it supports this work, and promotes equality in all
the activities of the organisation including ensuring
Equity of access to health services
High quality of care for all
That people benefit fairly from prevention and care
An approach based on dignity and respect for people, their background, heritage
and family life.
The aim of the Strategy is to embed equality in the work of Clinical Commissioning in
Lambeth and its partnerships to improve health and wellbeing of local people.
“Involving People” Communications and Engagement Strategy (Appendix C)
This is the first Communications and Engagement Strategy for NHS Lambeth CCG. It sets
out our Principles, approach and implementation plan for communicating with and involving
partners and local people across all NHS Lambeth CCG activities, and will support us to
deliver on our mission, improve health outcomes, act responsibly as a public sector
organisation and be responsive to local needs by providing timely and targeted information
and by involving people appropriately in developments and plans.
This Strategy builds on commitments and approaches outlined in Lambeth Clinical
Commissioning Collaborative Board’s Framework for Engagement (2011) and NHS
Lambeth’s Communications and Engagement Strategy (2010), both developed in
consultation with our key local stakeholders. In developing this Strategy we have
incorporated a set of Principles for involvement that have been co-produced in the last year
by a partnership group of representatives from NHS Lambeth, local NHS Foundation
Trusts, Lambeth Council and Lambeth LINk, and we have committed to audit our
engagement activity against these Principles.
All NHS Lambeth CCG Board members, including NEDs and Lambeth LINk have had
opportunities to comment and input into this Strategy.

Risk Management Strategy (Appendix D)
The overall aim of the strategy is to create a risk management framework, appropriate
processes and a culture which encourages appropriate risk taking, effective performance
management and organisational learning in order to continuously improve the quality of
services provided.

The Lambeth Clinical Commissioning Collaborative Board (LCCCB) (LCC Group Governing
Body from 1/4/2013) operates two major systems to facilitate the management of risk
throughout the organisation: implementation of the Board Assurance Framework and
corporate risk registers and the organisations Incident Policy.
Incident Management Policy and Guidance - Available on the website at:
www.selondon.nhs.uk/your_local_nhs/lambeth/lambeth_clinical_commissioning_collaborative_boar
d/lcccb_papers_and_meetings

The policy aims to ensure that risks to patients, staff and the public are minimised and that
procedures are in place so that lessons arising from the review of incidents are learnt and
embedded. All staff have a responsibility to contribute and take part in this process.
The policy covers all incidents (including serious incidents) and applies to everyone
employed by NHS Lambeth and anyone working or visiting Lambeth premises in
whatever capacity.
The policy also covers NHS Lambeth responsibilities in respect of incident
management within its commissioned services including Independent Contractors
and Issues of Concern.
The Policy has been developed with the input of LCCC Board members and the
management team; Medicines Management Team; Avis Williams-McKoy and Dr Frances
Wedgwood (Safeguarding); Rylla Baker (Independent Contractors); Graham Boullier
(Issues of Concern); Martha Stafford (Sexual Health). The Feedback incorporated into the
policy.
To support the risk management systems the LCCCB has agreed to adopt a Risk Appetite
approach to risk management. We define ‘Risk Appetite’ as: ‘the amount of risk that an
organisation is prepared to accept, tolerate or be exposed to at any point of time’. The
level of acceptable risk for corporate objectives will be agreed by the LCCCB and followed
through the operational risk management procedures and processes.
Ensuring all corporate, strategic, clinical and financial risks which may affect the operational
ability of the LCCCB (LCC Group Governing Body from 1/4/2013) are identified and
managed through a robust Board Assurance Framework and accompanying Corporate,
Directorate and Programme Board risk registers.
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The Risk Management Strategy has been developed in response to NHS structural
changes proposed as a result of the Health and Social Care Act. It has been based on
previous experience and development of the Board Assurance Framework and risk
management processes during the past two years, best practice based evidence and by
broad engagement, especially in respect of our risk appetite.

The Formal Risk Appetite Statement for the LCCCB (LCCG from 1/4/2013) is:
‘LCCCB recognises that its long-term sustainability depends on the quality of
commissioning and relationships between commissioners, providers and users of the
services. We have spent time considering our appetite for risk across a range of domains
and using the Good Governance Institute Matrix for Risk Appetite are working towards a
‘mature’ risk appetite. The LCCCB has no appetite for fraud and financial crime risk, a zero
tolerance to regulatory breaches; and a ‘high’ appetite for reputational and innovation /
service delivery risks. The LCCCB will use the framework to assess future problems.’
Procurement Policy (Appendix E)
The Procurement Policy sets out the approach the Lambeth Clinical Commissioning Group
intends to adopt for the foreseeable future, and pending any new guidance. This Policy
establishes the CCG’s commitment to use procurement as a tool to deliver its key
objectives in a way that is congruent with its values. Its key aim is to be an organisation that
supports contestability; that is, understanding which services are best delivered through
collaboration and co-operation and which are best secured through a competitive process
to ensure maximum benefit to patients, both in terms of choice of services and quality of
services.
This Policy will ensure that Lambeth CCG is compliant with primary legislation and case
law, and is based on the underpinning principles of transparency, proportionality, equality of
treatment and non-discrimination. In addition it incorporates Department of Health best
practice guidance, adopting the Principles and Rules of Co-operation and Competition,
critical to demonstrating its commitment to contestability.
The Policy also recognises that procurement processes need to support the delivery of
other key statutory responsibilities including the promotion of research, social, economic
and environmental sustainability, equality and diversity commitments, avoiding conflicts of
interest and complying with the requirements of the Bribery Act 2010.
The document sets out the process to be adopted to establish the most appropriate
mechanism by which to acquire a service and should be read in conjunction with other
relevant policies as set out in the document.
Conclusion
The Board is asked to note development of a range of Strategic Plans and Policy
documents and approve on behalf of Lambeth Clinical Commissioners.

Organisational
Development Plan
2012-2014
]

(refreshed June 2012) DRAFT
Towards authorisation and beyond

Our Mission
is to improve the health and reduce health
inequalities of Lambeth people and to
commission the highest quality health services
on their behalf.
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Lambeth CCC Mission: to improve the health and reduce health inequalities of
Lambeth people and to commission the highest quality health services on their behalf

•
•

Lambeth
enablers

•
•

The right capabilities and capacity to enable a smooth
transition from PCT to CCG ownership of commissioning
The correct governance will be in place to assure clinical and
corporate effectiveness
A strategic commissioning plan in place that is road-tested,
owned and feasible
An organisational development plan that supports the CCG
on-going growth and development

Board
development

Locality
leadership

Lambeth
integrated
organisational
development
activities

Governance
Public
health
function

Patient and
public
engagement

Commission
-ing support
development

CCG
authorisation
domains

External
drivers

Health
watch

Primary care
comms and
engagement

Clinical
networks

National
Commis
sioning
Board

Clinical focus

Engagement

Leadership

Governance

Collaboration

Credible plans

Population need

Policy

QIPP

Figure 1: OD plan summary
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CCG authorisation

Milestone
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PURPOSE

“The Government’s ambition to create the NHS as the best healthcare system in the world is rooted in the
three principles of giving patients more power, focusing on healthcare outcomes and quality standards, and
giving frontline professionals much greater freedoms and a strong leadership role.”
Developing Clinical Commissioning Groups – Towards Authorisation, DH Oct 2011

The role of the Clinical Commissioning Group is central to this ambition and this organisational development
(OD) plan will support Lambeth Clinical Commissioning Collaborative’s (LCCC) growth to deliver these aims.
The aim is that in 18 months’ time, LCCC will have in place:
1.

The right capabilities and capacity to enable a smooth transition from PCT to CCG ownership of
commissioning

2.

The correct governance in order to assure clinical and corporate effectiveness

3.

A strategic commissioning plan that is road-tested, owned and feasible

4.

An organisational development plan that supports the CCG’s ongoing growth and development

A key milestone in the development of LCCC is to achieve authorisation by April 2013 - i.e. become a legal
entity authorised to take on some or all of the commissioning responsibilities for the populations it serves.
This OD plan support LCCC’s journey to authorisation and beyond as “authorisation should not be seen as an
end point, but as a journey which can begin adding value to the communities we serve right from the start.”

The measures for authorisation this OD plan responds to are the domains set out in the national CCG guidance:
A strong clinical and professional focus which brings real added value;
Meaningful engagement with patients, carers and their communities;
Clear and credible plans which continue to deliver the QIPP (quality, innovation, productivity and
prevention) challenge within financial resources, in line with national outcome standards and local
joint health and wellbeing strategies;
Proper constitutional and governance arrangements, with the capacity and capability to deliver all
their duties and responsibilities including financial control as well as effectively commission all the
services for which they are responsible;
Collaborative arrangements for commissioning with other CCGs, local authorities and the NHS
Commissioning Board as well as the appropriate external commissioning support; and
Great leaders who individually and collectively can make a real difference.

National guidance states that emerging CCGs will apply for authorisation in 4 waves during 2012. The LCCC has
agreed to apply for authorisation in Wave 2 so will be assessed between July and November 2012 with the
expectation of receiving notification of the outcome of the authorisation process by 30th November 2012.
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The plan directly responds to each of the authorisation domains by outlining:
Current Strengths
Development needs
Expected outcomes
This first part of the plan will be reviewed on an annual basis by the Board. The second, operational element
of the plan (appendix one), outlines the specific actions that are to be taken to meet the identified
development needs.

There are a variety of development resources that emerging CCGs can access in their journey to authorisation
and so the LCCCB Organisational Development Lead will ensure that the development potential is maximised.
Utilising the current expertise within the LCCCB and BSU and support from other agencies such as the Cluster,
NHS London, the London Deanery and external development expertise will ensure that the LCCCB develops in
line with the national CCG authorisation process.
Understanding of the LCCB development needs as an emerging CCG have been formed by:
Lambeth Statement of Works that formed part of the procurement process from the NHS London
Framework for CCG Development Support
One to one discussion with Board members and guidance from the BSU’s Director of HR and
Organisational Development and OD Lead
Observation of the Board in action
Workshops with the Board using the NHS London Roadmap, and other authorisation self-assessment
tools, that highlights organisational areas of strength and development
Development needs will continue to be identified as the emerging CCG continues its journey to authorisation
and so the Organisational Development Plan will therefore change and respond as the picture progresses.
As part of the authorisation process, the NHS London Roadmap has been developed specifically for the
emerging London CCGs and is recognised by the Department of Health as a suitable alternative to the national
self-assessment process, a necessary step towards authorisation. The Roadmap includes the following
domains:
1.
2.
3.
4.
5.
6.
7.
8.

Mission & vision
Finance
Governance
Leadership
Public engagement
Planning
Agreeing
Monitoring

The Lambeth OD Plan has been developed with LCCCB members (including co-opted members), BSU staff and
the OD Steering Group and demonstrates support for:
The organisation – including the ability to work as an effective partner in the wider health economy
with other CCGs
The LCCC Board as a group
Individual members of the LCCCB
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The Plan outlines development needs and actions against each authorisation domain leading to a series of
workstreams outlined in Appendix One. The plan was originally agreed by the Board in January 2012 and was
refreshed in June 2012 in light of the latest CCG authorisation guidance.
Figure 1 at the beginning of the Plan summarises the thread of the OD plan. Starting at the bottom of the
diagram, external drivers such as local population health need, NHS policy change and QIPP challenges impact
on the organisation. Other external expectations include the six national domains CCGs must demonstrate to
be authorised. Lambeth CCC with the support of its OD partners have assessed themselves against these
domains and agreed a number of integrated development activities over time that will help the emerging CCG
achieve the milestone of authorisation and moreover, demonstrate capabilities and have enablers in place to
deliver the organisations mission. These activities will align with other key system development activities such
as the development of the Lambeth Health and Wellbeing Board (HWB) in partnership with the London
Borough of Lambeth, the transition to Healthwatch, the establishment of the NHS Commissioning Board at a
local level and the development of Commissioning Support Services (CSS) for South London
The Board, together with the OD Steering Group and Senior Commissioning Managers reviewed the overall
strengths and challenges from 1st April 2011 (when the Lambeth Clinical Commissioning Collaborative was
established) to 31st March 2012 on a month by month basis. These included:

Strengths
Clinical Board established
Improved communications with practices
New Business Support Unit structure
Lambeth Business Plan 2011/12
Locality meetings for practice staff
Positive working relationships with cluster team
Peer review events
Full delegation of commissioning budgets
OD Steering Group established
“Lunch and Learn“ events for staff
OD money made available for development of Clinical
Board
First round of practice visits by clinical leads completed
All Practice Events
Launch of training brochure
100% adherence to mandatory training (incl Child
protection and Info Governance)
Practice Participation Groups Patient Network
established by LINk
Launch of Clinical Network
Collaborative commissioning arrangements
CSS prospectus agreed
Action Learning Sets for Practice Staff
Equality objectives agreed
LINk Event

Challenges
Workforce insecurity
Clarity of responsibilities in
commissioning system
Capacity
Engaging every practice in
commissioning
Referral management
Child safeguarding
Real co-production and review with
users and carers
Engagement for Practice Participation
Groups
Prescribing targets
Managing winter pressures
PMS review
Contract negotiations
Rising complexity of A&E

The full output of this ‘Look Back Look Forward’ review contributed to the process of refreshing the OD Plan in
June 2012.
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PERFORMANCE MONITORING

Lambeth has established an Organisational Development Steering Group to oversee the development and
implementation of the OD Plan. Membership of the Steering Group includes the LCCCB Chair, GPs, Practice
Managers, Assistant Director OD and the Workstream Managerial Leads.
A performance framework has been drawn up to manage the delivery of the OD Plan. The performance
framework outlines the detailed actions being undertaken against the six key programmes supporting Lambeth
CCC’s journey to authorisation and beyond, based on the Workstream Action Plans in Appendix One. The
framework clarifies the programme owners and uses a RACI (Responsible, Accountable, Consulted, Informed)
matrix to identify and establish the roles of the multiple participants engaged in each of the OD Workstreams.

Enc E - Appendix A - Organisational
Development Plan

Those accountable for delivery of actions provide monthly feedback to the LCCC Organisational Development
Steering Group. A summary of this feedback forms the basis of the assurance to the LCCCB and is included in
the Lambeth Integrated Performance and Quality Report.
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ORGANISATIONAL DEVELOPMENT NEEDS
AUTHORISATION DOMAIN ONE: A STRONG CLINICAL AND PROFESSIONAL FOCUS WHICH BRINGS
REAL ADDED VALUE
LCCCB Leads: Dr John Balazs, Ruth Jeffery, Ash Soni
“A great CCG will have a clinical focus perspective threaded through everything it does, resulting in having
quality at its heart, and a real focus on outcomes. It will have significant engagement from its constituent
practices as well as widespread involvement of all other clinical colleagues; clinicians providing health services
locally including secondary care, community and mental health, those providing services to people with
learning disabilities, public health experts, as well as social care colleagues. It will communicate a clear vision of
the improvements it is seeking to make in the health of the locality, including population health.”

Current Strengths
Clinically lead structure with elected roles at CCG
Board level identified Locality leads to build current
practice engagement. Greater cohesion between
local activity and Board decisions.

Development Needs
Understand the outcomes we want and associated
costs along the whole integration pathway to
maximise value.

Strong public health input into strategic plan – direct
links to JSNA

Understand the role of the Health & Wellbeing Board,
our partnerships with KHP and the interface with the
CCG strategy – creating opportunities to build
strategies in partnership
Develop a more systematic and consistent approach
to Practice Engagement including feedback loops and
strong cohesion with locality leads.
An effectively positioned public health expertise that
continues to support LCCC’s vision and mission.

A strong mission and vision is in place that is shared
across the Board.
Integrated commissioning pathways and strong
relationships with LA, KHP and BSU
A history of strong clinical leadership in NHS Lambeth.
EXPECTED OUTCOMES:

6 months

12 months

18 months

A vision that is clear and
communicated to all providers to
develop a locality vision and
approach including specific action
to build and embed engagement
with Practices across Lambeth

A succession plan for clinical
leadership in place with identified
future leaders providing a strong
future direction for the CCG

New leaders emerging and all
clinicians recognising their role in
supporting and engaging with CCG

A refreshed strategic plan, created
by clinicians that fulfils the
identified priorities and engages
public and partners in its delivery.

Refreshed programmes to deliver
the Strategic Plan

Building on current track record of
delivery, achieve strategic health
goals and demonstrate nationally

An agreed new approach and
process for information that drives
different clinician behaviour at
practice level

Demonstrated evolution from PCT
to Clinical Commissioning with a
clear difference made to outcomes
through clinical leadership.

Culture of constructive challenge
throughout CCG
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Clear individual goals for LCCCB
members to be proactive and
credible clinical leads and
demonstrate our effectiveness in
commissioning services

Clinical network and locality GP
leaders positively contributing to
specific service changes and QIPP
priorities supported by action
learning and leadership
development

Enc E - Appendix A - Organisational
Development Plan

Outcomes agreed for all providers
that matter to patients.
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AUTHORISATION DOMAIN TWO: MEANINGFUL ENGAGEMENT WITH PATIENTS, CARERS AND
THEIR COMMUNITIES
LCCCB leads: Dr Raj Mitra, Una Dalton

“CCGs need to be able to show how they will ensure inclusion of patients, carers, public, communities of
interest and geography, health and wellbeing boards and local authorities. They should include mechanisms for
gaining a broad range of views then analysing and acting on these. It should be evident how the views of
individual patients are translated into commissioning decisions and how the voice of each practice population
will be sought and acted on. CCGs need to promote shared decision-making with patients, about their care”
Current Strengths
Elements of the Lambeth strategy (Right Care, Right
Place) shared with the public at an engagement event
in July.
Demonstrable understanding at Board level of the
needs of the local community – evidenced by a close
working relationship with Public Health, a highly rated
JSNA. Good overview of local population needs in
Board Induction pack and how that relates to mission
and strategy.
Fulfilling statutory and legal obligations of
engagement.

Development Needs
Review current processes – good practice, gaps and
policies together with the new LiNK

Some best practice ‘hot spots’ within Lambeth.

Maximise collaboration, and explore potential, to
work with other community engagement
arrangements eg LBL and practices

Strong commitment by the leadership to take PPE
deeper with identified and experienced management
and clinical Board leadership.

Include community perspective in JSNA

Co-design an programme to support a new
engagement approach with key partners including
public and patients

Develop the locality role in working with their local
communities including preparing people for change

EXPECTED OUTCOMES

6 months

12 months

18 months

An agreed and revitalised
approach to public engagement in
place and effective.

Demonstrable examples of change
in 2-3 additional pathways – where
patients have influenced the way
services will change

Public self-care programmes in
place

Have 2-3 examples of how
patients’ experiences of services
have improved.
An understanding of what is
needed to shift to a patient-centric
approach - ‘Patients First’ – that is
measured and evidenced.

Meaningful engagement with
service users, local community
networks and other developments
(eg Co-op Council) who are
knowledgeable about the wider
impact of resource usage – true
empowerment.

Health and Well-being Board is
used as an effective way of
assessing and embedding patient
feedback in CCG decision making
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A system to build good practice
and ideas borough wide to
improve quality across the system
– create study systems of
communication that are
sustainable, dependable and
quality assured

Patient and Public Engagement
firmly established in each GP
Practice and Locality measured
regularly and used to:

Systems in place to analyse and act
upon patient feedback/comments,
including quality and safety

Obtain feedback on commissioned
services
Create a community of health
champions
Patients and public engaged in all
CCG business from a practice
population level to strategic
planning in order to decrease
inequality and increase quality

Enc E - Appendix A - Organisational
Development Plan

A shift to evidence based
education programmes and
evidence of real empowerment of
patients.
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AUTHORISATION DOMAIN THREE: CLEAR AND CREDIBLE PLANS WHICH CONTINUE TO DELIVER
THE QIPP (QUALITY, INNOVATION, PRODUCTIVITY AND PREVENTION) CHALLENGE WITHIN
FINANCIAL RESOURCES IN LINE WITH NATIONAL OUTCOME STANDARDS
LCCCB Leads: Dr Gillian Ellsbury, Moira McGrath
“CCGs should have a credible plan for how they will continue to deliver the local QIPP challenge for their health
system, and meet the NHS Constitution requirements. These plans will set out how the CCG will take
responsibility for service transformation that will improve outcomes, quality and productivity, whilst reducing
unwarranted variation and tackling inequalities, within their financial allocation. They need a track record of
delivery and progress against these plans, within whole system working, and contracts in place to ensure future
delivery. CCGs will need to demonstrate how they will exercise important functions, such as the need to
promote research.”
Current Strengths
A strong Lambeth element of the strategy to deliver
QIPP. This point should be amended to be more
tangible – something along the lines of the CCG
understanding the needs of the Lambeth population
and commissioning services accordingly
Clear links made across mission, vision and strategy.
These all have population needs as their priority
including reducing health inequalities in Lambeth

Business plan co-developed with CCG Board covering
operational plan, governance arrangements and
organisational development.
There is a good link between financial planning &
strategy – less good between in year results and
strategy
There is a degree of understanding of the financial
framework at Board level
Good progress on the development of financial
systems and information expected to continue

Development Needs
Develop understanding of the financial challenge –
there are differing levels of financial review skills and
understanding at Board level – need more effective
interrogation of financial information and ownership
of financial information and QIPP plans by clinicians
Develop systems and processes - time to address the
financial planning process and the impact of
commissioning strategy on finance. Agree a process
of financial handover from the BSU to CCG. Agree a
transparent prioritisation process
Need to map capacity of CCG to deliver ongoing
requirements of QIPP against the background of CSS
change.
Develop qualitative and quantitative links to audit (to
ensure scope and pricing of existing service is
understood, develop cost and utilisation mapping)
Develop variation analysis across providers identifying
opportunities for improvement and the ability to
benchmark.
Align planning systems with contracting systems – i.e.
we plan by pathway and contract by provider which is
not always easy to align
Develop public health perspective across all planning
activities

EXPECTED OUTCOMES

6 months

12 months

18 months

Improved understanding of
financial issue across the Board
demonstrated by engaging and
rigorous discussion at Board
meetings.

A detailed understanding of the
consequences of using PBR and
coding by the Board, evidenced
through discussion and decision
making processes.

Transparency among all
stakeholders re real
cost/opportunity costs measured
through stakeholder feedback.
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Evidence of engagement at a
practice level.

A substantial difference to the
delivery of QIPP and how we
control overspending in acute
commissioning has been made and
this can be evidenced back to the
development programme.

Ability for longer term financial
planning evidenced through
confidence of LCCCB in the
strategic planning processes.

More locally focussed and timely
financial data that enables
ownership of key pressures at
Practice and Locality level.
Feedback loops in place between
CCG and Practices to raise and
resolve areas of concern including
an understanding of the detailed
costs of providing services (not
simply the tariff).

Evidence of positive financial
impact of service redesign work

A new way of viewing and
financing the last year of patients’
lives.

The board makes decisions based
on evidence and information is
appropriately challenged and
debated evidenced through
meeting minutes.

A good handover of finances from
Cluster to CCG.

Board demonstrates confidence
and full understanding of financial
management and legal
responsibilities and challenges.

There is evidence of public health
involvement in development,
monitoring and evaluation of the
strategy. An SLA or agreement
with the local authority regarding
public health resource used by the
CCG is in place

Develop financial elements of JSNA
to inform locality needs

A new Strategy in place to meet
health needs of Lambeth and the
results of the Comprehensive
Spending Review informed by solid
relationship with public health –
public confidence in the plan and
delivery

A clear plan in place to make acute
invoicing transparent to empower
practices to understand how their
decisions influence cost

A well structured clinical network
is in place and there is evidence of
the network driving change

Practices can describe their impact
on cost and quality of
commissioned services

A structured clinical network has
been established

Evidence that action is being taken
at a practice level to achieve
organisational goals

Succession planning in place –
practices are confident in
articulating their commissioning
development.

Outcomes for all patient pathways
aligned to true costs of all care
along pathways –
transparency/sharing of this data
across the system

A transparent prioritisation
process is in place and evidence of
progress against priorities in
strategic plan.

Outcome monitoring in place
openly reported to public and
partners
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AUTHORISATION DOMAIN FOUR: PROPER CONSTITUTIONAL AND GOVERNANCE
ARRANGEMENTS WITH THE CAPACITY AND CAPABILITY TO DELIVER ALL THEIR DUTIES AND
RESPONSIBILITIES, INCLUDING FINANCIAL CONTROL, AS WELL AS EFFECTIVELY COMMISSION
ALL THE SERVICES FOR WHICH THEY ARE RESPONSIBLE
LCCCB Leads: Dr Patricia Kirkman, Graham Laylee, Christine Caton
“CCGs need the capacity and capability to carry out their corporate and commissioning responsibilities. This
means they must be properly constituted with all the right governance arrangements. They must be able to
deliver all their statutory functions, strategic oversight, financial control and probity, as well as driving quality,
encouraging innovation and managing risk. They must be committed to and capable of delivering on important
agendas included in the NHS Constitution such as equality and diversity, safeguarding and choice. They must
have appropriate arrangements for day to day business, e.g. communications. They must also have all the
processes in place to commission effectively each and every one of those services for which they are
responsible, from the early health needs assessment through service design, planning and reconfiguration to
procurement, contract monitoring and quality control.”

Current Strengths
Building on strong foundations with excellent scores
and feedback from previous external measures such
as World Class Commissioning.

Development Needs
Gain experience from the actual delegated
authority and budget for 2011/12 as opposed to
general oversight of all budgets.

Interim functions & scope of delegated
responsibilities are set out clearly in LCCC Delivery
Plan (delegation document)

Clarity of responsibilities during transition at
Board, Board member, locality and Practice
level.

Partial knowledge of activity, relative price and
outcomes

Develop primary care data into useful and timely
information including variation at individual
clinician level in order to hold primary care to
account. Develop clarity on effective
interventions to manage variation and a range of
incentives
Development of risk management
understanding & processes to ensure effective
mitigation/closure of risks identified
Clarity on conflicts of interest and how to
manage them during Board decisions

EXPECTED OUTCOMES

6 months

12 months

18 months

Fit for purpose corporate governance
in place that enables the CCG to
deliver mission with confidence about
delegated authority, including clear
statement of delegation.

A Board performance management
framework in place that reflects
new commissioning arrangements.

Greater locality accountability
e.g. budget delegation
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Confidence in the Board’s role and
individual Board member roles with
clear expectations of delivery

Support staff in post with necessary
skills/ capabilities to undertake role.

Governance framework that
support s innovation while
ensuring risk is effectively
managed.

Clear sub-committee delegation
process and approval processes

Delegated CCG functions agreed
and working effectively

Risk Appetite embedded
across CCG and process for
refreshing.

Clinical leads taking ownership of
programmes – driving financial and
quality issues etc. with clearly defined
roles and responsibilities

Demonstrate that new care
pathways can work through coproduction with providers with
outcomes that increase patient
health and lower expenditure

Management framework for clinical
locality development with clear roles
and a constitution

Prioritised and meaningful, real
time data available to practices,
localities and the Board

Risk Management Strategy, Board
Assurance Framework and Risk
Registers in place.

Risk Appetite defined as a result of
bottom up process through
Programme Boards

Financial Risk Management Strategy
defined and contracts agreed that
share financial risk but support change
priorities
Ensure robust structures in place for
managing Conflict of Interests.

Conflict of Interest processes in
place and understood across CCG –
Board, Localities and Clinical
Network.

Practices bought into the reliability of
data and using that to improve quality
performance with support of locality
leads and the clinical network

Fully functioning Audit Committee
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AUTHORISATION DOMAIN FIVE: COLLABORATIVE ARRANGEMENTS FOR COMMISSIONING WITH
OTHER CLINICAL COMMISSIONING GROUPS, LOCAL AUTHORITIES AND THE NHS
COMMISSIONING BOARD AS WELL AS THE APPROPRIATE EXTERNAL COMMISSIONING SUPPORT
LCCCB leads: Dr Ray Walsh, Sue Gallagher, Helen Charlsworth-May
“CCGs need robust arrangements for working with other CCGs in order to commission key services across wider
geographies and play their part in major service reconfiguration. They also need strong shared leadership with
local authorities to develop joint health and wellbeing strategies, and strong arrangements for joint
commissioning with local authorities to commission services where integration of health and social care is vital
and the ability to secure expert public health advice when this is needed. They also need to have credible
commissioning support arrangements in place to ensure robust commissioning and economies of scale. They
need to be able to support the NHS Commissioning Board in its role of commissioner of primary care and work
with the Board as a partner to integrate commissioning where appropriate.”

Current Strengths
Evidence of close working with other strategic
partners.

Development Needs
Consider how key external partners are engaged with
e.g. develop explicit Board awareness of and actions
that relate to decisions affected by or affecting
partners such as the Local Authority and Health and
Wellbeing Board to demonstrate perspective and win
confidence about the views considered – explicitly
note in Board minutes

Positive relationships with key partners and ongoing
engagement with providers and partners at Board
events.

Understanding of HWB interface with CCG in strategy
delivery – building strategies with HWB and KHP- in
order to develop an understanding of public health
approach to priority setting. Develop this into a
common approach across partners eg evidence,
priority setting

Routine monitoring in place but needs to develop
beyond what is easily measured.

Financial discussions at Board level to include
discussions about population need beyond Lambeth –
e.g. Lambeth and Southwark, KHP, LBL

Joint Public Health arrangements support partnership
across organisations

Develop common understanding of current activity,
outcomes and variations across different agencies –
share intelligence and information

Strategy informs evidence based commissioning and
prioritisation

Develop an agreement of the role of public health in
the local authority and CCG, and priorities for work
Develop risk stratification data analysis at population
level
Develop incentives across the health system e.g. with
Southwark CCG
Refine current service specification to develop a
prototype
Build understanding of procurement and ‘build, buy,
share’ through simulation work
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6 months

12 months

18 months

Clarity of LCCCB on public health
position in the system to enable
discussion with LBL.

Developed incentives across the
health system in place

Public Health service is embedded
in LBL sustaining a strong input to
CCG and working collaboratively
across LSL and with KHP

Agreed approach to HWB strategy
development with LBL and
capacity to deliver

Improvements made to shared
problems areas by working
together across CCGs effectively.

Clear milestones for H&WB
strategy on all areas are being
delivered with strong clinical
leadership

External stakeholder analysis
refreshed with strategic plan

The transfer of commissioning of
forensic services and offenders to
the NCB has been achieved with
no adverse impact on pathways

Value of joint working with
Southwark is clearly evident in
planned care, unplanned care and
public health

Agree a way of working with the
LB Lambeth on public engagement

Understand and link with existing
patient and community
engagement, such as Children and
Young People Forum

The commissioning support service
is delivering against CCG priorities

Clarity of financial accountability
beyond Lambeth and
consequences of overspending of
other CCGs within the SE London
health economy and beyond.

CSS established and can
demonstrate that it meets the
needs of CCG

The integrated care project is
meeting the expectations of LBL
and the CCG and has strong
primary care leadership

Identified opportunities for LCCC
to work effectively with other
CCGs to develop shared solutions
to shared issues eg common
priorities for JSNA, shared
arrangements for commissioning.

The NCB is working closely with
the CCG on the commissioning of
primary care
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DOMAIN SIX: GREAT LEADERS WHO INDIVIDUALLY AND COLLECTIVELY CAN MAKE A REAL
DIFFERENCE

LCCCB Leads: Dr Adrian McLachlan, Andrew Eyres
“Together, CCG leaders must be able to lead health commissioning for their population and drive
transformational change to deliver improved outcomes. These leaders need to demonstrate their commitment
to, and understanding of, partnership working in line with such senior public roles, as well as the necessary
skill set to take an oversight of public services. They need individual clinical leaders who can drive change, and
a culture which distributes leadership throughout the organisation. The accountable officer needs to be
capable of steering such a significant organisation and the chief finance officer must be both qualified and
have sufficient experience. All those on the governing body will need to have the right skills”
Current Strengths
Clinically lead structure with elected roles at CCG
Board level, identified Locality leads to build
current practice engagement and Clinical
Network with executive clinician leader

Development Needs
To earn a reputation as clinical commissioners and
demonstrate evolution from PCT – e.g. by tackling
problems not constrained by convention

Positive relationships with cluster and LB
Lambeth and other key stakeholders.

Negotiating skills for clinical leaders and ability to
interpret data and make decisions including financial
data

Positive external view of the CCG – the Boards
value base buys them influence with people as
they are trusted outside the organisation by
those with the same focus and values as them

Succession planning for clinical leaders at all levels
and a clear election process for LCCCB in place. Work
on building profile more widely, regionally and
nationally

Board are a very collegiate team who respect and
trust each other

Develop role and style of the Board including
risk/finance/governance responsibilities of the
Board. Develop the Boards ability to challenge and
hold each other to account. Develop individual
member confidence in role.

The board is able to act tactically and strategically
they know when to go into the detail and when
to take a helicopter longer term view.

Wider leadership development programmes to
engage Practices and develop an collective, reflective
voice to shape vision and address problems

EXPECTED OUTCOMES

6 months

12 months

18 months

Strong effective leadership that is
recognised externally and
exhibited across the CCG and
localities.

Cooperative working across the
organisation to review specific
pathways supported by a network
of improvement facilitators

Recognised partnership and coleadership with LA to reduce
obstacles to unified, holistic care
pathways especially mental health
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Demonstrate evidence of impact
and influence on GSTT and Kings
including effective working with
Southwark and Lewisham

Clarity of the future of
organisational arrangement and
relationship with commissioning
support services

An action learning based approach
to leadership development across
localities to engage local leaders in
key change programme.

Flourishing localities with many
levels of leadership

A visionary leadership which
challenges old, ineffective ways of
working

A visible, confident and effective
Board with a clear understanding
of Board roles

A new H&WB Strategy that has
commitment of all stakeholders

Leadership succession planning in
place, supported through
individual development

A mature, well developed Board
with a clear strategic focus which
reflects new membership

CCG leaders play an active role on
London-wide stage and is
informing collective commissioning
approaches

Enc E - Appendix A - Organisational
Development Plan

Personal development for each
CCB member that is highly valued
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DEVELOPMENT PROGRAMME 2012/13
The programme work streams outlined in Appendix One reflect the activities which will be undertaken,
focusing particularly on the next 12 months. The workstreams and actions build on the OD work already
undertaken by the LCCCB as it transitions to authorisation as a CCG. It takes into account the systematic
domain assessments and the ‘Look Back Look Forward’ review of 2011-12 undertaken by the Board in April
2012. The programmes are cross referenced with the domains described in the national authorisation process.
The work streams will be updated annually however, as the development work progresses and the roles and
responsibilities of CCGs continue to be clarified, it may be necessary to update them more frequently during
2012.
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Recruit to CCG Governing Body/Board

Board succession planning

UD

JC

Lead
UD

Chair, Accountable Office and Chief Financial Officer are
recruited in line with guidance
Agreement on make-up of the CCG Board
Recruitment to Lay Member, Registered Nurse and
Secondary Doctor Board Roles
Election/selection of primary care Board members

Success measure
List of lead areas agreed.
Board members lead discussions at meetings and are
held to account for performance
PDPs agreed for Board members and development
undertaken
Coaching undertaken
Joint board development programme with Southwark
and Lewisham agreed
Formal arrangements agreed for joint commissioning
arrangements with neighboroung CCGs

Sept 2013

June 2012
July 2012

July 2012

Dec 2012

July 2012

On-going

March 2013

Timescales
Sept 2012
April 2013

Enc E - Appendix A - Organisational
Development Plan
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Undertake a board development programme with
Lewisham and Southwark to clarify and embed joint
commissioning arragements

Actions
Develop Lead Commissioning Roles and the support
they require
Develop skills of Board Members including supportive
challenge and strategic leadership
Offer coaching sessions for Board Members

Working with partners
(including other CCGs)

Areas of work
Developing individual and
collective leadership skills of
Board Members

Board sponsor/exec lead: Dr Adrian McLachlan, Andrew Eyres
Links to CCG Authorisation Domains: 1/2/3/4/5/6

To ensure that the LCCCB is individually and collectively able to meet the requirements of an emerging CCG and demonstrate Board level assurances

1 Board Development

APPENDIX ONE: WORKSTREAMS
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CCG Interim Website
development work

Planning for 360 stakeholder
survey, including briefing packs

Areas of work
Communications and
engagement strategy

UD

UD

Lead
UD

List of stakeholder respondents to be agreed by LCCCB
by June 2012
Development appropriate briefing for survey
respondents
Draft template circulated for comments
Working with SSBU, test format of proposed website
Launch of website
Ongoing maintenance of website ensuring all
information is relevant and up to date
Investigate options to further develop e media including
Face book and Twitter

Success measure
Agreed Strategy in place and supported by the LCCCB
Agreed action plan in place for 2012/2013

Sept 2012

June 2012
June 2012
July 2012
Ongoing

July 2012

July 2012

Timescales
July 2012
and ongoing
throughout
2012/2013
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Agreement of 360 stakeholder survey respondents via
email
Publishing details of survey members to IPSOS Mori
Develop appropriate briefing for survey respondents
Agreement of Website template and format
Testing of proposed format
Development of revised content
Launch of revised website

Actions
Agreement and publication of a Lambeth Clinical
Commissioning Group Communications and
Engagement Strategy including supporting actions for
2012/2013 in terms of how we will put the strategy
into practice (to include publications and all practice
events)

Board sponsor/exec lead: Dr Adrian McLachlan, Una Dalton
Links to CCG Authorisation Domains: 1

To clearly articulate the vision, the goals and the business of the LCCC to all Practices and encourage active engagement from practice staff, to achieve the OD plan intentions.

2 Communications and Engagement
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Developing the public health
core offer

Areas of work
RW

Lead

Success measure
Public Health transition: roles and responsibilities for
Public Health.
Public health and localities:
- Locality health profiles
- Public health role in localities: discussion paper
Governance workstream (Public Health input), Leadership
development workstream (Public Health input)
Health protection and Infection Control, related
arrangements developed
Equalities Strategy to Board
Draft MOU for 2012/13

July 2012
July 2012

May 2012

March 2012
June 2012

June 2012

Timescales

Enc E - Appendix A - Organisational
Development Plan
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Actions
Set out in simple terms the roles and responsibilities of
specialist public health currently, including those where
responsibility may change (interim arrangements), and
those which are additional to public health’s core role
(for handover).
Work with clinical commissioners to define priorities for
specialist public health role at locality level.
Work with CCG board to define DPH role at board level.
Work with CCG and commissioners to define public
health input to commissioning, including Strategic Plan,
QUIPP, and work streams for priority areas.
Set out responsibilities for Health Protection and
Infection Control, relationship with HPA currently and
proposals for interim arrangements to ensure quality is
maintained and risks are minimized during transition to
new arrangements.
Set out strategic direction for LCCCB approach to
Equalities and develop handover arrangements.
Provide public health expertise to the old work streams
to define areas of common interest e.g. community
engagement, and inform plans for CCB leadership
development from a public health perspective.

Board sponsor/exec lead: Dr John Balazs, Ruth Wallis
Links to CCG Authorisation Domains: 1/3/4/5

To ensure that specialist Public Health informs the work of the Lambeth Clinical Commissioning Collaborative Board including the clinically led commissioning process (and services
commissioned on its behalf by the CSS), and enables LCCCB and LBL to jointly own the Health and Wellbeing Strategy through its development and governance.

3 Developing the Public Health Core
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Health and Wellbeing Board Health and Wellbeing Strategy

Joint Strategic Needs
Assessment (JSNA)
development - increased
understanding of health needs
assessments

23

RW

HD

Shadow Health and Wellbeing Board established, with
DPH board membership
Strategy framework paper and presentation to Health
and Wellbeing July Board
Outline Service specification for public health role in Local
Authority (in conjunction with the detail in MOU)
Detailed governance arrangements established for
substantive H&WB board, in collaboration with LCCCB
governance development

Named clinical lead for JSNA
Development plan for JSNA and Health and Wellbeing
Strategy or consultation with LCCCB and H&WB Board
Resources agreed
Common outcomes paper
Information requirements paper to SEL Cluster Board to
inform PH transition
Accessible JSNA available to inform LCCCB, LBL,
Community and voluntary sector and others.

September
2012

July 2012

April 2012

July 2012

July 2012

June 2012
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Review progress to date to inform future arrangements,
and to take account of new guidance which sets out
requirements for the scope and process of JSNA
development.
Agree broad process and scope of JSNA arrangements.
Set out detailed plan for development of JSNA in
2012/13, and its connection with Health and Wellbeing
Strategy development.
Hold a series of participatory workshops to identify
priorities for inclusion in JSNA 2012/13, including new
areas prioritized in the guidance (e.g. mapping
community assets).
Review outcomes frameworks for the NHS, Public
health and Social Care, to inform local prioritization
Set out information, I.T. and intelligence requirements
to ensure continued access to essential NHS and other
data.
To participate in and provide a public health perspective
to the development of the Lambeth Health and
Wellbeing Board
To brief the Health and Wellbeing workshops about
public health issues in Lambeth and their relevance to
the Health and Wellbeing Strategy
To set out a framework for developing a Lambeth
Health and Wellbeing Strategy
To define Public Health role within the Local Authority
and the Health and Wellbeing Board

Embedding Clinical Network
membership and operational
running

Demonstrating that the Clinical
Network is value for money

Development of Clinical
Network Members

Areas of work
Development of resources for
Clinical Network members
(potential and existing)

AS

AS

AS

Lead
AS

Success measure
Clinical network induction pack is produced
Clinical Network Leads can access relevant area of
website and use it as first point of contact for
commissioning issues
Resources included on website are current/relevant
Programme of events agreed
Succession planning for clinical commissioning roles in
place
Updates on clinical commissioning achievements
circulated to all CCG members
Clinical expertise is built into CCG decision making
process
Retention of Network members and enthusiasm from
potential new applicants
Network members present outputs at Board/Locality
Meetings

Sept 2013

April 2013

March 2013

Nov 2012

On-going
Sept 2012
April 2013

Timescales
July 2012
Nov 2012
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Process for on-going recruitment and engagement of
Network Members agreed
Strong relationship between the Network and the
Board established

Actions
Prepare induction pack to support new members
Develop Clinical Network area on the CCG website with
access rights for Clinical Network
Implement process for agreeing and adding resources
to web site as they become available
Develop core training for clinical network members,
including commissioning skills and relevant master
classes
Ensure all network members have agreed role
descriptions, outcomes and timescales

Board sponsor/exec lead: Dr John Balazs, Ruth Jeffery, Ash Soni,
Links to CCG Authorisation Domains: 1/3

To support the Clinical Commissioning Board in clinically led commissioning by developing clinical leadership across all staff working within a clinical environment. It will support
improving patient and public outcomes and create an environment for succession planning.

4 Strong local clinical networks
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UD

UD

UD

UD

Lead
UD

June 2012
and ongoing
Review of pre
meet in
January 2013

September
2012

Document published to 30th September 2012 deadline
reflecting the breath of engagement work underway.
Development on Public Board meeting
themes/presentations throughout the year.
Development and planning for one hour pre meet to
the Board

July 2012
And
Ongoing

June 2012
specification
agreed.
June 2012
pilot launched
January 2013
pilot reviewed

Timescales
July 2012 and
ongoing
throughout
2012/2013

Clear programme of PPI work supporting our four main
programmes of work
Improved awareness of Lambeth Commissioners of the
need to and benefits of effective engagement.

Develop and strengthen practice-based PPGs and their
capacity to influence quality and service improvement
within practices
Developing the capacity of PPGs to interact and
influence clinical commissioning in Lambeth
Review the outputs of the pilot and recommendations
made to the LCCCB on learning and next steps.

Success measure
Agreed Strategy in place and supported by the LCCCB
Agreed action plan in place for 2012/2013

Lambeth Clinical Commissioning Collaborative | Organisational Development Plan June 2012

Publication of our annual engagement report setting out
engagement actively during the year and how this has
influenced clinical commissioning in Lambeth
Regular review of how Board meetings operate to ensure
we maximise opportunities to engage with the public.
Review of our one hour pre meet to the public meetings to
ensure added value to our engagement activities.

Publication of annual
engagement report

Review of Public Board
Meeting to maximise
engagement opportunities
with the public

Agreement of a focus on engagement work as part of the
Operations Group on a quarterly basis to assess progress
on PPI supporting main programmes of work and
development needs of Lambeth Commissioners

Actions
Agreement and publication of a Lambeth Clinical
Commissioning Group Communications and Engagement
Strategy including supporting actions for 2012/2013 in
terms of how we will put the strategy into practice. (to
include publications, website development and all practice
events)
Commission a six month pilot via Lambeth LINk to support
the development of patient participation in Lambeth.

Patient and Public
Engagement awareness
across the organisiation

Develop patient voice routes
into clinical commissioning
and Health and Wellbeing
Boards via practice-based
PPGs

Areas of work
Communications and
engagement strategy

Board sponsor/exec lead: Dr Raj Mitra, Una Dalton
Links to CCG Authorisation Domains: 2

To have a robust and consistent approach to the involvement of patients and the public at all stages of the commissioning cycle by ensuring the appropriate systems and
processes, knowledge and tools are available to lead and evaluate engagement activity.

5 Patient and Public Engagement Programme
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Information pack

Leadership development

Areas of work
Action Learning Sets - A
leadership programme for key
locality staff (managers nurses
and primary care clinicians) to
engage them in core business
and develop leadership
capabilities

MM

MM

TF
TF

TF

Lead
TF

Draft pack and localities surveyed on revisions
Automated report production
Master class launch

Success measure
Successful launch of Action Learning Set in SE Locality and
project topics for discussion agreed.
SW Locality has Action Learning Set meeting arranged for
July 2012.
Clinical Nurse Forum has Action Learning Set meeting
arranged for July 2012.
Programme comparison and identification of gaps.
Identify training/developmental support required. This
links with Locality Leadership Programme currently in
development
Regular article in Clinical Commissioning update.
31/1/12 event report
Summary to OD steering group
Budget proposals agreed in 2012/13.
Proposal to OD steering group and resources prioritised

April 2012
TBC

Jan 2012
June 2012
End July 2012
June 2012

Oct 2012

Sept 2012

Aug 2012

July 2012

July 2012

Timescales
May 2012
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Locality leads engaged in discussion regarding roles and
development needs
Form 3s qualitative review of localities received and
findings collated and discussed at OD steering group
Proposals from localities re: budget spend for 2012/13
informed by 2011/12 learning
Development needs identified and collated by
participatory group (e.g. leads, clinical network, practice
representatives), development needs and method of
delivery by Health Skills
Revised information packs drafted and practices
consulted
Production of reports automated where possible and
systems in place for monthly production

Actions
Promote Action Learning Sets across the Borough
(Locality Meetings/Nurse Forum/Practice Managers
Forum/All Practice Event)
Locality Leads to share each ALS project across the
localities
Progress to be monitored and evaluation of impact.
Develop Communication Plan so information shared
across Localities on a regular basis

Board sponsor/exec lead: Dr Gillian Ellsbury, Moira McGrath
Links to CCG Authorisation Domains: 1,3

To have a consistent, continuous approach to improvement across all localities for both staff and the organisation, with timely relevant information to address concerns and
develop best practice by a skilled workforce, with locality leadership to challenge performance and achieve outcomes.

6 Developing locality leadership

26

Assessment of commissioning
support capability, including,
provision of mandatory training
(CCG and CSS)

Areas of work
Developing commissioning
support resources managed
internally within Lambeth that
meet the requirements of an
authorized CCG
Local ownership of CSS local
proposals

Staff training brochure produced which includes all
mandatory training (including Safeguarding)
Assessment of training undertaken by staff carried out
All staff have PDPs and have undertaken mandatory
training
Assurance from CSS that all staff have undertaken
agreed mandatory training

CSS successfully passes national checkpoints
SLA/MofU is signed by CSS and CCG
Contract management arrangements in place,
including regular performance focused review
meetings

UD

UD

Success measure
Staffing structures are agreed that complement CSS
core offer.
Posts within structure are recruited to.

Lead
AE

April 2013

Dec 2012
April 2013

Sept 2012

June 2012
Autumn 2012
March 2013

Oct 2012

Timescales
Aug 2012

Lambeth Clinical Commissioning Collaborative | Organisational Development Plan June 2012

CSS stakeholder governance arrangements are agreed.
CSS design and implementation meets the
requirements for CCG authorization.
Innovation and improvement in the procured CSS is
achieved, especially intelligence and IMT.
CCG established as intelligent customer of CSS with
processes in place for account management,
performance and SLA monitoring and assurance.
Training and development needs of staff, including
safeguarding issues are identified
Training and development needs of staff, are addressed

Actions
LCCCB to agree staffing structures that are within the
management cost allowance and meet the capability
requirements of a CCG

Board sponsor/exec lead: Dr Adrian McLachlan, Andrew Eyres
Links to CCG Authorisation Domains: 4,5

To enable a smooth transition from current working arrangements to shadow and live working arrangements for CSS and CCG with risk to delivery fully mitigated.

7 Development of Commissioning Support Resources
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Risk appetite

Areas of work
Agreement of a Lambeth
Constitution

MS

Lead
LD

Review and agree risk appetite
Risk management framework agreed and
implemented

Success measure
Draft constitution considered by the LCCCB
Engagement Events with practices on the early
development of the constitution and supporting
documentation
Agreed constitution, signed by all Practices in
Lambeth

July 2012
Sept 2012

August 2012

July 2012

Timescales
June 2012
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Actions
Development of Lambeth Constitution based upon
national template, historic work in Lambeth and best
practice to include clarity on:
 Delegated responsibilities to practices/localities
 Agreement on Governing Body membership and
operation
 Clear action plan on the arrangements to review
and recruit to the Governing Body
 Clear arrangements in place for Governing Body
subcommittee structure
 Clear arrangements in place for the management
of Conflicts of Interest
 Supporting documents including revised Standing
Orders and Standing Financial Instructions agreed.
Work with the LCCCB to understand the risk appetite of
the emerging CCG

Board sponsor/exec lead: Dr Patricia Kirkman, Una Dalton
Links to CCG Authorisation Domains: 4,5,6

To ensure that the CCG understands the governance requirements of a statutory body and that all arrangements are developed and embedded in line with the national CCG
Authorisation guidance and timescales

8 Governance arrangements
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Equality Strategy
2012-14

Our Mission
is to improve the health and reduce health inequalities of
Lambeth people and to commission the highest quality
health services on their behalf.

Enc E - Appendix B - Equalities Plan

Appendix B

Public Health
6/1/2012

Executive Summary

Lambeth is a borough with a hugely diverse population and large inequalities in health. Health
inequalities are in turn driven by socioeconomic inequalities and exposure to risks that are
experienced disproportionately across the population. Improving health and reducing health
inequalities is central to the purpose of the NHS Lambeth/ Lambeth Clinical Commissioning. Our
approach to implementing the Equality Act (2010) and the Human Rights Act (1998) is to ensure
that it supports this work, and promotes equality in all the activities of the organisation, including
ensuring:
- Equity of access to health services
- High quality of care for all
- People benefit fairly from prevention, treatment and care
- An approach based on dignity and respect for people, their background, heritage and family
life.
NHS Lambeth is guided by the requirements of the Equality Act (2010) and the Human Rights Act
(1998). The organisation aims to demonstrate its adherence to the legal requirements by working to
the NHS Equality Delivery System http://www.eastmidlands.nhs.uk/about-us/inclusion/eds/
In line with the requirements NHS Lambeth has:
- Agreed an action plan
- Published information on equality (31st January 2012)
- Agreed a series of equality objectives as part of its Strategic Plan (April 2012)

Our Strategic Aim
To embed equality in the work of the LCCCB and its partnerships to improve health and wellbeing
of local people.

Priorities for 2012-14
o To encourage and enable the CCG board to effectively champion equality and human rights
o Improve the equity of health services for Lambeth people by making progress on agreed
equality objectives as part of commissioning work to achieve the overall CCG health priorities
o Work in close partnership with Lambeth Council and other partners on key areas of joint
concern through the Health & Wellbeing Board and other channels
o Increase the extent of public and patient engagement on equality & human rights
o Improve the information publically available on equality in Lambeth through the JSNA process
o Raise awareness, especially in primary care, of the importance of promoting equality for
instance through participating in the Stonewall Health Champions programme
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1. Introduction: Why equality & equity is important to Lambeth
Lambeth is one of thirteen inner London boroughs. It is very densely populated. Population
estimates vary from about 284 000 (ONS) to 384 000 (GP registered). Lambeth is hugely
diverse in terms of people’s ethnic and cultural background. Approximately 38% of the
Lambeth population are from ethnic minority groups. There are long established populations
from the Caribbean or Portugal, more recent migrants from new European Union countries,
asylum seekers from all over the world but particularly the Middle East and Africa, and many
highly qualified professionals from the EU and beyond who have moved to London to take
up top jobs in academia, finance, or other areas.

The population is also comparatively young and mobile. The range of economic, social,
ethnic and cultural diversity is a major factor for the NHS in partnership when seeking to
promote equality and eliminate discrimination in health and health services and as a
commissioner.
Diverse Lambeth; some examples
From the 2001 census1
Black population groups totalled 25.8% in Lambeth compared to 16.5% in inner
London and 10.9% in greater London
Lambeth residents were born in 67 different countries
Muslim populations made up 5.4% of the Lambeth residents. Buddhist, Hindu,
Jewish, Sikh, religious affiliation were the most common after Christianity
45.8% of Lambeth residents were in full time employment
Black groups had the highest rate of unemployment
37.2 % of Lambeth houses were owner occupied
From other sources
Over 150 languages are spoken by local school children and, after English, the
main languages spoken are Portuguese, Yoruba, French, Spanish and Twi
Up to 25% of the population have difficulty reading English
20% of residents change their address each year
Lambeth as a whole has higher rates of premature death, particularly in men
The main causes of premature death are cancers and heart and vascular
diseases, which are associated with deprivation.
Lambeth has high rates of mental illness
Lambeth has a high prevalence of sickle cell disease
Lambeth has large numbers of people living with HIV

The most important driver of premature death and poor health is socioeconomic inequality
brought about by low income, unemployment, and poor educational opportunities, etc. This
has a strongly negative effect on future life chances in education, the job market etc as well
as on health. And it’s not just the poor who are affected; it’s a gradient right the way up the
1

2011 census data will be available later in 2012
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Compared to other parts of the UK, including inner city areas, the population of Lambeth is
one of the most deprived in England and Wales. Its residents are more likely to experience
poor health and greater need for health services. The gap in rates of early (premature) death
between the least and the most healthy in the borough and the gap between our overall rate
and that of the national rate is higher than the national average.

social scale. Deprivation is not equally distributed across all population groups in Lambeth,
nor is it random. Women are more likely to earn less than men. Ethnic minorities (whether
born in the UK or not) are more likely to be in poor quality housing and to rent rather than
own property. Boys and girls and young people of different ethnic backgrounds have
different patterns of educational achievement. This unequal distribution of life chances is not
a lifestyle choice.
This wider economic situation is not straightforward to influence, but there is potential to
minimise the negative impact on health by focusing on prevention and treatment of the
conditions that are contributing to this poor health and premature death. In seeking to ensure
Lambeth people are able to benefit from services in line with their needs the CCG has to
commission services that can adapt and respond appropriately when people are at different
starting points. It also has to consider the wider environment that has contributes to a
person’s health or illness. More broadly NHS Lambeth has to take into account that direct or
indirect discrimination whether deliberate or unwitting may have played a part in someone’s
health status and their previous use of health services.
This has some implications;
To achieve a healthier Lambeth health services must actively promote fairness in
services and health promoting activities, to reach all people
Specific actions are needed to engage communities that do not necessarily come
forward either for services or to contribute to service improvements
The trust and confidence of all communities has to be earned
Staff need to be skilled, informed and confident to promote equality and equity and
challenge discrimination effectively where it occurs
To ensure a highly talented workforce we need to commission services which employ
people from all communities and backgrounds and to ensure that the LCCCB and
partners also do so.
Active partnership working is necessary to promote equality and challenge discrimination
Demonstrating and assuring progress has to be open and transparent

2. The Legal Framework
Equality legislation has evolved over four decades. Early acts of Parliament focused on
equal opportunities in employment. This has now extended to the provision of goods and
services. Since 2000, beginning with the Race Relations (Amendment) Act 2000 and then
disability and gender equality legislation, the law widened in scope and nature. This has
been drawn together and consolidated in the Equality Act (2010) which covers equality in
relation to race and ethnicity, gender including transgender, age, religious belief (including
no belief), disability, sexual orientation, marriage or civil partnership status, pregnancy and
maternity. These are known as the nine ‘protected groups’ under the law.
The Equality Act requires public bodies to have due regard to the need to;
Eliminate unlawful discrimination
Promote equality of opportunity
Promote and foster good relations between different population groups and towards
different groups
Encourage participation by underrepresented groups in public life
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This is a radical change from an approach in the 1970s which relied on individuals or groups
to complain of discrimination and seek a remedy to a more prescriptive legal framework
which places responsibility firmly on organisations to demonstrate that they are not only
eliminating discrimination but also actively promoting equality and good relations between
people2.
The Human Rights Act (1998) specifies that people have rights to life and to liberty; to not to
be tortured or treated in an inhumane or degrading way; to no punishment without law, and
to respect for private and family life and correspondence. These rights apply in the provision
of goods and services and in employment and have very direct implications where people
may be vulnerable through illness and, or cognitive impairment.

What is done to meet equality legislation should be relevant, proportionate and
complementary. In other words organisations are expected to exercise judgement with
regard to the law. Organisations are not expected to achieve equal opportunity and
elimination of discrimination in one go or over one business cycle but they are expected to
identify the priority areas, take systematic action and over time demonstrate real progress.

3. The NHS Framework
The NHS has developed an Equality Delivery System (EDS) to support NHS organisations
to meet the legal requirements in health and health services3.
NHS organisations are expected to promote equality across 18 outcome areas under 4
objectives4:
1.
2.
3.
4.

Better health outcomes for all
Improved patient access and experience
Empowered, engage and included staff
Inclusive leadership at all levels

For each outcome an NHS organisation is expected to determine, with input from local
stakeholders including patients and the public (ie it is not a self assessment), whether it is
undeveloped, developing, achieving or excelling. This is to be used to identify priorities for
action each year over a 4 year cycle beginning in 2011-12. NHS organisations are to report
on progress in public and there will be a national report with red, amber, green ratings.
Locally it is intended there is a link with Health & Wellbeing Boards and the Overview and
Scrutiny role of the local authority.

2

More information maybe found on http://www.equalityhumanrights.com/advice-and-guidance/publicsector-duties/new-public-sector-equality-duty-guidance/
3
NHS Equality Delivery System http://www.eastmidlands.nhs.uk/about-us/inclusion/eds/
4
For more information see http://www.southcentral.nhs.uk/about-us/equality-and-diversity/equalitydelivery-system/
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Principles

4. Progress in NHS Lambeth
NHS Lambeth has a strong track record in equality and human rights developing and
building on innovative services to meet the diverse health needs of the population such as;
the three boroughs refugee and homeless persons teams, health promotion initiatives
targeting gay men and men who have sex with men, outreach to promote health including
sexual health to African communities and ground breaking and successful work with
teenagers (boys and girls from different communities) to reduce teenage conceptions. Over
10 years Primary Care has pioneered demographic data collection such that Lambeth now
has amongst the most comprehensive recording of information such as ethnicity of any area
in the country and even in Europe. This information has been used extensively to identify
variations in access to treatment across the borough and to work with GPs on improving
care. Needs assessment work on health inequalities has guided commissioning decisions
and priority setting and many general practices have worked consistently over years with
underserved communities to ensure they get access to the services they need.
Lambeth Primary Care Trust produced its Race Equality Scheme in 2003 and launched its
Equality Scheme in early 2008. The PCT was an active member of the Department of
Health Race for Health Programme for several years. In June 2012 NHS Lambeth CCG was
chosen as one of 20 NHS organisations (4 CCGs) in England to be part of the Department of
Health sponsored Stonewall Health Champions programme. This programme is to support
organisations to be more effective at promoting equality for lesbian, gay and bisexual (LGB)
people. External consultancy, learning support and opportunities for networking will be
provided during 2012-13.
Equality work in NHS Lambeth has been led by public health since 2005-06 with an
emphasis on integrating work on health equity with that of the equality agenda. This has
enabled consistent advice and support to be offered to commissioners focusing on how to
assess the impact of strategies, plans and services on equality in line with both NHS
priorities to reduce health inequalities and the public sector legal duties. Equality and equity
impact assessments have led to action to mitigate risks of inequality and to enhance equity
to the benefit of the population in a number of clinical and organisational areas.
Between late 2011 and mid 2012 in response to the Equality Delivery System NHS Lambeth
has
Agreed an action plan (Appendix A)
Set equality objectives (Appendix B):
http://www.selondon.nhs.uk/index.php?assetId=1994&assetGroupId=111
Published information on equality published by NHS Lambeth:
http://www.selondon.nhs.uk/index.php?assetId=1749&assetGroupId=111
Contributed and signed up to the NHS South East London Workforce Objectives:
http://www.selondon.nhs.uk/index.php?assetId=1745&assetGroupId=111
During 2012 – 13 as a result of the Health & Social Care Act the public health resource and
expertise will be moving to the local authority so there will be a need to agree a way forward
to ensure the clinical commissioning group has access to the right support and expertise on
equality in the future.
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5. Principles and plans for the future
NHS Lambeth’s commitment is that
People have equal opportunity to
Access health services (including health promoting activities) that they need
Receive high quality health services that are appropriate to their needs
Be treated respectfully and as an individual by staff at all times
Benefit from the health care they receive

The public and partners experience NHS Lambeth as
Exercising visible leadership and advocating strongly on behalf of disadvantaged or
discriminated against groups
Good at engaging, listening and responding to the needs of all communities in Lambeth
Equity and equality?
Combining equality and equity means being clear that people have different needs and that
if allocation of resources is based on needs it will be unequally distributed. Equitable health
care means people receive:
A fair offer: services distributed according to needs
Fair access: those with highest needs have the highest use of the service
Fair benefit: once patients have accessed the service, they benefit from it regardless of
their individual characteristics

6. Delivering on our principles
Health & health services
The Lambeth Strategic Plan has seven health priorities and each of these has an equality
objective. The equality objectives were developed through a process of impact assessment
that included needs assessment and public engagement sometimes taking account of
information and knowledge gathered over several years.
NHS Lambeth delivers on its priorities through commissioning that includes needs
assessment, partnership working, public engagement and actively leading and facilitating
service and care pathway redesign. The aim is to increasingly adopt an approach based on
coproduction principles such as recognising and using the assets of people not just focusing
on their needs.
Delivery of the equality objectives are the responsibility of the commissioning teams leading
on the priority areas. This means devising implementation plans and reporting on progress
to the Board and to our stakeholders. Most of the objectives already have measures to
assess progress although some are more qualitative because the area is new and there is
little in the way of a baseline. Actions during July – December 2012 will include:
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Staff
Experience the organisation as a fair and rewarding place to work
Actively promote equality in their work and are confident to challenge inequality where
they find it

Agreement of implementation plans, reporting and assurance arrangements
Identification of key stakeholders for equality (alongside the Patient & Public
Engagement Strategy)
Further work on equality analysis in the priority areas
An update on the equality information as part of the JSNA
Staff
NHS Lambeth is not a significant employer of staff and rather works through partners, and
through the CSS. It will share much of its HR policy and procedures with other local NHS
organisations. In negotiating these arrangements remaining a fair employer will have to take
centre stage as will learning and development to ensure people are capable and confident to
work on behalf of a diverse population.
As a clinical commissioning group the organisation is also committed to promoting the core
values and principles of equality to primary care staff. How this will be affected will require
further discussion including with the NHS Commissioning Board.
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1

Step

Action needed

Progress

Commenced

To be included in OD Plan for CCG
development

Agreed (RW) April 2012

Proposals agreed at LCCCB September
Board
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June 2012 March 2013

December
March

October
2011

April 2012

Agreement on a lead clinician to work with
equality lead (SC)

Skills and knowledge development by LCCCB:
Agree learning & development that would
benefit members
Implement short term as part of OD/
commissioning development programme
Agree longer term development programme
for new CCG and senior managers
Participate in Stonewall Health Champions
Programme

September
2011

Timescale

NHS Lambeth Equality Delivery System
Action and resources for implementation
June 2012 Update (Version 4.)

Discussion & agreement on assurance processes
for the LCCCB & programme boards

Governance and partnership working

Appendix A:

LCCCB Equality Lead

DPH/Director of
Corporate Affairs

LCCCB Chair

LCCCB Chair
NHS Lambeth MD

Accountability

2

Step
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September
2012

April 2012

Agree process whereby groups will engage with
EDS process between Sept 2011 – April 2012

Develop & agree process for continuing
engagement on rolling programme of
commissioning areas during 2012 – 2014

September
2011

July 2012
July 2012
July 2012

Timescale

Work with LINks/ voluntary sector, staff side and
statutory partners especially Council, GSTT, King’s
& SLaM to identify and contact communities of
interest in Lambeth corresponding to protected
groups

Identify local interests

Assurance
LCCCB requires equality checklist to be
completed on all relevant Board papers
Steering group on equality set up
Programme boards report on progress on
equality objectives

Action needed

Completed (workshop held 28/03/12
on equality objectives)

In progress

Checklist agreed

Progress

“

“

Director of
Corporate Affairs &
Communications

LCCCB Equality Lead
Directors of
Care Pathway &
Integrated
Commissioning

LCCCB Chair

Accountability

3

Step

Publish by
31st January
2012

Timescale

Included in the SELondon Cluster Plans

Prioritised within JSNA development

Review of allocation formula with
respect to population needs.

Director of

Information published 31st January
2012

Director of HR &
Corporate Affairs

Director of Public
Health

Director of
Finance

Care Pathway
Commissioning

Accountability

Progress
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Workforce – profile, recruitment, leavers,
disciplinaries etc.

Population health – health needs of protected
groups: to be part of the above plus development
of the JSNA/APHR

Resources – investment profile against protected
groups & outcomes
This could be part of the screening process

Commissioning – of services to ensure equity for
protected groups: equality checklist to be used by
project and programme leads as part of Strategic
Plan

Assemble evidence

Action needed

Analyse performance
As a consequence of 2-4 agree how stakeholders
will contribute to analysis. Ideally this should be
integral to arrangements to engage stakeholders
on the Strategic Plan/ business plans of the PCT &
programmes.

Step
5
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To agree approach to be used longer term

Complete process of analysing performance that
includes stakeholders: this could include
commenting on published information as in formal
consultation and more direct engagement e.g.
workshops, meetings

(and other strategic partners). This is a
consequence of step 2. As a result of engagement
with stakeholders local arrangements and
responsibilities should be agreed to achieve step 9.

Agree roles with the local authority

4

Step

Action needed

July 2012

6th April 2012

November
2011

November
2011

Timescale

In progress

Initial engagement on 28/03/12

Need to include as part of the BSU
development of community
engagement

EIA of HIV care & support programme
submitted April 2012
Planning LTC for June 2012.

Agreement to submit NHS Lambeth
high priority EIA/ monitoring/ analysis
work to the Council Equality Panel
during 2012- 13

Progress

MD & Director of HR
& Corporate Affairs

Director of Care
Pathway
Commissioning

MD & Director of HR
& Corporate Affairs

SC/DPH

Accountability

Step
8

7

Step

6

Step

Progress

Equality objectives are now being
picked up by Programme Boards

Completed (published April 4th) &
approved at May Board as part of the
Strategic Plan

Indicative grading agreed following
28/03/12 workshop: approach not in
line with EDS expectations. Longer
term solution needed
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Integrate equality objectives into mainstream
business planning
Agreed objectives are incorporated into QIPP
plans, business plans etc

April 2012
(implies
March
LCCCB)

(ie a March
LCCCB)

Following 3,5 & 6 stakeholders work with PCT to
agree objectives

LCCCB agrees to objectives

6th April 2012

July 2012

6th April 2012

Timescale

Prepare equality objectives

Develop longer term approach to ‘grading’ ie
stakeholder engagement in equality analysis and
impact assessment (see step 5)

Steps 3, 5 & 6 are part of the same overall process
and can be encompassed in the engagement; in
meeting & discussion with stakeholders the
evidence is considered, analysed and performance
is graded.

Agree grades

Action needed

Director of Care
Pathway
Commissioning/
Director of
Integrated

MD/LCCCB

LCCCB/MD

Accountability

9

Step
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Ensure equality objectives and background to
agreement widely available to stakeholders on
web, a report to stakeholders, as part of various
plans submitted to cluster etc

April 2012

May 2012

Learning & development needs for staff: to
determine learning needs and plan to meet

Publish grades and equality objectives

Timescale

Action needed

Objectives published. Indicative
grading sent to NHS SE London

Most staff completed mandatory
online training

Progress

Director of HR &
Corporate Affairs

Director of HR &
Corporate Affairs

Commissioning

Accountability

Appendix B:

BRIEFING: Promoting Equality & Human Rights in Lambeth
Summary of Area/Issue
Lambeth is an area where there is great diversity in the population and large inequalities in health. it is
Therefore it is essential to promote equity of access to health services, high quality of care for all,
and to enable all to benefit fairly from prevention, treatment and care.

In this area of work NHS Lambeth is guided by the requirements of the Equality Act (2010) and the Human Rights
Act (1998)
The organisation aims to demonstrate its adherence to the legal requirements by working to the
NHS Equality Delivery System http://www.eastmidlands.nhs.uk/about-us/inclusion/eds/
-

-

In line with the requirements NHS Lambeth has
o Agreed an action plan
o Published information on equality (31st January 2012)
o Agreed a series of equality objectives as part of its Strategic Plan (April 2012)
During 2012 – 13 the aim is
o To make progress on the equality objectives using the programme management
process used to deliver the CCG priorities ie to integrate the equality objectives into the mainstream
commissioning work of the CCG providing guidance and support to commissioners
o
o
o

To work in close partnership with Lambeth Council on key areas of joint concern
To increase the extent of public and patient engagement on equality
To raise awareness especially in primary care of the importance of promoting equality
through participating in the Stonewall Health Champions programme

o

To encourage and enable the CCG board to effectively champion equality and human rights in the way
they operate
To improve the information publically available on equality in Lambeth through the JSNA
process

o
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It is also essential to promote an approach which is based on dignity and respect for people; their background,
heritage and family life.
Likewise as an employer NHS Lambeth is committed to recruiting and retaining the best possible workforce by
capitalising on the talents and skills of all populations and by ensuring there is
equality of opportunity at all levels in the organisation

Equality: enabling people to benefit from health services according to their needs not
treating everyone the same

Ambition and vision for the Area – Where are we going in the next two years and beyond?
To explicitly identify the risks and opportunities for different population groups in strategic development, needs
assessment, commissioning, and partnership working
To support and enable all commissioners to achieve this approach to working so that equality is
integral to their work and they have the skills, confidence and systems to do this well
To co-produce good outcomes with the active engagement of citizens in Lambeth
To be national leaders in how equality and human rights are integrated into commissioning
and health service provision

Impact on local people and patients – What difference will they see over time?
More transparency about equality in health services commissioning
Being asked more specific questions about equality and human rights in engagement activity
A CCG that advocates successfully on behalf of populations that are historically marginalised and,
or discriminated against
More comprehensive equality monitoring; patients asked (with explanations and assurances about
confidentiality) to give more information that assists services to demonstrate whether they are providing an
equitable service
Primary and secondary care services that are competent and considerate on equality and human rights eg; staff
do not make assumptions and address their own prejudices
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What PPE has been undertaken
PPE is undertaken as a matter of course in each commissioning area. The extent to which PPE encompasses
specific questions of equality and human rights is variable. This is a key area for development
The intention is to ensure the public and patient engagement strategy and the equality work
are very closely aligned
Findings from PPE exercises over recent years and similar information from Lambeth Council
helped to inform priorities.
NHS Lambeth hosted a specific workshop with patients and the public and some stakeholders
to develop its equality objectives in March 2012 but this is very much seen as indicative of intent

How has clinical engagement/ leadership influenced this area (incl. board member involvement and practice
engagement)?
For the last 4-5 years leadership of the equality agenda has been from the Public Health
Directorate. This has enabled a strong clinical and population health focus supportive of
commissioning effectively for equality that links with promoting equity in health care
Prior to the setting up of the CCG the PCT had a non executive Board member to complement the
executive role of the Director of Public Health
NHS Lambeth has now appointed a member of the CCG Board to be lead for equality & human
rights

Dr. Sarah Corlett
Consultant in Public Health
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rather than completed work

Appendix C

Involving people

Our Mission
To improve the health and reduce health inequalities of Lambeth people and to
commission the highest quality health services on their behalf

Enc E - Appendix C - Communications
and Engagement Strategy

Communications and Engagement Strategy
July 2012

Foreword
I am pleased to introduce ‘Involving People’, NHS Lambeth Clinical Commissioning
Group’s Communications and Engagement Strategy 2012.
We have a good track record of involving patients and the public in health decisionmaking in Lambeth, and solid relationships and channels of communication with our
communities and partners. NHS Lambeth Clinical Commissioning Group (CCG)
wants to build on this and further develop meaningful relationships with GP member
practices, local people and stakeholders to inform decision making and commission
health services. NHS Lambeth Clinical Commissioning Group is dedicated to
commissioning the best possible health services for the people of Lambeth. In order
for us to do this we need to make sure we communicate and engage with our patients,
the wider health and social care community and our local stakeholders. This strategy
has been developed to help us do this.
In March the Health and Social Care Act 2012 received Royal Assent and became an
Act of Parliament. Based on the Government’s white paper ‘Equity and excellence:
liberating the NHS’ published in July 2010, it sets out a radical new vision for the
health service in England that builds on the core values and principles of the NHS – a
comprehensive service, available to all, free at the point of use and based on need not
ability to pay. A key aim of this change in legislation is to ‘make the NHS more
accountable to patients’ and to ‘put patients at the heart of everything that we do’
(NHS White Paper – Equity and Excellence: Liberating the NHS, July 2010).
NHS Primary Care Trusts will be abolished from April 2013 and responsibility for
planning and paying for the majority of local health services will transfer to GPs and
clinicians who join together in Clinical Commissioning Groups (CCGs). A new
National Commissioning Board will hold CCGs to account and will commission other
primary care practitioners such as dentists, chemists and opticians.
This is a significant change in the way the NHS conducts its business that presents
both challenges and opportunities for engaging with the wide variety of individuals and
groups who have a stake in local NHS services. We have been preparing for this
transition in Lambeth for the past year and have in place a locally recruited Clinical
Board that has been working alongside NHS Lambeth (PCT) staff in all areas of
commissioning. We want to ensure that our approach as a new clinician-led
commissioning organisation enables our patients, Lambeth residents and our wider
stakeholders and partners to have confidence and trust in the leadership of the local
NHS, and more fully to understand who we are, what we do and how they can work
with us in the longer term to shape future services that build on strengths and respond
to needs.
As we develop into a successful Clinical Commissioning Group, this strategy sets out
our priorities for communications and engagement and the approaches and activity we
will undertake to ensure continuity and stability for the healthcare system in Lambeth
during the transition period and beyond.
Adrian McLachlan
Chair, NHS Lambeth Clinical Commissioning Group
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Introduction

Our mission as a CCG – ‘to improve the health and reduce health inequalities of
Lambeth people and to commission the highest quality health services on their behalf’
- has been developed and shared widely in Lambeth with our health and social care
partners on the emergent Health and Wellbeing Board, and with key stakeholders
including Lambeth LINk, Lambeth’s Health and Adult Services Scrutiny Committee,
Lambeth voluntary sector fora and Lambeth residents. We know that the achievement
of our mission is inextricably linked to our success in engaging with our populations
and partners. We recognise the challenge set down in the NHS White paper, ‘Equity
and Excellence’ to ensure that ‘no decision about me without me’ is the norm at all
levels of health-care decision-making in Lambeth and aim to demonstrate to our
communities how their input has influenced decisions through a rigorous approach
that is stitched into our work and its governance. We want to go beyond traditional
consultation to real involvement, recognising our communities as valuable assets in
our joint efforts to improve health in Lambeth.
We understand that:
good communication is essential, both to enable people to access services
successfully and to enable them to take responsibility for their own health
engagement is more than consultation on service development and change – it is
an ongoing dialogue which informs our understanding of our communities and their
health needs, and encourages the active involvement of patients, citizens and
community partners in reshaping local services to make them more responsive
our leadership role for the NHS in Lambeth makes it our responsibility to maintain
public trust and confidence, both in the work of the CCG and in other health
services in the borough
This, our first communications and engagement strategy as a CCG, builds on the NHS
Lambeth Communications and Engagement Strategy 2010 and on Lambeth Clinical
Commissioning Collaborative Board’s framework for patient and public engagement
2011, both developed with our partners and tested with local people through our CSP
and commissioning planning process over the last two years. It sets out the
principles, organisation and practical guidance for communication and engagement
across all of the CCG’s activities and will support us in ensuring that:
we can deliver upon our mission as a new CCG
we can support the delivery of the improved health outcomes identified in our
Commissioning Strategy Plan
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NHS Lambeth Clinical Commissioning Group (CCG) recognises that an excellent
standard of communication and engagement is critical to our success in rising to the
challenges of the new NHS landscape and seizing new opportunities presented by
clinical commissioning to drive forward change and deliver better services and
outcomes. Excellent communications and engagement will help us to better
understand the needs and expectations of local people and how we should respond to
those needs; it will give coherence to our dialogue with our communities and help put
the experience of our patients and the aspirations of our public at the heart of all we
do.

we are recognised as the local leader of the NHS
we are recognised as responsive to the needs and expectations of our local
population
we can support the delivery of quality, innovation, productivity and prevention
(QIPP) initiatives, recognising that communications and engagement has a role to
play in supporting all programmes
our commissioning decisions reflect the needs, aspirations and priorities of the
local population
we engage the public in a variety of ways, openly and honestly
we are proactive in seeking out the views of the public, patients, their carers and
other stakeholders, especially those least able to advocate for themselves
there is ongoing stakeholder engagement in our planning process throughout the
year
staff, colleagues and stakeholders are included and involved in our work at every
opportunity
communication and engagement are inbuilt, systematic processes at the heart of
our business processes
We aim to use a range of approaches to engage with Lambeth’s diverse population.
We know that our approach is supported by our partners and by local people because
we have tested it out over the last year and because we have worked in partnership to
develop a shared set of principles across agencies and with local people that will
guide us. We seek to build on the best of our communications and engagement
practice and to work with our partners and local communities to understand how we
can further develop excellence in our work to involve local people in improving their
own health and in improving health services.
We also recognise that NHS Lambeth CCG is responsible for enhancing the
understanding of local people about health issues, raising awareness and
campaigning to support healthier living. This strategy therefore governs our approach
to marketing and advertising activity and supporting public health agendas, such as
combating obesity and smoking cessation.
Our communications and engagement strategy will support strategic engagement by
ensuring that there are forums for discussion on local needs and priorities for
improvement.
It has been written to inform and guide
NHS Lambeth CCG Governing Body Members
all staff employed by NHS Lambeth CCG because we believe that communication
and engaging with local people is part of everyone’s role
our partners in Commissioning Support Services and advisors because we
recognise that these will also have a role in representing NHS Lambeth CCG
our wider partners across health and social care agencies because we believe
local people will get higher quality and more responsive services when we share
our approaches to communications and engagement
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patients, service users, Lambeth residents and borough-based organisations
because we wish to be accountable and share our vision and let people know what
they can expect of us

CCG Authorisation
In order for us to progress through the process that will authorise us as a CCG, we
need to be able to demonstrate how we satisfy requirements set out by the
Department of Health – below - and our potential to achieve excellence in future:
1. a strong clinical and multi-professional focus which brings real added value;

3. clear and credible plans which continue to deliver the QIPP challenge within
financial resources, in line with national requirements (including excellent
outcomes), and local joint health and wellbeing strategies;
4. proper constitutional and governance arrangements, with the capacity and
capability to deliver all their duties and responsibilities including financial control,
as well as effectively commission all the services for which they are responsible;
5. collaborative arrangements for commissioning with other CCGs, local authorities
and the NHS Commissioning Board as well as the appropriate external
commissioning support; and
6. great leaders who individually and collectively can make a real difference.
This strategy has a specific focus on the second of these domains, but we are clear
that meaningful engagement and relationship-building underpins all six domains and is
key to the delivery of excellence in the future.

5

Involving People: NHS Lambeth CCG Communications and Engagement Strategy, July 2012

Enc E - Appendix C - Communications
and Engagement Strategy

2. meaningful engagement with patients, carers and their communities;

Who we are and what we stand for
There is a clear task for us as a new commissioning organisation to develop and
communicate a confident and credible identity that offers reassurance to all our
stakeholders on the continuity into the future of NHS values and that also
communicates the potential for transformational change through clinical
commissioning, working in partnership with others.
We have made significant strides in establishing our profile and reputation as a trusted
new organisation within Lambeth, and have begun to form relationships as clinical
commissioners with a range of local interest groups and individuals. We will
strenuously strive to continue to build local confidence, trust and a shared sense of
ownership of this new NHS architecture in order to guarantee continuity of what
people most value in the NHS and to capitalise on opportunities for improvements for
patients and the public offered by the advent of clinicians, with their breadth of
knowledge of the local NHS and their depth of understanding of the needs of their
individual patients, as commissioners.
As a membership organisation we need to ensure that our constituent practices take
ownership of our constitution, understand our vision and priorities and act as our
ambassadors in all of our business interactions.
Stakeholder surveys being carried out as part of our CCG authorisation submission
will tell us much about how we are perceived locally and will provide important insights
that will support us to further establish our identity and ensure a positive reputation.

Our vision
We are clear about what we aim to achieve as a CCG in support of our mission and
our strategic vision is focused on three key commitments:
1. health improvement is at the heart of all we do. We will increase life expectancy
for all and reduce the difference in life expectancy between the most and least
deprived in our diverse communities
2. we will maintain a thriving, financially viable, health economy delivering safe and
effective high quality care
3. we will commission comprehensive integrated care that meets the needs of local
people. We will value diversity amongst providers, but will expect excellent
outcomes
In delivering this vision we recognise the need:
for a rigorous, population needs based approach to commissioning, supported by
public health expertise
to work with Lambeth people and their representatives to commission services that
best meet their needs
to work in partnership with colleagues, across geographic, organisational and
professional boundaries. This will include primary care practitioners, the London
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Borough of Lambeth, King's Health Partners and neighbouring health
commissioners
to support innovation in workforce development and in the local application of
teaching, training and research
to look first to local colleagues for management support

Core values

we always tell the truth
we are fair
we are open
we recognise our responsibilities to service users and the wider public
we act responsibly as a public sector organisation

Our health goals
Through a process that has been supported by extensive partner, patient and public
engagement as well as robust population data we have identified seven priority health
goals in the areas of:
serious mental illness: - to enable 1000 people with serious mental illness to
access recovery-focused, co-designed services
cardio vascular disease: - to improve hypertension control of 1000 more people
in Lambeth
diabetes: to help 5000 more people with diabetes to bring their blood sugar under
control
child healthy weight: to help 900 more children overcome or avoid obesity; and
help 10000 children maintain a healthy weight
smoking: - to help over 12500 more people in Lambeth to quit smoking
HIV: - to halve the proportion of Lambeth residents diagnosed very late with HIV;
and
alcohol: to increase the number of frontline staff who have received training in
screening and brief intervention for alcohol misuse
We have established four programme boards to support us to deliver our vision and
strategic priorities, and to support us to deliver our quality, innovation, productivity and
prevention (QIPP) targets:
Planned care – aiming to develop an outpatient strategy that delivers
improvements in life expectancy and reduces morbidity associated with long term
conditions (including HIV), secures quality and productivity in the management of
elective conditions and identifies the most appropriate settings for treatment. In
doing so, NHS Lambeth CCG wishes to facilitate patient-centred care, with a shift
in service provision along the care pathway, for identified priorities, from treatment
to prevention. This programme is being developed and delivered jointly with
Southwark clinical commissioners.
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In realising our vision we are grounded in a core set of values we hold as an
organisation:

Unplanned care – Lambeth continues to have a high number of non-elective
admissions to hospital compared to London and England and a high level of
dependency on hospital-based care. Local audits show that between 40-60% of
people attending A&E could have their care provided safely and appropriately in
primary care and community settings. Major service challenges include the need
to improve access, quality and capacity of primary care settings to manage care
more effectively including out of hours, to identify areas that require a redesign of
patient ‘pathways’ through the system. The unplanned care programme operates
across two main workstreams: frail elderly and urgent care. The programme is
jointly managed with Southwark clinical commissioners and is further supported
through the King’s Health Partners Integrated Care Project.
Mental health - this programme is a continuation of work that began two years
ago to redesign key mental health services, including serious mental illness,
forensic services, and ‘payment by results’. It is also progressing work to review
talking therapies and has developed a workstream on dementia.
Staying healthy – we aim to improve health outcomes for Lambeth residents by
commissioning systematic health promotion and prevention services that have an
impact on mortality rates, reduce morbidity and reduce the prevalence and
incidence of key risk factors and reduce health inequalities. The programme
covers smoking, NHS health checks, adult obesity and physical activity, alcohol
prevention and Lambeth Early Intervention and Prevention Service.
Each of our programmes has detailed annual engagement plans in place, and we
report on these routinely through our internal processes and onwards to our
governing body.
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What we mean by communications and engagement

By ‘communications’, we mean:
all our published documents, particularly those aimed at the public. This includes
leaflets, publications (eg annual report and duty to consult report), website content,
consultation documents, presentations and advertisements
all written systems and methods we use to deliver our messages to different
audiences, including staff and external groups
all statements and comments issued to the media by anyone connected with NHS
Lambeth CCG, or, in specified circumstances, commissioned by NHS Lambeth
CCG
all face-to-face meetings, events, and telephone conversations where NHS
Lambeth CCG or the NHS in Lambeth is being represented, particularly on those
occasions where we are hosting or organising the event
all campaigns, outreach events and programmes developed or implemented by
NHS Lambeth CCG, particularly those that aim to raise awareness, impact upon
behaviour, promote healthy lifestyles, or provide public information.
All our communications activities will be governed by the quality standards and
approach defined in this strategy.
By ‘engagement’, we mean:
that the CCG will be responsive to the needs and priorities identified by local
people
the entire spectrum of involvement activity, including consultation on specific
proposals, activities designed to find out what patients, the public and stakeholders
think of services we commission and their perceptions about health, healthcare
and priorities, through to co-productive approaches, where patients, service users
and carers are engaged as partners in the design and delivery of services; this
includes consultation events, structured discussions (eg focus groups, interviews),
surveys and long-term advisory groups of patients or carers
community development activities
relationships with staff and members to ensure their effective roles as
communicators with other organisations and ambassadors for local health services
relationships with statutory partners and local partnerships
relationships with the voluntary and community sector
relationships with elected politicians and opinion leaders
activities in which patients and the public take a direct part in decision-making
all comments, compliments, complaints, concerns raised or feedback received or
sought by [borough] CCG or, in specified circumstances, the organisations we
commission
the process by which we work with those representing the views and interests of
patients and the public. This includes Lambeth Overview and Scrutiny Committee,
LINks and voluntary and community organisations
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This document lays out the principles, organisation and practical guidance for
communication and engagement across all of the CCG’s activities. We have defined
these as follows:

ensuring that our planning, commissioning and budgeting processes take full
account of the needs and priorities identified through engagement activity
the ways in which we feed back the results of consultation and other engagement
activities, and make clear how these have been taken into account when taking
decisions
engagement undertaken in the context of the single equality scheme

Legal and statutory duties
In carrying out our responsibilities we are mindful of the rights and pledges to patient
involvement and public accountability enshrined in the NHS Constitution. This
strategy takes particular account of the communications and engagement duties that
will become our responsibility as a CCG once we are authorised. These duties
include:
the legal duty to involve current and potential health service users or
representatives in the planning, provision and delivery of NHS services
the legal duty to consult local authority overview and scrutiny committees on
substantial developments or variations in the provision of services1
the statutory duty to produce an annual report on consultation and an annual
report, including accounts
the statutory duty to hold an Annual General Meeting to present the annual
accounts

Communications and engagement objectives
We seek in our communications and engagement work to support the delivery our
strategic mission and vision, to inspire and empower our members, our staff, our
stakeholders and our communities to become partners in the design of services and
decision-making, and to support local people to make choices that improve individual
and community health and wellbeing.
We have identified five communications and engagement objectives which will support
us in this task, will fulfil our legal and statutory duties and which will meet requirements
for CCG authorisation set out by the Department of Health.
They are to:
1. build public and stakeholder confidence in our CCG and its leadership
2. meaningfully engage with patients, carers and communities to ensure their
systematic involvement in the commissioning of health services for local people
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3. encourage strong clinical engagement from members and wider local professional
groups to ensure that clinical insights have a tangible impact and add value to the
commissioning process
4. make sure we have open and transparent governance and leadership in our CCG
5. promote equality and support the provision of evidence for the Equality Delivery
System for protected groups through our work and publication of equality
objectives

We have developed with partners in Lambeth’s new Health and Wellbeing Board a
shared set of principles to guide a unique Lambeth approach to the involvement of
citizens in the development and implementation of strategies, policies and
programmes of work to improve health and wellbeing and reduce health inequalities
(attached in full at Appendix 1):
 working together for change (co-production)
 leadership and engaging people at the right level
 involvement will be purposeful
 involvement will be accessible and fun
 involvement will be well planned and appropriately resourced
 involvement will be accountable and transparent

The following principles will guide our communication activities:
 be open and transparent in everything we do
 provide meaningful and timely communication
 work in partnership with all our local stakeholders
 communicate in a clear, concise and inclusive manner
 promote high quality communications with all stakeholders
 ensure good communication is part of our everyday work
 promote a culture of equality across the CCG
We will audit and quality assure our involvement activity against these principles and
our standards for communication and engagement.
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Communication and engagement principles

Our standards for communication and engagement
We see good communication and engagement as an integral part of the CCG’s work,
and we will adopt the following standards to underpin the delivery of this strategy. We
recognise that we are at different stages in achieving these standards, and in some
cases we have a distance to travel. Nevertheless, we regard these standards as
ambitious and aspirational and our adoption of them a clear statement of intent
Leadership of the NHS in Lambeth
The CCG leads the NHS in Lambeth and often represents it. Our communication style
and message should therefore be consistent within NHS Lambeth CCG and across
NHS providers.
Customer focus
The patient’s (or service user’s) experience is an important determinant of quality in
NHS services, and we will use feedback on patients’ experiences and their preference
for service delivery to inform our commissioning, alongside clinical considerations.
Active involvement
We will actively seek the views of the public, patients, their carers, relatives and others
who can bring the patient/user perspective, to help us commission services that meet
the needs of our population, and take on board issues of concern where necessary.
We will establish mechanisms including community development to ensure that
customer feedback informs our decisions at all levels; we will involve people in
decision-making in an active way, and share power where appropriate. We see this as
a long-term process and a long-term relationship.
Effective
We will ensure that the methods we use for communication and engagement are ‘fit
for purpose’, cost effective, timely, relevant and meaningful. Wherever possible, staff
should be given information that is relevant to them first, ie before it enters the public
domain.
Well organised
Communication and engagement with patients, carers and the public is an integral
part of all our CCG’s activity, and planned-in from the outset.
Dialogue
We aim to establish a dialogue with our staff, partners, residents, patients and other
stakeholders, and we seek two-way channels of communication.
Accountable
The reasons for decisions are made clear, decision-makers are accessible and willing
to discuss their decisions, and feedback is given wherever possible. When information
cannot be made available the reasons are clearly given.
Working together
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We work closely with a variety of partner agencies, using the good relationships that
already exist and developing others when we can. We seek to engage and
communicate collectively wherever possible.
Accessible
Information should be in plain language, and accessible to the audience. We provide
translations into different languages, Braille, audio, large print and easy-read where
appropriate. All our corporate documents include information on receiving the
information in alternative formats and translations.

Responsibility for delivery
Responsibility for delivering the strategy lies with the Chair (or nominated person) of
NHS Lambeth CCG but also relies on every member of NHS Lambeth CCG. This
means that all employees of the CCG are responsible for good communication with
colleagues, patients, carers and the public in their work, for promoting our key
messages clearly and effectively, and for being active and committed listeners in their
dealings with local people.
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Training and development
We will instigate training and development programmes where patient/carer/public
feedback indicates a need, especially in the area of customer care. This may include
the training of user or public representatives.

Identifying stakeholders and approaches for Lambeth
At the heart of good communication and engagement is our understanding of the most
effective ways to reach our stakeholder groups.
To communicate and engage effectively with stakeholders we must be clear who and
where they are, their level of interest in and influence on our work, and what methods
and approaches we might use to work with them more effectively. Effective
communications and engagement requires careful assessment and segmentation of
stakeholder interests, strengths, vulnerabilities, commitments and needs through
stakeholder mapping, local intelligence, data analysis and demographic profiling. The
most sophisticated understanding of the characteristics of more easily overlooked
communities, for example, will allow for more targeted communications and
interventions to meet their particular needs and address inequalities. We expect that
all programmes, projects and workstreams we manage either directly or through
arrangements with commissioning support organisations will identify their stakeholders
and target their communications and engagement work appropriately.
More broadly, at whole CCG level, we have developed the following to define how we
engage and communicate with local people:
an outline stakeholder map at CCG level (shown at Appendix 2).
a ‘360 Degree Group’ of key stakeholders, with whom we benchmark our
engagement and communications. (This group is surveyed in the Stakeholder
Feedback Survey, as specified in the CCG authorisation process).

Who are our stakeholders?
Appreciating the diversity of Lambeth’s populations and organisations, NHS Lambeth
CCG will need to continue to use and further develop diverse and sophisticated ways
of relating to our many stakeholders. In order to plan our communication and
engagement systematically, however, we segment our stakeholders into the following
broad categories:
1.
2.
3.
4.

internal
local people
influencers and representatives
health and social care partners

Internal stakeholders - NHS Lambeth CCG governing body members, CCG staff and
member practices
We are a ‘people business’, and the most effective means of getting our messages
across and hearing local people’s views is through our people. It is therefore essential
that our staff understand and are committed to our core values, and are informed
about our priorities and developments within the CCG and beyond. It also important to
us that we make sure that all member practices understand and have the opportunity
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to input into our work at a level that is acceptable to them, as keeping clinicians and
staff fully briefed and engaged is critical to our success.
The Department of Health’s publication Towards Authorisation gives us clear
responsibility to represent the NHS in Lambeth and we will take a leadership role, in
particular, in:

We aim to create a sense of belonging and pride in the organisation and have staff
who are effective ambassadors for local NHS services through a range of
communication channels set out in Appendix 2, and through the establishment of a
Lambeth Clinical Commissioning Network of diverse primary care professionals who
are recruited, trained and supported to work with us on key commissioning priority
areas, including the involvement of local people.
In order to ensure that our communication and engagement with staff is effective, we
aim to:
present information in a positive manner linking change to the quality of the
service, and therefore to develop morale and commitment
use as many different channels as possible to overcome ‘blockages’ in information
flow, and, particularly in providers, the difficulty of reaching a dispersed workforce
who may work in shift patterns
Local people
The NHS has a responsibility to existing, past and future potential patients and users
of NHS services, and so we need to communicate and engage with people as patients
or carers and also as local residents and communities of interest. We aim to engage
local people systematically throughout the commissioning cycle to identify health
need, to define strategic priorities, to specify and procure services required and to
monitor quality and performance. Our engagement plans will target activity
appropriate to the relevant stage of the commissioning cycle.
Figure 1: engagement through the commissioning cycle
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involving member practices in the development of local health services
providing information about services, especially where and how to access them,
and how to navigate the system
promoting and protecting the reputation of the local NHS
listening to the views of clinicians and other staff

We identify the following main groupings among local people:
Patients and carers
all patients and carers, from those who are supporting their own health needs to
those needing the most specialist healthcare
registered and unregistered patients
service-based patient, carer and user groups, eg ‘friends of’, GP patient
participation groups
specific interest groups, eg condition-specific groups, mental health user groups or
carers’ groups, expert patient groups and advocacy/self-advocacy groups
Lambeth public
the whole Lambeth public
local geographical communities eg tenant and resident groups and neighbourhood
or community forums
communities of interest and identity, eg cyclists, parents, faith groups
voluntary and community sector organisations
diverse populations including protected equalities groups and other groups and
people who are more easily overlooked, for example,
o people in institutions (eg Brixton prison, sheltered care etc);
o people with complex health needs
o older people
o people with specific cultural needs
o non-English speakers
o people with learning difficulties
o people who are homeless or in temporary accommodation
o disabled people and people with sensory impairments
o people with mental health problems or behaviour problems
o recent migrants, refugees, asylum seekers
o lesbian, gay, bisexual and transgender communities
We communicate with patients and carers for many different purposes, such as:
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To provide information about services and/or changes in services.
To obtain feedback and patients’ views about services and about their health
needs and expectations
To explain how the NHS works, and how they can participate
To let them know how we are doing in delivering our priorities

 as individual ‘customers’
 through service-specific processes (eg. clinical engagement forums, our
programme workstreams and modernisation initiatives)
 as representatives of patients in general (particularly through focus groups,
surveys or community development)
 as formal representative bodies, eg through LINks/Local HealthWatch or service
user and advocacy groups
 through intermediaries, where we are seeking to engage ‘easy to overlook’ groups,
and work through trusted networks or community development to open a channel
of communication
In our communication and engagement with local residents we will seek to build local
ownership and understanding in the development, delivery and review our
organisational goals. We will particularly focus on:
 providing information about NHS services within Lambeth, including how to
navigate through the system
 understanding the health needs of the local population
 campaigns aimed at changing beliefs or behaviours in priority health areas
 being held accountable for the services we commission, and decisions about
priorities
 leading and managing the reputation of the NHS in Lambeth
It is important that our communication and engagement is inclusive, and that we
balance a ‘broad-brush’ understanding of the community as a whole, with targeted
channels which are effective in reaching those groups likely to be excluded, or
experiencing health inequalities.
Our main channels of communication and engagement with local people are set out at
Appendix 2.
In order to ensure that our communication and engagement with local people is
effective, we aim to:
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establish a two-way dialogue, and use feedback to shape services
reach people through the media they already use
minimise jargon, and explain technical information
use community outreach
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Because we often seek to engage on specific health issues, or need to talk to and
hear from specific categories of patients or service users, we engage with patients and
carers in many different ways, for example:

 provide environments and formats for information with which people are
comfortable, and establish relationships in which they are not intimidated or
patronised
 take particular care to include all communities and constituencies, especially those
at risk of health inequalities
 use social advertising (that is, advertising where appropriate as part of a wider
social marketing approach)

Influencers and representatives
The reputation of NHS Lambeth CCG, and the NHS more widely within Lambeth, is
influenced by the views of local stakeholders and commentators (eg. politicians,
journalists, campaigners, LINks/Local HealthWatch and voluntary sector leaders).
Similarly, our commissioning plans are developed in the context of a local debate
about priorities and issues. We recognise that these influencers may have a political
role and may be answerable to constituents. It is important, therefore, that we make
sure they are fully informed about our priorities and progress as they are in a position
to provide accurate information about us and the work of the CCG to local residents.
We will also ask for their help in ensuring wide engagement with our work.
This category includes:
members of Parliament for Lambeth, the London Mayor and GLA member for
Lambeth and Southwark
Lambeth Council members including lead members for health and equalities
Lambeth Health and Adult Services Scrutiny subcommittee
Lambeth LINk/Local HealthWatch
local media
Engaging successfully with local opinion-formers underpins our ‘license to operate’,
and involves:
 knowing about other, overlapping services, to ensure that public services are
‘joined up’
 building consensus and support for plans and new ideas
 presenting information in a way which is helpful in informing debate
 understanding the priorities of others
 removing barriers to partnership working
 developing good working relationships
Our main channels of communication and engagement with these are listed at
Appendix 2.
Health and social care partners
These include providers and delivery agencies:
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hospital trusts including principally King’s, Guy’s and St Thomas’ and St George’s
South London and Maudsley Mental Health Trust
community health service providers, principally GSTT Community
primary care providers
social care providers, adults and children
local NHS delivery partnerships eg King’s Health Partners’ Integrated Care Pilot
programme and the Diabetes Modernisation Initiative hosted by GSTT
London Ambulance Service
voluntary sector providers
private sector providers
potential new providers

 our plans for the future, to ensure that the provider perspective has appropriately
informed consultation and our plans
 our vision for the future and securing the commitment of their people to it
 customer satisfaction and feedback
It is also noted that the providers themselves will bring different perspectives to their
relationship with NHS Lambeth CCG for example as contractors, as governing body
members, and as clinicians.
Our health and social care partners also include organisations and associations with
whom we collaborate in a variety of ways:
the NHS Commissioning Board
Lambeth Health and Wellbeing Board and other Lambeth strategic partnerships
(eg Safer Lambeth)
neighbouring CCGs, in particular Southwark, Lewisham and Croydon because of
ongoing joint programmes of work and shared commissioning agreements
commissioning support services
Lambeth Council including relevant cabinet members and officers in adults and
children’s services
specialist commissioning groups
clinical networks and local professional committees (medical, dental, pharmacy
and optometry)
GSTT Charitable Trust
the business community
community partners such as Lambeth voluntary sector umbrella groupings eg
LVAC, health and wellbeing voluntary and community sector forum, children and
young people’s forum, community forums and networks who may deliver services
and also act as conduits for patient, service user and carers’ views and voices
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We have detailed contractual and business dealings with all of these, and with other
potential providers, through the commissioning relationship. In addition, we need to
engage with these organisations about:

Implementation plan
Objective 1: build public and stakeholder confidence in our CCG and its
leadership
1. All of our Governing Body members will be trained and allocated as ambassadors
to provide visible leadership. They will attend high profile meetings and events in
the local community with stakeholders to build confidence in the CCG and listen to
feedback, for example at the Health and Wellbeing Board, Overview and Scrutiny
Committee, meetings of LINk/Local HealthWatch and organisations representing
Lambeth’s communities, eg voluntary sector/neighbourhood forums and
community events
2. Role descriptions for Governing Body members and CCG staff will require a
commitment to actively involving local communities, and individuals’ objectives will
reflect this; we will develop engagement knowledge and know-how among our
Governing Bodyy and staff through a range of learning activities
3. Develop and maintain an accessible website for the CCG providing a who’s who
and pointers to key strategies, policies, statutory reports and other documents
4. Operate a system of identified leads in specific commissioning areas and for key
partners and stakeholders to provide continuity of individuals that will build
stronger relationships
5. Schedule regular/periodic meetings and briefings with Scrutiny and LINk/Local
HealthWatch to ensure they are informed and engaged
6. Develop a profile in the local print, broadcast and social media, and using third
party media. Consider negotiating regular space, for example a weekly or monthly
newspaper column
7. Develop a regular stakeholder newsletter / e-bulletin that will tell people about all
the work we are doing, and build confidence
Objective 2: meaningfully engage with patients, carers and communities to
ensure their systematic involvement in the commissioning of health services for
local people
1. Ensure that all NHS Lambeth CCG commissioning programmes and workstreams
have detailed communications and engagement plans in place that include
mapping of relevant patient, carer and community groups and target ‘engagees’,
and that consider equalities issues in deciding priority groups for engagement and
in selecting the most appropriate engagement methods
2. Develop joint engagement plans with partners where possible to facilitate
engagement that is easy for people to access and that avoids ‘consultation fatigue’
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3. Map GP practice-based Patient Participation Groups (PPGs) and work with them
to develop capacity to provide patient feedback and insights that will improve
service delivery
4. Work with PPGs, LINk/Local HealthWatch and other partners to link PPGs and
other key patient and user voice organisations into commissioning discussions and
decisions and to ensure there is an effective feedback loop between the CCG
Board and all PPGs

6. Develop formal systems for more effectively capturing, presenting and using
patient feedback and logging engagement activity. Schedule time in CCG
governing body meetings to consider patient experience and stories, and consider
the inclusion of a regularly collated report that brings together patient feedback and
quality data from all available sources
7. Develop audit tool(s) for governing body assurance on the quality and
effectiveness of engagement against agreed principles and standards
8. Have a designated lead for engagement on the clinical board to make sure that the
patient voice is heard
9. Web-enabled engagement: consider online patient surveys, forums and tweetchats,
and use existing online community forums and influencers in the area
Objective 3: Encourage strong clinical engagement from constituent practices and
wider local professional groups to ensure that clinical insights have a tangible
impact and add value to the commissioning process
With constituent practices
1. Each practice to have a nominated commissioning lead to focus on keeping
practice GPs involved, updated and participating in our work
2. Work with practices to determine how CCG leadership should communicate with
them, their preferences for communication, and involvement in CCG
commissioning and business. Consider using survey approaches to do this
3. Engage practices in the development and ongoing review of the NHS Lambeth
CCG Constitution to link our vision and values with our membership
4. Develop an active clinical network that will secure member engagement in CCG
priority areas and that will develop clinical commissioning capacity for future years
5. Schedule protected time/all practice and locality events to enable practices to input
in a timely fashion through the CCG planning cycle
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5. Work with LINks/Local HealthWatch and other local interest groups to refresh and
refine strategic and engagement priorities for next year

6. Enable member practices and clinicians to develop commissioning skills and
knowledge through membership of the Clinical Network and other events or
training
7. Hold regular face-to-face meetings for all practices, planned ahead on an annual
basis
8. Produce a monthly e-bulletin from the leadership team with the possibility to trial a
YouTube update
9. Establish intranet and web-enabled internal discussion forums; interest for these to
be tested through a survey or e-bulletin. Consider trialling NHS Networks, WebEx
seminars or podcasts
With wider local professional groups
1. Map wider professional groups to include who they are and their preferences for
communication with the CCG
2. Map what happens operationally: who is liaising with which groups (the local
medical committee for example), and how often
3. Consider, as part of communications and engagement plans on priority areas for
the local population, the establishment of clinical reference groups made up of
GPs, other health professionals, and social care, community and patient
representatives
4. Organise clinical and stakeholder sessions around the planning cycle to provide a
multi-disciplinary forum for discussion and influence. Consider combining
stakeholders and wider clinical professionals meeting together
Objective 4: ensure open and transparent governance and leadership in our CCG
1. Agree principles of openness and transparency as part of our vision and values.
Our culture will develop from the behaviour of our governing body members
2. Include lay membership on the governing body
3. Publish all papers for Board meetings on our website. Meetings will be advertised
and the public will be invited to attend, observe and ask questions. Open meetings
will precede each Board and will encourage more active participation among
individuals and groups in the governing body’s discussions
4. There will be systems in place to manage external communications such as
briefings, Freedom Of Information (FOI) requests, requests from the media,
stakeholders, Department of Health and parliamentary briefings

22

Involving People: NHS Lambeth CCG Communications and Engagement Strategy, July 2012

5. We will develop clear administration functions and internal protocols to prioritise,
escalate, take advice and respond to correspondence sent to us including political
correspondence
6. The governing body will agree a media policy and distribute it to members to
ensure open but consistent dealings with the media.

1. Work with partners to prioritise engagement appropriately with seldom heard
voices as part of engagement plans, and to ensure that communications and
engagement activities are appropriate, considering the needs and preferences of
identified communities (eg language)
2. Ensure lessons learned are shared widely with practices to improve policy and
practice, and build into developments around broader commissioning strategy
3. Share ‘good news stories’ through media channels to ensure seldom heard
individuals, groups and communities are aware of the positive work being
undertaken
4. Stakeholder e-bulletin – include examples of work that highlight better health
outcomes, improved patient access and experience, and reducing health
inequalities
5. Use the vision and values to develop an open and transparent culture which
supports equality and challenges behaviours which fall outside of those values
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Objective 5: Promote equality and provide evidence for the Equality Delivery
System for protected groups through our work and publication of equality
objectives

Roles and responsibilities
The core groups that are essential to the success of this strategy include:
-

NHS Lambeth CCG governing body and members
NHS Lambeth CCG staff including Accountable Officer and engagement lead
Lambeth Health and Wellbeing Board
Local service user and patient voice groups including practice based patient
participation groups
Local Involvement Networks (LINks)/Local HealthWatch
NHS South-east London communications team
emerging commissioning support organisation(s)

All of these will have a role to play in communicating our vision and priorities, involving
people in the development of the CCG and ensuring a transparent engagement process in
which as many opinions and perspectives as possible will be heard.
We will engage with our patients to shape our overall approach to engagement and
consultation, helping us to access different community groups and networks, and publicising
engagement activities. We will also continue to work closely with our partners at
LINks/HealthWatch to organise events and meetings to discuss emerging issues/topics, and
we will build on this approach.

Budget and resources
As part of our Organisational Development plan we have scoped our communications and
engagement needs and the capacity required to deliver them. We are working with the NHS
South east London communications team in 2012/13 to set up sustainable systems and
mechanisms as outlined in this strategy. We expect to agree a contract with commissioning
support services to provide support from April 2013 onwards.

Support for communications and engagement
We will secure expert strategic and operational advice and assistance to support the
Governing Body to deliver this communications and engagement strategy. It is likely that our
key engagement support will be provided within the CCG, as we believe that we need to
retain a very locally-focused function to achieve our objectives.
Depending on capacity and our final staffing arrangements, we anticipate that some of our
communications activity will be managed in-house within the CCG, for example:
o Supporting the development and maintenance of the website and intranet
o Writing and producing newsletters and updates
o Exploring and developing new communication and engagement mechanisms
We will enter into appropriate agreements with commissioning support services to support us
in key communications activities which may include:
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o
o
o
o

Dealing with press enquiries
Organising proactive campaigns
Co-ordinating responses to briefing requests
Monitoring Freedom of Information (FOI) responses deemed to be politically sensitive
or contentious
o Managing communications in a crisis or major incident
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This list is not intended to be exhaustive but lays out the key responsibilities of the
communications team supporting the CCG.
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Crisis plan
In the event of a crisis, the Governing Bodyy will work closely with the NHS South east
London communications team to make sure member practices, staff and other primary care
contractors are informed of relevant and useful information. In essence we will:
1. Use existing communication channels to inform our stakeholders.
2. Liaise with our communication colleagues in our partner organisations including
Lambeth Borough Council, local acute providers (King’s, Guy’s and St Thomas’ and St
George’s), local mental health providers (SLaM), the NHS Commissioning Board and
the local police to promote a consistent set of core messages for professionals and the
public.
3. Work with the media to communicate messages to the public. Our media policy
outlines our approach to working with the media.
4. Be responsible for briefing the NHS Commissioning Board on any key issues they need
to be aware of.
The NHS SEL Communications team provides a 24 hour, seven days a week press officer
on call contactable through the press office number (020 3049 3333) to respond to out of
hours media calls and to support the governing body
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Risks and mitigation
Communications and engagement risks and mitigations are listed below. They will be
reviewed and updated quarterly by the Governing Bodyy in conjunction with our
communications support service.

Risk

Mitigation

Vision of stakeholder engagement
is not owned by all governing
body members and member
practices

The planning and delivery of engagement and consultation will involve
all Board members and representation from the majority of member
practices.

Limited media coverage of
positive stories
Stakeholder engagement is seen
as optional rather than core
business

Over reliance on formal
consultation

Lack of focus in engaging and
consulting

Insufficient long-term investment
in engagement and consultation
Engagement and consultation
‘fatigue’
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Increase proactive media work with national and regional journalists
Invite journalists to discuss key initiatives and upcoming strategies
Find innovative ways of promoting internal successes
We have adopted this strategy to mainstream stakeholder engagement
and consultation
We will champion the strategy and make sure all members do the work
outlined in the initiatives of this strategy
The planning and delivery of engagement and consultation involves
representation from a range of member practices
Business cases and papers to the Board that are not supported by
appropriate engagement will not be agreed
We will reinforce expectations that stakeholder engagement is part of all
activity relating to local health and health services
Awareness-raising activities should be undertaken to explain the
different levels of engagement, the different types of methods involved,
and the different purposes they serve
All engagement activity we carry out or commission will be supported by
a written engagement plan; we will require our staff and CSS staff to use
comprehensive planning templates that will ensure our engagement
work is focused and meaningful
We will use social marketing techniques to segment our populations and
to help gain clarity about key target groups and more relevant forms of
engagement with them
We will ensure that investment is appropriately targeted
We will make strategic decisions around investment, with the benefits of
engagement and consultation clearly spelt out
We will ensure that processes are transparent, and that outcomes are
communicated clearly and within reasonable timescales
We will foster more sustainable relationships with a range of key target
groups, so as to build up strong relationships and good understanding
through time
Engagement and consultation should be focused, targeted, and clearly
explained.
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The table below sets out the key risks to delivery of this strategy going forward and mitigating
actions to reduce risk:

Evaluation
It is essential to the success of this strategy that we understand how close we are to meeting
our objectives and that we can demonstrate our progress and successes. This strategy will
focus on evaluating inputs, outputs, and outcomes. Measures used to evaluate will include:

Quantitative
number and variety of groups engaged through stakeholder and public events
number of member practices engaged in the work of the CCG
number of press releases
press coverage and percentage deemed positive and negative
number of adverts placed
tweets, retweets and NHS Lambeth CCG mentions
web and extranet hits on NHS Lambeth CCG pages
Qualitative
quality of feedback during events
evidence of how patient and stakeholder engagement has influenced the
discussions and decision making processes of the CCG
level of key messages used in media articles
perception audits with the public and stakeholders to determine awareness of
the CCG and its priorities
informal feedback and reactions to events and communications and
engagement material
feedback from public meetings and engagement events for example feedback
questionnaires
feedback from member updates/newsletters
feedback from stakeholder survey
feedback from CCG member communications and surveys
staff surveys

Improving our approach
This Communications and Engagement Strategy is both a working document and an
overarching framework of activity and we are committed to being responsive and flexible.
We will continue to learn what works and what doesn’t work with the aim of improving the
effectiveness of our communications and engagement activity. If you would like to send
us any queries, comments or suggestions about this strategy, please contact us:
-
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Email: lambeth.ppi@lambethpct.nhs.uk
Telephone: 020 3049 4250
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Appendix 1 Principles for involvement
Shared Principles for involving people in health and wellbeing in Lambeth
For citizen involvement to be effective we need some shared principles that are agreed across the
HWBB, a set of which are proposed below but which would seek to test further with citizens.

Working together for change [co-production]
The concept of co-production is that people's needs are better met when they are involved in
an equal and reciprocal relationship with professionals, working together to get things done. It
is a radically different approach to public services that is built around six characteristics:
Recognising people as assets and using the skills and strengths they have to
design and run services
Building on people's capabilities
Promoting mutuality and reciprocity
Developing peer support networks
Breaking down barriers between professionals and users
Facilitating rather than delivering

b.

Leadership in HWBB partner organisations will provide an explicit commitment to
fostering a local innovation culture that places an emphasis on strong relationships with
citizens, local voluntary and social enterprise organisations. This ambition needs to be explicit
with clear objectives and measurable impact. Collaboration will be promoted at every level by
all partners in HWBB:
Individual: Involving individuals in the management of their own health and wellbeing
Collective: Involving the whole community in different ways e.g. patient cohorts, special
interest groups, age groups, BME populations or the wider public
Representative: Involving organisations and individuals that are enabled to act as
representative of others (e.g. Third sector organisations, LINk/HealthWatch)
Co-operative: Involving Health and Wellbeing agencies from all sectors in joint
engagement activities

c.

All Involvement will be Purposeful: The purpose of all Involvement activities will be clearly
defined using the Popay model or similar.

d

Accessible and Fun!
Increasing citizen participation in decision making should be both engaging and enjoyable

Ensuring Equalities issues are addressed
Working with existing forums and structures to reach people as well as creating new
methods of engagement
Taking place in a variety of locations and using many different methods – working with
people in their communities, using different tools and approaches for different
audiences
Ensuring access needs are met to enable participation (e.g. around money, health
needs, childcare, language, disability)
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a.

e.

Well planned, appropriately resourced and accountable
Allowing adequate time for the planning of activities and the building of relationships
Ensuring full and correct information is available to people to respond to
Providing appropriate training and support to enable effective participation
Ensuring there is no costs for individuals involved – contributions are recognised and
rewarded
establishing processes and accountability lines that are clear, concise and productive
developing effective support and project planning mechanisms (e.g. monitoring, establishment
of criteria and use of qualitative feedback from citizens)

f.

Transparent
Part of a published plan that sets out the planned activities, targets, and hoped for
outcomes
Ensuring feedback to participants
Monitored and evaluated – showing the difference the engagement has made
testing new ways of involving communities in managing health and wellbeing and
transferring this knowledge to other neighbourhoods, through the HWBB
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Carers, families

31

Member practices

Networks, Monitor, CQC,
other NHS bodies and
private providers

Other SEL CCG Boards
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Service
GST Charity

Local authorities

LAS

Colleges, Deanery, Social Services

Local professional bodies eg LMCs

Dentists, pharmacists, opticians

NHS provider
staff
Boards

Doctors, nurses, therapists

Commissioning Support staff

Lambeth CCG Governing
Bodyy
CCG staff

1. CCG
leadership,
members,
supporting
staff
2. Provider staff,
4. Influencers
other primary
care
3. Health &
Social Care
partners
5. Patients,
Carers &
Community

Voluntary
sector

Health and Wellbeing
Boards
Local and national media DH
NHS CB

Health OSCs

Local councillors

MPs and MEPs

LINks/Healthwatch

Neighbourhood
forums

‘Seldom-heard’ groups

Communities of interest

Patients and service users
‘Friends’ groups &PPGs

PALS

Appendix 2 Stakeholder mapping and analysis

Membership / Remit

Community, voluntary and patient
groups across Lambeth

Voluntary sector

Meetings with voluntary
sector fora
Email notices of opportunities
to influence
Via Council GIFTS database
Participation
Local media (eg SLP)
Targeted campaigns
materials, leaflets, posters

PALS reports
Quality reports

Notices on websites and
social media
Notice on provider websites
and social media
Notices on display boards in
services
Plasma screens
Leaflet displays in services
Media coverage
Complaints/comments
PALS
PPGs
Outreach/visits to groups
Interviews
Focus groups
Real-time feedback via
services
PPI emailings

Our current
involvement

Communications
team; engagement
lead; commissioning
leads; contract
managers

Internal service;
Quality/patient
experience lead

Communications
team; engagement
lead; commissioning
leads; contract
managers

Relationship
Manager
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Lambeth Borough and relevant
Provider PALS

Patient Advice and
Liaison Services
(PALS)
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Patients across Lambeth

Patients and service
users

1. Patients, carers and the community

Stakeholder
Group

Forum meetings
Email updates
Online surveys
Public meetings
Vol sector and LINk
newsletters/mailings

Quality meetings

Internal reporting
systems

Meetings
Information available at
GP practices/ provider
organisations
GP websites
Provider websites
Social Media / Online
fora
Newspapers
Text messages
Email
Public meetings
Focus groups
1:1 interviews
Working
parties/committees

Their preferred
dialogue method

Lambeth Council
(adult and children’s
vol sector fora;
LVAC; LINk

Various and none;
provider services,
LINk

Organiser

Carers and their families
Carers’ organisations across
Lambeth

Community and voluntary groups
representing seldom heard groups
and outreach workers

Eg cyclists, parents

Carers and families

‘Seldom-heard’
voices / groups

Communities of
interest
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Face-to-face meetings
Emails
Posters
Adverts

Patient representatives /’vanguard’
– service-specific

Service-based
patient groups and
‘friends of’

Commissioning leads,
supported by

Commissioning leads,
supported by
engagement and
communications leads

Commissioning leads,
supported by
engagement and
communications leads

Communications
team; engagement
lead; commissioning
leads;

Relationship
Manager
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Social media
Media coverage

Borough PPI and public
health engagement
programmes

Notices on websites and
social media
Notice on provider websites
and social media
Notices on display boards in
services
Plasma screens
Leaflet displays in services
Media coverage
Complaints/comments
PALS
PPGs
Outreach/visits to groups
Interviews
Focus groups
Real-time feedback via
services
PPI emailings
Partnership work/ICP
engagement mechanisms

Our current
involvement

Membership / Remit

Stakeholder
Group

Face-to-face meetings,
materials available in
different formats and
languages where
appropriate, focus
groups, 1:1 interviews,
meetings hosted coproduced by vol orgs,
observing groups
Depending on the group
Social media (eg

Meetings
Information available at
GP practices/ provider
organisations
GP websites
Provider websites
Social media
Newspapers radio

Regular briefings and
face-to-face meetings
Updates on websites

Their preferred
dialogue method

some under vol
sector umbrellas,

vol sector fora
(adults and children),
LINk, LVAC, faith
groups, networks
and collaboratives
(eg older people,
disability, mental
health)

Carers’ orgs (Eg
Crossroads),
advocacy orgs, LINk,
Modernisation
Initiatives

Provider service
managers, GP
practice Managers
etc

Organiser

Geographical
communities/community
representatives

Neighbourhood
forums

Commissioning support staff
employed by CCG

CCG staff

Intranet
Staff e-bulletins
Briefings
Staff / team meetings
Surveys
1:1 meetings

Weekly mailing
Message of the month from
Chair (e-circulation)
Quarterly newsletter
Quarterly all practice events
Monthly locality meetings
6-monthly practice visits

Bi-monthly meetings
Seminars
Teleconferences

Accountable Officer

CCG Chair, Locality
reps

CCG Chair
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GPs, practice nurses, receptionists
and other staff

Member practices
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CCG governing bodyy

CCG Board

Engagement Manager

engagement and
communications leads

Direct mailings with posters or
invitations or phone contact

Media coverage
Postings to forum websites
Email
Attendance at forum meetings

Relationship
Manager

Our current
involvement

2. CCG leadership, members, supporting staff

Membership / Remit

Stakeholder
Group

Intranet
Staff e-bulletins
Briefings
Staff / team meetings
Surveys
1:1 meetings

Intranet
Email
Engagement events
and meetings

Bi-monthly meetings
Seminars
Teleconferences
Email

Lambeth cyclists,
Netmums), face-to-face
meetings, emailings,
focus groups, open
space events, public
meetings, participation
in working groups to
contribute expertise
Speakers to forum
meetings
Forum websites
Via LBL Active
Communities Team
To be determined
further

Their preferred
dialogue method

Directors

Corporate Affairs
team

Director Corporate
Affairs

LBL Active
Communities Team

others disparate and
self-organising

Organiser

Commissioning support staff
employed by CSS

Commissioning
Support Service

Dentists, pharmacists, opticians and
their teams across Lambeth

LMC
LPC
LOC
LDC

Dentists,
pharmacists,
opticians

Local professional
bodies

Chairs and CEOs of all local private
providers and all neighbouring NHS

Other NHS and
private provider

Website
Scheduled business meetings

Ad-hoc meetings and
email/letter correspondence

Regular meetings
Email and phone briefings

Regular mailings
briefings

Website, regular mailings
Clinical network

Chair, Accountable
Officer or delegated

Chair, Accountable
Officer or delegated

Chair, Accountable
Officer or delegated

Chair, Accountable
Officer or delegated

Clinical Network lead

Accountable Officer or
delegated

To be determined

Service to be established but
existing arrangements with
NHS SE L functions include:
Intranet
Internal staff e-bulletins
Face-to-face meetings

Websites
Scheduled business meetings
Email and telephone
communication
Teleconferences
Face-to-face meetings

Relationship
Manager

Our current
involvement
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Chief Executive

London Ambulance
Service
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Chief Executive
Executive leads for health

Local authority

4. Health and Social Care partners

Senior medical committees and
managing bodyies at all provider
organisations
All other clinical staff across
Lambeth

Doctors, nurses,
therapists

3. Provider staff, other primary care

Membership / Remit

Stakeholder
Group

Website
Scheduled business

Regular meetings
Email and phone
briefings
Email and phone
briefings; website

Regular mailings
briefings

Website, regular
mailings
Clinical network
meetings

Websites
Scheduled business
meetings
Email and telephone
communication
Teleconferences
Face-to-face meetings

To be determined

Their preferred
dialogue method

Comms/ Strategy
leads

Comms/ Strategy
leads

Various

Committee Chair or
Secretary

Committee Chairs
and Secretaries

Varies according to
service and issue

Comms lead,
commissioning area
lead manager(s) to
be determined

Organiser

Chair and management

Chair & Chief Executive
Comms team

DH Comms team and Secretary of
State for Health’s office

Neighbouring CCGs

NHS
Commissioning
Board

Department of
Health and
Secretary of State
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Chair and relevant council officers

Local Guardian series
Local Advertiser series
South London Press
Pulse
HSJ
Evening Standard
National press
Chair, members and local OSC
officer

Attendance at regular
meetings

Scheduled attendance at
meetings to present papers
and answer questions
Regular
scoping/briefing/agenda
planning meetings between
Chairs and MD

Press releases
Press statements
Interview opportunities
Website
My NHS alerts

Reports, briefings

Reports, briefings, email

Joint programme boards

Email and telephone
communication
Face-to-face meetings

Our current
involvement

Chair, Accountable
Officer, Director

Engagement
Manager,
Accountable Officer

Press officer

Chair, Accountable
Officer or delegated

Chair, Accountable
Officer or delegated

Chair, Accountable
Officer or delegated

Relationship
Manager
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Shadow Health and
Well-Being Board

OSC

Local and national
media

Influencers

trusts including any relevant
Lambeth providers

organisations

5.

Membership / Remit

Stakeholder
Group

Email briefings
Regular meetings

Regular meetings
Presentation of written
papers
Email briefings

Press releases
Press statements
Interview opportunities
Website
My NHS alerts

Email briefings
Advance notice of press
releases
Regular meetings
Email briefings
Advance notice of press
releases

meetings
Email and telephone
communication
Face-to-face meetings
Email
teleconferences

Their preferred
dialogue method

LBL

Lead Scrutiny
Officer , LBL

publication editors

Comms leads, policy
leads

Comms/Engagement
leads or equivalent
Directors / AOs /
Chairs
Comms leads

Organiser

Health cabinet members
All local councillors

elected representatives of Lambeth
residents

Local residents; Lambeth vol orgs

Local Councillors

MPs

Healthwatch/Local
Involvement
Networks

CCG at Steering Committee
to present or observe
LINk co-optee on Board
Regular Chair’s meetings
Regular meetings with CCG
engagement leads
Written responses to LINk
questions and reports
Articles and adverts in LINk
newsletters and e-bulletins
CCG newsletter to LINk
Chairs
Joint work on Health and
Wellbeing Board citizen
engagement workstream
Partnership work on
development of PPGs

Borough MD hold regular
meetings followed by email
briefing

Induction meetings
Briefings
Invitations to events and
openings

Briefings
meetings

Our current
involvement

Engagement lead
Chair

Comms team,
Accountable Officer
Chair

Comms team,
Accountable Officer
Chair

Public Health
HR team

Relationship
Manager
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Local and regional union reps

Unions and staff
representatives
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Membership / Remit

Stakeholder
Group

MP Secretary

LINK/LHW Chair and
Comms Manager

Regular chairs’
meetings
Board position
Phone briefings
Email briefings
Written reports and
responses
Speakers at LINk
meetings
website

Councillors’
secretariat and
support staff

Staffside and union
reps

Organiser

Phone briefings
Email briefings
Ad hoc meetings
Website

Phone briefings
Email briefings
Ad hoc meetings

Regular meetings
Email briefings

Their preferred
dialogue method

CCG Chair, delegated

CCG Chair, Accountable
Officer
Comms team

Operate a system of identified leads in specific commissioning areas (eg QIPP
programmes) and for key partners and stakeholders(eg MPs, councillors,
cabinet members, Scrutiny) to provide continuity of individuals that will build
stronger relationships

Schedule regular/periodic meetings and briefings with Scrutiny and LINk/Local
HealthWatch to ensure they are informed and engaged

Develop a profile in the local print, broadcast and social media, and using third

Involving People: NHS Lambeth CCG Communications and Engagement Strategy, July 2012

July-Sept 2012;
updates ongoing
In place July 2012
with further
development as
required and as
Clinical Network
develops
in place July 2012
– review as
required
Oct 2012

CCG Chair, delegated

Develop and maintain an accessible website for the CCG
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Formal objective
setting April-May
2013; review
October-Nov 2013
and ongoing; Jds
and role
descriptions - in
place at July 2012

OD Lead/Chair;
Engagement lead; people
managers

Payment of
places on
external
conferences /
masterclasses

Ongoing:
development
sessions in place
July 2012 as
vehicle (bi-monthly
seminars);
coaching/mentoring
and formal training
schedules to be
reviewed Sept
2012

To be decided

Not required

Venues for
internally
organised
events
Estimated
£5000
Not required

Payment of
places on
external
conferences /
masterclasses

Pitches at
local events
estimated
£3000

Budget?

By when?

Role descriptions for Governing Body members and CCG staff will require a
commitment to actively involving local communities, and individuals’ objectives
will reflect this; we will develop engagement knowledge and know-how among
our Governing Body and staff through a range of learning activities

confidence in the CCG and listen to feedback, for example at the Health and
Wellbeing Board, Overview and Scrutiny Committee, meetings of LINk/Local
HealthWatch and organisations representing Lambeth’s communities, eg
voluntary sector/neighbourhood forums and community events

Initiative
Who is the lead?
Objective 1: Build public and stakeholder confidence in our CCG and its leadership
Train Board members to provide visible leadership and ensure they attend high OD lead, Engagement
lead
profile meetings and events in the local community with stakeholders to build

Appendix 3: Action plan

Not required

April 2013

Sept-Dec 2012

July 2012 onwards

Engagement lead

Accountable Officer,
Directors, Engagement
lead
Director, Corporate Affairs,
Engagement lead

Work with PPGs, LINk and other partners to link PPGs and other key patient
and user voice organisations into commissioning discussions and decisions and
to ensure there is an effective feedback loop between the CCG governing body
and all PPGs

Work with LINks/Local HealthWatch and other local interest groups to refresh
and refine strategic and engagement priorities for next year
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Develop formal systems for more effectively capturing, presenting and using
patient feedback and logging engagement activity. Schedule time in CCG Board
meetings to consider patient experience and stories, and consider the inclusion
of a regularly collated report that brings together patient feedback and quality

Not required

December 2012
(pilot project), plus
ongoing

Engagement lead

Map GP practice-based Patient Participation Groups (PPGs) and work with
them to develop capacity to provide patient feedback and insights that will
improve service delivery

Funding for 6month pilot
project

Funding for 6month pilot
project

To be
determined

April 2013 for key
programmes and
as required July
2012-March 2013
for new initiatives

Engagement lead,
commissioning lead

Develop joint engagement plans with partners where possible to facilitate
engagement that is easy for people to access and that avoids ‘consultation
fatigue’

costs
dependent on
methods of
engagement
used

April 2013 for key
programmes and
as required July
2012-March 2013
for new initiatives

In place July 2012;
ongoing review of
circulation

Engagement lead,
commissioning lead

CCG Chair and comms
support from CCG/CSS

with CSS;
monthly
column
estimate
£4500
Estimated
£1000

Ensure that all NHS Lambeth CCG commissioning programmes and
workstreams have detailed communications and engagement plans in place
that include mapping of relevant patient, carer and community groups and
target ‘engagees’, and that consider equalities issues in deciding priority groups
for engagement and in selecting the most appropriate engagement methods

Objective 2: Meaningfully engage with patients, carers and communities to ensure
their systematic involvement in the commissioning of health services for local people

Develop a regular stakeholder newsletter / e-bulletin that will tell people about
all the work we are doing, and build confidence

party media. Consider negotiating regular space, for example a weekly or
monthly newspaper column in Lambeth Weekender or other local publication

In place; ensure
continuity of role
with Governing
Body election
process July 2013
Dec 2012

Director, Corporate Affairs,
OD lead

Chair, delegated to
comms function

Have a designated lead for engagement on the clinical board to make sure that
the patient voice is heard

Web-enabled engagement: consider online patient surveys, forums and
tweetchats, and use existing online community forums and influencers in the
area

July 2012 and
ongoing
Ongoing

Twice annual all
practice events;
quarterly locality
meetings
Ongoing and as
required

OD lead

Clinical Network lead

Chair

Clinical Network lead

Engage practices in the development and ongoing review of the NHS Lambeth
CCG Constitution to link our vision and values with our membership

Develop an active clinical network that will secure member engagement in CCG
priority areas and that will develop clinical commissioning capacity for future
years

Schedule protected time/all practice and locality events to enable practices to
input in a timely fashion through the CCG planning cycle

Enable member practices to develop commissioning skills and knowledge
through membership of the Clinical Network and other events or training

Involving People: NHS Lambeth CCG Communications and Engagement Strategy, July 2012

December 2012
and ongoing

OD lead

Work with practices to determine how CCG leadership should communicate
with them, their preferences for communication, and involvement in CCG
commissioning and business. Consider using survey approaches to do this
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October 2012

OD lead

Set up a nominated commissioning lead for each practice

Objective 3: Encourage strong clinical engagement from constituent practices
and wider local professional groups to ensure that clinical insights have a tangible
impact and add value to the commissioning process
With constituent practices

Sept 2012

Engagement lead

Develop audit tool(s) for Board assurance on the quality and effectiveness of
engagement against agreed principles and standards

data from all available sources

To be
determined

Premises hire
and other
event costs

Premises hire
and other
event costs
To be
determined

To be
determined

Not required

Online survey
license
approx £200

Not required

Not required

Monthly

July 2013

Chair, comms lead

Chair, comms lead

Monthly e-bulletin from the leadership team with the possibility to trial a
YouTube update

Establish intranet and web-enabled internal discussion forums; interest for
these to be tested through a survey or e-bulletin. Consider trialling NHS
Networks, WebEx seminars or podcasts

Commissioning leads

Commissioning leads

Consider, as part of communications and engagement plans on priority areas
for the local population, the establishment of clinical reference groups made up
of GPs, other health professionals, and social care, community and patient
representatives

Organise clinical and stakeholder sessions around the planning cycle to provide
a multi-disciplinary forum for discussion and influence. Consider combining a
stakeholders and wider clinical professionals meeting together

Comms lead

Publish all papers for Board meetings on our website. Advertise meetings and
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Chair and Accountable
Officer

Include lay membership on the Governing Bodyy
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CCG Chair and
Accountable Officer

Agree principles of openness and transparency as part of our vision and values

July 2012 and

April-July 2013 with
refresh/election of
new Governing
Body
April 2013 and
periodically with reelection

From September
2012 for 2013-14
planning cycle

Comms and engagement
leads

Map what happens operationally; who is liaising with which groups, the local
medical committee for example, and how often

Objective 4: Make sure we have open and transparent governance and
leadership in our CCG

July 2012 and
refreshed at least
once annually
July 2012 and
refreshed at least
once annually
April 2013 for key
programmes and
as required July
2012-March 2013
for new initiatives

Comms and engagement
leads

Produce a stakeholder map of wider professional groups, including their
preferences for communication with the CCG

With wider local professional groups

Twice annually

Chair, CCG Locality leads

Regular face-to-face meetings for all practices, planned ahead on an annual
basis

Remuneration
rates
stipulated
nationally

Not required

To be
determined

To be
determined

Not required

Not required

To be
determined

Not required

Not required

By April 2013 with
commissioning
support service

Comms lead

Agree a media policy and distribute it to members to ensure open but consistent
dealings with the media

Comms lead
Comms lead

Chair

Share ‘good news stories’ through all media channels – add to media schedule

Stakeholder e-bulletin – include examples of work that highlight equalities
successes eg better health outcomes, improved patient access and experience,
and reducing health inequalities

Use the vision and values to develop an open and transparent culture that
supports equality, and challenges behaviours which fall outside of those values

Involving People: NHS Lambeth CCG Communications and Engagement Strategy, July 2012

Ongoing

Commissioning leads;
Engagement lead;
Equalities lead

Share ‘lessons learned’ within CCG and build into developments around
broader commissioning strategy
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From September
2012

Commissioning leads;
Engagement lead;
Equalities lead

Ensure that the needs of seldom-heard groups are carefully considered as part
of communications and engagement plans

April 2013 for key
programme
refreshes and as
required July 2012March 2013 for
new initiatives
Through periodic
locality and all
practice events
(quarterly / biannual)
As appropriate

By April 2013 with
commissioning
support service

Director, Corporate Affairs
and Comms lead

Develop clear administration functions and internal protocols to prioritise,
escalate, take advice and respond to correspondence sent to us including
political correspondence

Objective 5: Promote equality and provide evidence for the Equality Delivery
System for protected groups through our work and publication of equality objectives

By April 2013 with
commissioning
support service

Comms lead

ongoing

Put systems in place to manage external communications such as briefings,
Freedom Of Information (FOI) requests, requests from the media, stakeholders,
Department of Health and parliamentary briefings

invite the public to attend, observe and ask questions. Open meetings will
precede each Board and will encourage more active participation among
individuals and groups in the Governing Body’s discussions

Not required

To be
determined
Not required

Premises hire
and other
event costs

To be
determined

As per
contract with
CSS

As per
contract with
CSS

As per
contract with
CSS
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1. Introduction
1.1. Background

Our aims and ambitions to secure health improvement, reduce health
inequalities and enhance service quality, require significant transformation in
the way that health services are commissioned and delivered. With
transformational change comes uncertainty and the enhanced need to
mitigate the associated risks. Risk management is therefore central to the
effective running of the Lambeth Clinical Commissioning Board (LCCB)
(Lambeth Clinical Commissioning Governing Body from 1/4/2013) and the
delivery of our objectives.
For the purposes of the Risk Management Strategy ‘Lambeth Clinical
Commissioning Board (LCCB)’ will be used throughout but with the
recognition that from 1st April 2013 this will change to Lambeth Clinical
Commissioning Governing Body (LCCGB).
The Risk Management Strategy for the LCCB describes the key principles,
processes, procedures and responsibilities in place within the organisation in
order to ensure best practice risk management is consistent across the
organisation. The LCCB is committed to the application and embedding of
these best practice principles across areas of our business and actively
communicating these principles with NHS stakeholders in an effort to share
best practice risk management activities.
The LCCB operates two major systems to facilitate the management of risk
throughout the organisation. These are through implementation of the Board
Assurance Framework along with development and maintenance of
directorate and corporate risk registers and through our incident policy. These
risk management processes are dynamic, the primary means by which
effective clinical, non clinical governance and financial will be achieved and
are the responsibility of all staff.
To support the risk management systems the LCCB has agreed to adopt a
Risk Appetite approach to risk management. We define Risk Appetite as
‘the amount of risk that an organisation is prepared to accept, tolerate, or be
exposed to at any point of time.’ (HMT Orange Book Definition 2005).
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Our Risk Management Strategy has been developed in response to NHS
structural changes proposed as a result of the Health and Social Care Act. It
has been based on previous experience and development of the Board
Assurance Framework and risk management processes during the past two
years, best practice based on evidence and broad engagement, especially in
respect of risk appetite.
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1.2. Policy Statement
Risk Management Strategic Statement
The LCCB is committed to leading the organisation forward to deliver effective, high
quality healthcare which meets the needs of local people and makes the very best
possible use of public funds. The LCCB intends to use the risk management
processes outlined in this Risk Management Strategy as a means to help achieve
these goals. The LCCB will ensure that decisions made on behalf of the
organisation are taken with consideration to the effective management of risks and
are in line with our values as a responsible public sector organisation.
1.2.1. Utilising the Risk Appetite Matrix (Appendix 4) the board will set specific limits
for the levels of risk they are comfortable to tolerate in the pursuit of its
objectives on an annual basis. These will be reviewed every 6-months.
Both the risk appetite and risk tolerances for each of the corporate objectives
will be agreed with management aligning operational limits and tolerance
levels to the overall limits. The impact of agreeing these limits on decisionmaking will be evaluated in-year to ensure decisions are in-line with the
stated position
Formal Risk Appetite Statement
The Lambeth Clinical Commissioning Board (LCCB) recognises that its long-term
sustainability depends on the quality of commissioning and relationships between
commissioners, providers and users of the services. We have spent time
considering our appetite for risk across a range of domains and using the Good
Governance Institute Matrix for Risk Appetite (Appendix 4) are working towards a
‘mature’ risk appetite. The LCCB has no appetite for fraud and financial crime risk,
a zero tolerance to regulatory breaches; and a ‘high’ appetite for reputational and
innovation / service delivery risks. The LCCB will use the framework to assess
future problems.
1.3. Aim and Objectives
The overall aim of the Risk Management Strategy is to create a risk
management framework, appropriate processes and a culture which
encourages appropriate risk taking, effective performance management and
organisational learning in order to continuously improve the quality of the
services provided.
The organisation is aiming to create an environment in which risk is
considered as a matter of course, appropriately identified and controlled by
elimination, or reduction to an acceptable level at an acceptable cost. At its
simplest, risk management is good management practice and should not be
seen as an end in itself, but as part of an overall management approach.
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The objectives to achieve these aims include:
Ensuring all corporate, strategic, clinical and financial risks which may
adversely affect LCCB’s operational ability are identified and managed
through a robust Board Assurance Framework and accompanying
Corporate, Directorate and Programme Board risk registers.

Managing clinical and non-clinical risks facing the LCCB in a coordinated manner to enable LCCB to provide high quality support to
clinical commissioning.
Ensuring that the LCCB is kept suitably informed of significant risks
facing the organisation and associated mitigation plans, in order that is
is able to effectively govern the organisation.

2. Scope of document
This strategy is intended for use by all directly employed staff at LCCB,
agency staff and contractors engaged on Lambeth work in respect of any
aspect of that work and includes those working for the Commissioning
Support Service (CSS) through contract arrangements from 1/4/2013.
Although the key strategic risks are identified and monitored by the Lambeth
Clinical Commissioning Governing Body, operational risks are managed on a
day-to-day basis by staff throughout LCCB and the CSS from 1/4/2013. In
order that progress in managing all risks can be acknowledged, Directorates
and Programme Boards maintain local risk registers and escalate significant
risks to the board Risk Register.

3. Definitions
(Adapted from the Australian/New Zealand standard AS/NZS 4360:1999.)
3.1

Risk

Risk is the chance that something will happen that will have an impact on
achievement of the organisations aims and objectives. It is measured in terms of
likelihood (frequency or probability of the risk occurring) and severity (impact or
magnitude of the effect of the risk occurring). See Appendix 2
3.2

Risk Management
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Risk Management is “the culture, processes and structures that are directed
towards the effective management of potential opportunities and adverse
effects”. It includes identifying and assessing risks and then responding to them.
The risk management process is adopted from the Australian Standard AS/NZS
4360/1999 and is designed to provide continuous identification, assessment,
control, communication and monitoring of risk via defined timescales, reporting
and escalation processes and supporting tools and techniques.
3.3

Significant Risks

Significant Risks are those which, when measured according to LCCB’s risk
grading tool at Appendix 2, are assessed to have a risk score of 8-12 ’amber’ or
15-25 ‘red’. The Board (NHS SEL and LCCB) will take an active interest in the
management of significant risks rated 15 and above.
3.4

Acceptable Risks

These are risks which have been identified and measured according to the risk
grading tool and for which risk mitigation action plans have been developed.
Such risks are deemed to be acceptable according to the risk appetite of LCCB,
a delegated committee or Directorate, depending on the nature and grade of the
risk. Acceptable risks should be monitored, reviewed and entered onto the
appropriate risk register. By this definition an unacceptable risk is one where
such a risk is rated above the risk appetite of LCCB.
3.5

Zero Tolerance Risks

These are risks in areas which the Joint board has agreed they would benefit
from being aware of, regardless of risk rating at any particular point in time.
Recommendations for classification of zero based risks come from the LCCB.
The LCCB will take a similar approach to identifying and managing such risks
with action plans monitored by the Audit and Risk Committee.
3.6

Risk Appetite

Risks need to be considered in terms of both opportunities and threats, and this
approach, not usually confined to money, involves taking considered risks where
the long-term benefits outweigh any short-term losses. These decisions will
invariably also impact on the capability of an organisation, its performance and
reputation.
The Risk Appetite is the aggregated account of the board’s willingness (to allow
management) to take risks in the pursuit of strategic objectives. It is the level,
amount or degree of risk that the LCCB or a particular delegated authority is
willing to accept and is a guide for staff on the limits of risk that they can take.
Risk Appetite is measured through the Risk Maturity Matrix (Appendix 4). There
are five risk levels identified in the matrix:
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Avoid (no appetite) = avoidance of risk and uncertainty is a key
organisational objective



Minimalist (low appetite) = preference for ultra-safe business delivery
options that have a low degree of inherent risk and only have a potential
for limited reward.



Cautious (moderate appetite) = preference for safe delivery options that
have a low degree of residual risk and may only have limited potential for
reward.



Open (high appetite) = willing to consider all potential delivery options and
choose the one that is most likely to result in successful delivery while also
providing an acceptable level of reward (and value for money etc.)



Seek (significant appetite) = eager to be innovative and to choose options
offering potentially higher business rewards, despite greater inherent risk.
Risk Tolerances

The level of risk within which the executive management are willing to allow the
true, day to day, risk profile of the organisation to fluctuate. This may vary for
different corporate objectives.

4. Organisational Accountabilities and Responsibilities
4.1. Joint PCT Board, NHS South East London (NHS SEL)(arrangements
prior to 1 April 2013)
Prior to 1st April 2013 the Joint PCT Boards, NHS South East London is the
single accountable body having overall accountability for ensuring that all
South East London PCTs, including Lambeth’s, have an effective
programme in place for managing risks of all types.
The Joint PCT Boards regularly receives Lambeth’s Assurance Framework
which identifies all significant risks to LCCG’s principle objectives.
Significant risks are reported to NHS SEL on a regular basis and include all
risks rated 15 or greater as identified on the Board Assurance Framework
and Corporate Risk Register. NHS SEL collates all South East London risks
together to produce an overarching risk register, together with a visual risk
‘heat map’ presented to the NHS SEL Development Group and to the Joint
PCT Boards for scrutiny.
In return, NHS SEL feeds back comments from the Joint PCT Boards as well
as providing each borough with the latest NHS SEL risk register.
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4.2. Lambeth Clinical Commissioning Board (LCCB)
The LCCB is responsible for setting the strategic direction for risk and for
overseeing the risk management arrangements across the organisation. The
LCCB delegates the day-to-day management of risk to the Strategic
Development Group.
The Membership of the LCCB includes two Clinical leads for Governance
and Risk Management in addition to a lead Non-Executive Director for Risk
Management.
The Development Group provides regular briefings on risk, quality and
governance matters to the LCCB and escalate matters of significant concern
in relation to risk management and organisational and clinical governance.
The Development Group is chaired by the Managing Director of the Lambeth
Business Support Unit.
The LCCB has accepted delegated authority for a number of activities and
functions and will continue to accept further authority throughout 2011/12
and beyond.
4.3. Integrated Governance Committee
This Joint Committee operates across NHS SEL with meetings specific to
Lambeth, Lewisham and Southwark PCTs (LSL) and Bromley, Bexley and
Greenwich (BBG). It provides briefings of risks associated with the
implementation of programmes to the LCCB.
4.4. Lambeth Quality, Safety & Patient Experience Committee (new group
TBC)
This group is responsible for the day-to-day management of risk and patient
safety and for implementing strategic direction for risk within the
organisation, on behalf of the LCCB. The group receives information and
reports to ensure a strategic overview of LCCB performance and subsequent
action planning with regard to clinical risk and quality.
The Committee will be responsible for receiving and monitoring the
Assurance Framework, corporate risk register, action plans arising from
internal and external inspection or those arising from incidents, including
Serious Incidents (SI’s), claims or complaints, closing Serious Incidents (as
per the Serious Incident processes) and overseeing Information Governance
local requirements. It will provide both routine and annual reports to the
LCCB.
LCCB is required to manage all aspects of its risk through a clearly defined
management and committee / sub-group structure. The Membership should
include GP-clinical lead representation for Governance and Risk
Management, in addition to a Non-Executive Director lead for Risk
Management.
Document Title: LCCCB Risk Management Strategy
Issue date: July 2012 (TBC)
Document Status: DRAFT
Page 14 of 66
Review date: July 2013
File Pathway:
Version No: 2.0

©Lambeth Clinical Commissioning Collaborative Board (LCCCB)
LCCB Risk Management Strategy

INFO CLASSIFICATION

Appendix D

Risk comprises elements of financial, clinical and non-clinical activity,
including financial, strategic, operational and hazard related activities. It is
therefore necessary to provide an arena in which these issues can be
discussed and developed by their appropriate lead whilst eliminating either
too much overlap or the potential for omission. The Quality, Safety & Patient
Experience Committee will undertake:
 To co-ordinate and oversee the implementation of the Risk
Management Strategy across LCCB

 To ensure compliance with relevant regulatory, legal and code of
conduct requirements as set out in relevant guidance, including Serious
Incident and Information Governance management.
 To ensure that the appropriate funding required to respond to risk
management issues is identified to the LCCB
 To monitor and sign off /close serious incidents according to
delegated responsibility
Terms of Reference for the Quality, Safety & Patient Experience Committee
are to be agreed.
4.5. Strategic Development Group
Operational implications of strategic decisions for all areas of the
organisation are discussed, and action is agreed at the two-weekly meetings
of the Managing Director, Head of Finance, Director of Public Health,
Director Integrated Commissioning, Director of Care Pathway
Commissioning and Director of Operations. Much of the discussion involves
weighing up risks and benefits of certain courses of action. The outcomes of
these discussions, including identification of actions, are captured in the
minutes of the meetings. Any risks involved with the chosen course of action
are put onto on the relevant Risk Register. Those risk rated 15 or greater are
also escalated onto the organisational Risk Register.
4.6. NHS SEL Joint Audit Committee (until 1 April 2013)
Currently the NHS SEL Joint Audit Committee is responsible for providing
assurance to the NHS SEL Joint PCT Boards that an effective system of
internal control for all risks is maintained within the organisation. The
Committee is chaired by a non-executive director and meets at least 4 times
a year. The Committee may review the results of audit work completed on
the Lambeth risk management system and performance. The Committee will
also agree an annual audit plan with reference to LCCC Risk Register. The
Joint Audit Committee also has a specific remit around reviewing and
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 To put into place systems, policies and procedures that help LCCB
effectively prioritise and manage risk management issues
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providing verification on the systems in place for risk management as part of
its assurance for the Annual Governance Statement.
This committee will be replaced by a Lambeth Audit Committee from 1 April
2013 with similar remit and responsibilities.
The Terms of Reference for the Audit Committee are attached at Appendix 8.
4.7. Health and Safety Group
This group currently rests at NHS SEL level and is Chaired by the Director of
Operations. From 1 April 2013 there will be a group specifically for Lambeth.
See Appendix 6 for draft Terms of Reference.
4.8 Arrangements from 1 April 2013
In addition to the arrangements outlined above arrangements will be agreed
and implemented during to the year.

5. Individual Accountabilities and Responsibilities
5.1. Chief Executive NHS SEL
The NHS SEL Chief Executive is the Accountable Office for NHS SEL and is
responsible for signing the Annual Governance Statement (previously
Statement of Internal Control) on behalf of the Board. This Statement is a
comment on how risks are identified, evaluated and controlled, together with
confirmation that the effectiveness of the system of internal system of control
has been reviewed and supports achievement of the organisational
objectives. This document is a requirement of the Department of Health
(DH).
From the 1st April 2013 the Lambeth Accountable Officer will be responsible
for the accountabilities of both the Chief Executive NHS SEL and the
Managing Director LCCB.
5.2. Managing Director – LCCB
The Managing Director of LCCB has overall Executive responsibility for risk
management. This responsibility is delegated to LCCB for its
implementation.
5.3. All Employees
The management or risks is a fundamental duty of all staff whatever their
grade, role or status. All staff must follow NHS Lambeth policies and
procedures that explain how this duty is to be undertaken. In particular:

Staff must ensure that identified risks and incidents are dealt with
swiftly and effectively by reporting to their immediate line manager in order
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that further action may be taken where necessary. All incidents /
accidents and near misses should be reported using the Trust Incident
Reporting System (Datix) per the Incident Policy and the Assistant
Director of Governance informed.

Be aware that all staff have a statutory duty to take reasonable care
for their own safety and that of others who may be affected by their
actions or inactions.


All staff should be aware of emergency procedures e.g. evacuation
and fire precaution procedures etc relating to their particular Service /
Department locations.

Ensure that relevant risk management training is completed e.g.
Health and Safety, Fire, Information Governance, Safeguarding, Equality
and Diversity.
5.4. Managers
All managers within NHS Lambeth are accountable for the day-to-day
management of risks of all types within their area of responsibility. They are
charged with:

Ensuring that risk assessments are undertaken throughout their
area of responsibility on a pro-active basis, that preventive action is
carried out where necessary and action plans and risk registers
(Directorate and Organisation) are regularly updated.

Monitoring performance, health and safety standards including risk
assessments, safe systems of work, use of personal protective equipment
etc. ensuring that these are reviewed and updated regularly and the level
of compliance meetings agreed internal controls.

Ensure that all staff have the necessary information and training to
enable them to work safely and to comply with LCCB’s and NHS SEL’s
internal control systems.

Seeking advice about implementation of risk reduction plans from
their Director, lead Director for financial, non financial or clinical risk, the
Assistant Director Governance or Health & Safety Group as appropriate.
5.5. Independent Contractors
Independent Contractors are bound by statutory obligations in the same way
as the PCT (Health and Safety at Work Act 1974, Environment Act, COSHH
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All employees should neither intentionally, nor recklessly interfere
with or misuse or fail to use when required, any equipment provided for
the protection of safety and health as pursuant of the Health & Safety at
Work Act (1974).
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Regulations etc). In addition all clinicians are responsible to their professional
bodies for their clinical practice. As such Independent Contractors need to
ensure that they are managing clinical and non-clinical risks appropriately.
Independent contractors need to comply with their regulatory bodies and
respective standards of professional practice. For GPs this includes
complying with incident investigation and reporting systems of their
employing or contracting body. (GMC standards: Good Medical Practice)
The role of the Lambeth Business Support Unit (LBSU) is to support
Lambeth Clinical Commissioners in the management of risk as part of their
day-to-day activities. LBSU also supports NHS SEL as appropriate in terms
of Locality-SEL risk management.
The role of NHS SEL is to manage the performance of Independent
Contractors, including those in Lambeth and to ensure appropriate risk
management practices are in place as required.
Independent Contractors will be encouraged to manage risk in accordance
with NHS SEL’s risk management model together with LCCB’s policies using
the same or similar documentation and tools.
5.6. Chief Financial Officer
The Chief Financial Officer has delegated responsibility for all aspects of
financial and information risk related to Lambeth’s financial arrangements
and statutory obligations.
5.7. Director of Operations (formerly Director Human Resources and
Corporate Affairs)
The Director of Operations is responsible for advising on and co-ordinating
non-clinical risk management activities within LCCB and is responsible for
ensuring that appropriate reports are created from the Risk Register, events
and risk management training databases and that these are presented to the
Board. The Assistant Director for Governance supports the Director of
Operations.
5.8. All Directors
Directors are responsible for providing risk management leadership and
sponsorship across LCCB. Each Director is responsible for the management
of risk in their own area of responsibility, ensuring that risks are identified, the
Directorate / Programme Board Risk Register is updated and action plans
are appropriate to the level of risk. The Directorate/ Programme Board Risk
Register and LCCB’s Risk Register for escalated (significant) risks and
action plans should be updated and monitored monthly.
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5.9. Assistant Director of Governance
The Assistant Director of Governance is responsible for developing and
creating a risk aware culture reflected in all aspects of clinical and non
clinical practice and supporting Directors and Commissioning Leads in their
identification and management of risk as part of good governance.
5.10.

Health and Safety Advice

This is currently secured from NHS SEL and will, from 1 April 2013, be
secured from the Commissioning Support Services in order to ensure
compliance with all relevant legal obligations under Health and Safety
legislation.
Risk Management Specialists

There are a number of risk management specialists within the organisation
including:


Managing Director: Senior Information Risk Officer (SIRO)


Chief Financial Officer: Financial Risk Lead and acting Information
Governance Lead for LCCB

Safeguarding Leads: Director of Integrated Commissioning (adults);
Director Public Health (children)


Caldicott Guardian: Director Public Health


Assistant Director of Governance: Lead for all aspects of clinical &
non-clinical governance; aspects of risk management and quality; SI
reporting and incident management; and Board Development on risk
management

Emergency Planning Manager: currently provided by NHS SEL with
Emergency Planning Liaison Officer within LCCB. Lead for all aspects of
Business Continuity Planning and Emergency Response & Resilience.
Acts in an Advisory capacity to LCCB Assistant Director Governance
(EPLO). From 1 April 2013 this service will be provided by the National
Commissioning Board (nominated organisation) although there will still be
a requirement for the new organisation to share information and support
Category 1 health bodies for the purposes of emergency planning and
implementation.


Information Governance Lead:


Health & Safety Advisor(s): currently provided by FMS. From 1 April
2013 this service will be provided by the Commissioning Support Service.

Head of Communications & Engagement, NHS SEL and LCCB:
Lead for all media related enquiries and Patient Engagement matters.
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Currently provided by NHS SEL. From 1 April 2013 this will be provided
by the Commissioning Support Service.

Complaints & PALS Officer: Lead for all complaints issues and lead
for Patient Advisory & Liaison Services. From 1 April 2013 this will be
provided by the Commissioning Support Service (or nominated body).
5.12.

Stakeholder Partnerships

NHS Lambeth recognises that specific risks identified by NHS Lambeth will
be shared with other relevant organisations working in partnership. This
strategy recognises the potential inherent risks of shared service
arrangements, including those services provided by Facilities Management
Services (FMS). The provision of these services is collectively managed and
audited to ensure both their quality and effectiveness and are underpinned
through an agreed Service Level Agreement.

6. Risk Management Process
Lambeth BSU has adopted the Australian/New Zealand standard (AS/NZS
4360:1999) risk management standard. This standard is internationally
recognised, providing a generic model for the identification, analysis,
prioritisation, treatment, communication and monitoring of risks across clinical
and non clinical services and activities at local and corporate level. There are 7
stages to manage risk in this model:
1.
2.
3.
4.
5.
6.
7.

Establish the context
Identify hazards
Analyse risks
Prioritise risks
Treat risks
Monitor and review
Communicate and consult

Each stage of the process should be documented.
The risk management process is “the systematic application of management
policies, procedures and practices to the tasks of establishing the context,
identifying, analysing, evaluating, treating, monitoring and communicating risks
associated with any activity, function or process in the way that will enable
organisations to minimise losses and maximise opportunities”. It is described in
the following diagram:
Australian Standard AS/NZS: 4360/1999
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The risk process is designed to provide continuous identification, assessment,
control, communication and monitoring of risk via defined timescales, reporting
and escalation processes and supporting tools and techniques.
Risks to equity of access, quality, experience and outcomes including risk of
direct or indirect discrimination and risk to good relations between people of
different groups should be considered when identifying risks.
6.1. Risk Prioritisation
When considering risk, it is vital to have a qualitative method of defining risk that
enables risk prioritisation and appropriate action.
6.2. Risk Grading
Prioritisation can be achieved by applying the risk grading matrix below. The same
grading tool is used by the LCCB for all risk processes (risk assessment, risk
register, complaints and incident reporting assessment) and is consistent with
guidelines provided by the National Patient Safety Agency (NPSA).
Grade

Definition

Risk Score

Red

High Risk

15-25

Amber

Significant Risk

8-12

Yellow

Moderate Risk

4-6

Green

Low Risk

1-3
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Risks which attract the highest scores are therefore graded ‘red’ and warrant
immediate attention by relevant personnel. These risks are significant and may
threaten the achievement of LCCB’s objectives. They should be reported to the
relevant Director for action.
Appendix 1 provides a schematic overview of the Trust risk reporting and
escalation process.
6.3. Risk Scoring
A risk score is achieved by the multiplication of an individual severity (impact) score
with an individual likelihood (probability) score:
Risk = Impact x Likelihood
The Trust risk scoring matrices are consistent with the NPSA guidelines (January
2008) and are aligned to the Trust adopted AS/NZS 4360:19999 risk management
standard.
Risk matrices for calculating an overall risk score can be found in Appendix 2.
A specific risk matrix for Personal Data related incidents is included in Appendix 3.
6.4. How to manage risk
Risk information is structured and includes details on the description, causes,
controls, score and agreed action plans for all risks. The monitoring of such
risks can therefore be undertaken and the effectiveness of risk performance
and measured over time. Risks are reviewed and monitored operationally,
by Directorates and Programme Boards, Operational Group and
Development Group and strategically by the LCCCB. From 1 April 2013 also
the Lambeth Quality, Safety and Patient Experience Committee (or agreed
Committee). An overview of the risk and governance reporting and
monitoring structures can be found at Appendix 1.
Risks to NHS Lambeth can be:
 Accepted: some risks may be minimal or unavoidable and retention
acceptable. When a decision is made to tolerate a risk, the reason behind
it should be fully documented. In addition, the risk should continue to be
monitored and contingency plans should be in place in the event of the
risk occurring.
 Mitigated: managing risks through the application of controls within the
intention of driving down the risk to an acceptable level. This is where the
likelihood and consequence of a risk occurring are reduced or controlled
through actions. There are two types of mitigating a risk by introducing:
 Containment actions to lesson the likelihood or consequence and applied
before the risk materialises or
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 Contingent actions put into place after the risk has happened in order to
reduce the impact.

 Avoided: in some cases risk cannot be accepted, mitigated or transferred.
The board may then decide a particular risk should be avoided altogether
which may involve ceasing the activity giving rise to the risk.
Where risk treatment plans require significant additional funding, or changes
to the working pattern of NHS Lambeth, these decisions will be made by the
Board. Decisions with less significant implications will be taken by the Chief
Financial Officer. There is no central risk management budget. All
departmental budgets should include a sum for risk management activities.
Definition
High Risk
15-25

Significant
Risk
8-12

Moderate
Risk
4-6
Low Risk
1-3

Further Action
Unacceptable Risk. The root causes should be identified
to help determine the most appropriate risk treatment plan.
 Report to Board identifying treatment options
 2-monthly Board Integrated Governance and
Performance Report
 Quarterly quality provider reports to Integrated
Governance and Performance Committee
 The Board or agreed committee /group will monitor
progress on treatment action plans
Unacceptable Risk.
 Report to the Development Group identifying treatment
options
 Monthly/quarterly report to Development Group
monitoring progress on treatment action plans
 Monthly highlight and exception reports to Operational
Group

By whom

Acceptable / Unacceptable Risk

Senior
Managers

To be assessed and actioned accordingly as for ‘significant
risk’ or ‘low risk’.
Acceptable Risk
 Inform all appropriate stakeholders
 Take action to reduce risk where necessary and within

Development
Group

Senior
Managers

All staff
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 Transferred: it may be appropriate to arrange for another party to bear or
share some part of the risk, through contracts, partnerships etc. It occurs
when the risk is of such significance / consequence, it affects more than
one organisation or the structure, capacity or resource to adequately
manage the risk is such that it requires discussion on proposed transfer to
another part of the wider NHS SEL organisation. Insurance is way in
which an organisation pays a third party to take on the risk e.g. Lambeth
PCT is a member of the Liabilities to Third Parties and Property Expenses
risk pooling schemes run by the NHSLA. This membership transfers
some financial risk to these risk pooling schemes.
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authority
Maintain records
Discuss whether any further action should be taken to
reduce further risk

6.5. Board Assurance Framework (BAF)
In 2002/3 national guidance required all NHS Bodies to set up an Assurance
Framework to include active involvement of nominated Boards and Audit
Committees. The 2007 Audit Handbook identifies that the Audit Committee
should review the strategic processes for risk, control and governance of the
organisation. The Assurance Framework is a key tool for the identification
and control of risks.
The Board Assurance Framework is designed to provide the NHS SEL Joint
PCT Boards, the Joint Audit Committee, the LCCB, the Information
Governance Steering Group and new bodies from 1st April 2013 with
assurance that the organisation is effectively managing, or has plans in place
designed to manage, risks that may threaten the achievement of the
organisation’s annual objectives.
The BAF forms part of the annual operating plan review and incorporates
new or revised corporate objectives.
The BAF consists of the following elements:
 Identify the principal objectives of the organisation
 Define the principal risks which threaten the achievement of each
objective
 Identify the key controls applied to manage the risks
 Gain assurances (including independent assurances from Audit) about the
effectiveness of the key controls
 Identify any assurance gaps and make arrangements to verify the
effectiveness of the key controls
 Report separately and discretely to the Board and the Audit Committee
during the year.
6.6. Risk Registers
LCCB has both a top-down and bottom-up approach to risk management
from the BAF, to corporate risk register and directorate /programme board
risk registers.
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The LCCB and NHS SEL Joint PCT Boards (Joint Boards) currently set the
strategic direction for risk management across the organisation, with
reporting and mitigation activities undertaken in line with this direction. Risks
of 15 or greater are reported to the Joint Boards and risks of 12 or greater
are reported to the LCCB.
The LCCB in adopting a Risk Appetite and Risk Tolerance approach to
corporate objectives for 2012/13 may require other risks to be reported. This
process will develop during the year.

Risks graded 15-25 ‘red’ will be escalated to the Corporate Risk Register for
review by the LCCB. The LCCB Assistant Director of Governance will work
with Directors and delegated responsible parties to assess the quality of risk
register entries including descriptions, causal factors, scoring and action
plans. The Operational and Development Groups will discuss new and
developing risks.
Corporate Risk Register: The Corporate Risk Register provides an
organisation-wide snapshot of significant risks. Actions will be updated
monthly by identified risk leads and new risks added following agreement
with the Development Group. The risk register will be reviewed monthly by
the Assistant Director of Governance preceding reports.
6.7. Managing Risk across Organisational Boundaries
It is often at the interface between organisations that the highest risks exist
and clarity about responsibilities and accountabilities for those risks is most
difficult to ascertain. LCCB will endeavour to involve partner organisations in
all aspects of risk management as appropriate.

7. Annual Governance Statement
The NHS SEL Joint PCT Board has to take responsibility for the risks that are
inherent across NHS SEL, including Lambeth and should be aware of and
manage, through local risk management and governance arrangements in place,
the risks to which the constituent organisations, individual staff members and the
wider public are exposed. To meet the requirements of the Annual Governance
Statement the Joint PCT Boards are required to have in place:


Clear objectives which provide the framework for all organisation activity



Structured risk identification systems covering all risks



Robust control in place for the management of risk
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Appropriate monitoring and review mechanisms, which provide
information (and assurance) to the Board that the system of risk
management across the organisation is effective.

Risk management links together clinical care (clinical governance), the
environment of care (organisational controls) and financial resources (financial
controls) and ensures that a continuous process of risk management
improvement is undertaken.
The Joint PCT Boards (Lambeth Clinical Commissioning Governing Body from 1
April 2013) will publish, as part of its Annual Report, an Annual Governance
Statement which will identify those significant risks that threaten the attainment of
its underlying objectives. The publication of serious incidents is also required, as
per guidance.

8. Risk Management Training
Risk Management training is currently available in the training brochure in the
form of ‘statutory and mandatory training’. This includes fire, manual handling,
health and safety awareness, information governance, equality and diversity and
child protection. In addition to this, to enable the Risk Management Strategy to
be fully implemented, training sessions and workshops will be set up for all staff
through the Lambeth Governance Team.
The introduction to and refresher training for risk management and governance will
be provided by the Commissioning Support Service.

9. Related Strategies
The following NHS SEL and NHS Lambeth Policies and Procedures are relevant to this
policy:












10.

NHS SEL Assurance Documents
Transitional Governance arrangements for South East London PCTs and Bexley
Care Trust
Health & Safety Policy
Incident Management Policy and Guidance
Complaints Policy
Whistleblowing Policy
Disciplinary Policy and Procedure
Grievance and Disputes Procedures
Clinical Policies
Counter Fraud and Corruption Policy
Information Governance Policies

NHS Lambeth Stakeholders

Key stakeholders include:
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Communications

The Risk Management Strategy is available to all staff via NHS Lambeth intranet and to
other stakeholders on NHS Lambeth website. The introduction of new or significantly
revised risk management policies is support by appropriate staff training.
Systems of communication with stakeholders that contribute to minimising risk are in
place. These systems include NHS Lambeth website, publications, the annual general
meeting and Board meetings.
Communication with staff is particularly important and is mainly effected via line
management at team meetings. Any urgent or particularly important messages are
communicated by email, NHS Lambeth weekly electronic bulletin and the monthly staff
briefing. Health and Safety Group representatives feed back through internal briefings
and support staff locally in relation to specific relevant issues. A staff survey is carried
out annually.
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11.

Staff (directly employed and agency)
Contractors e.g. FMS
NHS London - Strategic Health Authority
National Commissioning Board (post 1 April 2013)
South East London Commissioning Support Service
Neighbouring CCGs
Local Authority
Private sector providers of NHS care when covered by NHS Lambeth
Public and service users
Hospital Trusts
Guy’s and St Thomas’ NHS Foundation Trust Charity
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12.

Audit and monitoring criteria

Document Audit and Monitoring Table
Monitoring requirements
- what in this document
do we have to monitor

Monitoring Method: (e.g.
statistics, report)

Monitoring prepared by :-

Monitoring presented to:(e.g. Committees)

a)

Integrated Governance Report – BAF/risk register information

b)

Risks >/=15

c)

Risk information relating to programmes

a)

Written report

b)

Heat map / summary and risk register exception reports

c)

Highlight and Exception Reports

a)

Assistant Director Governance

b)

Assistant Director Governance

c)

Programme Assistant Directors

a) Board meeting
b) Integrated Governance Committee
c) Operations Group

Frequency of
presentation:(e.g.
annually, six-monthly etc)

a) Two-monthly
b) Two-monthly
c) Monthly

13.

Statement of evidence/references

Details to be added

14.

Implementation and dissemination of document

On approval this updated policy and guidance will be published on the NHS Lambeth
internet and intranet and staff advised through the communications bulletin and NHS
Lambeth email of its publication.

15.

Appendices

Appendix 1 LCCB Risk Management Process
Appendix 2 Risk Scoring Tool
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Appendix 3 Impact (Consequence) Table
Appendix 4 Risk Appetite for NHS Organisations
Appendix 5 Information Governance Steering Group Terms of Reference
Appendix 6 Health and Safety Action Group Terms of Reference
Appendix 7 Integrated Governance Committee
Appendix 8 Joint Audit Committee Terms of Reference
Appendix 9 Joint Remuneration & Employment Committee Terms of Reference

Appendix 11 Consultation history
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Appendix 2 Risk Scoring Tool
The same grading tool is used by Lambeth BSU (LCCG from 1 April 2013) for all risk
processes (risk assessment, risk registers, incident reporting and complaints
assessments).
The matrix below represents the possible combined scores based on a measurement
of both the impact (severity) and likelihood (probability) of risk issues. The
combination provides the risk score.

Risk = Likelihood x Impact (Consequence)
The risk score can be used to prioritise mitigation actions based on an
understanding of the nature of the risk presented as presented below
. Step 1 – Likelihood Risks are first judged on the likelihood of the risk being
realised. The following categories are available for grading.
Likelihood
(Probability)
Score
Descriptor
Frequency
How often
might it/does it
happen

1

2

3

4

5

Rare
This will
probably
never
happen/recur

Unlikely
Do not expect it
to happen/recur
but it is possible
it may do so

Possible
Might happen
or recur
occasionally

Likely
Will probably
happen/recur but it
is not a persisting
issue

Almost certain
Will undoubtedly
happen/recur,
possibly
frequently

Frequency
Time-frame

Not expected
to occur for
years

Expected to
occur at least
annually

Expected to
occur at least
monthly

Expected to occur
at least weekly

Expected to
occur at least
daily

Frequency
Will it happen
or not?

<0.1%

0.1 to 1%

1 to 10%

10 to 50%

>50%

Step 2 – Impact (Consequence)
Situations are then judged to evaluate, if the risks were to be realised, what the
outcome is most likely to be. The following categories are available for grading.
Score

Descriptor

Description

1

Negligible

First aid treatment. Moderate financial loss.

2

Minor

Medical treatment required. Moderate environmental
implications. High financial loss. Moderate loss of reputation.
Serious business interruption.

3

Moderate

Serious injuries. Serious environmental implications. Serious
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financial loss. Serious loss of reputation. Serious business
interruption.
4

Major

Excessive injuries. High environmental implications. Major
financial loss. Major loss of reputation. Major business
interruption.

5

Catastrophic

Single or multiple deaths of any persons.

See Appendix 3 for detailed Impact (Severity) table.
Step 3 - Plot the likelihood and severity on the following matrix.

Risk Scoring Matrix

Risk

Low

1-3

Moderate

4-6

Significant

8-12

High

15-25

Step 4 – Risk Decisions
Risks to NHS Lambeth can be:


Accepted: some risks may be minimal or unavoidable and retention acceptable.
When a decision is made to tolerate a risk, the reason behind it should be fully
documented. In addition, the risk should continue to be monitored and
contingency plans should be in place in the event of the risk occurring.



Mitigated: managing risks through the application of controls within the intention
of driving down the risk to an acceptable level. This is where the likelihood and
consequence of a risk occurring are reduced or controlled through actions. There
are two types of mitigating a risk by introducing:


Containment actions to lesson the likelihood or consequence and applied
before the risk materialises or



Contingent actions put into place after the risk has happened in order to
reduce the impact.
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Based on the above judgements, a risk assessment can be made of the
potential future risk to stakeholders and the organisation as follows.
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Transferred: it may be appropriate to arrange for another party to bear or share
some part of the risk, through contracts, partnerships etc. It occurs when the risk
is of such significance / consequence, it affects more than one organisation or the
structure, capacity or resource to adequately manage the risk is such that it
requires discussion on proposed transfer to another part of the wider NHS SEL
organisation. Insurance is way in which an organisation pays a third party to take
on the risk e.g. Lambeth PCT is a member of the Liabilities to Third Parties and
Property Expenses risk pooling schemes run by the NHSLA. This membership
transfers some financial risk to these risk pooling schemes.



Avoided: in some cases risk cannot be accepted, mitigated or transferred. The
board may then decide a particular risk should be avoided altogether which may
involve ceasing the activity giving rise to the risk
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Potential for public concern

Rumours

Requiring time off work for
<=3 days

No time off work

Elements of public
expectation not being met

Local media coverage –
short term reduction in
public confidence

Increase in length of hospital
stay by 1-3 days

Minor injury or illness, first
aid treatment / minor
intervention required

Minor

Minimal injury requiring no/
minimal intervention or
treatment.

Negligible

moderate loss of public
confidence in the
organisation

Local media coverage –

An event which impacts on a
small number of patients

RIDDOR reportable
(absence more than 7 days)

Increase in length of hospital
stay by 4 – 15 days

Requiring time off work for 414 days

Significant injury requiring
professional intervention
(medical treatment and/or
counselling)

Moderate

Major
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Long term reduction in
public confidence.

National media coverage
with <3 days service well
below reasonable public
expectation.

Mismanagement of patient
care with long-term effects

Increase in length of
hospital stay by >15 days

Requiring time off work for
>14 days

Major injury leading to
long term incapacity or
disability (e.g. loss of limb)
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Adverse publicity /
reputation

Injury / Harm
(physical
/psychological)

Impact
Categories
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Total loss of public
confidence in the
organisation.

National media coverage
with >3 days service well
below reasonable public
expectation. MP concerned
(questions in House).

An event which impacts on a
large number of patients

Multiple permanent injuries
or irreversible health effects

Incident leading to death

Catastrophic

Minor impact on
environment / ability to
continue to provide service

Damage to a team’s
reputation. Some local
media interest that may not
go public.
Serious potential breach and
risk assessed high e.g.
unencrypted clinical records
lost. Up to 20 people
affected.

Minimal or no impact on the
environment /ability to
continue to provide service

Damage to an individual’s
reputation. Possible media
interest e.g. celebrity
involved

Potentially serious breach

Less than 5 people affected
or risk assessed as low e.g.
files were encrypted

Loss interruption of 8-24
hours

Damage to an
organisations reputation.
Local media coverage.
Serious breach with either
particular sensitivity e.g.
sexual health details or up
to 1000 people affected.

Serious breach of
confidentiality e.g. up to 100
people affected.

Major impact on
environment / sustained
loss of service which has
serious impact on delivery
of patient care resulting in
major contingency plans
being invoked

Loss interruption of >1
week (not permanent)

Key objective not met

Schedule slippage

Non-compliance with
national 10-25% over
project budget

Major

Damage to a service
reputation. Low key local
media coverage.

Moderate impact on the
environment / some
disruption in service
provision

Loss of interruption 1-7 days

Schedule slippage or
reduction in quality / scope

Schedule slippage or minor
reduction in quality / scope

Loss interruption of 1-8
hours

5-10% over project budget

Moderate

<5% over project budget

Minor
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Personal
Identifiable Data
(serious incident)*

Service Business
Interruption

Insignificant cost increase /
schedule slippage

Business
objectives /
projects

Barely noticeable reduction
in scope or quality

Negligible

Impact
Categories
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Serious breach with
potential for ID theft or over
1000 people affected.

Damage to NHS reputation.
National media coverage.

Catastrophic impact on
environment / disruption to
service / facility leading to
significant “knock on effect”

Permanent loss of service or
facility

Key objectives not met

Schedule slippage

Incident leading >25% over
project budget

Catastrophic

Loss of key staff
Very low staff morale

Low staff morale
Poor staff attendance for
mandatory / key training.

Challenging
recommendations
Non-compliance with core
standards

Non-compliance with
standards
Reduced performance rating
if unresolved

Minor non-compliance with
standards

Severely critical report.
Complete systems change
required.

Critical report. Major noncompliance with core
standards.

Prosecution. Zero rating.

Organisational/financial loss
(£>1million)

No staff attending
mandatory training / key
training on an ongoing basis

Loss of several key staff

Ongoing unsafe staffing
levels or incompetence

Non-delivery of key
objectives / service due to
lack of staff

Significant financial loss >£1
million

Multiple claims or single
major claim >£1 million.

Catastrophic

Low rating

Enforcement action

O/financial loss (£100000
- £1m)
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Reduced rating

Recommendations given

Minor recommendations

Inspection / Audit

Organisational/financial loss
(£10000 -100000)

No staff attending
mandatory / key training

Unsafe staffing level or
competence (>5 days)

Unsafe staffing level or
competence (>1 day)

.

Uncertain delivery of key
objective / service due to
lack of staff

Late delivery of key
objectives/service due to
lack of staff.

Multiple justified
complaints

Claim(s) between £10k and
£100k

Negligible
organisational/financial loss
(£1000- £10000)

Ongoing low staffing level
that reduces service quality.

Claim above excess level.
Claim(s) between £100k
and £1 million.

Major

Below excess claim.
Justified complaint involving
lack of appropriate care.

Moderate

Negligible
organisational/financial loss
(£< 1k)

Short term low staffing level
temporarily reduces service
quality (< 1 day)

Claim less than £10k

Justified complaint
peripheral to clinical care
e.g. civil action with or
without defence.

Minor

INFO CLASSIFICATION

Financial
(damage/loss/
fraud

Staffing and
Competence

HR/Organisational
Development

Locally resolved complaint

Complaints /
Claims

Risk of claim remote

Negligible

Impact
Categories
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Negligible

Minor
Prohibition notice served.

Moderate

Major
Improvement notice
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Catastrophic

Want to be very sure we would
win any challenge. Similar
situations elsewhere have not
breached compliances
Innovations always avoided
unless essential or
commonplace elsewhere.
Decision making authority held
by senior management. Only
essential systems / technology
developments to protect
current operations

Tolerance for risk taking limited
to those events where there is
no chance of any significant
repercussion for the
organisation. Senior
management distance
themselves from chance of
exposure to attention

Avoid anything which could
be challenged, even
unsuccessfully.
Play safe

Defensive approach to
objectives – aim to maintain
or protect, rather than to
create or innovate. Priority
for tight management
controls and oversight with
limited devolved decision
taking authority. General
avoidance of systems /
technology developments

No tolerance for any
decisions that could lead to
scrutiny of, or indeed
attention to, the
organisation. External
interest in the organisation
viewed with concern

Tolerance for risk taking
limited to those events
where there is little chance of
any significant repercussion
for the organisation should
there be a failure. Mitigations
in place for any undue
interest

Tendency to stick to the
status quo, innovations in
practice avoided unless really
necessary. Decision making
authority generally held by
senior management. Systems
/ technology developments
limited to improvements to
protection of current
operations.

Limited tolerance for sticking
our neck out. Want to be
reasonably sure we would
win any challenge

Prepared to accept possibility
of some limited financial loss.
VfM still the primary concern
but willing to consider other
benefits or constraints.
Resources generally
restricted to existing
commitments

Preference for safe delivery
options that have a low
degree of inherent risk and
may only have limited
potential for reward.

2 Cautious

NONE
Document Status:
DRAFT
APPETITE

4 Seek

Confident in setting high levels of
risk appetite because controls,
forward scanning and
responsiveness systems are
robust

5 Mature

Southwark CCG & BSU

Developed with
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HIGH

SIGNIFICANT

Prepared to invest for return Investing for the best possible Consistently focussed on the best
and minimise the possibility of return and accept the possibility possible return for stakeholders.
financial loss by managing the of financial loss (with controls Resources allocated in ‘social
risks to a tolerable level.
may in place). Resources
capital’ with confidence that
process is a return in itself
Value and benefits considered allocated without firm
guarantee of return –
(not just cheapest price).
Resources allocated in order ‘investment capital’ type
to capitalise on opportunities. approach
Challenge would be
Chances of losing any challenge Consistently pushing back on
problematic but we are likely
are real and consequences
regulatory burden. Front foot
to win it and the gain will
would be significant. A win
approach informs better
outweigh the adverse
would be a great coup.
regulation
consequences.
Innovation supported, with
Innovation pursued – desire to Innovation the priority –
demonstration of
‘break the mould’ and challenge consistently ‘breaking the mould’
commensurate improvements current working practices.
and challenging current working
in management control.
New technologies viewed as a practices.
Investment in new technologies
key enabler of operational
Systems / technology
delivery.
as catalyst for operational
developments used
delivery.
High levels of devolved
routinely to enable
Devolved authority –
authority – management by
operational delivery
Responsibility for non-critical trust rather than tight control. management by trust rather than
tight control is standard practice.
decisions may be devolved.
Appetite to take decisions with Willingness to take decisions
Track record and investment in
potential to expose the
that are likely to bring scrutiny communications has built
organisation to additional
of the organisation but where confidence by public, press and
scrutiny/interest. Prospective potential benefits outweigh the politicians that organisation will
management of organisation’s risks. New ideas seen as
take the difficult decisions for the
reputation
potentially enhancing
right reasons with benefits
reputation of organisation
outweighing the risks.

Willing to consider all
Eager to be innovative and to
potential delivery options and choose options offering
choose while also providing potentially higher business
an acceptable level of reward rewards (despite greater
(and VfM)
inherent risk).

3 Open
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Reputation

Innovation/
Quality /
Outcomes

Compliance /
regulatory

Avoidance of financial loss is
a key objective.
Only willing to accept the
low cost option.
VfM is the primary concern.

(as little as reasonably
possible) Preference for ultrasafe delivery options that have
a low degree of inherent risk
and only for limited reward
potential
Only prepared to accept the
possibility of very limited
financial loss if essential.
VfM is the primary concern.

Avoidance of risk and
uncertainty is a Key
Organisational objective

Key elements

Financial
/VFM

1 Minimal (ALARP)

0 Avoid

Risk levels

Appendix D
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Risk
Management Strategy
A maturity matrix to support better use of risk in decision taking
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Appendix 5 Information Governance Steering Group
Terms of Reference

The following documents how the terms of reference for the Information Governance
Steering Group and the working group that supports it. The group is responsible for the
following areas of work:
• Confidentiality and Consent
• Data Protection
• Data Quality
• Information Management
• Information Disclosure and Sharing
• Information Security
• Records Management
• Registration Authority
This Group also acts as the following committees for the organisation
• Caldicott Committee
• Information Asset and Information Flow Committee
• Records and Information Lifecycle Management Committee
• Registration Authority Committee
The Group is tasked with ensuring a robust assurance framework is in place across the
Cluster and its six constituent statutory bodies. It reports to the Joint Board through the Audit
Committee.
1. Introduction
NHS South East London Cluster is responsible for overseeing Information governance,
strategy and policy for its constituent statutory bodies. Information Governance is the
discipline which incorporates:
• Confidentiality and Consent
• Data Protection
• Data Quality
• Information Management
• Information Disclosure and Sharing
• Information Security
• Records Management
• Registration Authority
The Information Governance Steering Group will be the Cluster’s forum with delegated
authority to oversee Information Governance issues, assurance and work plans on behalf of
the South East London Cluster and its six constituent bodies. It is noted that Bexley Care
Trust contribute to this group in addition to any local arrangements.
The group is divided into two parts, an Executive group and a Working Group. Details on
remit and functions of the two groups are detailed below.
The group acts as following committee’s on behalf of the organisations:
• Caldicott Committee
• Information Asset and Information Flow Committee
• Records and Information Lifecycle Management Committee
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• Registration Authority Committee
2. Purpose
2.1. Information Governance Steering Group
The executive group is responsible for overseeing the assurance framework, management of
risks and setting the priorities of the information governance and associated workplans.
The Committee is accountable to, and authorised by the Board via the Audit
Committee to:
Support a co‐ordinated approach to the information agenda across the Cluster and
the six Boroughs
Ensure that an Information Governance (IG) Framework is in place that provides an
appropriate assurance framework and management of associated risk across the
information agenda
Identify resources requirements, including capacity and capability, and ensures that
these resources are deployed and managed effectively
Identify roles and responsibilities for IG, both internal and external to the organisation
Scrutinize the effectiveness of strategy, policies and procedures across the
Information Governance agenda
Sign off approved strategies, policies and procedures on behalf of the organisation
Ensure that risk management arrangements are in place and adhered to
Scrutinize any audit or external reports and direct the response to recommendations
and recommend input into the annual audit plans
Report key findings to the Audit Committee and assess the assurance in place
2.2. Information Governance Working Group
The working group is tasked with supporting the Executive group in managing the
development and
delivery of key work to support the information governance assurance framework. This
includes:
To establish an active and integrated approach to information governance, records
management and RA through developing and maintaining robust and effective
procedures, policies, systems and processes that ensure IG is embedded across the
organisation
To co‐ordinate the organisation’s response to the Information Governance Toolkit, to
meet the relevant deadlines
Review the flows of information to ensure they are appropriate and support by the
relevant documentation, especially those involving any transfer of personal data
overseas
Set out mandatory and non‐mandatory IG training requirements, and ensures that
they areimplemented and adhered to
Ensure that the six statutory bodies comply with law, statute and other information
governance requirements, such as those identified and set by the Department of
Health
Support the work of the Cluster SIRO and Caldicott Guardian, as well as BSU
Caldicott Guardian, Information Asset Owners, Information Champions and
Information Asset Administrators
Provide a forum for the scrutiny of the information governance framework and
assurance model across the six statutory bodies and cluster
Review information incidents and information security incidents and report output to
the Steering Group. These include information and data quality, as well as records
management and recordkeeping.
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Support Records Management and Records standards within the PCT.

3.1. Delegated Authority
The IG Steering Group is authorised by the Joint Board and the Joint Audit and Risk Board
Committee to:
Investigate any activity within its terms of reference
Seek any information it requires from any employee and all employees are directed to
cooperate with any request made by the Group. This remit extends to those working
on any of the statutory bodies behalf.
Implement any activity which is in line with the terms of reference, as part of the
Information work programme, which shall be signed off by the Executive Group or
referred to the Audit
Committee as decided by the Chair.
The Executive Group may task the Working Group as appropriate
3.2. Confidentiality
The Chair shall advise on all aspects of confidentiality with respect to the information
presented to and discussed by the membership.
All person‐identifiable information shall be subject to Cluster Information Sharing
Code of Conduct
4. Membership
Executive Group
In order to meet the required standard for the committee, the following functions need to be
represented.
Where a post holder is listed, they are required to represent the interests of those work
streams.
The core membership of this committee is as follows:
Role Responsible Member
Chair Senior Information Risk Owner (Cluster)
Co‐chair and Caldicott Guardian Caldicott Guardian (Cluster)
Co‐chair and Deputy SIRO (Cluster)
Head of Information
Head of ICT
Information Governance Lead Information Governance Manager
Bexley BSU - BSU Managing Director
BSU Caldicott Guardian - Bromley BSU
BSU Managing Director - BSU Caldicott Guardian
Greenwich BSU - BSU Managing Director
BSU Caldicott Guardian - Lambeth BSU
BSU Managing Director - BSU Caldicott Guardian
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3. Accountability and delegated authority
The Chief Executive has overall accountability for ensuring that the Cluster operates in
accordance with the law as outlined in the Cluster Information Governance Framework.
The Chair/Vice Chair of the Information Governance Steering Group will provide reports to
the Joint Audit
and Risk Board Committee on a routine basis. A report for the Joint Board will be provided to
the Audit Committee alongside the annual submission of the Information Governance
Toolkit(s), if required, for the statutory bodies.

©Lambeth Clinical Commissioning Collaborative Board (LCCCB)
LCCB Risk Management Strategy

INFO CLASSIFICATION

Appendix D

Lewisham BSU - BSU Managing Director
BSU Caldicott Guardian - Southwark BSU
BSU Managing Director - BSU Caldicott Guardian
Where a member is unable to attend, a deputy or nominated representative must
attend in their place
Deputies and nominated representatives shall have delegated voting rights
The membership may invite other persons to attend according to agenda items
Invited persons shall have no voting rights.
BSUs are expected to send one representative, as set out above. They must have
delegated responsibility for the BSU for decision making and sign off
4.1. Working Group
The working group shall consist of the following members:
Role Responsible Officer
Chair, Head of ICT (Deputy SIRO)
Head of Information (Deputy SIRO)
Information Governance Manager (Cluster)
Clinical Director of Nursing
Role Responsible Officer
Commissioning Director of Operations
Corporate Communications Director of Corporate Affairs
Corporate Governance Director of Corporate Affairs
Data Protection Lead IG Manager
Freedom of Information Lead Freedom of Information Manager
Human Resources Director of Human Resources
ICT Head of ICT
Information and performance Head of Information
Information Governance Lead IG Manager
Knowledge Management To be confirmed
Primary Care Director of Primary Care
Records Management IG Manager
Registration Authority IG Manager
Risk Management Director of Corporate Affairs
Bexley BSU - BSU Managing Director
BSU Caldicott Guardian - Information Champion
Bromley BSU - BSU Managing Director
BSU Caldicott Guardian - Information Champion
Greenwich BSU - BSU Managing Director
BSU Caldicott Guardian - Information Champion
Lambeth BSU - BSU Managing Director
BSU Caldicott Guardian - Information Champion
Lewisham BSU - BSU Managing Director
BSU Caldicott Guardian - Information Champion
Southwark BSU - BSU Managing Director
BSU Caldicott Guardian - Information Champion
Cluster Directorates Nominated Information Champion
In order to assist with the management of the information governance workplan and
assurance Information Champions for each BSU and Directors have been appointed. It is
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expected that in most instances, the Information Champion will attend on behalf of their
area of responsibility.
Deputies and nominated representatives shall have delegated voting rights
The membership may invite other persons to attend according to agenda items
Invited persons shall have no voting rights.

Role Responsible Member
Information Security Officer (Cluster) Server and Security Manager, ICT
Information Security Officer (Bexley) As required
Information Security Officer (Bromley) As required
Information Governance Lead (Bexley) As required
Internal Audit As required
IG Project or Programme lead As required
Patient engagement and safety function As required
Public Health Director of Public Health
Strategy and QIPP Director of Strategy and QIPP
Development Director of Development
5. Requirements for Quorum
5.1. Executive Group
Quorum for the executive group will be set by the chair on a meeting by meeting basis.
5.2. Working Group
In addition to the Chair or co‐Chair (or their nominated representative), at least three
directorate
representatives (or their nominated alternate) and a representative (or their nominated
alternate) from the majority of BSUs affected by the issues under discussion (for issues
and/or decisions that relate to that organisation) shall constitute a quorum at any meeting.
6. Schedule of Meetings
The Information Governance Steering Group will meet quarterly
The Working Group will meet monthly
The Chair and Co‐chair of either group may request additional meetings as
necessary.
7. Administration
The agenda will be managed by the administrator and circulated to members at least
3 working days prior to the meeting
All papers will be circulated to members at least 3 working days prior to the meeting
Papers tabled on the day will be will accepted for discussion only, unless agreed by
the Chair
The minutes of the meeting will be recorded by the PA to the Head of ICT
Minutes and agreed actions will be documented and circulated to all attendees within
5 working days
Attendees will be given 5 working days to query details and submit any comments,
after which the minutes will be considered ratified
Electronic copies of all minutes will be maintained on the corporate directory.
8. Reporting Arrangements
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4.2. Invited Membership
The following staff shall receive a copy of all papers and be invited on an ad hoc basis
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Once ratified, minutes of all meetings will be circulated to all members and the Joint
Audit and Risk Committee as required
The Chair will report any urgent matters to Joint Audit and Risk Board Committee or
Joint Board as necessary
The Chair will present an annual report on the work of the Committee to the Joint
Board
An update on information governance assurance and supporting workplan will be
provided on a quarterly basis to the ICT Steering Committee
9. Performance and Monitoring
The effectiveness of the committee will be measured as part of the Information Governance
Toolkit assessment and the associated audit. A report on the effectiveness of the Executive
Group will be provided to the audit committee on a least an annual basis.
10. Key Links to be maintained by the Committee
10.1. Internal (to the Trust)
• Chief Executive and Senior Management Team
• Audit Committee
• Directorate team
• Risk Management and Incident Reporting process
• Clinical Governance
• Commissioning department
• Performance team
• Locality directors and core teams
• Service managers and staff
10.2. External
• London Strategic Health Authority
• Local Acute, Mental Health, Foundation and PCT NHS Trusts
• Borough Councils
• General Practitioners and their staff
• Dentists, Pharmacists and Optometrists and their staff
• National IG Board
• IG Forum for London
• ICO
• Department of Health, Information Governance Policy team
Document Control
Document Location
The source of the document is in location:
T:\FINANCE ICT AND ESTATES\ICT\Information governance\Information Governance
Committee\Cluster IG
Committee TOR v0.21.doc

Previous versions of this document will be found in the same folder.
Revision History
Revision Date Summary of Changes Author
0.1 17‐May‐11 1st Draft H Thomas, IG Manager
0.2 20‐Sep‐11 2nd Draft H Thomas, IG Manager
1.0 25‐Oct‐11 Approved by Working Group issued H Thomas, IG Manager
Approvals
This document requires the following approvals:
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Name Title: Marie Farrell Senior Information Risk Owner
Leroy Adamson‐Parks Head of ICT
To follow Joint Audit and Risk Board sub‐committee
To follow Information Governance Steering Group
See minutes Information Governance Working Group
Approval records are held electronically by the Information Governance team.

Enc E- Appendix D- Risk Management
Strategy

Distribution
This version of this document has been distributed to the following groups:
Workstream/Group Issue Date
Information Governance Working Group 19‐Oct‐11
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Appendix 6 NHS SE London Health & Safety (H&S) Committee
Terms of Reference (DRAFT)

Draft 1: February 2012
NHS SE London Health & Safety (H&S) Committee
Structure & Terms of Reference
1. Introduction
The PCT’s are required to have a Health and Safety Committee (H&S) under
the Health & Safety at work Act Section 2(3).
The H&S Committee acts as a focus for communication and consultation on
H&S issues. The committee's recommendations are made as appropriate to
the Cluster Development Group, Staff Partnership Committee, and the Clinical
Governance Assurance Committee as Cluster Board.
Risk issues will be logged on the organisation’s Risk register and sent to the
Audit and Risk Committee.
2. Responsibilities of the Health and Safety Committee
No:

Description:

1.

Advise the CE of the status of H&S, including ensuring that
mechanism for establishing remit and responsibility of Cluster Group
with regards to estate/buildings, particularly relating to staff outside
Head offices across the Cluster.

2.

Monitor the compliance with statutory H&S Regulations, policies and
procedures.

3.

Oversee the production of and monitor the implementation of an H&S
action plan.

4.

Seek guidance on unresolved issues from the FMS H&S Manager

5.

To receive and provide reports to Cluster Board on matters relating to
H&S.

6.

To consider all reports and advice from enforcing Authorities e.g. H&S
Executive, Local Authority, etc

7.

Raise the profile of relevant issues within the organisation, developing
communication systems for ensuring managers and staff are aware of
their responsibilities under the Health and Safety Policy.
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Produce an annual report on Health and Safety including trend
analysis and remediation following learning from incidents.

9.

Monitor accidents, incidents, and work-related illness, including a
quarterly report from the occupational health provider, to identifying
trends and recurring hazards, recommending appropriate action to
minimise risk.

10.

Receive and discuss safety notices as relevant and ensure
appropriate actions have been taken.

11.

Review H&S audits and inspections and performanc e and
make recommendations for improvement if required.

12.
13.

Promote co-operation between all staff groups in developing,
implementing and monitoring measures to ensure H&S at work.
Review the provision of H&S training and information.

14.

Review arrangements for liaison and communication on Health &
Safety matters.

15.

Formulate Health and Safety policies and procedures and
oversee the implementation of such policies throughout the
organisation.

16.

Monitor compliance with H&S policies and procedures.

3. Accountability & Reporting Framework

Audit & Risk
Committee

Cluster
Board
TBC

Health &
Safety Action
Group

Joint Staff
Partnership
Forum

4. Membership

All members have a general responsibility to disseminate Information relevant to
their role via line management accountabilities and professional networks.
Chair:

Director of Human Resources & Corporate Affairs
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Members:
Name/Job Title

Role on the Committee
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1. Director of HR + Corporate
Affairs

Providing and revising, as is necessary, a
Health and Safety Policy statement for
approval by the Joint Board.

Reporting to the Joint Board any actions taken
by enforcement agencies, both formal and
informal, and monitoring progress made by
NHS SEL in complying with statutory
requirements.
Advising the Joint Board that the
responsibilities for provision of adequate
arrangements for Health & Safety must be
assigned, accepted and implemented at all
staffing levels.
Setting key performance targets and objectives
for Health and Safety and reporting these to
the Joint Board.
Ensuring that corporate health and safety risk
are identified and input into the Risk Register.
2. Head of Estates
James Eaton

To inform and advise the committee on the
organisations Estates strategy implementation
relating to health and safety issues

3. Complaints Officer
John Blower Lambeth BSU
Lewisham BSU
Southwark BSU
Bexley BSU
Bromley BSU
Greenwich BSU

To advise the committee on the systems for
identifying and managing H&S risks and to
advise on the establishment and maintenance
of a health and safety risk register

4. Risk Manager

Roger Kinsey

To inform and advise the committee on the
health and safety aspects of organisations
estates and also to inform and advise the
committee on infection prevention and control
issues relating to staff, estates and premises

5. Estates Manager

To provide a link between the committee and
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thereafter.
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Frances Wellburn
6. Premises Manager
Paula Modeste Lambeth BSU
Lesley Aitken Lewisham BSU
Southwark BSU (tbc)
Bexley BSU (tbc)
Bromley BSU (tbc)
Greenwich BSU (tbc)
7. Head of Business Support
Niymeti Ramadan Lambeth BSU
Lewisham BSU (tbc)
Southwark BSU (tbc)
Bexley BSU (tbc)
Bromley BSU (tbc)
Greenwich BSU (tbc)
7. Quality & Governance Manager
Marion Shipman Lambeth BSU
Lewisham BSU (tbc)
Southwark BSU (tbc)
Bexley BSU (tbc)
Bromley BSU (tbc)
Greenwich BSU (tbc)
9. Local Security Management
Specialist
Terry Leonard
10. Staff Side Rep
Maurice Birnbaum

independent contractors in primary care and to
inform and advise the committee of service
issues related to health and safety
To inform and advise the committee on health
and safety issues to estates and premises
contracts within the Cluster

To contribute to the work of the committee in
ensuring good practice in health and safety
across all corporate and commissioned
services

To advise the committee on the systems for
identifying and managing H&S risks and to
advise on the establishment and maintenance
of a health and safety risk register

To advise the committee on the systems for
identifying and managing H&S risks and to
advise on the establishment and maintenance
of a health and safety risk register
To contribute to the work of the committee in
ensuring good practice in health and safety
across all corporate and commissioned
services

Other members will be co-opted to advise on different areas of work as needed.
Other officers including external contractors may from time to time be asked to be in
attendance at the committee. (eg NIFES, Heales)
8. Monitoring adherence to the Terms of Reference
The H&S Committee will receive a comprehensive report and progress statement at
each meeting.
The committee will set out annual objectives with measurable key performance
indicators, in line with organisation’s priorities
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9.

Review

These terms of reference will be reviewed annually

Appendix 7 Integrated Governance Committee

DRAFT TERMS OF REFERENCE

1. Introduction
The Integrated Governance Committee is a Standing Joint Committee of the six SEL LCCCs to
provide oversight of Provider and shadow CCG finances, performance, quality and delivery.
This Committee will be co-chaired by Non-executive Directors and will draw on members
nominated by the Board as well as staff with key performance, finance, quality and
governance roles across the cluster and the Business Support Units.

2. Duties
a.
To oversee the integrated governance of the shadow CCGs and give the Joint Boards
assurance that actions and plans put in place by the CCGs are appropriate, adequate
and followed through as they work towards Authorisation.
b.

To give a forum for the shadow CCGs to operate at scale to manage the performance
and quality of the major acute, community and mental health providers

c.

To help enable the Cluster Chief Executive to exercise his role as Accountable Officer
through consideration and review of the aggregate Cluster position with respect to
performance, finance, quality and emergency planning

d.

To review and consider the quality and performance of Primary Care, Prison Health
and Specialist Services prior to full establishment of the National Commissioning Board

e.

To oversee the procedures for identifying, investigating and learning for serious
incidents and for safeguarding children and vulnerable adults.

3. Roles and Responsibilities
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Shadow CCG Assurance (CCG Development, Finance, Performance, Quality and
Safety, Delivery)

i.

To review the CCG position against key performance, quality and safety and financial
metrics, and recommend action to the Joint Board where the committee believes
appropriate mitigating steps are not in place

ii.

To assure the Joint Boards that there are robust procedures in place within the
shadow CCGs for:
the effective management of finances
the effective monitoring and assurance of safety and quality of local
services
the effective monitoring of activity and financial performance against
contracts
the development and delivery of recovery plans when finances, quality or
performance is off track.

iii.

To assure the Joint Boards that the shadow CCGs are putting in place appropriate
governance arrangements in order to satisfy CCG authorisation criteria

iv.

To provide oversight and ensure rigorous processes are in place to support the
development and administration of budgeting in line with the authorisation criteria

v.

To ensure that any issues relating to financial probity or emergent financial risks are
brought the attention of the Audit Committee

vi.

To receive regular performance and delivery progress reports for the agreed SEL QIPP
initiatives, and provide oversight of the extent to which projected benefits are being
achieved and the application of any proposed action or recovery plans

vii.

To keep under regular review the extent to which key enabling initiatives and Cluster
or other support capability, initiatives or resources are supporting the achievement of
key QIPP deliverables.
Provider Assurance (Finance, Performance, Quality and Safety, and Delivery)

viii.

To review the Providers performance against key quality and safety measures and gain
assurance that the exceptions are being managed by both the shadow CCGs and
Providers in an adequate and appropriate way. Review the key quality issues
identified (by clinical leads) within each provider and assure that action is taken.
Escalate any concerns or issues to the Joint Boards if required
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ix.

To assure the Joint Boards that there are robust procedures in place for the effective
management of clinical incidents, for managing infection control, for safeguarding
children, young people and vulnerable adults and for the safe and effective prescribing
and management of medicines

x.

To review the Providers position against key performance metrics, and to provide
oversight to a process of scrutiny for any consistently low performing areas

xi.

To monitor the financial position with the major Providers across the Cluster (for
example over / under spend), using exception based reporting to provide scrutiny for
any consistently low performing areas

xii.

To ensure that any significant performance risks are brought the attention of the Audit
Committee.

Primary Care, Prison Health, Specialist Services
xiii.

To review the quality and safety and financial reporting for Primary Care and Prison
Health across South East London, and put in place remedial actions required to
address any concerns

xiv.

Give assurance to the Joint Boards that Primary Care, Prison Health and specialist
services performance are being managed effectively, and escalate any relevant issues
[note this may be a time limited role for the committee as these services may be
transferred to the National Commissioning Board or other organisation]
Emergency Planning and Resilience

xv.

To assure the Joint Boards that NHS South East London has robust systems and plans
in place to respond to emergencies and to maintain the resilience of the organisations
in keeping with the shadow CCG responsibilities as Category 1 responders under the
Civil Contingencies Act

xvi.

To receive reports on a regular basis from the Emergency Planning and Resilience
Steering Group on progress against its work plan to achieve resilience of the
organisations in the face of major emergencies, disruptions and significant unplanned
events that might impact on service delivery.

4. Meeting Schedule
The Integrated Governance Committee will meet monthly. The meeting will have a
three month cycle and rotate through a focus on SEL-wide themes in month one, a
focus on LSL in month two, and the final meeting of the cycle focusing on BBG.
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The SEL meeting will focus on
Aggregate quality and safety, performance and finance of all 6 CCGs across
South East London
Delivery of Primary Care (including quality and safety, performance and
finance) across South East London
Delivery of Prison Health services across LSL and BBG
Delivery of Specialised Commissioning [to be confirmed April 23rd]
Issues (including quality) which are brought to the committee and may impact
many or all CCGs.
The BBG meeting will focus on
Integrated commissioning performance (quality and safety, performance,
finance and delivery) within Bromley, Bexley and Greenwich CCGs
Integrated provider performance (quality and safety, performance, finance and
delivery) for SLHT, Bromley Healthcare, Oxleas
Performance exceptions of the peripheral Providers in this region – Darent
Valley, Dartford and Gravesham.
The LSL meeting will focus on
Integrated commissioning performance (quality and safety, performance,
finance and delivery) within Lambeth, Southwark and Lewisham CCGs
Integrated provider performance (quality and safety, performance, finance and
delivery) for Guys and St Thomas’, King’s College Hospital, Lewisham
Healthcare, South London and Maudsley
Performance exceptions of the peripheral Providers in this region – St Georges.
5. Accountability
The Committee will be accountable to the Joint Boards through the distribution of its
minutes and work plan in addition to the production of a report detailing its activities
at least annually.
The Committee will receive reports from any working groups.
6. Committee Membership
Core
Committee Co-Chairs - 2 Non Executive Directors (one from LSL, one from BBG)
South East London Chair
South East London Chief Executive
South East London Director of Finance
South East London Medical Director
South East London Director of Nursing
South East London Executive Director of Operations
South East London Director of Performance
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Meeting Specific (SEL/ BBG/ LSL)
BSU Managing Directors (acting as shadow Lead Officers)
CCG Clinical Leads
1 NED from each CCG (note: may be one of the two core NEDs)
7. Required frequency of attendance (by members)
All members of the core committee are required to attend all meetings. The relevant
Borough MD, Clinical Lead and NED are required to attend the meeting concerning
their pool (SEL / BBG / LSL).
8. Reporting Arrangements

Monthly integrated reports will be made available to the Boards.
9. Quorum rules
The quorum of the Committee will be five members which must include a NED
representative from each relevant CCG pool (LSL / BBG).
A minimum of two NEDs and three Directors will be in attendance.
10. Frequency of Meetings
The Committee will meet monthly.
11. Monitoring adherence to the Terms of Reference
As part of the annual reporting process to the Joint Boards.
12. Review
Terms of Reference will be reviewed annually.
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Appendix 8 – Joint Audit Committee
Note: Committee will just be for Lambeth Clinical Commissioning Group Governing
Body from 1/4/2013

DRAFT TERMS OF REFERENCE
NHS SOUTH EAST LONDON JOINT AUDIT COMMITTEES
2.

Introduction
The Committee is constituted as a Standing Committee of the Trust Board. This
Constitution and Terms of Reference is as agreed by the Audit Committee and Trust
Board.

3.

Duties
Governance, Risk Management and Internal Control
The Committee shall review the establishment and maintenance of an effective system
of integrated governance, internal control and risk management that supports the
achievement of the NHS South East London Cluster’s objectives. Inter alia, the
Committee will:
1.

2.
3.

4.

5.

6.

consider the effectiveness of the Cluster’s arrangements for identifying and
managing risk and the work undertaken as part of management’s assurance
framework;
consider the work and reports from all relevant sub-committees and individuals,
as appropriate;
seek reports and assurances from Cluster and Business Support Unit (BSU) staff
on the systems of integrated governance, risk management and internal control,
together with indicators of their effectiveness;
consider all risk and control related disclosure statements (in particular, the
Statement on Internal Control and declarations of compliance against Care
Quality Commission standards), together with any accompanying Heads of
Internal Audit Annual Reports, prior to their endorsement by the Joint Boards;
consider fraud and corruption policies and procedures, and their compliance, as
set out in Secretary of State’s Directions and as required by the Counter Fraud
and Security Management Directorate of the Business Services Authority; and
review periodically the Cluster’s financial performance and the impact of any key
financial developments in order to understand how each PCT manages financial
risks and any key changes in the financial environment within which they work.

In carrying out this work, the Committee will primarily utilise the work of those
responsible within each BSU and the Cluster, their risk and governance committees,
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Internal Audit, External Audit and other assurance functions, but will not be limited to
these sources. The Committee will consider the effectiveness of Management’s
Assurance Framework and will use this to guide its work and that of the audit and
assurance functions that report to it.
Internal Audit

1.
2.

3.
4.

appointing the internal audit service, reviewing their fees and any questions of
resignation and dismissal;
approving the internal audit strategy and work programme, considering major
findings arising from internal audit investigations (and management’s response),
monitoring management’s progress in implementing agreed internal audit
recommendations, and to ensure co-ordination between Internal and external
Auditors;
ensuring that the Internal Audit function is adequately resourced and has
appropriate standing within the organisation; and
undertaking an annual review of the effectiveness of internal audit.

External Audit
The Committee shall review the work and findings of the External Auditor appointed
by the Audit Commission and consider the implications and management’s responses
to their work. This will be achieved by:
1.
2.

3.

considering the appointment and performance of the External Auditor, as far as
the Audit Commission’s rules permit;
discussing with the External Auditor, before the audit commences, the nature
and scope of the audit, and ensure co-ordination, as appropriate, with other
External Auditors in the local health economy; and
reviewing External Audit reports, including value for money reports and annual
audit letters, together with management’s response.

Financial Reporting
The Committee shall ensure that the Annual Report and Accounts comply with
Department of Health guidance and advise the Board and Accountable Officer in
signing off the Accounts, including the Statement on Internal Control.
The Committee shall review the Annual Report and Accounts of each PCT, prior to
submission to the Joint Boards and Accountable Officer, focussing particularly on:
the consistency of accounting policies both on a year to year basis and across the
organisation and any proposed changes;
any proposed changes, and compliance with, policies and practices;
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4.

decisions requiring a major element of judgement, including estimates and
adjustments;
the extent to which the financial statements are affected by any unusual
transactions;
the clarity and completeness of disclosures and qualitative aspects of financial
reporting;
significant adjustments resulting from the audit, any unadjusted misstatements,
and proposed Letter of Management Representation;
the assumption that the organisation is a going concern;
compliance with accounting standards;
compliance with other legal requirements;
any losses and special payments;
the policies and procedures for identifying and assessing risks and the
management of those risks by the organisation on a regular basis; and
Any write off of debt over £10,000 will be presented for review and approval by
the committee
Accountability
The Committee is responsible and accountable directly to the Board.

5.

Committee Membership and Quorum Rules
The Committee shall be appointed by the Board from the Non-Executive Directors of
the Cluster and shall consist of not less than three members.
The Chairman of the Joint Boards shall not be appointed to the Committee. The
Appointments Commission will appoint the Chairman of the Audit Committee.

6.

Required frequency of attendance
All members of the Committee are required to attend all meetings.
The Directors of Finance and Governance, the Internal and External Auditors and other
members of the Executive Team will normally attend meetings.

7.

Reporting Arrangements.
The minutes of the Audit Committee shall be formally recorded and submitted to the
Joint Boards. In addition, a single side update will be circulated by the Chair following
every meeting The Chair of the Committee shall draw to the attention of the Joint
Boards any issues that require disclosure to the full Board, or require executive action.
The Committee will report to the Board annually on its work in support of the
Statement on Internal Control, specifically commenting on the fitness for purpose of
the Assurance Framework, the completeness and embeddedness of risk management
in the organisation, the integration of governance arrangements and the
appropriateness of the self-assessment against the reporting framework set down by
the CQC.

8.

Frequency of Meetings
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Meetings shall be held at least 4 times per year. The External Auditor or Head of
Internal Audit may request a meeting if they consider that one is necessary. The
Committee may wish to meet on an annual basis with External and Internal Audit
without any Joint Board’s Executive Directors present.
9.

Other Matters
The Committee is authorised by the Board to investigate any activity within its terms of
reference. It is authorised to seek any information it requires from any employee and
all employees are directed to co-operate with any request made by the Committee.

The Committee shall be supported administratively by the Joint Boards’ Secretariat,
whose duties will include:
a.
b.
c.
d.
10. Review

Timely collation of papers for distribution ahead of Committee meetings;
Taking the minutes
Keeping a record of action points and their implementation; and
Supporting the Committee and its members.

These terms of reference will be reviewed annually.

Document Title: LCCCB Risk Management Strategy
Issue date: July 2012 (TBC)
Document Status: DRAFT
Page 61 of 66
Review date: July 2013
File Pathway:
Version No: 2.0

Enc E- Appendix D- Risk Management
Strategy

The Committee is authorised by the Joint Boards to obtain legal or other independent
professional advice and to secure the attendance of outsiders with relevant experience
and expertise, it considers this necessary.
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Appendix 9 – Joint Remuneration & Employment Committee
Note: Committee will just be for Lambeth Clinical Commissioning Group Governing
Body from 1/4/2013

DRAFT TERMS OF REFERENCE
SOUTH EAST LONDON JOINT REMUNERATION &
EMPLOYMENT COMMITTEES
1. Introduction
The Committee is constituted as a Standing Joint Committee of the five SEL PCTs and
Bexley Care Trust. These Terms of Reference are agreed by the Remuneration
Committee and the Boards.
The Committee is constituted in accordance with the ‘Codes of Conduct and
Accountability’ for NHS Boards’ issued by the Secretary of State in April 1994, which
require Boards to establish remuneration committees, and the accompanying
guidance (EL(94)40) which outlined a role and remit for such committees.
2. Duties
1. To assist the Joint Boards in meeting their responsibilities to ensure appropriate
remuneration, allowances and terms of service for the Chief Executive, Directors and
senior staff, having proper regard to the organisation's circumstances and
performance and to the provisions of any national arrangements where appropriate.
2.

To oversee appropriate contractual arrangements for such staff including the
proper calculation and scrutiny of termination payments taking account of such
national guidance as is appropriate.

3.

To consider and approve redundancy payments as required and appropriate in
accordance with DoH guidance, value for money principles and audit opinion.

4.

To advise the Joint Boards on all general aspects of the remuneration and terms
and conditions of senior staff in the Cluster where not covered by Agenda for
Change. This will include:
All aspects of salary
Performance related elements including bonuses
Other benefits, including pensions and cars
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5.

To decide on any changes on rates for remuneration and locum payments to
Local Clinical Commissioning Committee (LCCC) members and other clinical leads
in their corporate role.

6.

To ensure in carrying out items 1-6 that directors, managers and LCCC members
of sufficient calibre can be recruited, retained and motivated and that they are
fairly rewarded for their contribution to the organisation, having proper regard to
criteria including affordability, value for money, standards of probity and the
provisions of national arrangements where appropriate.

7.

For consideration of issues relating to consultation proposals, the Committee is
responsible for all Cluster staff.

3. Accountability
The Committee is responsible and accountable directly to the Joint Boards.
4. Committee Membership
The membership shall consist of all of the Non-Executive Directors of the Cluster
Boards and the Chairman of the Cluster Joint Boards. The Chair of the Joint Boards will
act as the Chair of the Remuneration Committee.
Other Persons in Attendance
The Chief Executive will be invited to attend each meeting in an advisory, non-voting
capacity. Decisions on the remuneration of these individuals will only be taken in their
absence. Other Directors or senior staff may be invited to attend to provide advice or
information on particular matters.
The Director of Human Resources will be present to provide advice and information on
all aspects of the committee’s remit, including the terms of service of the Chief
Executive and Director of Finance. No one will be present whilst decisions are made
regarding their own terms of service.
5. Reporting Arrangements.
Decisions on the remuneration and terms of service of the Chief Executive, Directors
and LCCC members will be made by the committee. A written anonymised annual
report will be provided to the Boards.
At meetings of the Joint Boards where specific remuneration and terms of service
related issues are to be agreed there will be two parts to the meeting. Attendance at
the part of the meeting dealing with remuneration will be restricted to the Chairman
of the Joint Boards and the Non-executive Directors. The Joint Boards would use that
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report as the basis for their decisions but would remain accountable for taking
decisions on the remuneration, allowances and terms of service of officer members.
6. Administration and Support
The Head of Corporate Office / Board Secretary will provide administrative services to
the Committee and ensure the necessary advice and information is available to the
Committee, including independent external advice where required by the Committee.
7. Minutes of the Committee
Once agreed by the Committee Chair the recommendations of the Committee will be
reported to the Trust Board in an anonymised Annual Report.
8. Quorum rules
Three members of the Committee, including the Chair, shall be a quorum. From this
membership there must be one NED from LSL and one NED from BBG in attendance.
9. Frequency of Meetings
The Committee will meet sufficiently frequently to fulfil its work plan.
10. Monitoring adherence to the Terms of Reference
The Committee is authorised by the Joint Boards to investigate any activity within its
terms of reference. It is authorised to seek any information it requires from any
employee and all employees are directed to co-operate with any request made by the
Committee.
The Committee is authorised by the Joint Boards to obtain legal or other independent
professional advice and to secure the attendance of outsiders with relevant experience
and expertise, if it considers this necessary.

11.

Review

These terms of reference will be reviewed annually.
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Appendix 10 - Equality & Equity Impact Assessment Checklist
This is a checklist to ensure relevant equality and equity aspects of proposals, policy or
guidance have been addressed either in the main body of the document or in a separate
equality & equity impact assessment (EEIA)/ equality analysis. It is not a substitute for EEIA/
equality analysis which is normally required unless it can be shown that a proposal has no
capacity to influence equality. The checklist is to enable the policy lead and the relevant
committee to see whether the EEIA has covered the ground and to give assurance that the
proposals will not only be legal but also fair and equitable and lead to reduced health
inequality.
Challenge questions
Yes/No/D
Comments
K/NA

2.

3.

4.

5.

6.

7.

8.

9.

Does the document set out the health care
needs of the groups intended to benefit from the
proposal, including any differences in need in
terms of the legally protected or other
characteristics (such as socioeconomic position)

NA

Does the document set out any known existing
inequality in access, quality, experience and
outcome of care for populations relevant to the No
proposal (i.e as defined in 1. and in relation to the
existing health or care service)?
Are there any particular public concerns about No
equality about the policy area than need to be
addressed?
Has the policy described any gaps in
Yes
knowledge about 1 -3, and any action taken to
fill gaps (or recommendations for action)
Does the document set out risks to equity of
access, quality, experience and outcomes
Yes
including risk of direct or indirect
discrimination, and risk to good relations
between people of different groups?
Does the document describe any specific
opportunities to promote equality and human
Yes
rights, good relations between people of different
groups, to enhance participation, etc?
Does the document describe how the proposal,
policy etc will address the identified
Yes
inequalities, and
Does the document make recommendations to
Not
mitigate risks and enhance the opportunities
specifically
to promote equality and equity?
Does the document describe how monitoring
Yes
and reporting will take place to assure equality
and equity in the future including to stakeholders.
[audit and monitoring table may be used]

However, it does highlight the need to
consider risks relating to issues of equity.

The policy makes it clear that risks which
require mitigation should have an action
plan and that this should be monitored.
When identifying risks staff are reminded
to consider risks relating to issues of
equity.

When identifying risks staff are reminded
to consider risks relating to issues of
equity.
The policy makes it clear that risks which
require mitigation should have an action
plan and that this should be monitored.

The policy covers how risks should be
monitored and reported within the
organisation and the responsibilities of all
staff in this process.

* Race/ ethnicity, gender (including gender reassignment) age, religion or belief, disability, sexual orientation,
marriage or civil partnership, pregnancy and maternity. This will include groups such as refugees and asylum
seekers, new migrants, Gypsy and Traveller communities; and people with long term conditions, hearing or visual
impairments, mental health problems or learning disability

Document Title: LCCCB Risk Management Strategy
Issue date: July 2012 (TBC)
Document Status: DRAFT
Page 65 of 66
Review date: July 2013
File Pathway:
Version No: 2.0

Enc E- Appendix D- Risk Management
Strategy

1.

©Lambeth Clinical Commissioning Collaborative Board (LCCCB)
LCCB Risk Management Strategy

INFO CLASSIFICATION

Appendix D

Appendix 11 - Consultation History
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Changes made
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document
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PROCUREMENT POLICY

1

Aim of Strategy

Procurement Purpose
The aim of this procurement policy is to support NHS Lambeth in achieving its vision and objectives. This will
be done:
Through the application of effective procurement which will achieve our strategic objectives of:
 Improved choice to meet our health goals
 Access to comprehensive general and specialist care close to home
 Affordability, to procure high quality care which is financially viable
 Innovation in promoting world class research in collaboration with our strategic partners
and suppliers in the market
By ensuring that the processes undertaken are compliant, robust and adhere to the principles
and requirements of the Public Contract Regulations, EU Directives as well as Department of
Health guidance.
By providing a framework which enables NHS Lambeth to meet its commissioning objectives.

Procurement Objectives
There are three key objectives for our procurement process:
To achieve our outcomes by acquiring the right goods or services from, the right supplier, at the right
time, in the right place, at the right quality, at the right price;
To achieve our outcomes while securing the best possible value for money;
To understand the true value of a contract, not only in terms of the initial purchase price, but the
continuing costs over the lifetime of the goods or service.
These objectives will be met by:
Working with a wide range of suppliers from the private, public, independent, voluntary and social
enterprise sectors who can offer high quality, diverse and acceptable choices for local patients.
Stimulating the supply market where intelligence suggests that a wider portfolio of services or service
providers is needed.
Continuously reviewing existing contracts to ensure that they deliver in accordance with key
performance indicators, offer maximum value for money and demonstrate continuous improvement in
the quality and range of services on offer.
Working with our partners to ensure that buying power and economies of scale are maximised through
collaborative procurement initiatives.
Ensuring that the procurement process is underpinned by our key drivers and policy objectives.
2

Our Mission, Vision and Values
The NHS in Lambeth works together to improve health throughout the diverse communities we serve and
ensure access to consistently safe and effective services which provide an excellent experience for patients.
It is imperative that our Mission, Vision and Values underpin all that we do, to enable us to continue to meet the
challenges we face and enable us to transform as an organisation to ensure a need based approach to our
commissioning and procurement which puts our patient’s right at the heart of all that we do.

Our Mission
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To improve the health and reduce health inequalities of Lambeth people and to commission the highest
quality health services on their behalf.

Our Vision

Health -

Health improvement is at the heart of all that we do. We will increase life expectancy for
all and reduce the differences in life expectancy between the most and least deprived in
our diverse communities.

Affordability -

We will maintain a thriving, financially viable, health economy delivering safe and effective
high quality care.

Access -

We will commission comprehensive integrated care that meets the needs of local people.
We will value diversity amongst providers, but will expect excellent outcomes.

Innovation -

In delivering this Vision, we recognise the need:
o
o
o

o
o

For a rigorous, population needs based approach to commissioning, supported
by public health expertise.
To work with Lambeth people and their representatives to commission services
that best meet their needs.
To work in partnership with colleagues, across geographic, organisational and
professional boundaries. This will include primary care practitioners, the London
Borough of Lambeth, King’s Health Partners and neighbouring health
commissioners.
To support innovation in workforce development and in the local application of
teaching, training and research.
To look first to local colleagues for management support.

3

Our Values
We always tell the truth.
We are fair.
We are open.
We recognise our responsibilities to patients and the wider public.
We act responsibly as a public sector organisation.

In order to achieve our Mission we have established six core priority Health Goals which we believe will have
the greatest impact on the health of Lambeth people. They are based upon local health needs, the views of our
partners and residents and the priorities and policies of the NHS nationally.

Our Six Priority Health Goals
Serious
Mental
Illness

Smoking

Cardio
Vascular
Disease

Diabetes

HIV Prevention

Childhood Obesity

Enable 1000
people with
serious
mental
illness to
move on
from
secondary
care by
accessing a
new asset
and recovery
based
service offer.

Help over
12,500
more
people in
Lambeth
quit
smoking.

Improve
hypertension
control of
1,000 more
people in
Lambeth

Help 5,000
more people
with diabetes
bring their
blood sugar
under control

Halve the
proportion of
Lambeth residents
diagnosed very late
with HIV (<200 CD4
cells/mm3)

Help 900 more
children overcome
or avoid obesity; and
help over 10,000
children maintain a
healthy weight

4

We believe that only a radical transformation of services will enable us to deliver our ambitions and meet the
healthcare needs of the borough, especially given the financial challenges we face. We will continue to focus
on national policy requirements and adapt these to meet our local needs to ensure we are able to transform.

Our Key Drivers

Personalisation: A key priority is personalised care for patients with long-term conditions such as diabetes, but
we aim as well to be more responsive to feedback from residents and patients, and to meet the particular
needs of different populations and ‘hard to hear’ groups.

Primary care and community health services: We will continue to enhance the quality of primary care
services and promote the shift of care from hospitals into the community, so long as it is safe and sensible to
do so. The development of local poly-systems will be at the heart of this shift. We will build upon the strong
foundations of local community health services to offer high quality integrated, pathway-based care supported
by clear performance and quality measures.

Through an effective procurement process we aim to deliver health services in Lambeth which ensure:
Patients experience the NHS as a joined-up personalised service, rather than a disconnected set of
services they are required to navigate.
Are treated fairly with dignity and the respect due to them at all times.
Clinical decision-making and healthcare delivery is in line with evidence-based best practice and takes
account of value for money.
The logistics of healthcare delivery, within and across different care settings, are designed to meet patient
clinical needs, whether long-term or acute, in the most effective way.

5
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Patient Choice: We will do more to help people make informed choices to lead healthier lives, offering better
information and support and promoting different behaviours, for example to help people stop smoking. We will
also do more to help people choose how and where to get the treatment they need.

Policy Context - The Challenge

Throughout its history, the NHS has faced increasing demands: a growing population with an extending
lifespan; an increase in its own capability, fuelled by advances in knowledge, science and technology; and
ever-increasing expectations from the public it serves. The NHS has responded to these demands in part
through the creativity of its staff to find or devise new tools and better ways of working. At the same time
industry, often working in partnership with the NHS has made available a constant supply of new medicines,
devices and technology. Now and for the foreseeable future, we must meet these demands from within our
current real terms funding, whilst at the same time improving quality.

The Government has developed a Procurement Pledge which the NHS has committed to support.

The Government’s Procurement Pledge

1. Give potential providers greater certainty of our future demand

2. Work with potential providers to identify and address strategic capabilities in supply
chains to ensure providers are prepared to meet this future demand

3. Operate an open door policy for business so that we can develop a more strategic
relationship with current and future providers

4. Back UK business when bidding for contracts overseas

Our procurement process will be focused on outcomes, not just cost, and will be responsive to creative ideas
from suppliers, procurement specialists, clinicians and patients.

6

•

Adopt technologies and systems to support better procurement.

•

Work with partners to ensure we maximise the value of public sector purchasing.

•

Implement easily understood key performance indicators for procurement.

•

Learn from the best in the NHS and elsewhere.

•

Ensure alignment of procurement policy with our objectives.

•

Improve data transparency and spend information through investment in e-solutions.

•

Engage in and lead on collaborative activities.

This will be done through:
•

Better written and consistent tenders, with specifications focused more on improved health
outcomes.

•

Less burdensome pre-qualification processes, standardised procurement processes and
systems including more e-systems.

•

Procurement activity being aligned with our objectives.

•

Employing savings strategies that balance the need for short term efficiencies with long term
value.

•

Improved engagement and consultation with our supplier base.

•

Improved payment mechanisms and greater support for SME’s.

•

More risk-sharing initiatives where appropriate and desirable.

•

A professionalised procurement function which supports NHS Lambeth to achieve its strategic
objectives.

7
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In order to deliver on our requirement to transform to meet the challenges we face, we will adopt and
implement the key findings of the Department of Health Guidance ‘NHS Procurement: Raising our Game 2012’
which includes the need to:

Partnership Working
To make transformation happen, the right support and infrastructure needs to be in place. We already have
strong and productive partnerships across the Borough, and building on these to deliver change will be the key
to our success.
Through active public and provider engagement we can be confident that out commissioning intentions and
decisions are well informed and understood; allowing us to effectively deliver on our strategic objectives.
.

Our Strategic Partnerships

Colleagues from across the NHS, and doctors, nurse and therapists will continue to be engaged in
driving forward change
Patients, carers, service users, the wider population and their representatives, inspiring and empowering
local people to become partners in decision making and to make choices that improve individual and
communal health and wellbeing

Lambeth First, the local strategic partnership, that brings together many organisations and
communities involved in making decisions which affect the future of Lambeth, specifically through the
Health and Wellbeing Board, Safer Lambeth and the Children’s Trust

Lambeth Council and a range of local voluntary and community sector bodies serving the people of
the borough.

NHS Southwark and NHS Lewisham to jointly commission hospital services for residents of our three
boroughs.
We will strengthen our relationships with the Commissioning Support Service (CSS) and the National
Commissioning Board (NCB).

We are increasingly working with the five other PCTs in southeast London (Southwark, Lewisham,
Greenwich, Bexley and Bromley) to improve and strengthen our efforts to meet the challenges ahead
including the delivery of Healthcare for London and sustainable hospital services across our sector.

8

Responding to the Challenge for Improvement
The quality and productivity challenges facing us requires us to secure value for money for patients and taxpayers, driving up quality and productivity, challenging existing service provision and securing innovative, most
cost-effective means of delivery. Effective procurement is critical to this, stimulating innovation and maximising
opportunities for efficiencies.

To help meet these challenges, we will need to take a consistent, rigorous and planned approach to managing
our services. Thorough service reviews and health market analysis will enable us to secure improved quality
and productivity and to ensure that services are provided in the most appropriate settings.

NHS Lambeth will undertake a robust assessment to determine when and how to use procurement as a tool for
securing services which deliver better outcomes and demonstrate value for money. We will ensure that the
rationale for these decisions is undertaken in a transparent manner.

Contestability – Vision and Values
For the ultimate benefit of the patient, we will adopt a contestable approach to understand which services
should be put out to competition and which services necessitate a co-operative approach. We will ensure that
our systems and management support contestability. Our decisions, processes and governance will all align to
reinforce the benefit and use of a contestable approach through the review of existing services, research to
identify new and emerging opportunities and an evolving understanding of population need.
Our approach to contestability is built on Department of Health best practice guidance; adopting the Principles
and Rules of Co-operation and Competition and is critical to demonstrating our commitment to contestability
and we will ensure that we develop our policy in-line with any developments in government guidance.
The objective will be to adopt the most appropriate approach to securing service provision. Co-operation where
opportunities exist, competition where it offers an advantage. Where a choice of providers does not currently
exist we will seek to create opportunities that benefit services and patients.

9
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We will apply the highest standards to achieve quality and value for money services, through effectively
managed procurements that are properly planned and executed.

The Ten Principles for Cooperation and Competition
In line with best practice and department of health guidance, we will adopt and implement the principles set out
below in determining if competition or cooperation will best allow us to meet our commissioning strategies and
obligations.

Obligations on
Commissioners

Cooperation and
Agreements

Conduct of Individual
Organisations

Mergers and Vertical
Integration

1. Commissioners
must commission
services from the
providers who are
best placed to deliver
the needs of their
patients and
populations.

4. Commissioners and
providers must
cooperate to improve
services and deliver
seamless and
sustainable care to
patients.

7. Providers must not
refuse to accept services
or to supply essential
services to commissioners
where this restricts
commissioner or patient
choice against patients’
and taxpayers’ interests.

10. Mergers, including
vertical integration,
between providers are
permissible when there
remains sufficient choice
and competition or where
they are otherwise in
patients’ and taxpayers’
interests, for example
because they will deliver
significant improvements
in the quality of care.

2. Commissioning
and procurement
must be transparent
and nondiscriminatory

3. Payment regimes
and financial
intervention in the
system must be
transparent and fair.

5. Commissioners and
providers should
promote patient
choice, including –
where appropriate –
choice of any willing
provider, and ensure
that patients have
accurate and reliable
information to
exercise more choice
and control over their
healthcare.

6. Commissioners and
providers should not
reach agreements
which restrict
commissioner or
patient choice against
patients’ and
taxpayers’ interests.

8. Commissioners and
providers must not
discriminate unduly
between patients and
must promote equality.

9. Appropriate promotional
activity is encouraged as
long as it remains
consistent with patients’
best interests and the
brand and reputation of
the NHS.
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Our Decision Making Process
Our approach to decision-making will be based on a procurement process which provides a transparent
mechanism for securing services which reflect our patient and population needs. This process covers the cycle
from commissioning intentions, through to the means of securing services and the subsequent management of
these services. Through the procurement process we will seek to stimulate innovation and enable
improvements in quality and value. We will work with all key stakeholders to develop new service models
and/or redesign care pathways to improve quality of care to patients and make better use of the available
healthcare resources in responding to the diverse needs of patients and communities.
Once we have identified and prioritised those services to be delivered, we will plan and resource accordingly to
ensure appropriate and effective outcomes.

Overarching principles of the procurement process
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Figure 1 – The procurement balance

TRANSPARENCY

EQUALITY & NONDISCRIMINATION

NEEDS ASSESSMENT
COMMISSIONING GOALS
CONTRACT REVIEW SERVICE
REVIEW BENCHMARKING
HEALTH CARE MARKET ANALYSIS
PROVIDER ENGAGEMENT
SECURING THE BEST PROVIDER

PROPORTIONATE
PROCUREMENT

Figure 1 illustrates our need to satisfy the overarching obligation of transparency, the need to comply with the
Principles and Rules for Cooperation and Competition (DH guidance) and to adopt proportionate procurement
practices.
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We will demonstrate consistency with the overarching principles of public procurement in relation to all
procurement activities.

Transparency
Transparency is fundamental to the accountability of NHS Lambeth as a public contracting authority
and is applicable to all commissioning activities, including procurement and contracting. Our
transparency will be underpinned by active public engagement in setting our commissioning strategies
and establishing our commissioning intentions.
There are four main areas of activity where we will demonstrate our transparency;

Stating commissioning strategies and intentions.
Stating the outcome of service reviews including how service provision will be
secured.
Advertising of Procurement (where applicable) and notification of Contract Award.
Transparency of Documentation, processes and decisions.

Proportionality
We will ensure that the level of resources put into a procurement process will be proportionate to the
value, complexity and risk of the services i.e. streamlined processes for low value services or services
to be provided over a relatively small geographical area.
Our procurement processes will be appropriate and proportionate to the services being commissioned
i.e. the type of contract used and a contract duration being proportional to the scale of investment
required of the provider and the degree of risk transfer involved.
We will ensure that quality standards, including patient safety, are not compromised with any
additional criteria such as financial information for the purposes of due diligence not being
disproportionately demanding.
When designing and delivering procurements, we will have due regard for the bidding costs providers
incur and seek to avoid wasted costs due to significant delays or material scope changes. We will
endeavour to mitigate this by engaging the market in advance of procurements.
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Equality of Treatment & Non-discrimination
NHS Lambeth will ensure that our processes will be non-discriminatory and transparent at all times.
This includes our obligations under our equalities and diversity duty, as well as ensuring the
identification of criteria and weightings that will be used as part of any evaluation process.
All appropriate information will be supplied in good time to enable all potential suppliers to properly
assess whether they wish to express an interest in providing the relevant services.
We will ensure that our procurement processes do not give an advantage to any market sector. This
includes ensuring that decisions are taken, not with regard to the type of organisation specifically, but
rather how well that organisation meets the requirements of our specifications and outcomes.
Financial and quality assurance checks will apply equally to all types of providers (but be
proportionate to the service being procured).

Legislative Requirement
NHS Lambeth will make best use of our procurement process as a means to deliver on our legislative
obligations in respect of:
Promotion of Research
Social Sustainability
Economic Sustainability
Environmental Sustainability
Equality and Diversity
Conflict of Interest
Bribery Act

13
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All providers must operate under these same principles when being asked to respond to any tender.

Promotion of Research
The Health and Social Care Act (2012), places a duty on us to ensure that in the exercising our
functions, we promote the use of research and furthermore we use the evidence obtained from this in
delivering health services.
Procurement Objective – The need for good research, innovation and a strong evidence basis for
clinical commissioning decisions is paramount. We will ensure that we comply with our statutory
responsibilities in relation to promoting research and that this evidence is captured and utilised in our
service requirements.

Social Sustainability
A large workforce is employed by our suppliers to deliver NHS Lambeth Services. Many of these are
local people. It is vital both for effective service delivery and employee well being that this workforce is
properly trained and employed under legal and fair conditions which include health and safety
obligations.
Procurement Objective - To achieve community benefits in terms of a local well trained workforce with
relevant skills. To ensure our suppliers and contractors are committed to legal and ethical requirements
including good work force management and ensuring the health and safety of those using or affected
by the service is a paramount consideration.

Economic Sustainability
The development of Lambeth as a vibrant and sustainable local health economy lies at the heart of our
vision. This requires a sustainable mix of large and small businesses that can deliver local services,
innovate and provide local prosperity for the ultimate benefit of the patient.
Procurement Objective - To ensure that our actions in procurement develop the market to increase
competition to promote patient choice and to ensure that no sector of the market is excluded. NHS
Lambeth will assess the financial sustainability of its suppliers in a proportionate manner to ensure
affordable and sustainable services.
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Environmental Sustainability
NHS Lambeth has the opportunity to have a positive influence to reduce our environmental impact and
maximise use of renewable resources through its procurement practices and supplier base.
Procurement Objective - To minimise negative effects on the environment of NHS Lambeth services
by using environmental considerations as an evaluation factor in procurement and working with
suppliers to continuously reduce such impacts.

Equality and Diversity

Enc E - Appendix E- Procurement
Strategy

We will treat all people with dignity and respect, valuing the diversity of all. We will promote equality of
opportunity and diversity. We will eliminate all forms of discrimination in service delivery and
employment. We will use procurement to promote and influence our suppliers to adopt a positive
approach to equality and diversity.
Procurement Objective - Promote equality and diversity in our procurement practices and policies,
providing information and advice to our suppliers to ensure all patients and workers at all levels are
treated fairly and in a non-discriminatory way. We will ensure that our contract management practices
assess and evidence this.

Conflict of Interest
Conflict of Interest refers to situations in which personal interests (which may include financial and/or
business interests) may compromise, or have the appearance of, or potential for, compromising
professional judgement and integrity and, in doing so, the best interests of NHS Lambeth, patients and
tax-payers.
Procurement Objective – Whilst recognising that conflicts of interest may not be avoidable, the best
way to manage them requires us to be transparent. Declaring any conflicts of interest (actual, potential
or perceived) will disclose the issue and allow the most appropriate course of action to be taken. Those
with a conflict of interest are expected to excuse themselves from decisions where such a conflict
exists. Individuals must avoid placing themselves in a position where there is an actual or potential or
appearance of a conflict between their personal interests and their duties to the NHS Lambeth.

15

Bribery Act
The Bribery Act 2010 defines bribery as giving someone a financial or other advantage to encourage
that person to perform their functions or activities improperly or to reward that person for having already
done so. So this could include seeking to influence a decision-maker by giving some kind of benefit. As
such this is deemed to be a criminal offence.
Procurement Objective – It is imperative that all NHS Lambeth staff engaged in any procurement
process are fully conversant with and understand the implications of the Bribery Act to ensure that they
maintain professional standards of conduct and ensure that the process is fair, open and transparent,
free from any undue influence. We will seek to ensure that through appropriate guidance and training,
staff are familiar and confident in identifying and reporting any breaches.

Procurement Options
NHS Lambeth will consider procurement options as a tool for addressing commissioning priorities, for example,
securing new service models or significant additional capacity and in decisions on next steps following contract
termination or expiry.
In evaluating how best to acquire the services needed and reflecting the need to support opportunities for both
competition and collaboration the options available to us are:
•

Varying or extending existing contracts

•

A Competitive Process

•

Any Qualified Provider route

•

Direct Award

Our decisions will be made in accordance with procurement law and from assessments made following
engagement with all interested parties including patients and providers. We will ensure that our requirements
are informed by working with clinicians and other appropriate providers, to review care pathways and develop
service specifications, including quality standards, outcomes and performance indicators. We will engage with
both current and a wide range of potential providers, on our commissioning intentions to gauge the level of
potential interest, prior to a decision.
The figures 2a, 2b and 2c below provide a decision making process for the most appropriate means of securing
the requirements for any given service and will enable informed decisions to be taken.
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Figure 2a - New service models and additional capacity

Commissioning Strategy

Determine best way to meet
needs
Do we need to bundle/split/shift services?
Do we need new services or service
models?

Develop service specification
What is the best service delivery model?
What does ‘good’ look like?
How does it affect patient choice?

Provider engagement

Options Appraisal & Risk Assessment

Go to Figure 2c – Procurement Option Appraisal
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Healthcare market analysis

Continuing provider engagement and provider development

Analyse commissioning needs
Engage with potential service users
Analyse existing provision
Identify gaps in provision

Clinical, staff and service user engagement

Publicly available commissioning strategy and intentions, needs and priorities

Open, transparent, non-discriminatory auditable process

Commissioning needs
assessment

Figure 2b – Contract termination or expiry

Conduct
healthcare
market
analysis

Develop service specification
Do we still need the service?
Do we need to bundle/split/shift services?
What is the best service delivery model?
What does ‘good’ look like?
How does it affect patient choice?

Provider engagement

Options Appraisal & Risk Assessment

Continuing provider engagement and provider development

Conduct Service(s) Review
eg Evaluate performance against contract,
patient satisfaction, commissioning strategy
Benchmark current service(s)
Measure existing services against QIPP criteria

Clinical, staff and service user engagement

Publicly available commissioning strategy and intentions, needs and priorities

Open, transparent, non-discriminatory auditable process

Notification of contract expiry /
termination

Go to Figure 2c – Procurement Option Appraisal
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Figure 2c – Procurement options appraisal

Options Appraisal & Risk Assessment

Is this an existing service?

Yes

No

No

Decommission

No

Is the service still
needed?

Yes
Can the service, or the benefits sought from the service be
delivered to the commissioner’s specification and/or do
suitable provider(s) exist?

Re-develop
service
specification,
alternative
model of
delivery or
redesign care
pathway

Yes
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No

No
Procurement

Yes
Is there an existing contract which
can be legally varied / extended to
deliver the specified service?
No

Are these No
risks
acceptable?

Yes

Is this desirable
/ appropriate?

Yes

No

Is the service suitable for multiple
competitors running in the same
area simultaneously?

No

Award contract
without
competition

No

Based on the risk assessment &
options appraisal are there
justifiable reasons not to go out to
competition?

Yes

Yes

Competitive
Process

Yes

Any
Qualified
Provider

Vary / Extend
existing contract
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New Service Models and Additional Capacity

Procurement options may be considered where we are seeking to secure investment in new service models or
significant additional capacity. Figure 2a (above) illustrates the key factors to be considered in making such
decisions (see Figure 2c)
Stage 1 Commissioning Strategy – The commissioning strategy will identify our priorities for addressing
patient/population need and for improving quality and productivity in the provision of services. The
commissioning strategy will reflect national priorities as set out in the Operating Framework and will be
regularly updated and informed by the outputs from Joint Strategic Needs Assessment and reviews of services
and care pathways. NHS Lambeth must act transparently in publishing details of commissioning priorities and
intentions on our website and provide a link via NHS Supply2Health and OJEU (where appropriate).
Stage 2 Service Reviews – Services will be reviewed against our assessment of patient and population need
and informed by our analysis of the healthcare market. Service reviews will involve clinicians and consider
historical performance, including patient satisfaction levels, against relevant benchmarks, standards and best
practice. The outputs from service reviews will inform our commissioning strategy and help to prioritise where
new service models or additional capacity may be required to meet patient/population need, or to improve
quality and productivity.
Stage 3 Service Specification – Service specifications will be developed where the commissioning strategy,
informed by outputs from service reviews, identifies need for investment in new service models or significant
additional capacity. The purpose of the service specification is to describe the patient/population need to be
addressed, outcomes to be achieved, quality standards, KPIs and any other relevant factors such as location,
requirements of service users and access requirements and, if appropriate, addressing environmental or social
impacts. The service specifications we develop will provide a useful basis for provider engagement and, in turn,
the outputs from provider engagement may inform refinement of our service specifications.
Stage 4 Provider Engagement – We will engage with providers to develop and refine service specifications
and to explore resource implications, including workforce requirements. The outputs from provider engagement
will inform further development of the service specification and inform decisions on how services could be
designed. Bundling services together may be essential to address clinical dependencies (eg A&E, Trauma &
Orthopaedics, Critical Care and Radiology), or to increase efficiency. However, unbundling of services may
enable greater choice and personalisation of services for particular population groups (eg black and minority
ethnic communities and disabled people) and is important to avoid discriminating against smaller providers.
Provider engagement will also help us to identify where there is more than one potential provider for a
particular service or bundle of services and inform consideration of procurement options. NHS Lambeth will act
transparently and without discrimination when engaging with providers and we will notify providers of potential
tendering opportunities on NHS Supply2Health.
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Stage 5 Evaluating procurement options – The iterative processes of service reviews and analysis of the
healthcare market will enable NHS Lambeth to identify where new service models or significant additional
capacity are needed. Outputs from provider engagement will also inform our development of service
specifications, including bundling/unbundling of services, and will help us to identify where more than one
provider may be able to deliver a particular service. This will allow us to make an informed decision on whether
or not to proceed with procurement, including any decision to competitively tender, and, if so, whether a multistaged or competitive dialogue approach will be pursued. If, following this process, it appears that the service
specification does not or cannot deliver the service benefits required, it may be necessary for us to revisit the
service specification stage and refine the specification, redesign the care pathway or seek an alternative model
of delivery. NHS Lambeth will act transparently and without discrimination and be able to demonstrate rationale
for decisions on whether or not to competitively tender.
Contract Termination and Expiry

Additional considerations would include:
•

Commissioning priorities for service redesign(e.g. shifting care from hospital into community
settings)

•

Performance of existing provider(s)

•

Existence of viable, alternative providers

•

The potential for incremental improvements/changes to existing services

•

The advantages of bundling/unbundling services

•

The need for new service models

•

The case for decommissioning existing services

•

Sustainable development practices and performance.

Our chosen procurement options will reflect the priorities identified in our commissioning strategy and be
informed by the outputs from service reviews, benchmarking and analysis of the healthcare market.
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The service review process should commence at least nine months before the end of the existing contract.
Where we are evaluating options upon termination or expiry of an existing contract (Figure 2b), the decisionmaking process (Figure 2c) and key factors to be considered will be broadly similar to scenarios where we are
seeking to secure new service models or significant additional capacity (Figure 2a). The main difference is that
we will consider our options and make decisions in relation to existing services.

Options Appraisal and Risk Assessment
An option’s appraisal and comprehensive risk assessment will be undertaken to determine the most
appropriate option for securing services and improving outcomes. This also will enable us to make decisions
which are; based on justifiable rationale; appropriate, proportionate and able to stand up to scrutiny. They will
also provide an auditable means of ensuring that our decision making is transparent and in the best interests of
NHS Lambeth and our patients.
The need to ensure compliance with EU principles and Public Contract Regulations as well as internal contract
and financial standing orders is paramount. The risks associated in deviating from these needs to be
documented and clearly understood should an approach be adopted which is contrary to these.
Comprehensive risk assessments will enable us to highlight the risks of challenge and potential options to
mitigate and manage the risk to enable us to deliver on our outcomes and objectives.
Some examples of potential areas of risk and other assessments to be made can be found in the table below.

Assessment

Consideration

Estimated value of the contract

The greater the value of the contract, the stronger the case for
advertising the tender.

Level of market interest and capability.

The larger the number of potential providers for the services there
are, the stronger the case for advertising the tender. This could
override considerations based on the value of the contract. The
decision on whether to tender should be based on the market
intelligence held within or undertaken by NHS Lambeth.

Government policy on protected
services.

Where the contracting authority can demonstrate that the service
must be provided by a particular provider to protect essential
public services, an advertised tender is unlikely to be necessary.
(This must not be used to protect providers that are not best
placed to deliver the needs of their patients and population.)
(Principles and Rules for Co-operation and Competition)

Is there a reason that competition is not
appropriate in this circumstance?

Do urgency considerations, due to factors beyond the contracting
authority’s control, preclude an advertised tender? E.g. an
unexpected termination of contract.
Are the services protected by monopoly rights in accordance with
a legal or administrative instrument?
Is there only one supplier capable of providing services due to
technical reasons or special or exclusive rights?
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Conclusion
Our approach to decision-making will be based on a procurement process which provides a transparent
mechanism for securing services which reflect our patient and population needs. This process covers the cycle
from commissioning, through to the means of securing services and the subsequent management of these
services. Through this we will ensure adherence to our obligations to comply with the principles of
transparency, openness and fairness as well as with regulations.
Once we have indentified and secured the most appropriate services for our patients, we will ensure that we
rigorously manage contracts to secure continuous improvement and to inform future service delivery.

Useful Links
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Contract standing orders
Financial standing orders
Engagement Strategy
Equality and Diversity Strategy
DH guidance
Procurement Guide
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Lambeth Development
Group

Title:

Lambeth Business Plan 2012/13

What are the headline messages to
consider from this paper?

Lambeth has developed an annual Business Plan to set
out how the Business Support Unit will support clinical
commissioners with both the operational delivery and
change management as we transition to being
authorised as a Clinical Commissioning Group .
The Plan has been populated with milestones,
financial/activity targets and key actions. Progress will be
reported to the Board through the Lambeth Integrated
Quality and Performance Report.
The Business Plan centres around 3 key areas of
business:
(i)
Operational Delivery
(ii)
Organisational Development
(ii)
Governance and Assurance
The risks associated with the Delivery of the Business
Plan are managed through the Lambeth Risk Register
and reported to the Board as part of the Board
Assurance Framework.

The Business Plan covers the period April 2012- March
2013 and, in light of the level of organisational change,
will be reviewed regularly.

Recommendation:

The LCCCB is asked to:
Agree the 2012/13 Business Plan

Are there resource implications for
revenue, capital, staffing?
If yes, please explain.

No

Enc F - Lambeth Business Plan 2012/13

The Business Plan will be used as the basis for setting
individual objectives for all staff.

Does this require an equality
impact assessment (EIA)?
If yes, what has been the outcome of
the EIA to date? How have the issues
raised been addressed in this paper?

No

Will the proposals reduce health
inequalities?
Please explain.

Yes – the Business Plan is focused on delivering our
priorities and equality objectives have been set for each
programme

What has been the scope of PPI in
this work?
How has feedback been
incorporated/actioned to date?
Have clinicians been engaged in
this work?

What are the key risks to delivery of
this work.
Are there plans in place to address
risks?
Are there legal issues to consider?

The Business Plan embeds effective PPI within each of
the programmes of work and is a core function of the
programme board structures
The Business Plan includes a list of the Lead Clinicians
for all the programmes of work who have been
providing clinical leadership in 2011/12 and will
continue to do so in 2012/13
Capacity of organisation to deliver
Yes
No

Business Plan 2012/2013
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(iii) Our Governance and Assurance

(ii) Our Organisational Development

(i) Our Operational Delivery

Area of Business

Page 1 of 59

To deliver our agreed priority health programmes and effective
high quality and safe care with robust operational risk and
financial management.
To manage the transition of commissioning responsibility to the
Lambeth Clinical Commissioning Group and the establishment of
new Health and Wellbeing arrangements, engaging the public
and patients and addressing equalities.
To ensure systems and processes are in place to support
individual, team and corporate accountability for delivering patient
centred, safe, high quality care, within our resource limits.

Strategic Objective

The purpose of this Business Plan is to set out the key 2012/13 objectives for NHS Lambeth, under the leadership of the LCCCB.
Implementation of the Business Plan will ensure that NHS Lambeth, working with our partners, commissions effective care for our
local population, manages the transition to Clinically Led Commissioning and the new Health and Wellbeing arrangements, and
delivers the range of our statutory responsibilities. This Business Plan has been developed with the LCCCB and it was agreed that
as in 2011/12 it should centre around three key areas of our business:

The Lambeth Clinical Commissioning Collaborative (LCCC) was recognised by the Department of Health as a GP Pathfinder in
February 2011 and the Lambeth Clinical Commissioning Collaborative Board (LCCCB) was established as a Committee of the
Lambeth PCT Board on 1 April 2011. The LCCC builds on the development of clinical commissioning over the past two years to
develop next steps in clinical commissioning in Lambeth. Lambeth clinical commissioners have agreed to seek accreditation as
NHS Lambeth Clinical Commissioning Group through wave 2 of the NHS Commissioning Board process during 2002/13. The
LCCCB is supported by a Lambeth specific Business Support Unit (BSU), operating within shared management arrangements,
including acute contracting support, across the South East London Cluster.
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Integral to our Business Plan is the delivery of our Integrated Plan so QIPP plans, CQUIN schemes and performance standards have been assigned to individual
programmes/objectives, with identified leads. A summary is included at Appendices A, B and C. A glossary of staff initials and contact details is included at Appendix D.
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Our Values
• We always tell the truth.
• We are fair
• We are open
• We recognise our responsibilities to service users and the wider public
• We act responsibly as a public sector organisation
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Our Vision:
1. Health improvement is at the heart of all we do. We will increase life expectancy for all and reduce the difference in life
expectancy between the most and least deprived in our diverse communities.
2. We will maintain a thriving, financially viable, health economy delivering safe and effective high quality care.
3. We will commission comprehensive integrated care that meets the needs of local people. We will value diversity amongst
providers, but will expect excellent outcomes.
4. In delivering this Vision we recognise the need:
- For a rigorous, population needs based approach to commissioning, supported by public health expertise.
- To work with Lambeth people and their representatives to commission services that best meet their needs.
- To work in partnership with colleagues, across geographic, organisational and professional boundaries. This will include
primary care practitioners, the London Borough of Lambeth, King's Health Partners and neighbouring health commissioners.
- To support innovation in workforce development and in the local application of teaching, training and research.
- To look first to local colleagues for management support.

Our Mission:
Our Mission is to improve the health and reduce health inequalities of Lambeth people and to commission the highest quality health
services on their behalf.

1

Our Governance, Performance and Programme Management
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The Lambeth Clinical Commissioning Group is a Committee of the Lambeth PCT Board which itself operates on a collective basis
with the five other PCTs in the South East London Cluster. Within this governance framework we will work with all 51 Lambeth
practices across our three localities, with a wide range of clinical colleagues, with our partners and with our local communities and
their representatives. All of our partners are critical to our ability to secure our mission and vision. A diagram showing our key
governance and relationships, while we transition to authorisation as the Lambeth Clinical Commissioning Group, is set out below.
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Overseeing the Business Plan and Assuring Delivery
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The Business Plan will form the basis for individual objective setting for every member of staff and performance review. Each
programme within the Business Plan has a notified Director lead and key objectives are assigned at Assistant Director level.

NHS Lambeth meets regularly with the NHS South East London Team to discuss and review performance of the cluster led
commissioning and support teams (eg primary care). These stocktake meetings will be used to ensure delivery of elements of the
Business Plan which are dependent on NHS SE London performance.

Locality and practice reporting will be through locality arrangements, led by the LCCCB clinical leads and supported by NHS
Lambeth linked locality teams, comprising Director and Assistant Director leads, service redesign, public health and medicines
management .

Development Group – Chaired by the Managing Director, with membership comprising all NHS Lambeth Directors. This group
meets twice a month with the role of reviewing progress in organisational development and issues of assurance and governance.
This meeting will quality assure reporting to the LCCCB on policy, patient safety and organisational development objectives.

Operations Group – Chaired by the Managing Director, with membership comprising all NHS Lambeth Directors and Assistant
Directors. This group meets twice a month with the role of overseeing and quality assuring our operational performance, including
the priority programmes and routine contract management. Where necessary, this will include the development of Action Plans in
year to ensure performance remains on track. The preparation and quality assurance of reports to the LCCCB are co-ordinated
through this meeting.

In order to support the delivery of our objectives two management groups have been set up:

The LCCCB will oversee delivery of this Business Plan, within an overall planned agenda across our three main areas of business.
The LCCCB will receive a comprehensive Integrated Performance and Governance report at each Board meeting addressing i) our
Board Assurance Framework, ii) our key risks to delivery, including zero tolerance risks, and iii) performance against our Business
Plan objectives. PCT Board assurance will also be governed through the Integrated Governance Committee.

3

Programme Management

joint with Southwark
Management of long
term conditions
(including HIV)
Early detection
Secondary prevention
Management of elective
care in the most
appropriate settings
Shifting service provision
promoting appropriate
referral
reducing inappropriate
Draft 5 June
2012
variability
in care

Planned care

Joint GP Leads between
Lambeth CCG and
Southwark CCG

joint with Southwark
Urgent Care
Frail Older People

Unplanned Care

Lambeth Living Well
Collaborative
Forensic services
Payment by Results
Talking Therapies/
Counselling
Dementia

Mental Health

Operations Group

Lambeth Clinical Commissioning
Collaborative Board

South East London Joint PCT Boards
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Smoking cessation
Alcohol prevention
Adult and Childhood obesity
Physical activity
Health Checks
Access to prevention (LEIPS)
Mental Well-being

Staying Healthy

Joint strategic planning and
commissioning between
Lambeth CCG, Southwark CCG
and Lewisham CCG

In order to deliver our vision and strategic priorities we have in place enhanced programme management arrangements. We have
agreed four health programmes, each with a Director-led Senior Responsible Officer. Two of the four Programmes are managed
jointly with Southwark Clinical Commissioners.

4

Working in Partnership
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Working with providers, clinicians and patients
We work with local clinician teams and with patients to develop innovative approaches to service redesign seeking to promote
excellence in service quality, patient access and productivity through more integrated services operating at scale. Our work is
supported in this by the Lambeth Clinical Commissioning Network. We are also supported by the work of the GSTT Charity
including the Lambeth and Southwark Integrated Care Programme and the Diabetes Modernisation Initiative.

Draft 5 June 2012

iii.

Working with neighbouring CCGs
We work collectively with south London CCGs to develop our strategic commissioning approaches at scale, to coordinate
engagement with service providers and to ensure capacity and capability to deliver upon our objectives.

ii.

Collective Commissioning: Is addressed through London Specialist Commissioning Group, SE London Clinical
Commissioning Strategy Group and Lambeth, Southwark and Lewisham Clinical Commissioning Strategy Group. Shared
contracting teams are in place for King’s Health Partners as are joint work programmes across Planned and Unplanned Care
(Lambeth and Southwark) and HIV (Lambeth, Southwark and Lewisham). Shared quality and performance assurance is
overseen through the (SE London and Lambeth, Southwark, and Lewisham) Integrated Governance Committee and through
the SE London Audit Committee.
Commissioning Support: we are working with CCGs across South London to develop within the 25/head CCG management
allowance a new South London Commissioning Support Service to deliver high quality and value for money commissioning
support through multidisciplinary contracting teams, back office functions, intelligence and specialist expertise.

Working with Lambeth Partners
We work with Lambeth Partners through the Lambeth Strategic Partnership, incorporating Health and Wellbeing, Childrens
Trust and the Safer Lambeth Partnership with the aim of improving the health and wellbeing of Lambeth citizens through joint
working around shared aims and priorities and through engagement with partners and communities around the development of
Lambeth as a cooperative borough.

i.

We understand that we cannot deliver on our Business Plan and transform local services without working in effective partnership
with others. This includes:

5

Dr Raj Mitra/ Dr Ray Walsh
Dr John Balazs / Dr Raj Mitra/ RuthJeffery
Dr John Balazs (GSTT), Ruth Jeffery(GSTT
Community), Dr Gillian Ellsbury (Kings), Raj Mitra/
Ray Walsh (SLAM), Dr Azhar Ala (St Georges)

Clinical Lead
Dr John Balazs/Ruth Jeffery
Dr Gillian Ellsbury/
Dr Patricia Kirkman

Senior Responsible Officer: Moira McGrath

Draft 5 June 2012
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To develop and deliver an outpatient strategy, which reduces the risk of premature mortality and improve quality of life by:
- improving the control of long term conditions (including HIV)
- preventing risk of acute events in people with a LTC
- early detection
- secondary prevention
- securing the quality, equity and productivity in the management of elective conditions
- identifying the most appropriate settings for treatment i.e. local v hospital based
- facilitating patient-centred care, with a shift in service provision along the care pathway, for identified priorities, from treatment

To develop and deliver an outpatient strategy which reduces premature mortality and improves quality of life, reducing reliance on
hospital services and improving the quality of primary care

6. 1 Planned Care Programme

Integral to our Business Plan is the delivery of our Integrated Plan so QIPP plans, CQUIN schemes and performance standards have been assigned to individual
programmes/objectives, with identified leads. A summary is included at Appendices A, B and C. A glossary of staff initials and contact details is included at Appendix D.

Lead Director
Moira McGrath
Andrew Eyres
Helen Charlesworth-May
Moira McGrath
Helen Charlesworth-May
Ruth Wallis
Moira McGrath/ Helen
Charlesworth May/Sarah
Cottingham

Our Operational Delivery: To deliver agreed priority programmes with robust operational risk and financial
management and effective high quality care.

Operational Delivery
6.1 Planned care Programme
6.2 Unplanned Care Programme
Frail Older People
Urgent Care
6.3 Mental Health
6.4 Staying Healthy
6.5 Contract Performance

6.

to prevention
Educating Primary Care Clinicians
Promoting appropriate referral
Reducing variability in care
Developing multi-disciplinary teams to look after patients closer to home
To agree patient involvement objectives and monitor achievement against them

Enc F - Lambeth Business Plan 2012/13
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Key targets (for a detailed list of key performance measures refer to Appendix B):
% of blood pressure control in people with CHD (WCC)
% of patients with diabetes who have HbA1c of 8 or less
Diabetic retinopathy screening
Reduction in premature all circulatory disease mortality (mortality under 75 years old) (VSB02)
Blood pressure control below 150/90
All age all cause mortality (VSB01)
Cancer mortality (VSB03)
Reduction in late diagnosis of HIV
Referral to treatment (RTT) waiting times including cancer waits
Breast, bowel and cervical screening

QIPP, Key targets and CQUINS
QIPP - All projects comprising the programme are based on QIPP assumptions as set out in Appendix A (ii).

The programme will be developed and managed jointly with Southwark Clinical Commissioners.
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Enablers such as Akerman Road, Norwood Hall and Gracefield Gardens will ensure robust infrastructure and delivery of the
Planned Care Programme strategy.

The strategy will inform and be informed by the developing KHP strategy.

-

Draft 5 June 2012

To deliver reductions in outpatient

Key Objectives
LD/TF

Lead
-

Define programme and project scope across elective, LTC,
and reducing variation key deliverables and contribution of

Actions
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May 2012

Date

To ensure the revised HIV treatment and support services are informed both by detailed evidence on which populations are
experiencing the highest prevalence, the highest transmission rates and the highest social needs profile, and by a diverse Service
User Reference Group (SURG) indicative of the different communities affected in Lambeth

To improve the detection and control of diabetes in Lambeth (as defined by achieving HbA1c of less than 8), specifically to reduce
the between practice variation in control achieving measurable change in the poorest performing practices towards the Lambeth
average of 66% of people known to have diabetes achieving good control and between different population groups focusing on
some ethnic minority populations and people with mental health problems known to have increased prevalence, earlier onset and
higher rates of complications.

Equality Objectives
To improve control of high blood pressure (defined as less than 150/90) in Lambeth, specifically to reduce the between practice
variation by achieving measurable change in the poorest performing practices towards the Lambeth average of blood pressure
controlled in at least 75% of people known to have hypertension, and to improve the quality of care for all.

CQUIN (for a full list of CQUINs refer to Appendix C):
- COPD care bundles
- HIV prevention
- Kings outpatient experience

People with LTCs feeling independent
Emergency admissions for Diabetes, COPD and CVD
All first OP attendances (including following GP referral or other referrals)
Late diagnosis of HIV
Review other key targets in relation to NHS, Public health and social care outcomes frameworks as this develops further.

GP/GDP first outpatient referrals of
7300 attendances
Consultant to Consultant referrals
of 650
Follow ups of 21,300

Enc F - Lambeth Business Plan 2012/13
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To design, implement and monitor
appropriate care pathways for defined
elective and LTC areas. Where
appropriate to commission community
based services as part of these
pathways

To improve health outcomes for people
with diabetes (glucose control as
measured by HbA1c < 8 as proxy and
cardiovascular disease control –BP and
Cholesterol), CVD (blood pressure
control below 150/90) and
COPD/Asthma (diagnosis of
COPD/Asthma via spirometry).
To assess health equity profiles for LTC
areas using primary care data.

-

-

-

attendances:-

Key Objectives

LD/TF

TF/HD

TF

Lead

-

-

-

-

-

-

-

-

Actions

Ongoing

Agree contract performance management arrangements
evaluation criteria
Commence redesign programme for next phase of priorities,
in consultation with patients and clinicians, specifically
paediatrics, diagnostics, sickle cell and renal.
Monitor in-year performance
Review impact of new models of care and project impact for
13/14. This includes work on LTC Year of Care
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Ongoing
July 2012

July 2012

Sept 2012
Oct 2012
Ongoing

Dec 2012

Sept 2012

Sept 2012

Ongoing

End July 2012

Mid June 2012

Mid June 2012

Date

Equity profiling with agreed frameworks on priority areas
Review best practices to improve equity
Model impact of changes and EQIA for main service
development proposals

relative projects to QIPP
Establish monitoring and programme management
arrangements. Revise Terms of Reference as required.
Develop and agree project plans, trajectories and
performance monitoring with key stakeholders ensuring
ability to report with appropriate granularity from agreed
2012/13 contracts
Evaluate existing pilot services ready for commissioning
procurement and agree process for inclusion in 12/13
contract round
Monitor/review in-year performance & assess unmet needs
and priorities for action
Develop models of care and assess impact for 13/14
Agree market management process and provider capacity for
2012/13 provision and beyond
Evaluate existing pilot services and make comprehensive
recommendations to the LCCCB

JP/RW

RW/ER

To improve the quality and
effectiveness of care pathways across
HIV and sexual health service provision

Promote healthy sexual health and
reduce risk of STI transmission

Draft 5 June 2012

TF/LD/SC/HD

Lead

To reduce variation and ultimately
support more equitable service
provision

Key Objectives

-

-

-

-

-

-

-

Actions

Complete Sexual health promotion strategy
Review condoms distribution and in / out of school SRE as
elements of the Sexual Health promotion strategy
Review access to contraception through pharmacy and
community based services to inform future decision making
for

Differences experienced by newly defined legally protected
groups (such as sexual orientation) have not been identified.
Work is in progress in collaboration with other programmes
and jointly with Southwark to hold focus groups to address
gaps in knowledge.
Complete an Equity Review for proposed new services in
which the suitability of the service will be considered against
needs of different groups.
Ongoing expansion of HIV testing through roll out of existing
pilots following evaluation) and implementation of new PMS
indicators
Ensure HIV testing CQUIN for acute trust contracts
Following the HIV care and support review implement the
recommendations and develop HIV Care and Support work
into strategic work stream for delivering shared care and LTC
management for PLHIV in primary care and the community
Complete SH Needs assessment and start process of
developing the next five year SH strategy.
Consolidate existing SH programme board into new
governance arrangements of CCGs, LAs and CSO.

Agree market management process and provider capacity for
2013 provision and beyond
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Oct 2012

March 2013
Oct 2012

January 2012

October 2012

July 2012
July 2012
(ongoing)

April 2013

Ongoing

Sept 2012
Dec 2012

Date

Date

Ongoing

Support all practices to utilise PHMCC or similar tool to
identify people at risk of emergency admission

LD

Enc F - Lambeth Business Plan 2012/13
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Ongoing
July 2012
Ongoing
Nov 2012
Ongoing

Implement operational plan so Akerman opens on time
Review governance process for building board
Develop action plan for integrated healthcare site
Review and evaluate progress of integration
Review and evaluate service provision at Akerman Rd
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Oct 2012
Jan 2013

June 2012
July 2012
Sept 2011

TF

June 2012

March 2012

Aug /Sept
2012

Akerman Road – Develop an integrated
Neighbourhood Resource Centre. This
flagship site is a key enabler for
implementation of NHS Lambeth
Strategic Plan. Due to open August
2012.
To develop monitoring at practice and
locality level via United Health PHMCC
tool or similar to identify people at risk
of emergency admission

Support implementation of GUMCAD2 across community
services to increase access to local STI testing & treatment
intelligence Undertake a review of Sexual Health services
sites across LSL following the opening of the new Burrell
Street site as part of GSTT and implementation of the
integrated sexual Health tariff
Agree Governance process for Norwood Hall Project Board
including Terms of Reference
Review proposed service strategy
Develop Procurement Strategy for GP Suite 2
Draw up action plan for operational implementation for
Norwood Hall.
Develop service specification for GP Suite 2
Commence procurement process

Actions

TF

Lead

Norwood Hall - Implement business
case and secure services including
procurement of GP Suite 2. Due to
open Spring 2014.

Key Objectives

Senior Responsible Officer: Andrew Eyres

Draft 5 June 2012
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In 2012/13 we have significant additional demands placed on health services as a result of Jubilee and Olympic celebrations. The
unplanned care programme will review plans in place and monitor implementation to ensure continuity of core services.

The programme will agree patient involvement objectives and monitor achievement against them.

This programme gives us the opportunity to work closely with acute trust colleagues and jointly develop robust systems that give
secondary care the ability to manage surges in demand, impact on 4 hour waits and ambulance turnaround times. We will
continue to analyse the reasons for increased pressure on A&E and develop innovative access schemes to reduce inappropriate
attendance.

The aim of the Unplanned Care Programme to is to design and implement improved unplanned care services across the two
boroughs that support improved health outcomes through greater planned and co-ordinated care. This will be reflected in lower
A&E attendances and subsequent emergency admissions, fewer readmissions, enhanced quality of care and the delivery of
national standards. This is a key area of QIPP delivery in enhanced quality and improved productivity of care.

The Programme will continue to be developed and managed jointly with Southwark clinical commissioners and will be further
supported through the King’s Health Partners Integrated Care Project.

The Unplanned Care Programme operates across two main work streams:
Frail Elderly, (including admission avoidance and intermediate care)
Urgent Care, (including Urgent Care Centres and Out of Hours)

Lambeth continues to have a high number of non-elective admissions compared to London and England and a high level of
reliance on hospital based care. Local audits show that between 40-60% of people attending A&E could have their care provided
safely and appropriately in primary and community settings. The major service challenge includes the need to improve equitable
access, quality and capacity/capability of primary care services to manage care more effectively including out of hours, to identify
areas that need require whole system pathway redesign

6.2 Unplanned Care Programme

To carry out scoping exercise to
better understand the reasons for
increased pressure on A&E over the
2011/12 winter period and adjust
programme depending on outcome

To continue the roll out of
reablement programme

-

-

Enc F - Lambeth Business Plan 2012/13
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To evaluate the admission
avoidance schemes and roll out
services subject to outcome of
evaluation

-

Admission avoidance

Key Objectives

TF

LC

Lead

Report findings to Urgent Care Network and Unplanned Care
Programme Board
Outcome to inform actions required for winter planning 2012/13
Alex McTeare to complete

-

-

-

-

-

-

Agree funding arrangements with GSTT and KCH for 2012/13
Roll out virtual ward pilot to adjacent geographical areas
subject to capacity within the ward and GP cover
To continue with evaluation and circulate draft evaluation
document
Medium to long term future of projects to be decided as part of
ICP work and 2013/14 contract negotiations
Agree scope of winter look back exercise
PH and UCN leads to carry out review

-

Actions

A&E performance measures (All clinical indicators – 5 headline measures)
Emergency re-admissions
Delayed Transfers of Care
% deaths at home (WCC)

QIPP, Key targets and CQUINS
QIPP – All projects comprising the programme are based on QIPP assumptions as set out in Appendix A(ii).
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Sept/Oct 2012

Sept – Dec
2012
April 2012
May – July
2012
August 2012

May 2012
May/June 2012
April – August
2012

Date

To reduce the number of people
dying in hospital who would prefer to
die at home

Review of inpatient intermediate care
provision

Re-commission urgent care centres
in A&E

Implementation of the 111

-

-

-

-

Draft 5 June 2012

To reduce the number of avoidable
A&E attendances and admissions
from nursing and residential homes

-

Key Objectives

TF

TF

MM

LC

LC

Lead

Participate in NHS Benchmarking project on intermediate care
Review provision at LCCC and Pulross intermediate care
bedded units
Set up project group to oversee review

-

-

-

Review of current walk in services within Lambeth
Explore pilot co-location of GP OOH in A&E
Commissioning case for change developed
Specification finalised
Procurement advertised
Preferred provider awarded
New service commences
Review tenders for delivery of call-handling

Continued roll out of Gold Electronic Patient Register
Review of GP nursing home LES
Review of GSF LES
Monitoring impact of EOLC CQUINS and EOLC GP contract
measures
Continued roll out of nursing homes GSF accreditation
Roll out of AMBER care bundle in acute and community
settings
Scope need for access to 24 hour nursing support

-

Actions
Ensure homes are aware of admission avoidance schemes
GSTT and KCH to provide data on A&E and admissions from
care homes in 2011/12
Analysis to be undertaken identifying trends and priorities
Review of GP nursing home LES (TF)
Continued roll out of nursing home GSF accreditation
Support to care homes as part of ICP roll out

-

Date
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May 2012

June 2012
Aug 2012
July 2012
July 2012
July 2012
July 2012
Jan 2013
April 2013

June 2012

April 2012

October 2012

Ongoing
Ongoing

Ongoing
August 2012
August 2012
Quarterly

July 2012
August 2012
Ongoing
Dec 2012

Mid June

May2012/ongoing

Key Objectives

To increase the uptake of flu
vaccination

To fully engage with the KHP
Integrated Care Pilot

To work with primary care,
community and social care providers
to develop service pathways that
provide an alternative to A&E
attendance and admission

-

-

-
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Setup and review of scheme to
divert patients away from A&E to
Primary Care

-

programme for non-emergency
healthcare needs

LC/TF

TF/LC

TF

Lead

To work closely with the ICP team to deliver the first wave of
ICP initiatives including holistic health assessment, primary
care case management and community multi disciplinary team
meetings
Expansion of reablement programme across Lambeth and
Southwark
Development of rapid telephone access from primary care to
elderly care consultants
Development and implementation of other work streams in the
Frail Older People project
Agree process for identifying priority areas including winter look
back exercise, ICP, UCN
Use development of ICP screening, case management and
Community MDT meetings to help identify gaps in service
Use to inform Q3 and 4 deliverables and priorities for 2013/14

-

-

-

-

-

-

-

To work with cluster flu vaccination lead to increase the uptake
of flu vaccination

-

-

Complete the population of the Directory of Service (DoS)
Check, test and amend the DoS in liaison with clinical
commissioners and providers
Launch of 111 service
PALS person appointed to work in St Thomas’ A&E
Protocol agreed on and governance mechanisms put in place
Appointments made available at Waterloo Health Centre
Appointments made available at Lambeth Walk Group Practice
Review of scheme effectiveness
Recommissioning decision made

Actions

Date
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Oct 2012

Ongoing

July 2012

On-going

Sept 2012

Sept 2012

Sept 2012

Ongoing

Jan 2013
April 2012
April 2012
April 2012
June 2012
August 2012
Sep 2012

June 2012
July-Dec 12

Senior Responsible Officer: Helen Charlesworth May

Draft 5 June 2012
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Payment by Results (PbR)
This project focuses on the preparation for payment by results in mental health, which will go live from April 2013. This will provide
commissioners with improved activity and financial data for most of the adult services within the SLaM contract. The first year
(2012/13) of payment by results is an introductory year and the learning from this will inform the self directed support and the
personal health budget pilot.

Criminal Justice Mental Health
This programme will continue to support the remodelling of criminal justice/forensic pathways with the overall aim of reducing
current (above average) investment levels within low/medium secure provision. This will be done through a focus on recovery,
improved case management, early assessment and diversion and the use of more flexible court/hospital orders and the
development of more appropriate community based provision.

Transforming primary and community mental health services (for people with severe mental illness)
The 2012/13 work programme will build on the work initiated by the Lambeth Living Well Collaborative during 2011/12 which
focused on developing (through co-production) a new improved service offer for people with SMI. During 2012/13 the focus will be
on ensuring an integrated whole system (across primary care, voluntary and community sector and SLaM) service approach. This
will be supported through an alliance contracting framework and the remodelling of various elements of the care pathways, notably,
crisis care and an improved interface between primary care and secondary care. All of this work will support the delivery of a very
challenging QIPP target of £3.9m for 2012/13.

The collaborative has been formed as a platform to include users and carers to radically improve outcomes.

The Mental Health Improvement Programme is a continuation of the work that has been carried out to redesign mental health
services. It includes people with severe mental illness (SMI), people in contact with criminal justice system and older people
experiencing poor mental health, including dementia.

To redesign mental health care pathways (severe mental illness & common mental illness) in order to improve patient outcomes.

6.3 Mental Health Improvement Programme

250
350

Specialist Services
MHOA
Psychological
Therapies Review
Reduction in spot
Placements
Rehabilitation
Services
Peripatetic
Services

Enc F - Lambeth Business Plan 2012/13

70

250

100

134

1,500

Baseline
Savings
(£000s)

Forensic Services

Draft 5 June 2012

7

6

5

2
3
4

1

Project / initiatives

QIPP, Key targets and CQUINS

Achieved.

Estimated savings target.

Page 19 of 59

Commissioner

SLaM

Commissioner

SLaM

Agreed redesign services across LSL
Move on from residential care (50/50 funded) placements.

Commissioner
Joint

Joint

Commissioner or Provider
led

Reduce baseline from 71 to 63 and application of triage, flexible
hospital orders, reduced LOS.
Demand management initiatives within primary care
Redesign of continuing care provision

Description

The programme will build on the 2011/12 priorities which includes the delivery of the National Dementia Strategy. This will include
increasing awareness and diagnosis of dementia, better support to people with early dementia and their carers, development of
shared care protocols for the prescribing and monitoring of cognitive enhancers and the delivery of national and locally agree
CQUINS. Other priorities will be the redesign of continuing care and day care services and working with SLaM and other
stakeholders to pilot a Home Treatment Team for older adults.

Mental Health and Older Adults (including dementia)

Integrated Talking Therapies/Counselling services
This project is a continuation of the work which commenced last year aimed at improving the quality and effectiveness of primary
care based talking therapies (counselling and IAPT) through a competitive tender process.

Rehabilitation 24/7
Supported Housing
services
CAMHS
CMHT
reconfiguration
(Carried forward
11/12
MHOA day care
Redesign of acute /
crisis psychiatric
services
Joint
SLaM
SLaM
Joint
Joint

Possible transfer to VCS provider.
reduction in management costs and Tier 4 activity
Achieved
Closure of Eamon Fotrell centre.
Redesign of Adult crisis/acute beds

175
241
127
594

100

Draft 5 June 2012

CQUIN and Key performance targets

To increase access to the memory service for people from ethnic minority communities

To increase access to talking therapy services to those people over 55 and who have long term conditions
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Equality Objectives
To improve the physical health of people known to have mental health problems especially people with severe mental illness (SMI)
as measured by:
The proportion who smoke aiming to reduce the numbers who smoke and narrow the gap between people with SMI (44.2%
known to be smokers according to GP records) and the general adult population of Lambeth (23% smokers)
(In people with SMI and diabetes) improving diabetic control from the beyond the Lambeth average (66% achieving good
control as measured by HbA1C) towards that of the highest performing practices in Lambeth of 80% or above.

11
12

9
10

8
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Lead
DO’R

Objective

1 - To implement an integrated service
offer (across primary care, Voluntary
sector and SLaM) targeting people with
severe and enduring mental Illness,
supported by the Lambeth Living Well
Collaborative (LLWC)

6.
7.
8.
9.

KEY PERFORMANCE TARGETS
1. CPA 7 day follow up
2. Early intervention
3. Home treatment
4. IAPT no.s into treatment
5. Discharge planning from secondary care to primary care

Agree whole system remodel and implementation plan for people
experiencing crisis / acute mental distress (including the
implementation of SLaM CAG care pathways) ;
Develop integrated service, referral arrangements between VCS,
CMHT and primary care (including the implementation of SLaM
CAG care pathways)
Agree co-production culture change strategy and plan targeted
c1000 staff (and 2000 people using services).
Finalise outcomes framework.
Secure GSTC resources to support aspects of this programme e.g.
evaluation, culture change
Develop step down supply to support move on from residential
care
Develop Alliance contract framework and commence Oct 2012.

Actions

Date
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March 2013
Oct 2012.

Oct 2012-

July 2012.

Sept 2012-

Sept 2012

Sept 2012

Employment and accommodation
Delayed discharges
Numbers accessing new LLWC service offer (new)
Acute overspill

6. GST Community Service
7. GST/Kings Dementia

Other

SLaM CQUIN targets
1. Recovery
2. Physical health
3. Easy In – Easy Out
4. Patient reported outcomes (PREMS)
5. Dementia

DO’R

DO’R

2 - To develop and implement recovery
focussed care pathways for people with
mental health problems in contact with
the Criminal Justice System (CJS)

3 - To develop an integrated approach
to the commissioning and delivery of
primary care based talking therapies

Draft 5 June 2012

Lead

Objective
Develop the Information Resource centre (Effra Rd) service in
collaboration with users of services – planned opening Sept 12.
Roll out engagement and Collaborative service offer across all 51
practices (baseline of “25” as at May 2012)
Enable 250 people to access the new service offer
Agree strategy and plan for scaling up peer support and time
banking
Ongoing co-production engagement to support delivery and
service development – fortnightly Collaborative meetings; quarterly
borough co-production progress/design workshops; targeted
workforce / issue events.
Agree MSU disinvestment-reinvestment strategy including
contribution to QIPP savings target
Commence hybrid orders and triage pilots in relation to MDO
(mentally disordered offenders)
Monitor impact of new CJS mental health service on AMH and
Forensic services
To embed user engagement within forensic service delivery and
development through collaboration with User Voice (offender
based charity) and SLaM.
Agree development plan for the provision of community based step
down, move on and admission avoidance support services in
collaboration with SLaM, VCS and Lambeth Council (linked to
LLWC).
Commence “alternatives to custody for women” project based at
Camberwell court
Board seminar on TT tender outcome and issues arising from
process
Board approval to award new contract.
Extend current contracts for primary care counselling and IAPT to

Actions

Date
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July 2012
June2012.

June 2012.

June 2012

Sept 2012

Sept 2012

Quarterly

June 2011

Sept 2012

Ongoing up to
Mar 2013

March 2013
OngoingMarch 2013.
Sept 2012.

Sept 2012.

Redesign of SLaM continuing care
services

-
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Implementation of dementia strategy

-

MHOA Objectives

4 - To implement Payment by Results
(PbR) in mental health and ensure
integrated approach with self directed
care programme

Objective

LC

LC

Lead

DO’R

Lead

-

-

-

Actions

GP PLT event on dementia
Agreement and sign off of shared care protocol
Development of KPIs to measure dementia standards in new GP
contract
Monitoring of impact of new CQUINS
Develop methods to increase awareness of dementia especially
amongst BME groups
Agree process to QIPP savings plan
Work with SLaM to develop options appraisal
Discussions and negotiations with families/carers/advocates
Needs assessment and care planning for patients who no longer

Actions

Meet national timetable as set out by DoH for PbyR going live from
April 2013
Review on a monthly basis the Minimum data set returns on
activity and finance from July 2012.
Agree four borough approach to tariff with SlaM based on 6 month
analysis of performance (above) and rebasing of LSLC contracts in
line with guidance
Agree needs based cluster care packages for 2013/14 Clarify
implications of roll out of LLWC offer with PbyR arrangements and
commissioning strategy for 12-13.
Undertake feasibility of integrating PbYR and Social care packages
in light of DoH guidance
Complete review of Personal Health Budget pilot

Nov 2012
Transition mobilisation period prior to new service in place.
New service contract commences
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Dec 2012
May 2012
June 2012
Ongoing
June – Sept

Ongoing

June 2012
August 2012
July 2012

Date

Dec 2012Oct 2012
Oct 2012

Jan 2012.

July 2012
(monthly)
Mar 2013.

Mar 2013

July-Oct 2012
Nov 2012

Date

To develop and test a joint Lambeth
and Southwark Home Treatment
Team for older adults

-

Draft 5 June 2012

Decommissioning of SLaM day
services

-

MHOA Objectives

Lead

-

-

-

-

-

Actions
meet eligibility criteria
Agree mechanism for decommissioning beds
Develop model for behaviour support service with Southwark,
Lewisham and the ICP
Needs assessment of current service users and carers
Public health to lead on assessing the future needs of older people
with functional mental illness and carers
Develop model of care for the above client group focussing on low
level preventative work
Agree mechanism for consultation on proposed model
Implementation subject to outcome of consultation
Advise SLaM on development of business case
Set up project group to oversee pilot
Public health assessment of number of acute mental health beds to
include older adult services
Launch of pilot
Pilot evaluation in conjunction with ICP
Review impact on admissions to acute MHOA beds
Roll out of pilot subject to evaluation

Date
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Dec 2012
Ongoing
TBC

May 2012
June 2012
July 2012

July-August
2012
July 2012
TBC

Jan 2013
June 2012
End June 2012

2012
June 2012

Senior Responsible Officer: Ruth Wallis
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To promote equity of access to information on alcohol and safe drinking, and to alcohol misuse services for population groups at
higher risk of alcohol related harm.

Equality Objectives
To reduce any inequality experienced by different population groups in their ability to benefit from the Childhood Obesity
Programme and to promote equality and equity as a key element to successful delivery of the Programme overall

CQUINS (for a full list of CQUINs refer to Appendix C):

QIPP, Key targets and CQUINS
All projects comprising the programme are based on QIPP assumptions as set out in Appendix A(ii).
Key targets (for a detailed list of key performance measures refer to Appendix B):
Number of eligible people who have been offered and/or received an NHS Health Check
Smoking Quitters at 4 weeks 2012/13 (WCC)

The staying healthy programme also includes the Children’s Programme priority of Childhood Obesity. The Programme will focus
on the continued implementation of targeted interventions to address childhood obesity locally. These include UNICEF Baby
Friendly Initiative in the community, multi-agency healthy weight training, a specialist healthy weight school nurse role and locally
developed weight management services. The programme will agree patient involvement objectives and monitor achievement
against them.

To improve health outcomes for Lambeth residents through the commissioning of systematic health promotion and prevention
services that have the effect of improving mortality rates, reducing morbidity, reducing the prevalence/incidence of key risk factors
and reducing health inequalities. The Programme covers the following areas; Smoking Cessation and Tobacco Control, NHS
Vascular Health Checks, Obesity, Physical activity, Alcohol Prevention, Lambeth Early Intervention and Prevention Service and
Mental Wellbeing and Healthy Living Pharmacy Initiative.

6.4 Staying Healthy Programme

To deliver the Smoking Cessation
and Tobacco Control commitments
by:

-

Draft 5 June 2012

(a) Meeting the DH 4 week quit
target ensuring priority groups
(Routine & manual, pregnant and
BME smokers) are targeted and
quality standards are achieved
(b) Focusing on equality objective of
enabling all smokers to have
equal opportunity to quit through
the Lambeth stop smoking
service focusing particularly on
particularly on lower socio
economic groups who are more
likely to smoke
(c) Implementing the Lambeth

To reduce health inequalities and
improve health, identifying the need
for interventions that improve
population health (including mental
well-being) such as environment,
physical activity, nutrition and linking
these wider determinants to the
delivery and management of
preventable LTC

-

Key Objectives

TF/BO

TF/RW/BO

Lead

Actions

Develop LSSS business plan
Support providers to systematically improve success rates and
the recording of socio-economic status, reinforcing this through
Service Level Agreements with providers and the offer of
refresher training.
Support the Lambeth Tobacco Control Alliance in joint working,
advocacy and the implementation of the Tobacco Control
strategy
To ensure equality and equity are a core element of service
delivery of the Lambeth stop smoking service appropriate
equality monitoring for instance in the recording of socioeconomic status will be undertaken
The programme evaluation will include analysis of its
effectiveness across key population groups
Recommendations will be made as to what further actions are
needed to provide an equitable and fair Lambeth stop smoking
service
Explore opportunities for further resourcing for addressing

Further develop the PH led Staying Healthy Group to support the
smooth transfer /preservation of public health organisational
knowledge and expertise to the receiving organisations by :
Reviewing the Terms of reference for the Programme Board
Identifying PH priorities and gaps
Ensuring relevant links with other Programme Boards
Oversee the implementation of SH plans ensuring where
possible independent evaluation is conducted
Prioritise Commissioning Intentions for 2013/14
Provide Recommendations for 2013/4 to emerging CCG and
LA
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Oct 2012

Sep 2012
Dec 2012
July 2012
Ongoing

Sep 2012
July 2012

July 2012

Date

To implement the Childhood Obesity
programme ensuring that the
equality dimensions are considered
to reduce any inequality experienced
by different population groups in
their ability to benefit from the
Childhood Obesity Programme and
to promote equality and equity as a
key element to successful delivery of
the Programme overall

Enc F - Lambeth Business Plan 2012/13

Draft 5 June 2012

-

-

Key Objectives

Tobacco Control Strategy in
partnership with key
stakeholders
To implement the Lambeth NHS
Health Checks more systematically
in line with agreed target

ES/BO

Lead

Work towards achieving Level 1 UNICEF BFI accreditation,
focusing on Implementation of effective workforce strategy
Roll out effective communication with parents/carers
Implement and monitor appropriate policy & procedures
regarding breastfeeding
Improve breastfeeding prevalence at 6-8weeks through
ongoing improvement in data recording and targeted work with
vulnerable groups of Mothers. Governance to continue through
Strategic Breastfeeding Groups
Continue to provide Level 1 Lambeth Healthy Weight Training
informed by the evaluation findings, to practitioners across the
different agencies
Extension and monitoring of specialist school nurse post in line
with clinical and referral pathways and outcomes
To continue the roll out of the Level 2 weight management
service, with particular close monitoring of the innovative
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Sep 2012

March 2013

April 2013
April 2013

April 2013

Evaluate NHS Health checks programme in collaboration with
KCL PH
Assess unmet need
Agree future commissioning arrangements
Confirm accurate reporting mechanisms.
Increase practice uptake of Service Level Agreement
Establish an outreach team to work with local community
groups to target high risk/high need groups
Review quality of Health Checks provided
Review interim findings at regular stages of evaluation prog
Model the health and cost benefits of the programme

Date
Ongoing

Actions
tobacco use with children/young people and illegal tobacco
sales in a more systematic and evidence based way.

Reduce alcohol related harm in
Lambeth

Draft 5 June 2012

-To explore ways to take forward the
cost-saving alcohol prevention
interventions identified in the Public
Health modeling work

-

Key Objectives

RW/AM

Lead

Actions
element of the service
Continue the roll out of the pilot Level 3 service
Undertake appropriate equality monitoring including equality is
a core element of contract monitoring
Conduct Evaluation of the Childhood Obesity programme
including analysis of its effectiveness across key population
groups
Make recommendations to inform future commissioning
intentions and best practice, based on review and analysis
from evaluation including any further actions are needed to
provide an equitable and fair Lambeth Childhood Obesity
Programme.
Improve the quality and coverage of primary care identification
and brief advice (IBA)
Provide training for IBA to a range of community services
Design and implement CQUINS for IBA in both community and
acute hospital settings
Work with Licensing to incorporate health as a responsible
authority
To increase treatment capacity for higher risk/mildly dependent
drinkers
Update the findings from the prevention modelling paper and
agree priority interventions with partners
Comprehensive list of IBA training organisations compiled and
issued to frontline staff.
Further develop the screening and brief intervention training to
staff/settings identified in the NICE guidance in cooperation
with key partners in the Council and elsewhere
Notification of IBA training advertised in GP Newsletter.
London wide Primary Care CQUIN for implementation
2012/13
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March 2013

March 2013

March 2013
Sept 2013

October 2012

Dec 2012

Oct 2012

Date

To implement the Childhood Obesity
programme ensuring that the
equality dimensions are considered

-

Enc F - Lambeth Business Plan 2012/13

Draft 5 June 2012

Lead

ES/BO

TF

Healthy Living Pharmacy Initiative –
develop phase two of this innovative
scheme
Encourage additional pharmacy sign
up to the scheme

-

-

TF

NHS Vascular Health Checks - To
improve the quality of provision
across the borough

-

TF

To support and assess the delivery
of the Lambeth Early Intervention
and Prevention (LEIP) Service

-

Key Objectives

Work towards achieving Level 1 UNICEF BFI accreditation,
focusing on Implementation of effective workforce strategy
Roll out effective communication with parents/carers

Develop action plan to focus on the quality of provision across
providers and reduce variation
Increase innovative access points across the borough to
include pharmacies.
Assess unmet need
Model the health and cost benefits of the programme
Complete accreditation of all selected pharmacies
Agree branding of logo
Develop implementation plan for phase 2 of the scheme, which
includes alcohol screening and NHS Health Checks
Develop action plan to encourage expressions of interest for
scheme

Ensure objectives and outcomes of the service are clarified in
line with the evidence base and good practice guidelines
Ensure appropriate monitoring systems are in place to enable
adequate evaluation
Explore commissioning an independent evaluation of LEIPS
Undertake comprehensive review of service specification
including KPIs to ensure ongoing funding.

Communication Plan developed to capture media calendar
Evaluation of Alcohol DES; areas of improvement developed.
Implement remedial plan for Alcohol DES including revised
practice template and additional training

Actions
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Date

To engage with local partners to
support a strategic and evidence

To lead the ‘Wellbeing & Happiness
Programme’ for Lambeth on behalf
of local partners

Draft 5 June 2012

-

to reduce any inequality experienced
by different population groups in
their ability to benefit from the
Childhood Obesity Programme and
to promote equality and equity as a
key element to successful delivery of
the Programme overall

Key Objectives

SC

Lead
Implement and monitor appropriate policy & procedures
regarding breastfeeding
Improve breastfeeding prevalence at 6-8weeks through
ongoing improvement in data recording and targeted work with
vulnerable groups of Mothers. Governance to continue through
Strategic Breastfeeding Groups
Continue to provide Level 1 Lambeth Healthy Weight Training
informed by the evaluation findings, to practitioners across the
different agencies
Extension and monitoring of specialist school nurse post in line
with clinical and referral pathways and outcomes
To continue the roll out of the Level 2 weight management
service, with particular close monitoring of the innovative
element of the service
Continue the roll out of the pilot Level 3 service
Undertake appropriate equality monitoring including equality is
a core element of contract monitoring
Conduct Evaluation of the Childhood Obesity programme
including analysis of its effectiveness across key population
groups
Make recommendations to inform future commissioning
intentions and best practice, based on review and analysis
from evaluation including any further actions are needed to
provide an equitable and fair Lambeth Childhood Obesity
Programme.
Update strategic priorities of the Wellbeing & Happiness
Programme for Lambeth & agree action plan for 12 - 13
Health Improvement services include promoting mental
wellbeing for all in their remit
Establish and maintain referral pathways between Lambeth
Early Intervention Programme and Talking Therapy Services

Actions
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Mar 2013

Mar 2013
Mar 2013

July 2012

Date

Promote healthy sexual health and
reduce risk of STI transmission

To promote wellbeing as valuable to
incorporate as an outcome in wider
commissioning work of the CCG

To include promoting mental
wellbeing in integral to all health
improvement work

Enc F - Lambeth Business Plan 2012/13

Draft 5 June 2012

-

Key Objectives

based approach to promoting
wellbeing

RW/ER

Lead
Target frontline staff (e.g. LEIPs, health visitors) with Mental
Health First Aid and wellbeing training in first year of
appointment
Begin pilot to measure the mental wellbeing of patients who
are signposted to a range of support reflecting the ‘five ways to
wellbeing’ (e.g. Volunteering, debt advice etc)
Target people presenting with mental health issues for health
improvement programmes
Ensure health promotion campaigns include emotional
wellbeing element
Take steps to integrate Staying Healthy and Mental Health
Improvement Programme work where relevant (eg. Peer
support, EPP, Lambeth Time Bank work)
Complete Sexual health promotion strategy
Review condoms distribution and in / out of school SRE as
elements of the Sexual Health promotion strategy
Review access to contraception through pharmacy and
community based services to inform future decision making for
Support implementation of GUMCAD2 across community
services to increase access to local STI testing & treatment
intelligence Undertake a review of Sexual Health services sites
across LSL following the opening of the new Burrell Street site
as part of GSTT and implementation of the integrated sexual
Health tariff

Actions
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March 2012

Aug /Sept 2012

Oct 2012

March 2013
Oct 2012

March 2013

March 2013

Mar 2013

Mar 2013

Date

Lead Director: Moira McGrath and Helen Charlesworth-May

Draft 5 June 2012

CQUINS (for a full list of CQUINs refer to Appendix C):
Communications with GPs
Patient experience
VTE

Key targets (for a detailed list of key performance measures refer to Appendix B):
Mental health easy in and out – improved access and referral
Mental Health recovery
Physical health care for mental health patients
Patient reported outcome measures (PROMS)
HCAI measures (MRSA and CDiff)
Ambulance Category A response time and Urgent/Emergency journeys
VTE risk assessment
A&E quality indicators
Stroke indicators
Maternity 12 weeks

QIPP, Key targets and CQUINS
QIPP assumptions are set out in Appendix A(ii).
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Patient experience
Staff engagement
Carers breaks
Access to dentistry
Low value procedures
Breast feeding
Length of Stay (acute and MH)
Daycase rate
Acute bed capacity
GP written referrals to hospital
Elective and non-elective FFCEs

To ensure that all commissioned services are procured and performance managed appropriately, including building and
maintaining relationships with all providers and ensuring local and national health care requirements are delivered through robust
contracts with providers. Where services are commissioned either jointly with the Local Authority or as part of shared service
agreements or any other delegated arrangements, NHS Lambeth will work jointly with partners in order to ensure the needs of
patients are met and appropriate, co-ordinated care is commissioned throughout all aspects of the patient pathway.

6.5 Contract management and monitoring

SC/
SM
RC/LC

RC/LC

To negotiate and manage the acute
contracts ensuring financial stability

To negotiate and manage Hospice
contracts

To negotiate and manage Care Home

Enc F - Lambeth Business Plan 2012/13

Draft 5 June 2012

TF

To negotiate and manage the Community
Services Contract with GSTT

Lead
DOR

Key Objectives

To negotiate and manage the Mental
Health contract (including contribution to
development Lambeth Living Well
Collaborative)

To review and renegotiate nursing home LES agreement

Date

Aug 2012

Ongoing

Ongoing

June 2012
June 2012
Sept 2012

Sept 2012

June 2012
On-going

On-going

Oct 2012Mar 2013

Ongoing

June 2012
Ongoing

Bi-Monthly

Monthly
Quarterly
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Contract and Quality Meetings in place for year across Lambeth and
Southwark
Monitoring agreed including Performance & Quality Measures
Regular Lambeth and Southwark Commissioner meetings and agreed
programme of TCS work with provider
Develop QIPP and CRES proposals for 2013/14
Contract and Quality Meetings in place for year
Monitoring agreed including Performance and Quality Measures
Develop QIPP and CRES proposals for 2013/14
Monitoring of contract and CQUIN ensuring value for money.
To ensure service provision that enables the PCT to meet its priorities
on EOLC.
To engage where required with DH work on the National
Palliative Care Funding Review (awaiting further info from DH)

Hold monthly SlaM contract performance monitoring meetings.
Hold quarterly SlaM quality performance (including CQUIN )
monitoring meetings
Service and coordinate bi-monthly four borough PCT/SlaM contract
meetings.
Complete final schedules of 2012-13 contract by qtr1
Further develop user engagement in contract monitoring including
user led audit.
Continue ongoing coproduction and co-design work linked to Lambeth
Living Well Collaborative and secure agreement for disinvestmentreinvestment in collaborative service offer.
Service and coordinate the development of the 2013/14 SlaM contract
on behalf of LSL and Croydon BSUs

Actions

DOR

DOR

ES

To negotiate and manage voluntary
sector contracts (including contribution to
Lambeth Living Well Collaborative)

To negotiate and manage HMP Brixton
health care contract

To commissioning a full range of health
services for children

Draft 5 June 2012

DOR

To negotiate and develop primary care
capacity linked to management of
patients with SMI and CMI as part of the
Lambeth Living Well Collaborative

Mar 2012

Monthly
Quarterly
Ongoing

Quarterly
Ongoing

Ongoing

On-going
from May
2012
On-going
From Q1

TBC
March
2013
On-going

Date
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Hold quarterly contract monitoring meetings with MH providers
Further develop user / carer engagement and expansion of peer
support across all MH contracts
Continue ongoing coproduction and co-design work linked to Lambeth
Living Well Collaborative
Hold monthly contract performance meetings with Care UK.
Hold quarterly HMP Brixton health partnership board meetings.
Prepare for letting of new contract for prison health care services from
April 2013 in liaison with NCB.
Commissioning of CAMHS services to include full review of Strategy
and Needs Assessment

Integrate primary care mental health support service with the wider
Living Well Network service offer (especially social care) – aimed at
reducing (and preventing) admissions to secondary care and
supporting more timely discharge.
Work with care pathway commissioning team to ensure a more
integrated approach to meeting the physical health needs of people
with long term mental health problems i.e. diabetes, CVD.

To ensure efficient processes are in place to manage continuing care
assessment, re-assessment & decision making processes
To ensure process is in place to manage National Retrospective
Review Programme
To comply with NHS London reporting requirements.
Implementation of actions agreed at Board Seminar in May 2012

LC

Actions

To manage the risk associated with
continuing care budget for older adults,
physically disabilities, learning
disabilities and EOLC – this will include
managing the local implementation of
the National Retrospective Review
Programme

Lead
To develop contracts in line with Contract due diligence workstream
To develop joint contract monitoring process with local authority

Key Objectives

Contracts

Enc F - Lambeth Business Plan 2012/13

Draft 5 June 2012

To commission a programme of work to
ensure the continued reduction of under
18 conceptions and support to teenage
parents.

Key Objectives

Lead

GM

ES

ES

ES

Date

July 2012

August
2012

Ongoing

Sep 2012

Ongoing
Sept 2012

Ongoing

Ongoing

Ongoing
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Implement the Teenage Pregnancy & Parenthood Action Plan.
Commission providers to support schools deliver high quality
programmes on sex and relationships, emotional health and well
being, and substance misuse to young people
Commission Sexual Health outreach services for young people.
Commission workforce training to increase capacity and capability of
those working with young people to talk to them about relationships
and sexual health as well as other health issues and signpost them to
appropriate services
Commission a provider to support young parents through one to one
and group work to improve health, social and economic outcomes for
themselves and their children.
Teens n Toddlers programme

Manage Continuing Care packages for individual children and families
working with colleagues from Local Authority, Lewisham and
Southwark PCT’s
Commissioning services for children with disabilities and their families
including the implementation of the Aiming High programme in
partnership with Local Authority
Commissioning services to manage and monitoring coverage for all
child health requirements including breastfeeding, childhood
immunisations, screening programmes to national and local targets.
Working with Public Health colleagues to identify areas of concern
and commission services accordingly. Work with Local Authority to
support children’s health in early years, schools and youth settings,
including Children’s Centres.
Develop strategic direction for early intervention joint commissioning
with the local authority. This will take a public health approach and
support children’s health in early years, schools and youth settings,
including Children’s Centres.

Actions

Lead

TF

VB

To coordinate the 2011/12 winter
planning arrangements

Ensure safe and cost effective medicines
optimisation and prescribing across
Lambeth

Draft 5 June 2012

LC

To commission a range of services and
initiatives to improve awareness,
detection and treatment of cancer

To commission a range of health services EC
for adults with learning disabilities

Key Objectives

Ongoing

Ongoing

Ongoing
May- July
2012
Nov 2012

Oct 12
Dec-Feb13

Sept 12

Ongoing
Ongoing

Ongoing
Ongoing

Ongoing

Ongoing
Ongoing

Ongoing

Date
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Launch with NHS Lambeth practices and seek engagement from all.
Consult on developing a commissioner- led local decision making
group jointly with cluster/LSL to take a population approach to
managed entry of new drugs locally.
Review and monitoring of acute prescribing in partnership with cluster
acute commissioning team

To undertake NHS London LD Self Assessment
To manage the dissolving of the pooled budget arrangements
Integration of SLAM health team into GSTT and implementation of
monitoring processes
To manage continuing care packages and to ensure processes are in
place for assessment and on-going review
Monitoring of LD DES
Implementation of Valuing People Now action plan
Ensuring resources are in place to meet demand on diagnostics and 2
ww referrals as a result of national awareness campaigns
Development and monitoring of NAEDI initiatives with other PCTs
Monitoring of cancer waiting times working closely with the cancer
network to improve performance
Participate in peer review programme via cancer locality group
Hold quarterly monitoring meeting for the CHANT services
To ensure all local providers have robust winter plans in place
informed by 2011/12 Winter Look-Back work
To coordinate plans into a joint Lambeth/Southwark winter plan
To ensure robust monitoring/reporting mechanism are in place
Support Accountable Officer for Controlled Drugs
Agree primary care QIPP areas and medicines optimisation LES

Actions

Enc F - Lambeth Business Plan 2012/13

Draft 5 June 2012

To negotiate and manage the contracts
for sexual health, HIV voluntary sector
and terminations of pregnancy

Key Objectives

JP

Lead

Monitoring contracts against agreed SLAs
Implement contract changes to deliver QIPP
Procure HIV care and support services
Implement sexual health tariff across GUM and community sexual
health services

Provide professional pharmaceutical advice for the Exceptional
Treatment Arrangements panel, include this in decision making and
facilitate feedback from panel into business planning
Ensuring that legal aspects of medicines purchasing, storage,
prescribing, supply, administration and destruction are adhered to
including prevention, detection of fraud, issues of concern and
delivery and support of Controlled Drugs requirements.

Actions

Date
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On-going
June 2012
April 2012
April 2012

Ongoing

Ongoing

Lead Director
Una Dalton
Una Dalton
Ruth Wallis
Helen Charlesworth-May
Andrew Eyres

Clinical Lead
Dr Adrian McLachlan
Raj Mitra
Dr Ray Walsh
Dr Patricia Kirkman
Dr Adrian McLachlan

UD

Draft 5 June 2012

Lead

Key Objectives

Manage the transition process to create
Lambeth Clinical Commissioning Group
by 1 April 2013 ensuring compliance with
agreed financial envelope.

-

-

-

Develop Lambeth Clinical Commissioning Group staffing
structures for discussion with LCCCB and key partners
Agree an SLA with the South London Commissioning Support
Service for the provision of agreed support functions
Manage the staff transition process to fill agreed staffing
structures ensuring minimal redundancies

Actions
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July 2012 and
ongoing

September 12

July 2012

Date

7.1
Transitional arrangements
Lead Director: Una Dalton and Ruth Wallis
To manage the transition of commissioning responsibility to the emerging Lambeth Clinical Commissioning Group and the
establishment of new Health and Wellbeing arrangements, within the context of engaging public and patients and managing
equalities. To implement an Organisational Development Plan that supports the LCCCB as it transitions to authorisation as the
Lambeth Clinical Commissioning Group and supports the CCG’s ongoing growth and development

Integral to our Business Plan is the delivery of our Integrated Plan so QIPP plans, CQUIN schemes and performance standards have been assigned to individual
programmes/objectives, with identified leads. A summary is included at Appendices A, B and C. A glossary of staff initials and contact details is included at Appendix D.

Organisational Development
Development of Clinical Commissioning
Public and Patient Engagement
Equalities
Health and Wellbeing Board Development
Working with others – Swk and Lew, CSS etc

7. Our Organisational Development: To manage the transition of commissioning responsibility to GP Consortia and the
establishment of new Health and Wellbeing arrangements, within the context of engaging public and patients and
managing equalities.

UD

JC

UD

RW

SC

Deliver NHS Lambeth Clinical
Commissioning Group Authorisation
through the noted process ensuring
compliance with national requirements.

Development and agreement of our
Communications and Engagement
Strategy setting out areas for
improvement during 2012/2013

Health and Wellbeing

To ensure promoting equality& human
rights, and eliminating discrimination are
core to all activities of the Lambeth
clinical commissioning group

Enc F - Lambeth Business Plan 2012/13
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Lead

Key Objectives

Support the abolition of Lambeth Primary
Care Trust

Discussion at OD Steering Group

-

Lead the development of JSNA to inform commissioning and the
work of the H&WB board
Develop role for Public Health in H&WB Board
To ensure the JSNA covers the requirements of the Equality Act
(2010) and informs the Health and Wellbeing Strategy
Liaise with lead clinician (RW) on LCCCB & clinical network lead
(tbc) to engage LCCCB and ensure they deliver on commitments
Coordinate delivery of agreed action plan specifically
o achievement of agreed equality objectives
o development of improved information on equality
Liaise with
o the south east London cluster arrangements for

Draft to Directors
Discussion at LCCCB

Develop a comprehensive action plan to prepare for the
Authorisation process including plans to ensure the development
of key documents and preparation for the 360 process
Take part in the SEL Cluster mock board meeting and ensure
lessons learnt are fed into our revised plans for Authorisation
Take part in the NHS London mock site visit and ensure lessons
learnt are fed into our revised plans for Authorisation

Working with colleagues in SEL Cluster, manage the required
transition process to support the effective abolition of Lambeth
Primary Care Trust, including the transfer of staff to existing and
newly established “receiving” organisations

-

-

-

-

-

Actions

Date
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March 2013

Throughout
2012
Sep 2012

July 2012
Ongoing

June 2012
June and July
2012

Sept 2012

July 2012

June 2012

March 2013

Draft 5 June 2012

To develop and implement OD plan for
2012-2014 setting out how we will
address development needs in the
following areas:
- Board Development
- Communications with practices
- Developing public health core of
LCCC
- Strong clinical networks
- Patient Engagement
- Developing locality leadership
- Development of Commissioning
Support resources
- Governance arrangements

Key Objectives

JC

Lead

Actions
assuring equality and equity and on the arrangements
for promoting equality and human rights for staff
o Lambeth Council and local partners to share
expertise, work on joint priorities and to assert a
health agenda in equality work
o Patient and public engagement activity to promote
participation and openness in equality work
o Stonewall to maximise the additional input from their
consultancy provision (LCCCB have been accepted
onto the Stonewall Health Champions programme for
2012-13)
Draft to Directors and OD Steering Group
Discussion at LCCCB
Discussion at OD Steering Group
Implementation of OD Workstream Action Plans
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June 2012
June/July 2012
June/July 2012
March 2013

Date

Lead Director
Una Dalton
Christine Caton

Clinical Lead
Dr Adrian McLachlan
Dr Gillian Ellsbury

Enc F - Lambeth Business Plan 2012/13

Draft 5 June 2012

Key targets
Key targets (for a detailed list of key performance measures refer to Appendix B):
Financial forecast out-turn and performance against plan
Financial performance scores for NHS Trusts
Progress on delivery of QIPP
Total pay costs
Year to date financial position
NHS Trusts Break even duty
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8.1 Governance and Assurance
Lead Director: Una Dalton and Christine Caton
To ensure that systems and processes are in place to support individual, team and corporate accountability for delivering safe, high
quality, patient-centred care within financial resource limits and as set out in the Integrated Plan, as part of delivering its overall
statutory financial targets. The organisation is responsible for delivering on key performance indicators and targets (local, regional
and national) and financial objectives which includes the delivery of its Quality Improvement Productivity and Prevention (QIPP)
programme. A structured approach will be taken to ensure that there are robust governance structures and processes in place for
managing delegated responsibilities. We will work closely in partnership with the SE London Cluster in order to achieve financial
balance. We will ensure that financial controls are effective, that financial systems are managed efficiently, that the organisation
can demonstrate accountability for the use of public funds and we deliver the financial plan in order to ensure ongoing financial
strategic health goals are met.

Integral to our Business Plan is the delivery of our Integrated Plan so QIPP plans, CQUIN schemes and performance standards have been assigned to individual
programmes/objectives, with identified leads. A summary is included at Appendices A, B and C. A glossary of staff initials and contact details is included at Appendix D.

Governance and Assurance
Corporate governance and quality assurance
Financial governance, VFM and assurance

8. Our Governance and Assurance: To ensure systems and processes are in place to support individual, team and
corporate accountability for delivering patient centred, safe, high quality care within resource limits.

RW

Ensure compliance for internal
safeguarding children structures and
processes and those in providers from
whom we commission services

Draft 5 June 2012

MS

Ensure the Lambeth Clinical Board
receives appropriate information to
obtain assurance on the management of
risks and the quality of commissioned
services

Lead
MS

Ensure the Lambeth Clinical
Commissioning Collaborative Board
(Clinical Board) receives appropriate
information to obtain assurance on
issues of patient safety

Key Objectives

-

-

-

Actions

Develop the Lambeth Board Assurance Framework and Risk
Register
Update the Risk Register on an on-going basis
Deliver commissioner quality reports
Deliver Integrated Governance reporting
Continue to monitor providers through contract and quality
meetings
Review information systems for performance and quality and
develop an integrated system to support robust reporting and
monitoring
Provide the strategic health lead in inter-agency planning
Ensure health services and health care workers contribute to
inter-agency working
Ensure all trusts are linked into the Local Safeguarding Children
Board and that there is appropriate representation
Co-ordinate health component of serious case reviews
Include clear standards in commissioning arrangements
Manage designated nurse and doctor for child protection to take
strategic leadership responsibility for the child protection

Ensure relevant items are presented to the Clinical Board for
review and discussion.
Ensure serious incidents (SI) for Lambeth and providers are
investigated, reviewed and signed off in line with agreed SI
Policy and reported to Board.

Delivery of 2% recurrent headroom
PCT legacy debt position
Underlying financial position of PCTs and NHS Trusts
Date
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Ongoing

Ongoing

On-going

MS

HD

Comply with statutory FOI requirements

Lambeth BSU continues to have
systems in place to ensure that the
principles and requirements of the
research governance framework are
consistently applied
Statutory Responsibilities - Infection
Control/ Immunisation

Enc F - Lambeth Business Plan 2012/13
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MS

Ensure complaints, PALs and incident
information is used to develop quality
services

RW/HCM

HC-M

Lead

Provide safe care for adults through the
delivery of robust safeguarding systems
and processes

Key Objectives

-

-

-

-

-

Actions

Share recently completed antibiotic prescribing work with
primary care
Review of HCAI data to obtain better picture of community
issues.
Ensure seasonal flu planning is in progress
Develop immunisation action plan for Lambeth & Southwark

Ensure safeguarding policies and procedures are kept up to
date and fully implemented
Ensure HR systems for CRB checks continue
Training strategy – each member of staff to have specific
objective around the level of safeguarding training required
Ensure providers are held to account for safeguarding
requirements within provider contracts
Establish independent contractor monitoring for adult
safeguarding in line with the contract specifications
Provide robust complaints and PALs user service
Continue to provide complaints, PALs and incident reports for
consideration by the Board
Ensure communication of process as led by Cluster
Ensure delivery of FOI requests in most efficient manner and
within statutory deadlines
Provide leadership to ensure continued implementation of RG
framework.
Implement agreed options for future arrangements in light of
organisational changes

functions across Lambeth
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Ongoing

April 2013

Quarterly

Ongoing

Ongoing

On-going

Date

Key Objectives

CC

Deliver financial control totals for
resource and cash and support the
delivery of statutory financial duties

Draft 5 June 2012

RW

Provide Infection Prevention and Control leadership to ensure
all commissioned services fulfil the statutory requirements of the
Hygiene Code
Review terms, conditions and membership of the Infection
Prevention & Control Committee in the light of a) local NHS
organisational change b) clinically led commissioning c) Healthy
Lives, Health People
Provide Health Protection expertise and support, including on
pandemic flu planning, emergency preparedness, infectious
diseases
Financial Planning: agree budgets for 2012/13 and refresh the
Commissioning Strategy Plan as required for 2012/13 in
accordance with NHS London/DH planning deadlines.
Production of Medium Term Financial Strategy
Develop risk mitigation strategy for 2012/13 with ongoing
financial reporting including QIPP delivery, risk assessment and
recovery planning in line with internal and external reporting
deadlines.
Support the delivery of QIPP programmes through robust
finance and activity monitoring through the Programme Boards
and ongoing financial support the review and generation of
QIPP schemes.
Provide ongoing financial support to the commissioning of non
acute contracts.
Complete CCG baseline setting exercise and ensure accurate
and robust data to support the agreement of budget transfer

RW

Actions
Provide leadership to ensure continued implementation of RG
framework
Review options for future arrangements in light of organisational
changes

Lead
HD

Comply with Health Protection
requirements

Lambeth BSU continues to have
systems in place to ensure that the
principles and requirements of
the research governance framework are
consistently applied
Ensure the provision of effective
infection control governance

Date
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Ongoing

Monthly

May 2012
onwards

June 2012

April 2012

Ongoing

Ongoing

April 2012

Quarterly

Enc F - Lambeth Business Plan 2012/13
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Maintain strong internal financial
controls throughout transition and
beyond and achieve a clean bill of audit
health.

Key Objectives

CC

Lead

Actions
values to CCG, Local Authority and NHS CB
Provide financial support for the transfer of Public Health to the
Local Authority
Ensure delivery of running cost targets for 2012/13 and £25 per
head target for CCG/CSS structures going forward.
Provide training and ongoing support to Clinical Board
Members and non finance
Support the delivery of the refreshed Commissioning Strategy
Plan for 2013/14 including commissioning intentions and QIPP
review.
Ensure that financial arrangements to ensure achievement of
CCG Authorisation are delivered.
Review Board, practice and other monthly reporting to ensure
that it is fit for purpose and supports financial and performance
delivery
Work with the NHS SE London Finance and Estates Teams to
ensure effective management, monitoring and delivery of
2012/13 Capital Plan.
Revise schemes of delegation to reflect transitional structures
and CCG authorisation
Provide system/other training for non finance staff where
appropriate
Support and ensure the effective delivery of Internal Audit Plan
and gain strong assurance in audits undertaken.
Ensure that understanding and ownership of internal and
external reporting is embedded within Clinical Board Members
Minimise the number of outstanding audit recommendations
Confirm arrangements for delivery of Counter Fraud programme
and ensure continued promotion and delivery of an anti-fraud
culture

Date
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Ongoing
Ongoing

Ongoing

Ongoing

Ongoing

May to July
2012

Ongoing

Ongoing

May 2012
onwards

Ongoing

Ongoing

Ongoing

July 2012

Draft 5 June 2012
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Appendix D – Glossary of staff initials and contact details

Appendix C – CQUINS 2012/13

Appendix B – Key Performance Measures 2011/12

Appendix A (ii) – NHS Lambeth QIPP Savings 2011/12 and 2012/13

Appendix A (i) - Lambeth Budgets 2011/12 (May 2011)
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Draft 5 June 2012

Budget Heading
Acute
Client Groups & Community
Primary Care
Prescribing
Corporate Budgets
Site Services
Hosted Programmes
Other Budgets and Reserves
Total

£000s
327,558
194,828
79,935
38,428
11,118
8,673
4,307
16,894
681,742

Responsibility
Lambeth CCG
Lambeth CCG
Cluster
Lambeth CCG
Lambeth CCG
Lambeth CCG
Cluster
Cluster/Lambeth CCG

Appendix A (i) - Lambeth Budgets 2012/12 (May 2012)
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Planned
Planned
Planned
Planned
Planned
Unplanned
Unplanned
Unplanned
Mental Health
Primary Care CCG
Primary Care Cluster
Primary Care Cluster
Planned
Unplanned
Primary Care CCG
Other

Outpatients
Consultant to Consultant
Acute Prescribing and medicines management
Procedures of Limited Clinical Effectiveness
Other productivity & efficiency measures
Emergency Admissions
Excess Beddays
Urgent Care/A&E Attendances
Mental Health including enabling
Enhanced Services
PMS Growth Funding Review
List Size Changes
Community Services
Integrated Care
Prescribing
Corporate and Other Productivity & Efficiency Measures
Total

Enc F - Lambeth Business Plan 2012/13

Draft 5 June 2012

Programme

Description

Appendix A (ii) – NHS Lambeth QIPP Savings 2012/13 and 2013/14

2012/13
Full Savings Risk Assessed
£000s
£000s
3,152
2,089
206
155
250
250
1,088
566
250
250
1,415
1,011
403
302
436
394
4,026
2,820
2,500
1,500
3,200
2,400
800
400
2,150
1,263
0
0
907
807
2,100
1,050
22,883
15,256
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2013/14
Full Savings Risk Assessed
£000s
£000s
1,561
1,017
133
100
250
250
0
0
250
250
710
533
268
201
357
357
3,857
2,843
180
90
0
0
110
55
1,250
938
1,680
840
90
90
0
0
10,696
7,562

Definition

Emergency Readmissions

Cancer 2 week, 62 days
(aggregate measures)

A&E Quality Indicators (5
measures)

Draft 5 June 2012

HQU16

HQU15

HQU14

HQU10
HQU11
HQU12
HQU13

HQU09

MRSA breaches

RTT waits (95th percentile
measures)

Patient experience survey2

HQU04

HQU05
HQU06
HQU07
HQU08

Ambulance quality - Cat A
response times

HCAI measure (MRSA & CDI)

HQU01
HQU02
HQU03_01
HQU03_02

Emergency readmissions within 30 days

Total time spent in A&E department - 95th centile
Left department without being seen rate
Time to initial assessment - 95th centile
Time to treatment in department - median
2 week wait - % seen in 2 weeks of all urgent referrals & referrals for
breast symptoms
62 day wait - % treated in 62 days from GP referral, consultant referral
and referral from screening programme

Outliers identified using NHS PF approach + narrative & results of local
surveys
RTT - admitted 95th centile
RTT - non-admitted 95th centile
RTT - incomplete 95th centile
Numbers of unjustified breaches
Unplanned re-attendance rate - Unplanned re-attendance at A&E within
7 days of original attendance (including if referred back by another
health professional)

MRSA bacteraemia
CDI
Cat A response within 8 mins
Cat A response within 19 mins

Quality (Safety, Effectiveness & Patient Experience)

Measure

Appendix B – Key Performance Measures 2012/13

VSA13

VSA08

VSA01
VSA02

Unplanned care

Planned Care

Unplanned care

Contracts

Planned Care

Contracts

Contracts

Contracts

Programme
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Maps to VS?

Definition

QIPP delivery (savings and re-investment) in 2011/12 and QIPP for
2012/13 to 2014/15

Progress on delivery of QIPP
savings

Acute Bed Capacity

Non elective FFCEs

HRS03

HRS04

HRS05

HRS06

Numbers of HVs
for workforce - IC defn

Total numbers waiting at the end of the month on an incomplete RTT
pathway

Non-elective FFCEs

VTE Risk assessment
% deaths at home (inc care
homes)

Enc F - Lambeth Business Plan 2012/13

Draft 5 June 2012

SQU02

SQU01

No reg deaths at home/no. registered deaths

% of all adult inpatients who have had a VTE risk assessment

Quality (Safety, Effectiveness & Patient Experience)

HRS08
HRS09

Numbers waiting on an
incomplete Referral to
Treatment pathway
Health visitor numbers
Workforce productivity

Actual running costs to be compared to target running costs at regional
level. Definition of running costs to form part of planning guidance.

Delivery of running cost
targets

HRS02

HRS07

Quarterly provider performance ratings to be given based on financial
performance and position

Financial performance score
for NHS Trusts3

HRS01

G&A available beds

Financial forecast outturn performance against plan at organisational
and regional level. In addition, no PCT forecast deficits are expected
and no provider should plan for a forecast deficit unless part of an
agreed recovery plan

Financial forecast outturn &
performance against plan

Resources (Finance, Capacity & Activity)

Measure

VSC15

VSA05_09

Unplanned care

Contracts

Financial Gov
tbc

Contracts

Contracts

Contracts

Financial
Governance

Financial
Governance

Financial
Governance

Financial
Governance

Programme
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Maps to VS?

Cancer waits (all 9 measures)

A&E quality indicators (all
other measures)

Ambulance quality indicators
(all other measures)

Draft 5 June 2012

SQU05_09

SQU05_08

SQU05_07

SQU05_06

SQU05_05

SQU05_04

SQU05_03

SQU05_02

SQU05_01

SQU04_01
SQU04_02
SQU04_03

SQU03_10

SQU03_01
SQU03_02
SQU03_03
SQU03_04
SQU03_05
SQU03_06
SQU03_07
SQU03_08
SQU03_09

Measure

Percentage of patients receiving subsequent treatment for cancer within

Call Abandonment Rate
Re-contact rate following discharge of care
Outcome from Cardiac Arrest
Service Experience
Outcome from acute STEMI
Outcome from stroke for ambulance patients
Outcome from Cardiac Arrest- survival to discharge
time to answer call
time to treatment
Ambulance calls closed with telephone advice or managed without
transport to A&E
Ambulatory care
consultant sign-off
Service Experience
Percentage of patients seen within two weeks of an urgent GP referral
for suspected cancer
Percentage of patients seen within two weeks of an urgent referral for
breast symptoms where cancer is not initially suspected
Percentage of patients receiving first definitive treatment for cancer
within 62-days of an urgent GP referral for suspected cancer
Percentage of patients receiving first definitive treatment for cancer
within 62-days of referral from and NHS Cancer Screening Service
Percentage of patients receiving first definitive treatment for cancer
within 62-days of a consultant decision to upgrade their priority status
Percentage of patients receiving first definitive treatment within one
month of a cancer diagnosis
Percentage of patients receiving subsequent treatment for cancer within
31-days where that treatment is Surgery
Percentage of patients receiving subsequent treatment for cancer within
31-days where that treatment is an Anti-Cancer Drug Regime

Definition

Planned Care

Contracts

Contracts

Programme
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Maps to VS?

Access to NHS dentistry

Staff engagement

PROMS scores

SQU09

SQU10

SQU11

Bowel screening

SQU21

Enc F - Lambeth Business Plan 2012/13
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Low value procedures
Smoking Quitters
Breastfeeding at 6-8 weeks
Breast screening

SQU17
SQU18
SQU19
SQU20

SQU16

SQU15

SQU14

SQU13

SQU12

Carers breaks

SQU08

VSA14

Number of identified low value procedures carried out
Smoking quitters per 100,000 population
Prevalence of breastfeeding at 6-8 wks after birth (also coverage?)
Extension of breast screening program to women aged 47-49 & 71-73
Extension of bowel screening program to men and women aged 70 up
to 75 birthday

VSA10

VSB05
VSB11
VSA09

VSC02

VSB06

Planned Care

Contracts
Staying Healthy
Contracts
Planned Care

Mental Health

Mental Health

Mental Health

Mental Health

Contracts

Contracts

Contracts

Contracts

Contracts

tbc

Contracts

Programme
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Maps to VS?

Proportion of people at high risk of Stroke who experience a TIA are
VSA14
assessed and treated within 24 hours
Place holder
Agree and make available to local people policies, plans and budgets to
support carers
Current 24 month measure
VSB18
Overall Staff Engagement score is calculated from responses to multiple
questions in the annual NHS staff survey

Proportion of people who have had a stroke who spend at least 90% of
their time in hospital on a stroke unit

31-days where that treatment is a Radiotherapy Treatment Course

Definition

% women who have seen a midwife by 12 days and 6 days of
Maternity 12 weeks
pregnancy
The number of new cases of psychosis served by early intervention
Mental health measures - EI
teams year to date
Mental health measures Commissioner measure is number of episodes, provider measure is %
CR/HT
of inpatient admissions that have been gatekept by CR/HT
The proportion of people under adult mental illness specialties on CPA
Mental health measures - CPA who were followed up within 7 days of discharge from psychiatric inpatient care during the quarter (QA).
Mental health measures Proportion of people with depression referred for psychological therapy
IAPT
and proportion referred for therapy receiving it.

Community services

Stroke indicator

SQU07

SQU06_02

SQU06_01

Measure

VSA15

Maps to VS?

Percentage of eligible people offered screening for the early detection
Diabetic retinopathy screening (and treatment if needed) of diabetic retinopathy in the previous twelve
months
RTT - admitted median
Referral to Treatment waits
RTT - non-admitted median
(median wait measures)
RTT - incomplete median
Coverage of NHS Health
% people ages 40-74 who have received a health check
VSC23
Checks
People with Long Term
Conditions feeling
% of people with LTCs who said they had had enough support from
VSC11
independent and in control of local services/orgs
their condition
Emergency admissions for
Number of emergency admissions to hospital for people who have a
Long Term Conditions
Long-Term Condition each month
Safeguarding
Place holder

Cervical screening test results All women to receive results of cervical screening tests within 2 weeks

Definition

PCTs with legacy debt issues (that arose prior to 2011/12) to be dealt
with by the end of 2012/13. PCTs to work with developing GP consortia
to ensure no new deficits in 2011/12 to 2012/13

NHS Trusts Breakeven duty

Delivery of 2% recurrent
headroom

PCT legacy debt position

SRS04

SRS05

SRS06
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Financial
Governance

All PCTs required to ensure that 2% of their recurrent funding is only
ever committed non-recurrently. The 2% to be held by SHAs with PCTs
accessing the funding through business cases

Year to date financial position

SRS03

Draft 5 June 2012

Financial
Governance

Workforce
In year cumulative surplus/(deficit) position and how it relates to the
forecast
NHS Trusts three year break even duty

Total workforce (WTEs)

SRS02

Financial
Governance
tbc
Financial
Governance
Financial Gov

Total pay costs

Total costs of staff (to include cost of staff within provider contracts)

Governance

Planned care

Planned care

Staying Healthy

Planned care

Planned care

Planned Care

Programme

SRS01

Resources (Finance, Capacity & Activity)

SQU30

SQU29

SQU28

SQU27

SQU24
SQU25
SQU26

SQU23

SQU22

Measure

Enc F - Lambeth Business Plan 2012/13
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SRS18
SRS19
SRS20
SRS21
SRS22
SRS23

Place holder
Workforce: No of days sick as a proportion of no of days available?
Workforce
Workforce
Workforce
Workforce

Number of urgent and emergency journeys via ambulance, monthly

No of elective FFCEs (ordinary adms & separately daycases)
Number of attendances at A&E departments in a month (total & type 1)

Elective FFCEs
A&E attendances
Ambulance Urgent &
Emergency Journeys
Community activity
Staff absences
Temporary staffing costs
Clinical staff numbers
Management numbers
Redundancy numbers

No 1st outpatient attendances after GP referral

No of other referrals

SRS15
SRS16

Other referrals for a first
outpatient appointment
First outpatient attendances
following GP referral

GP written referrals to hospital No of GP written referrals

All first outpatient attendances No of first outpatient attendances

SRS17

VSC14?

VSA05_07

VSA05_04

VSA05_03

VSA05_02

VSA05_01

tbc
tbc
tbc
tbc
tbc
tbc

Contracts

Contracts
Unplanned care

Planned care

Planned care

Planned care

Contracts

Unplanned care

Contracts

Contracts

Financial
Governance

Programme
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Maps to VS?

Underlying financial position of
Recurrent position of PCTs and Trusts as reported in FIMs
PCTs and NHS Trusts
Average spell duration for non-same day acute discharges
Length of stay (Acute and MH)
Average spell duration for non-same day MH discharges
Daycase rate
Proportion of elective FFCEs which are for daycases.
Delayed Transfers of Care (Acute) - Comm measure is no of delays per
100,000 population. Prov measure is no delays as a proportion of a
VSC10
count of activity or beds.
Delayed Transfers of Care
(Acute & MH)
Delayed Transfers of Care (MH) - Comm measure is no of delays per
100,000 population. Prov measure is no delays as a proportion of a
VSC10
count of activity or beds.

Definition

SRS14

SRS13

SRS12

SRS11

SRS10_02

SRS10_01

SRS08_01
SRS08_02
SRS09

SRS07

Measure

Acutes
Acutes
GSTT
Acutes
Acutes
Acutes
Acutes
Acutes & SLaM
Acutes
Acutes
SLaM
SLaM
SLaM
SLaM
GSTT CHS

COPD

Alcohol Brief Intervention – Identification of patients where alcohol use is a key factor in health, improving
screening and referral to specialist service if appropriate

HIV Prevention

Cancer Staging

VTE Prevention

Inpatient Experience – Personal Needs: Improve responsiveness to personal needs of patients

Dementia [National] – Improve awareness and diagnosis of dementia using risk assessment in an acute
hospital setting

Dementia [London] – Implementing strengthened dementia staff training in acute Trusts and improving drug
prescribing

End of Life Care - Improve the care and coordination of services to EoLC patients

NHS Patient Safety Thermometer – Improve data collection re: pressure ulcers, falls, UTIs in those with
catheters, and VTE

Operating a comprehensive 'easy in' and easy out' model of care

Fidelity to the implementation of the recovery model

To improve the physical health of patients
Understanding and improving patient reported outcomes (PREMS)

Dementia: Training of Staff to identify possible cases of dementia and the use of ‘This is me’ booklet

Staying Healthy

Mental Health
Mental Health

Mental Health

Mental Health

Unplanned

Unplanned

Mental Health

Mental Health

Planned

Unplanned

Planned

Planned

Staying Healthy

Planned

Planned

Programme
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KCH

Outpatient Experience

Draft 5 June 2012

Provider

CQUIN Goal

Appendix C – CQUINS 2012/13

GSTT CHS
GSTT CHS
GSTT CHS
GSTT CHS
GSTT CHS
GSTT CHS

End of Life Care [Regional]- Identify those at end of life and improve their pathway of care, ensuring that this is
streamlined across services and achieving quality standards

Communications with GPs: To encourage effective communications between community (DNs) and GPs

Patient Facing Time: Improve direct time clinicians spend in direct patient contact both face to face and non
face to face (telephone contact)

Patient Experience: Gain greater real time patient feedback from live surveys. Key areas identified for 12/13
Sexual Health, Foot health and Clinical Children’s settings

Childhood Imms: Increase the no. of 5 year or under children receiving vaccinations through HV intervention

Pressure Ulcers: Prevent the development and deterioration of grade 2&3 pressure ulcers and prevent
development of grade 4 in community settings

Enc F - Lambeth Business Plan 2012/13
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GSTT CHS

Alcohol: Identification and Brief Intervention to key target groups. Key area identified are sexual health 13-25
yrs old and Health Visiting
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Unplanned

Staying Healthy

Planned

Planned

Planned

Unplanned Care

Mental Health

Christine

Helen

Liz

Janie

Richard

Sarah

Una

Lucy

Hiten

Andrew

Jamie

Therese

Catherine

Geraldine

Moira

Abdu

Emma

Denis

Bimpie

Emma

Marie

CC

HCM

LC

JC

RC

SC

UD

LD

HD

AE

JF

TF

CF

GM

MM

AM

ES

DO'R

BO

ER

MV

Draft 5 June 2012

First Name

Vanessa

Initials

VB

Veiu

Robinson

Oki

O'Rourke

Stevenson

Mohiddin

McGrath

McCormick

Flynn

Fletcher

Ferguson

Eyres

Dodhia

Day

Dalton

Corlett

Croydon

Conlin

Clegg

Caton
CharlesworthMay

Burgess

Surname

AD Health Protection

AD Health Protection

Public Health Consultant

AD Mental Health & Adult Services

AD Children's & Maternity Services

Public Health Consultant

Director of Care Pathway Commissioning

Teenage Pregnancy Co-ordinator

Engagement Manager

AD Primary Care & Commissioning

AD Public Health Commissioning

Managing Director

AD Health Intelligence & Strategy

AD Redesign & Acute Commissioning

Director of HR/Corporate Affairs

Public Health Consultant

AD Operational Development
Commissioning Manager & Continuing Healthcare
lead

AD Older People

Director of Integrated Commissioning

Director of Finance

AD Medicines Management/Chief Pharmacist

Job Title

Appendix D – Glossary of staff initials and contact details
Telephone

0203 049 4222

0203 049 4098

0203 049 4239

0203 049 4328

0203 049 4380

0203 049 4049

0203 049 4481

0203 049 4367

0203 049 4250

0203 049 4096

0203 049 4227

0203 049 4076

0203 049 4225

0203 049 4312

0203 049 4153

0203 049 4223

0203 049 4311

0203 049 4193

0203 049 4309

0203 049 4178

0203 049 4133

0203 049 4190

Email
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emmamurad@lambethpct.nhs.uk

emmamurad@lambethpct.nhs.uk

bimpie.oki@lambethpct.nhs.uk

denisorourke@nhs.net

emma.stevenson@lambethpct.nhs.uk

abdu.mohiddin@lambethpct.nhs.uk

moira.mcgrath@nhs.net

geraldine.mccormick@lambethpct.nhs.uk

catherineflynn@nhs.net

Theresefletcher@nhs.net

jamie.ferguson@lambethpct.nhs.uk

andrew.eyres@nhs.net

hiten.dodhia@lambethpct.nhs.uk

Lucy.day1@nhs.net

unadalton@nhs.net

Sarah.corlett@lambethpct.nhs.uk

richard.croydon@nhs.net

janie.conlin@lambethpct.nhs.uk

Liz.clegg@nhs.net

hcharlesworth-m@lambeth.gov.uk

christine.caton@nhs.net

vanessa.burgess@nhs.net

Marion

Ruth

Jess

Elizabeth

MS

RW

JP

EC

Clowes

Peck

Wallis

Shipman

Sheridan

Enc F - Lambeth Business Plan 2012/13
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Ruth

RS
Director Public Health
Senior Commissioning Manager - Sexual Health &
HIV
Associate Director of Social Inclusion – Lambeth
Council

AD Governance

AD Business Development & Programme
Management

0207 926 4781

0203 049 4407

0203 049 4253

0203 049 4457

0203 049 4432
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eclowes@lambeth.gov.uk

jess.peck@lambethpct.nhs.uk

ruth.wallis@nhs.net

Marion.shipman@nhs.net

ruth1.sheridan@lambethpct.nhs.uk

4th July 2012

Report author:

Christine Caton, Chief Financial Officer

Presented by:

Christine Caton, Chief Financial Officer

Queries to:

christine.caton@.nhs.net

Relevant background
papers:

direct line:
02030494133
Commissioning Strategy Plan Refresh 2010-2014,
December 2011
Operating Plan March 2012

Also considered at:
Title:
What are the headline
messages to consider
from this paper?

Recommendation:

Medium Term Financial Strategy 2012/13 – 2014/15
The Commissioning Strategy Plan (CSP) Refresh
2010-2014 was submitted to NHS London in
December 2011
The Medium Term Financial Strategy (MTFS) reflects
the financial framework underpinning the CSP
updated for the agreed Operating Plan for 2012/13.
The LCCCB is asked to
Approve NHS Lambeth’s updated Medium Term
Financial Strategy 2012/13 – 2014/15, including
investment in initiatives to deliver health goals
and QIPP proposals

Are there resource
implications for revenue,
capital, staffing? If yes,
please explain.
Does this require an
equality impact
assessment (EIA)?

Note the uncertainties in the financial
assumptions in the strategy and arrangements
for financial performance and risk management
Delivery of financial requirements for 2012/13 to
2014/15

Equality impact assessments are undertaken as part
of the development of the Commissioning Strategy
and annual Operating Plans

1

Enc G - Medium-Term Financial Strategy

LCCCB Report

If yes, what has been the
outcome of the EIA to
date? How have the issues
raised been addressed in
this paper?
Will the proposals reduce
health inequalities?
Please explain.

What has been the scope
of PPI in this work?
How has feedback been
incorporated/actioned
to
date?

NHS Lambeth priorities and investment proposals
included within the Commissioning Strategy Plan
have been determined to address the reduction of
health inequalities. NHS Lambeth financial strategies
and annual frameworks are intended to support
delivery of these strategic aims.
NHS Lambeth priorities and investment proposals
included within the Commissioning Strategy Plan
have been determined following extensive public
engagement and consultation.

Have clinicians been
engaged in this work?

Clinical Board Members are represented at the
LCCCB. Clinical Commissioners have been involved
in the development of the Commissioning Strategy
and Operating Plan and this has been considered at
previous Clinical Boards. Individual proposals for
pathway redesign are approved by clinician teams.
This paper for produced in discussion with Graham
Laylee and Gillian Ellsbury LCCCB Board Finance
Leads.

What are the key risks to
delivery of this work. Are
there plans in place to
address risks?

Mitigating action is designed to address the current
financial risks described in the report. If, however, the
overall position was to deteriorate further, additional
action may be necessary.

Set out the relevant
commissioning
competencies

Governance; Financial Management and Board
Leadership; Ensuring Efficiency and Effectiveness of
Spend

2

PCTs are required to meet their statutory financial
duties to achieve breakeven on an income and
expenditure basis and to live within an annual cash
limit. All NHS organisations are required to work
together to deliver the NHS Constitution in the
delivery of high quality healthcare.

3
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Are there legal issues to
consider?

4

2012/13 to 2014/15

NHS Lambeth CCG Medium Term Financial Strategy, Page 1

Enc G - Medium-Term Financial Strategy

NHS LAMBETH CCG
MEDIUM TERM FINANCIAL STRATEGY

NHS LAMBETH CCG STRATEGIC PLAN
MEDIUM TERM FINANCIAL STRATEGY 2012/13 – 2014/15
1.

Introduction

NHS Lambeth has had a Medium Term Financial Strategy (MTFS) in place since April 2003 and
it is periodically updated to reflect the Operating Plans and Commissioning Strategy Plans (CSP).
NHS Lambeth’s Medium Term Financial Strategy has now been updated again in line with the
PCT’s refreshed Commissioning Strategy Plan, as approved by the Lambeth Clinical
Commissioning Collaborative Board and the Joint SE London PCTs Board in March 2012, and
covers the period from 2012/13 to 2014/15. This latest update replaces the Medium Term
Financial Strategy approved by the Lambeth PCT Board in January 2010. The CSP was
approved by the Board on 2nd May 2012 and the Operating Plan was approved by Chair’s Action
on the 20th June 2012 and is being presented to the Board at the July 2012 Board for ratification.
Our Medium Term Financial Strategy has been developed alongside our CSP, which itself builds
upon our previous Strategic Plans, all of which included extensive public and stakeholder
engagement and consultation. Important aspects of the Strategic Plan, in particular related to our
systematic approach to prioritisation, have been developed through stakeholder events involving
local partners, clinicians and the Lambeth LINK. Priorities have been tested at major local
community events. We have significantly enhanced our engagement over recent years and NHS
Lambeth has recognised communications and engagement as an important enabler in delivering
our vision for improving health in Lambeth. We have recently completed our latest
Communications and Engagement Strategy.
This strategy needs to be considered in the new commissioning context resulting from the
implementation of the white paper Equity and Excellence: Liberating the NHS and the 2012
Health and Social Care Act that results in the abolition of PCTs and the establishment of the NHS
Commissioning Board (NHSCB), Clinical Commissioning Groups (CCGs) and the transfer of the
Public Health function and associated commissioning functions to Local Authorities. This brings
with it a greater than ever responsibility to work collaboratively to ensure the delivery of good
quality health services within the level of financial resources that secure health improvement for
the population of Lambeth.
NHS Lambeth’s Medium Term Financial Strategy sets out;
The PCT’s statutory and other financial duties.
The aims of our Medium Term Financial Strategy.
Background to the economic environment in the NHS.
Our historical financial performance.
NHS Lambeth resource assumptions over the strategic period, in line with the
Operating Plan and NHS London planning assumptions
NHS Lambeth efficiency and productivity proposals to deliver Quality Innovation
Productivity and Prevention (QIPP) and sustain financial balance.
Investment in enabling strategies and initiatives to support the delivery of our
health goals.
NHS Lambeth CCG Medium Term Financial Strategy, Page 2

Financial risk and financial risk management.
The impact of the new Commissioning environment; estimated forecast CCG
baselines and future allocation issues.
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Financial management in NHS Lambeth, including our cash management,
strategy and forecast balance sheet.

2. Our Statutory and Other Financial Duties
NHS Lambeth is required by statute to meet certain financial duties in order to ensure that public
funds are utilised appropriately. These duties are:
•

Not to exceed its revenue resource, capital resource and (combined) cash limits in any one
year

•

To pay capital charges on the assets held by the PCT;

The statutory duty to demonstrate full cost recovery, on an accruals basis, in relation to provider
functions is no longer applicable with the transfer of Lambeth’s community services to Guys and
St Thomas’ Foundation Trust with effect from 1st April 2011.
NHS Lambeth has consistently met all of its statutory financial duties since it was established in
2002 (see Section 5 below) and this Medium Term Financial Strategy sets out our financial plans
as to how we will seek to ensure this continues over the strategic period to 2014/15 and in the
context of the new commissioning arrangements that will be in place as a result of the 2012
Health and Social Bill.
NHS Lambeth is also expected to comply with the Better Payments Practice Code which requires
payment of 95% of all non-NHS trade creditors within 30 days of receipt.
We continue to work to improve our delivery against the Better Payment Practice Code and have
an Action Plan in place, working with our suppliers, managers and with our financial system
supplier, Shared Business Services, to ensure our procurement and payments processes are
efficient and timely (see Section 13 below). In particular we are seeking to minimise the time
taken to pay local suppliers in order to support the local economy in Lambeth through the period
of the current economic downturn.
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Aims of our Medium Term Financial Strategy

NHS Lambeth has had a strong record in financial management and in the delivery of financial
balance since its establishment in April 2002. The PCT has achieved surpluses in all years of
operation and has provided repayable support to the wider health economy. Our Medium Term
Financial Strategy was first developed in 2003 and has since then been regularly updated in the
light of; variability in one-off resources in the short term (top-slices etc); increasing service
demand; the need to effectively manage strategic service change; a more volatile NHS financial
framework in which commissioners are required to operate (such as the extension of activity
related contracts under Payment by Results): and in the anticipation of an increasingly
challenging financial environment, with lower or nil growth to the NHS.
The aims of our Medium Term Financial Strategy are to:
Ensure financial balance and stability through the effective management of available
resources and financial risks to ensure our statutory duties are met each year.
Support the NHS Lambeth Commissioning Strategy Plan, annual Operating Plans and
individual service strategies through the effective use of available resources on a one-off
(invest to save) and recurrent basis to support innovation in service redesign and health
improvement.
Secure value for money and efficiency though enhanced Quality, Innovation, Productivity
and Prevention (QIPP) in our commissioning responsibilities.
Ensure a sound and sustainable legacy to the NHS Lambeth Clinical Commissioning
Group, the London Borough of Lambeth and the NHS Commissioning Board in the
transfer of commissioning responsibilities.

Our Medium Term Financial Strategy has been revised based upon:
Latest National and NHS London planning guidance
Best practice NHS financial and service planning approaches as set out in national
guidance and governance requirements
A systematic process undertaken by NHS Lambeth, working with our partners,
stakeholders and local clinicians to identify and review local health improvement goals
supported by initiatives to deliver key health outcomes and to identify, develop and review
productivity and efficiency opportunities.
Collective working by CCGs across South East London to assess the impact of service
demand, and QIPP opportunities on the South East London health economy.
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3.

4. Background to the economic environment in the NHS
Financial Context
The NHS has enjoyed high levels of investment since 1999 until recent funding, just above
inflation. NHS Lambeth had uplifts of between 8% and 10% from 2003/04 to 2007/08, above 5%
uplifts from 2008/09 to 2010/11 reducing to 1.95% in 2011/12.
The worsening of public sector finances with the deterioration in the economy means there is
significant pressure to contain government spending going forward. NHS Lambeth’s revised
Commissioning Strategy Plan and this supporting Medium Term Financial Strategy have been
established in advance of having firm spending plans for the NHS beyond 2012/13 with further
uncertainty resulting from the significant change in the commissioning landscape resulting from
the passage of the 2012 Health and Social Care Bill and uncertainty not only about the overall
value of uplift but the means of allocation of resources to the respective parts of the new
commissioning system; Clinical Commissioning Groups, the NHS Commissioning Board
(NHSCB), (e.g. specialist commissioning, primary care contracts and prisons and the Local
Authority (e.g. drugs treatment services, sexual health, school nursing etc.)
Over the past decade there has been significant NHS investment in primary and community
services (e.g. Quality and Outcomes Framework and premises infrastructure etc), mental health
(e.g. talking therapies), acute services (e.g. reducing waiting times) and to meet increasing
service demand. Progress in improving health and improvements in health services has been
recognised by the public and within Lambeth health services are perceived positively by local
residents, as measured in local surveys.
There is, however, an anticipation of continuing demand driven by population growth,
demographic changes and expansion of available health technologies with increased public
expectations and to meet our ambitions for delivering enhanced quality, safety, choice and
access to services.
The reduction in the rate of increase of funding for the NHS means that the underlying rate of
deficit will increase if no action is taken. The level of financial challenge facing the NHS over the
next few years is unprecedented, especially when compared to the previous significant levels of
financial growth. It is evident that in order to address the level of financial deficit in the “do nothing” scenario, a step change will be required in how we approach the development and
delivery of QIPP plans. We therefore need to continue to ensure that the redesign of the system
and the ownership of the plans are with local CCGs and led by clinical commissioners working in
conjunction with acute, mental health and community clinical colleagues to improve care
pathways and patient experience, eliminate duplication and improve productivity.
The financial challenge is therefore to secure significant QIPP savings over the course of the
next three years to provide the financial resource to support delivery of our vision and the
supporting strategies. If no action is taken then the underlying financial positions will deteriorate,
year on year resulting in a worsening in the current cumulative position from 2012/13 to 2014/15
and a deficit in 2014/15 of £20.848m. In order to achieve the required 1% surplus in 2014/15,
QIPP savings totalling £27.453m will need to be delivered over the three year period and will
need to be front loaded, with £15.256m of the savings requirement being in 2012/13 as set out
below:

NHS Lambeth CCG Medium Term Financial Strategy, Page 6

£'000
Forecast Surplus/ (Deficit) 2011/12

6,605

QIPP savings requirement 2012/13
QIPP savings requirement 2013/14
QIPP savings requirement 2014/15
Total QIPP savings requirement

(15,256)
(7,562)
(4,635)
(27,453)

"No Change" Forecast Surplus/ (Deficit) 2014/15

(20,848)

The financial challenge in 2012/13 is therefore the most challenging and delivery of QIPP savings
and the overall delivery of planned surpluses in 2012/13 are key to the delivery of financial
balance over the medium term and also in ensuring a sound and sustainable financial legacy to
the CCG.
It is important to note that the delivery of the required QIPP savings are not only across the
acute/primary care interface but across all areas of commissioning spend including mental
health, community and primary care contracts. As commissioning responsibilities are transferred
across the new commissioning authorities, QIPP savings requirements will also need to be
transferred.
To consider the worst case over the period the combined impact on Lambeth PCT of the non
delivery of QIPP and tariff efficiency over the remainder of the strategic period would result in a
financial gap of approximately £90million.
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Table 4.1: The Financial Case for Change

This demonstrates how NHS Lambeth alongside the wider NHS and our Non NHS partners
continues to face a very significant financial challenge and without real and ongoing
transformational change, meeting service delivery requirements will become unaffordable.
Our challenge is to address underlying growth in service demand and for healthcare advances
and secure health improvement, quality and financial balance through lower cost of delivery. The
approach we have adopted to ensuring ongoing improvement is to:
•

Strengthen the capacity and capability of NHS Lambeth to support clinical commissioners
effectively commission health services through collaborative working with other CCGs and
the Local Authority, the development of a strong clinical network, the effective prioritisation
of all health goals through a management focus and a robust programme management
approach.

•

Drive quality, innovation, productivity and prevention (QIPP) to secure enhanced value for
money through improved economy, effectiveness and efficiency in health services

NHS Lambeth through its systematic approach to prioritisation, productivity and efficiency in
developing this refreshed Commissioning Strategy Plan continues to develop its Strategy to
secure health and service improvement within anticipated available resources.

Our proposals include:
•
•
•
•

•
•
•

Prioritisation of investment in our health goals and supporting initiatives
Cost Reductions (acute sector tariff efficiency and in all other settings)
Care Pathway Redesign (e.g. management of long term conditions)
Value for Money:
•
More activity for same/less price
•
Shift to lower cost settings, including at home/self-care
•
Sharper focus on quality and effectiveness
•
More effective procurement
Decommissioning of low value interventions and duplication
Prevention - Staying Healthy initiatives with longer term impacts
Emphasis on co-production between service user, provider and commission to deliver
sustainable service change, for example the Living Well Collaborative
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Lambeth PCT has demonstrated strong financial performance achieving surpluses in each year
of its operation and supporting the overall NHS financial position in London as follows:
Table 5.1: Lambeth PCT surplus 2002/03 – 2011/12

Revenue
Surplus

2002/03

2003/04

2004/05

2005/0
6

2006/0
7

2007/0
8

2008/0
9

2009/1
0

2010/1
1

2011/1
2

£0.1m

£0.5m

£0.7m

£2.9m

£1.2m

£1.1m

£2.9m

£1.0m

£6.4m

£6.9m

Surpluses have been achieved in line with the control totals targets agreed with the NHS London
and based on the Department of Health Operating Framework.
Lambeth PCT has also delivered a small surplus on capital each year.
In terms of our overall Annual Healthcheck (AHC) performance NHS Lambeth was the only PCT
in the country to consistently delivered at least “Good” in both elements of the AHC in every year
of assessment, as follows:
Table 5.2: Lambeth PCT Annual Healthcheck Ratings
Use of Resources
Quality of Services

2005/06
Good
Good

2006/07
Good
Good

2007/08
2008/09
Excellent
Good*
Good
Good
*Use of Resources assessment

NHS Lambeth demonstrated strong performance in the Auditors Local Evaluation (ALE) and Use
of Resources in terms of its financial controls, reporting, value for money and financial
management. NHS Lambeth scored an overall score of 4 (excellent) in the ALE assessment, for
2007/08. The PCT was one of 11 out of 152 PCTs to score a level 3 in the Use of Resources
assessment for 2008/09 and sustained this performance in 2009/10.
From 2010/11 Auditors have given their statutory Value for Money (VFM) conclusion on the
arrangements to secure economy, efficiency and effectiveness, including how PCTs secure
financial resilience in managing risks to secure a stable financial position going forward. The PCT
has consistently achieved an unqualified value for money assessment.
The PCT was rated as maximum level 5 within NHS London financial risk assessment and was
the first PCT in London to achieve this rating.
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5. Historic Financial Performance

6. Financial Plan 2012/13 – 2014/15
In establishing our Medium Term Financial Strategy we have been informed by latest national
and London–wide guidance and local analytical work. Our Financial Plan has been developed as
an integral part of our overall Commissioning Strategy Plan through close working with the NHS
SE London finance, information and contracting teams and CCG multi-disciplinary finance,
commissioning, public health and clinical commissioning leads and informed by stakeholders,
programme and Clinical Board level discussions and review.
This has ensured joint ownership and management of financial and QIPP plans, local clinical
ownership of plans and an improved consistency in approach across SEL boroughs.
Over 2011 and 2012 updates to financial plans have been developed in line with NHS London
CSP guidance in respect of assumptions around PCT uplifts, tariff, efficiency and other
inflationary cost changes, required contingencies and surpluses. Plans are supported by a locally
developed financial model shared across cluster and CCG teams and also a detailed activity
model, providing a high level of granularity when developing activity projections, including the
impact of QIPP initiatives.
Annual plans for 2012/13 have been refined to take account of Operating Framework guidance
and further work to set detailed budgets and contracts. This MTFS brings together 2012/13
Operating Plans and updates 2013/14 and 2014/15 plans, where 2012/13 impacts on future
years plans.

Our investments and disinvestments over the strategic period have been prioritised based upon:
Impact of 2011/12 commissioning performance
Estimates of demand based on population and incidence growth
Tariff and inflation assumptions
Our systematic process of prioritising health goals and supporting initiatives
Our systematic process of identifying QIPP opportunities and proposals.

These financial plans are based on the resources currently allocated to Lambeth PCT. The
abolition of PCTs on 31st March 2013 and the disaggregation of these resources across the new
NHS commissioning architecture will have a significant impact on these plans going forward. As
discussed in Section 12 work is being undertaken to confirm the values of these resources and
agree an allocation methodology.
At the present time, on the basis of prelimary work undertaken to date, indicative allocations are
as follows. These are draft and will be subject to change once the basis of allocation is
confirmed during 2012/13.

Clinical Commissioning Group
NHS Commissioning Board
Local Authority
Total

£000s
480
176
24
680

The CCG allocation includes a running cost allowance of £25 per head based on a capped ONS
population and is approximately £8m.
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Table 6.1: Changes in Income & Expenditure 2012/13 – 2014/15

2012/13

2013/14

2014/15

Total
2012/13
2014/15

£'000

£'000

£'000

£'000

Income
Recurrent Uplift

18,262

Prior Year Surplus brought forward

15,290

17,083

50,635

6,605

7,000

7,000

6,605

24,867

22,290

24,083

57,240

17,065

0

0

17,065

12,781

14,577

14,906

42,264

-20,271

-20,835

-21,221

-62,327

-7,490

-6,258

-6,315

-20,063

Demographic Growth

3,150

3,215

3,267

9,631

Non-demographic growth

6,841

7,010

7,158

21,010

Total Demographic & Non-Demographic Growth

9,991

10,225

10,425

30,641

13,556

18,884

17,608

50,049

-15,256

-7,562

-4,635

-27,453

17,867

15,289

17,083

50,239

Total Income Changes

Expenditure
Full year effect of 2011/12 outturn

Net Generic Uplifts
Tariff and generic uplifts
Efficiency with Tariff
Net Tariff/ Generic Uplift

Demographic & Non-Demographic Growth

Investment Proposals and cost pressures

QIPP Savings Initiatives

Change in Recurrent Expenditure

Surplus/ (Deficit)
Planned surplus as % of Recurrent RRL

7,000

7,000

7,000

7,000

1.10%

1.10%

1.10%

1.10%

This is presented in the form of a bridge analysis below.
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Financial Plans have been updated for each the three years based on NHS London planning
guidance and locally developed investment and QIPP savings plans. Changes to income and
expenditure are set out in the sections below.

Appendix A sets out in detail the NHS Lambeth start budgets for 2012/13.
Chart 6.1: Change in Income and Expenditure 2012/13 – 2014/15
Lambeth - Movement from 2011/12 surplus to planned Surplus in 2014/15
70
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prior year outturn
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growth
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2014/15
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Resource Assumptions 2012/13 – 2014/15

NHS Lambeth resource assumptions used in this MTFS are those issued by DH in the Operating
Framework in November 2011. These are outlined in detail below.

Cash Uplift Scenarios:
Table 7.1 demonstrates that annual uplifts have reduced in recent years.
There is an expectation public sector finances will be adversely affected as the Government
seeks to balance the UK economy and that the Department of Health will revise future PCT
allocation assumptions downwards. Latest planning assumptions issued by NHS London are as
follows;
Table 7.1: Recurrent PCT growth uplifts 2003/04 – 2014/15
% annual
uplift
2003/04
2004/05
2005/06
2006/07
2007/08
2008/09
2009/10
2010/11
2011/12
2012/13
2013/14 - assumed uplift
2014/15 - assumed uplift

9.10%
9.90%
9.60%
8.30%
8.00%
5.50%
5.22%
5.14%
1.95%
2.80%
2.42%
2.64%
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7.

Recurrent Uplifts, Tariff and Generic Uplifts, Demographic & Non-Demographic Growth
and Primary Care Prescribing Uplifts
Uplift assumptions are set out below. Details by expenditure area are at Appendix A.
Table 7.2: Uplift Assumptions
2012/13

2013/14

2014/15

Recurrent uplift

2.80%

2.42%

2.64%

Demographic grow th

0.51%

0.50%

0.50%

Non-demographic grow th

1.10%

1.10%

1.10%

Prescribing grow th

0.00%

0.00%

0.00%

Tariff/ Inflation uplift
Tariff efficiency assumption/ Price efficiency applied

2.03%

2.27%

2.26%

-3.21%

-3.24%

-3.22%

Further details on uplift assumptions are provided below and detail on uplift by area of
commissioned activity is shown in Appendix B:
Recurrent Uplifts
For 2012/13 PCT uplifts are as per actual uplifts. PCT Revenue Resource Limit (RRL) uplifts are
in line with NHS London guidance for future years. This set uplifts at a national average allocated
growth of 2.62% in 2013/14 and 2.84% in 2014/15. As Lambeth PCT is currently over its
weighted capitation target and was funded 0.2% less uplift than average in 2011/12, so an
assumption of 0.2% less than average uplifts has been made assumed going forward.

Tariff and Generic Uplifts
Tariff uplifts have been assumed at a net -1.8% in 2012/13 and -1.5% per annum thereafter,
including a built in 4.0% efficiency assumption. This has been applied to acute, mental health and
community spend.
Demographic & Non-Demographic Growth
Detailed work was undertaken to review planning assumptions related to demographic and non
demographic acute growth for the CSP. The objective has been to ensure robust and realistic
borough based planning assumptions related to population and incidence factors, which take
account of demographic growth estimates and historic acute demand trends. To do so the
following process has been undertaken :
A review of population growth assumptions by borough (including GLA and ONS figures)
for acute services.
A review of historic demand trends by borough for acute services, with supporting trend
analysis completed for the following key areas of acute activity – outpatients, elective,
A&E attendances, and emergency admissions, maternity and other.
The development of proposed demographic and non demographic growth assumptions by
CCG by admission method, applied on a consistent basis across the six SEL boroughs.
The testing of assumptions with SEL clinical commissioners, CCGs and CSP leads, to
confirm proposed planning assumptions.
This process has resulted in a consensus agreement, supported by robust analytics, on the
demographic and non demographic assumptions to be used for the CSP.
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Full Year effect of 2011/12 outturn
The full year recurrent impact of 2011/12 forecast outturn expenditure has been included within
2012/13 expenditure plans, including the costs of reinstating PCT contingencies at 0.5% of
recurrent resource limits.
Investment Proposals and Cost Pressures
Investments and cost pressures have been included in financial plans for all years. For 2012/13
this includes detailed expenditure plans in line with the 2012/13 Operating Plan.
QIPP Savings
Existing detailed QIPP savings plans have been reviewed by the CCGs with support from Cluster
teams. New QIPP schemes have been initiated and included in financial plans. In total QIPP
savings schemes across 2012/13 – 2014/15 total £40.425m, however schemes have been RAG
rated to deliver savings of £27.453m and it is this total that is assumed to be delivered within
financial plans. This is discussed in more detail in Section 9 below.

Other Allocations include;
Support for Joint Working between Health and Social Care
In 2012/13 NHS Lambeth is anticipating an allocation of £3.794m for joint working
between Health and Social Care, a reduction of £177k over the allocation in 2011/12.
The use of the funding is to be agreed between the Local Authority and NHS Lambeth
and will be transferred as a S256 agreement.
Substance Misuse
In 2012/13 NHS Lambeth is anticipating an allocation of £4.190m, a reduction of £66k
over its 2011/12 allocation in line with National Treatment Agency (NTA) national
redistribution of resources based on the number of individuals in effective treatment.
These services will be commissioned by the Local Authority from 2013/14. It is envisaged
that these will continue to be funded based on activity achievements.
Prison Health
NHS Lambeth is anticipating a total resource of £4.872m for 2012/13 for Prison Health
services and allocations of £293k for escorts and bedwatches, £531k for the Integrated
Drug Treatment System (IDTS), and £1.188m for Criminal Justice Service Drug Funding
(transferred from Ministry of Justice). Prison Health services are provided via a
consortium led by Care UK and including GSTFT Community Services and SLAM. It is
assumed that there are no further increases in funds over the strategic period although
future funding will be reviewed in light of the re-rolling of the prison from a Category B to
Category C during 2012/13. From 2013/14 these services will be commissioned by the
NHS Commissioning Board.
These non recurrent allocations are made to NHS Lambeth each financial year.
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Brought Forward Surpluses
Forecast surpluses for 2011/12 have been assumed to be carried forward into 2012/13. This
assumption has also been made for future years. The DH Operating Framework 2012/13 states
that there is an expectation that PCT originated surpluses will be made available to the relevant
local health systems in future years. The means of attribution of the surplus between successor
commissioning bodies could present a potential risk on future CCG funding.

8.

Expenditure Plans

NHS Lambeth has updated its Commissioning Strategy Plan investment forecasts in the light of:
Finalisation of the PCT’s 2012/13 Operating Plan
Updated financial assumptions from NHS London, in particular in relation to Payment by
Results (PbyR) tariff changes, inflation uplifts and efficiency assumptions in non-PbyR
areas of expenditure.
Revised activity demand forecasts based on modelling of activity trends and
demographic change
Revised QIPP and investment plans resulting from;
(i)

NHS Lambeth’s systematic process of prioritising its revised health goals and
supporting initiatives

(ii)

the refresh of our QIPP plans based on the experience of delivery to date, and

(iii)

our systematic process of identifying productivity and efficiency opportunities
and resulting proposals.

Collective PCT assumptions and planning on both a SE London sector and London-wide
basis.

Investment Proposals including baseline issues
Our Financial Plan includes funding for a series of investment proposals and baseline issues:

Operating Framework
This includes funding for additional Health Visitors to meet nationally defined targets and
the anticipated costs of new approved cancer drugs.
Primary and Community Services Premises Infrastructure
This is outlined below and is the additional cost of investing in new premises.
Tariff Related Funding
Funding has been identified to cover the cost of changes in the Market Forces Factor
(MFF applied) to acute tariffs, increases related to known tariff changes and to meet the
costs of tariff uplifts that are not in line with national average tariff increases.
CQUIN Payments
The December 2011 Operating Framework guidance increases CQUIN percentage
payments from 1.5% to 2.5%.
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2% Non Recurrent Investment Fund
The DH Operating Framework 2011/12 established the requirement for PCTs to identify 2%
recurrent funding to be invested non recurrent. The CSP and Operating Plans assume and
include use of this 2% Non Recurrent Investment Fund in full as an enabler for QIPP delivery and
to effectively manage the transition to the new commissioning environment with 1% being
specifically earmarked for this purpose. The ability of NHS Lambeth to access the 2% Non
Recurrent Investment fund is crucial to delivery of QIPP programmes and achievement of
underlying financial balance in 2012/13 and over the strategic period.
Access to the Fund is anticipated to include the following:
Acceleration of QIPP schemes
The costs of transition including contract terminations, redundancy costs, temporary
staffing capacity etc
Repayable mutual financial support of challenged PCTs

Investment in Enabling Strategies
Estates – Developing Primary and Community Services Premises Infrastructure
As part of our Strategic Services Development Plan (SSDP) in 2004/5 we published our
proposals for Neighbourhood Resource Centres (NRCs) based on local geographies and
covering the whole borough. We proposed NRCs to be the heart of local services networks
bringing together into closer integration GP and other family health services, community health
services, council services (including social care) and mental health and acute services where
possible.
NHS Lambeth has continued to follow this neighbourhood strategy to support the development of
primary care and enabling shift of resource and services from acute to primary and community
health services. In 2007 we opened Gracefield Gardens in Streatham including partnership with
the London Borough of Lambeth (LBL). In 2011 we secured financial close for the development
of Akerman Road in Brixton due to open in August 2012. Our Clapham One development in
partnership with LBL opened in March 2012 and the West Norwood NRC Development achieved
financial close in April 2012.
We continue to work with Kings and Guys’ & St Thomas to develop the future use of the St
Thomas’ and Kings sites. This first phase will be re-commissioning of urgent care centres which
will form part of A&E configuration on both sites.
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Reablement Funding
This was funded in addition to the cash uplift to PCTs and makes a further £1.1m
available to the Local Authority to meet the costs of supporting re-ablement services,
linked to hospital discharge. This is in addition to funding allocated in 2010/11 and
2011/12 of £0.442m, and £1.080m respectively.

NHS Lambeth’s planned premises investment priorities are as follows:
Existing revenue commitments
New premises, including those developed through LIFT programmes
Compliance with statutory regulations and Standards for Better Health.
Planned Preventative Maintenance
Investment requirements to meet service needs, as detailed in the Strategic
Service Development Plan
NHS-wide objectives, including refurbishment of GP premises and sustainability
priorities
A financial summary of the PCT’s planned capital investment programme is set out in Appendix
C.
Additional revenue commitments over the strategic period are as follows;
Primary Care and Community Infrastructure
Programme

2012/13

2013/14

Plan

Plan

2014/15
Plan

£'000s

£'000s

£'000s

PCT Premises
Clapham One (full year effect)
Akerman Road NRC
Norwood NRC (Norwood Hall)
Sub-total: PCT Premises

136

136

136

1,012

1,383

1,383

0

337

691

1,148

1,856

2,210

712

GP Premises
Crown Dale

0

0

141

141

141

1,113

1,581

1,581

0

221

454

Sub-total: GP Premises

1,254

1,944

2,888

CUMULATIVE RECURRENT INVESTMENT

2,402

3,799

5,098

ANNUAL RECURRENT INVESTMENT

2,402

1,397

1,298

Clapham One (full year effect)
Akerman Road NRC
Norwood NRC (Norwood Hall)

Information Management and Technology
NHS Lambeth, NHS Southwark and NHS Bromley are working with United Health on the
implementation of the Population Health Management and Clinical Checking Tool. This draws
information from the acute Secondary User Services and primary care to risk stratify the
population and identify those at risk of admission to hospital and support better case
management in primary and community services. This tool also enables practices to check
coding and raise queries with acute trusts on activity reporting.
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We have developed the usage of ADASTRA in emergency care through GP out of hours services
and will be reviewing IT systems and information across urgent care services. As 111 develops
we will be looking at appropriate systems to support single point of access to services. We have
rolled out the community RiO system across Lambeth and Southwark and are currently
upgrading the systems in partnership with GSTT. This will support the implementation of patients
based data for community services, improving data down to practice level. It will also enable us
to develop the PHMCC system to include data from community services refining the risk
stratification process.
In partnership with South Bank University we have developed the DataNet system which enables
GPs to review and collate clinical data and compare with peers in Lambeth. This has supported
public health research and heath inequalities work at practice level. We are seeking to further
develop this tool across Lambeth.
Lambeth is part of wider local and regional clinical networks, particularly Cardiac & Stroke and
Cancer. The networks are working on key outcome measures across the health system which
we will incorporate into contract and monitor as part of our performance management
frameworks. At local level we are developing pathway based information and finance on our key
priority areas of long terms conditions and elective care.
As part of work with the Integrated Care Programme (ICP) we are reviewing options for shared
patient care records across primary and secondary care, reviewing systems in place elsewhere
in the country and internationally. Another project workstream within the ICP is telecare and
telehealth looking at the opportunities for improving productivity through better use of patient
monitoring. This project is being undertaken jointly with London Boroughs of Lambeth &
Southwark.
Incentives
A range of incentives have supported NHS Lambeth to deliver key service objectives, these
include;
Promotion of national targets and national frameworks as best practice
Negotiating London wide and local CQUINs.
Use of practice based Local Enhanced Services with GP practices
National and local QoF frameworks with GP practices
Support, training and development opportunities for primary care contractors
Development of Practice and Locality incentives
Use of performance benchmarks
To bring about rapid, system wide transformation existing incentives need to be revised and new
incentives introduced including those that support collaborative working and co-production.
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The roll out of EMIS Web to GP practices is being undertaken to improve usage of primary care
systems and enable more comprehensive data extracting to support research and performance
management of general practice. Over the strategic period we will be driving and promoting the
use of Choose and Book to support better real time information on referrals and to support
patient choice of hospital treatment and use of alternatives to hospital. We are working with
practices to benchmark activity information within localities, across Lambeth and compared with
London. We have worked with United Health and KPMG partners to improve use of information
to support change in practice.

Building on learning from pilots and evaluations undertaken to date NHS Lambeth will work with
local providers, GPs and NHS London to develop new contracting currencies. This will include:
Unbundling tariff payments, to allow parts of care to be provided by community-based
organisations
Developing and piloting new local tariff payments
Commissioning specific services/care pathways for whole populations
Promotion of personalisation and choice
Practice – Level Commissioning
Practice Commissioning Budgets and expenditure reports are issued to practices monthly
throughout each financial year. Budgets are set in line with the annual Operating Plan and NHS
Lambeth start budgets, with the exception of those services specifically excluded from the scope
(such as specialist acute services and primary care contracts) which will be transferred to the
NHS Commissioning Board and Local Authority from 1st April 2013. Budgets for individual
practices are set based upon Department of Health guidance with regard to pace of change
policies to address the allocation of equitable resources across practices over time.
The XIOM reporting system is being used to report secondary care activity to practices to assist
with more timely monitoring. NHS Lambeth is working with the NHS SE London Cluster to
further develop the availability of timely and accurate practice specific activity, financial and
benchmarking information. Monthly practice level information packs are being sent out to
practices that include rates per 1000 for the top 12 specialties, emergency admissions and long
term conditions. Further development work is underway to include Mental Health and Community
activity in future packs.
NHS Lambeth has committed £380k as part of a practice incentive scheme that is used to
support practices in the development of clinical commissioning, to promote the use of Choose
and Book and participate on audits of variation. Localities are also funded to support
engagement through meetings, events and practice visits.
Innovation
Innovation will enable NHS Lambeth to create a greater capability to respond to the QIPP
challenges that lie ahead. To realise the potential of innovation the culture, capabilities and
processes need to be shaped, not only to create new ideas, but to ensure that when they are
proven, they are adopted sustainably and embedded. The identification of our Risk Appetite
together with robust governance processes including clear accountability supports the
embedding of innovation as an organisational norm.
Examples of our plans for innovation in service redesign include but are not limited to work in the
following areas; the Living Well Collaborative for mental health service redesign; development of
Diabetes services locally and our active participation with key local providers and NHS
Southwark in the Integrated Care Programme.
Organisational development
The LCCCB has delegated responsibility for all eligible commissioning budgets from 1st April
2012. A locality structure has been established which supports the decision making of the Board
and the engagement of constituent practices through a range of activities, meetings, practice
visits and communications. The LCCCB has agreed an Organisational Development programme
which will take the Board, and constituent practices, through to CCG authorisation during
2012/13 using London- wide and national development and learning resources. Lambeth is
working with partners in the South East London Cluster to ensure there is the capacity and
capability to commission a full range of healthcare services in line with the strategic priorities.
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Health and Wellbeing (and Lambeth First)
Lambeth has been designated as an Early Implementer Health and Wellbeing site and with local
partners we have the Health and Well Being Board (H&WBB) which has held a series of
workshops, facilitated by the Kings Fund, to discuss the priority areas for joint working. LCCCB
members are taking a leading and very active role in developing our health and wellbeing
arrangements in Lambeth. The H&WBB is developing the Joint Strategic Needs Assessment
(JSNA), a borough-wide Health and Well-being Strategy, and overseeing health improvement in
our local community. All partners are committed to ensuring that the work of the Board has
practical benefits for the people who live in Lambeth. Two further areas of importance have been
identified as enhancing the involvement of our communities and the role of Public Health. This
partnership is crucial to ensuring coherent commissioning going forward when significant
commissioning resource is to be transferred to the Local Authority on 1st April 2013.
Commissioning Partners
The development of commissioning is increasingly a collaborative approach with:
London Borough of Lambeth, through a shared Integrated Commissioning Team for
specific commissioned services including mental health and substance misuse, learning
disability, adults with physical disabilities, older adults, carers and children services
Other Clinical Commissioners; including Southwark through our joint Planned and
Unplanned Care programmes and more widely across the SE London Cluster and
Wandsworth for services at St George’s and in the south west of Lambeth
Clinical Networks through shared acute contract management and certain commissioning
support functions.
Commissioning Support Services
The South London Commissioning Support Service is being set up to support CCGs in the
provision of a range of support services including finance, acute contracting and performance,
health intelligence and communications. The CCG’s ability to act as an ‘intelligent customer’ is
crucial in order to provide effective and seamless support to clinical commissioners and ensure
that performance and financial control and delivery are maintained
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Partnership
We currently work as part of the NHS South East London Cluster of PCTs sharing good practice,
expertise and support services across the area. We have identified a range of key partners with
whom we have developed strong and supportive relationships, building on those effective and
strengthening partnerships that already exist in Lambeth. These are crucial to the delivery of the
CSP and the underlying financial plan.

9.

Quality, Innovation, Productivity and Prevention

Quality, Innovation, Productivity and Prevention (QIPP)
QIPP aims to ensure that the NHS delivers on quality and efficiency savings and minimises
waste. This will be achieved through a focus on Quality, Innovation, Productivity and Prevention
(QIPP). NHS Lambeth continues to recognise that, with an expectation of nil or minimal growth
for the NHS, the need to address growing service demand and the public’s rightful expectation of
improved quality of care, the local NHS needs to work in different ways to ensure we deliver the
highest quality care within available resources. In doing so we are using skills and techniques in
our commissioning to ensure successful planning and delivery, using benchmarking,
performance metrics and indicators, effective market management, and the promotion of
innovation in service redesign and transformation.
In continuing to embed QIPP in our commissioning approach NHS Lambeth is building on our
extensive value for money programme implemented in recent years. The PCT has continued to
address value for money (VFM) in all our commissioning activities, in particular through our
ongoing programmes, benchmarking, health impact analysis (HIA) and equality and equity
impact assessment (EEIA). The aim of such programmes of work continues to be to inform
service priorities and effective commissioning and ensure investment most effectively addresses
health improvement and reduces health inequalities. We also work with our partners to secure
efficiency and economy, through enhanced procurement and, where appropriate, approaches to
competition. We have a track record of successful market testing.
The approach to defining QIPP opportunities incorporated;
Comparison of Lambeth versus national and peer cluster benchmarks to identify areas of
potential opportunity. Benchmarking and the use of programme budgeting information
and outcomes data such as QALYS, NICE guidelines and technical appraisals.
Discussion of savings opportunities with commissioning teams to gain local perspective
on areas of potential
Review of case studies from other PCTs, international examples and supported by
specialist external experts, focusing on those areas of potential identified initiatives
Proposing a long-list of potential initiatives to achieve savings
Challenge, review, refine and prioritisation of initiatives in collaboration with clinical
commissioners. Prioritisation takes into account feasibility as well as size of potential
saving
In implementing the above process NHS Lambeth has looked across a range of approaches to
securing efficiency and productivity, combined with improvements to user experience;

Long Term Conditions and Case Management: Provide care proactively for people
outside of hospital to prevent use of hospital services. Maximise our use of the PHMCC
Risk Stratification Tool which has identified gaps in Long Term Condition (LTC)
management to be closed in order to reduce unplanned utilisation of hospital services.
Prevention: Reduce demand for healthcare services by addressing health behaviours to
reduce the risk of ill-health. e.g. through social marketing and by improving screening to
detect ill health at an earlier stage. This will also includes prevention through the effective
management of Long Term Conditions and initiatives to deliver reductions in childhood
obesity. This now includes alcohol which from 2012/13 has been identified as one of our
health goals.
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Reduced unit costs in the non acute sector: Eliminate unnecessary and costly service
overlaps (e.g. out-of-hours, extended hours, urgent care, A&E). Use of clinical evidence
(e.g. NICE guidelines and technology appraisals) to ensure providers deliver only
effective care. Continue to encourage the ongoing use of clinician-developed demand
management referral checklists. This also includes provider work to implement
productivity measures to increase patient facing contact time and minimise duplication.
Shift to Lower Cost Settings: Reduce unit price for those services that can be safely
and more cost effectively provided through a different pathway out of the hospital and
closer to home being implemented through the development of our neighbourhood
resource centres. Our work on pathways has been informed by the use of national
benchmarks for those services that can be safely and more cost effectively provided
through a different pathway. Pathway work includes the development of business cases
for local services and active involvement in the detailed pan-London sexual health tariff
work.

QIPP savings
NHS Lambeth QIPP initiatives have been largely centered across our delivery programmes
covering the full range of the NHS Lambeth commissioning portfolio identifying savings totaling
£27.5m over the strategic period as follows:

Planned Care
Unplanned Care
Mental Health
Primary Care and Prescribing
Corporate and Other
Total Full QIPP Savings
Risk Assessment
Total Risk Assessed QIPP

2012/13
£000s
7,096
2,254
4,026
7,407
2,100
22,883
(7,628)
15,256

2013/14
£000s
3,444
3,015
3,857
380
0
10,696
(3,134)
7,562

2014/15
£000s
2,394
2,672
1,500
280
0
6,846
(2,211)
4,635

Total
£000s
12,934
7,941
9,383
8,067
2,100
40,425
(12,972)
27,453

QIPP plans have been developed that if fully successful, will deliver more than the Operating
Plan requirements. This approach has been taken to increase the likelihood of delivering the
bottom line QIPP savings requirements, providing some flexibility for any shortfalls in terms of
implementation delays meaning only a part year effect saving is feasible, or issues related to
pace and scale of change required to deliver full targets. The extent to which any saving over and
above the QIPP targets are delivered will provide for greater flexibility for NHS Lambeth to
manage in-year other performance and financial pressures.
QIPP delivery is centred around our four programmes and the key objectives of these
programmes are outlined below.
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Decommissioning: Stop commissioning and providing low value added interventions.
This involves decommissioning of ‘inappropriate’ outpatient attendances using a number
of approaches including practice targets, tertiary referral audit and referral management.

Planned Care
To develop and deliver an outpatient strategy, which reduces the risk of premature mortality and
improve the quality of life by: sustaining the control of long term conditions (including HIV) and
preventing risk of acute events in people with long term conditions.
To deliver reductions in variation in outpatient attendances through working with practices
and localities
To redesign and recommission care pathways for elective and long term conditions
To improve the quality and effectiveness of care pathways across sexual health and HIV
provision
To develop and implement local networks including estate
Unplanned Care
To improve the quality of care for those with dementia and reduce the number of avoidable
hospital admissions and readmissions for frail older people.
To reduce the number of avoidable hospital admissions for conditions that can be
managed in the community
To develop a virtual hospital home service
To roll out the reablement programme
To review commissioning of intermediate care
To reduce the number of people dying in hospital who would prefer to die at home

As part of the Unplanned Care Programme, Lambeth is working closely with local partners in the
Lambeth and Southwark Integrated Care Programme (ICP), an initiative involving King’s Health
Partners, Social Care and NHS Southwark. The key objective of the ICP is to deliver increased
value and better health outcomes across the whole care system by:
Joining up care around people, across providers.
Identifying and managing people’s care needs better and intervening earlier.
Ensuring care is provided in the most appropriate setting, particularly at times of crisis.

Mental Health
To redesign mental health care pathways (severe mental illness) in order to improve patient
outcomes.
To develop and implement a new service offer targeting people with severe and enduring
mental illness. The aim of the Lambeth Living Well Collaborative is to use co-production
to develop a culture where people receiving services are at the heart of strategic direction
and decision making as well as planning their own recovery.
To develop and implement recovery focused care pathways for people with mental health
problems in contact with the Criminal Justice System
To implement Payment by Results and the self directed care programme
To develop an integrated approach to the delivery of therapy and counselling services for
people with anxiety and depression
To implement the national dementia strategy
To manage demand for Mental Health specialist services.
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Primary care:
Primary care QIPP savings include the implementation of the PMS Funding Review which has
sought to ensure fairness of resource allocation across practices, clearly defined and monitored
performance standards, improved and demonstrable value for money and better health
outcomes. The Enhanced Service review is being undertaken to ensure that provision is care
efficient and cost effective. Overall Primary Care QIPP focuses on eliminating unnecessary and
costly service overlaps, strengthening performance management and commissioning of primary
care services, improving patient access and reviewing care pathways with a focus on increasing
preventative work in primary care, reducing demand, and delivering efficiency and quality
improvements by transferring services to lower cost primary care settings.
Corporate and Other Services:
This includes implementing savings on running costs budgets and other centrally held resources.
Tariffs and other cash releasing efficiencies
Tariffs assume a significant level of cash releasing efficiency (4.0%) before the delivery of QIPP
initiatives. This strategy seeks to ensure that both sets of efficiencies are deliverable and that
there is no duplication of initiatives. It is assumed that efficiency requirements will be required
across all areas of commissioned expenditure.
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Staying Healthy
To improve health outcomes for Lambeth residents through the commissioning of systematic
health promotion and prevention services that have the effect of improving mortality rates,
reducing morbidity and reducing the prevalence of key risk factors.
To reduce health inequalities and improve health, identifying the need for interventions
that improve population health such as environment (physical activity) nutrition, etc and
linking these wider determinants to the delivery and management of preventable Long
Term Conditions
Tobacco control measures including increasing the numbers of people stopping smoking
Promotion of sensible drinking including ensuring all first contact health professionals
deliver brief intervention training and support work in A&E
Preventing infant mortality (e.g. screening, immunisation, maternal health, childhood
poverty strategy)
Integrated approach to addressing the needs in Early Years, including increasing
capacity and skills of Early Years workforce to ensure implementation of Healthy Child
Programme.
Adolescent health - early intervention and prevention. Approach to reduce risk-taking
behaviour: sexual health & teenage pregnancy, youth violence, substance misuse,
emotional & mental well being and obesity

10.

Comparative Investment 2010/11 - 2014/15

The table below shows the cumulative percentage increase in recurrent investment for total
across total NHS Lambeth expenditure.

Area of
Spend

Acute
Client Groups
Primary Care
Other*
Total

2010/11
recurrent
budget
£'000
288,077
155,959
96,054
31,888
571,978

Total
Total
Expenditure
Investment*
before
efficiencies
£'000
£'000
122,304
410,382
50,697
206,655
30,200
126,254
42,778
74,666
245,979
817,957

% change
Cash
before
releasing
savings
efficiencies
initiatives
%
£'000
42.5%
(60,486)
32.5%
(32,535)
31.4%
(5,342)
134.2%
(5,218)
43.0%
(103,581)

QIPP

Total
Savings

£'000
(26,509)
(10,191)
(12,610)
(900)
(50,211)

% total
savings

£'000
(86,995)
(42,727)
(17,952)
(6,118)
(153,791)

%
(21.2%)
(20.7%)
(14.2%)
(8.2%)
(18.8% )

% change
2014/15
in funding
Recurrent
2010/11 Budget
2014/15
£'000
%
323,386
12.3%
163,929
5.1%
108,302
12.8%
68,549
115.0%
664,166
16.1%

* Total investment includes inflation, CQUIN, population and incidence growth and strategic investment
* Other investment includes £12.3m 2% non recurrent funding identified recurrent in line with DH Operating Framework requirements

Chart 10.1 below shows how this cumulative change in investment is made up between
investment and savings initiatives:
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The shift of resources from acute to out of hospital services as envisaged in the 2009/10 to
2013/14 CSP has not taken place to the extent originally planned. This is primarily as a result of
the revision of the Healthcare for London (HfL) decommissioning and shift assumptions to reflect
the experience of delivery gained since the HfL strategy was produced and has resulted in a
downscaling of the original plans.
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NHS Lambeth’s strong performance in financial management and service delivery is underpinned
by active Board leadership, effective financial performance and risk management arrangements
and by our financial reporting systems.
Financial balance and the delivery of NHS Lambeth’s financial position is a core priority and a
statutory requirement for the SE London Cluster in its overarching role and more specifically for
NHS Lambeth. The LCCCB plays a vital role in this.
The financial position is reviewed regularly by the LCCCB and the Joint NHS SE London PCT
Boards. The delivery of QIPP, financial and contractual performance, across all areas of
commissioned activity is monitored and managed through individual programme boards and the
NHS Lambeth Operations Group. The NHS Lambeth Integrated Governance and Performance
Report provides detail on all aspects of performance and is reviewed at the Operations Group
and LCCCB. CCG and Provider performance will be monitoring under the new SE London
integrated governance arrangements.
In January 2012 the SE London Joint PCT Boards agreed an approach for the transition of
current Cluster Governance to a revised governance model to enable local Clinical
Commissioning Committees (LCCCs) to exercise delegated approaches to quality, performance
and finance during 2012/13 as part of preparing for statutory establishment following
authorisation from 1st April 2013. The LSL-wide Integrated Governance Committee is
responsible for:
Shadow CCG assurance of CCG development, finance, performance, quality and safety
and delivery
Provider assurance for finance, performance, quality and safety and delivery
To review quality and safety and financial reporting for Primary Care, Prison Health and
Specialist Services ahead of the transfer of these services to the National Commissioning
Board.
The Joint Audit Committee will continue to operate across the six PCTs during the period of
transition but arrangements are being put in place to ensure close embedding of the internal and
external audit programmes at an LCCCB level. The Audit Committee will review the controls and
assurances in place to assure delivery of the organisation’s objectives.
The Audit Committee will be a CCG level committee with effect from 1st April 2013. The
Integrated Governance Committee will continue to be LSL wide.
The overall CCG performance framework is based on the following:
Programmes and programme governance
Contract monitoring
Winter/surge planning
Financial contingency/recovery planning
Operational Group review
Integrated Governance and Performance Report (including the Board Assurance
Framework (BAF) and Risk Registers (RR)).
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11. Ensuring Financial Performance and Delivery

In 2010/11 NHS Lambeth established programme management arrangements to provide
assurance on the delivery of QIPP and these arrangements continue to be reviewed to ensure
that they meet the needs of the emerging Clinical Commissioning organisation. All clinical QIPP
plans are linked to programmes. QIPP implementation plans set out clear process and
milestones for monitoring progress in delivery. We address performance standard delivery risk
through specific action plans as required within programmes.
These implementation plans are reviewed monthly through programme boards, the internal NHS
Lambeth Operations Group and by LCCCB through the Integrated Governance and Performance
Report. Programme risk assessments are updated to reflect actual performance and recovery
plans or revised processes to deliver savings are put in place. Each programme will have its own
risk register and will review risks on a monthly basis, escalating risk where appropriate to the
LCCCB. Clinical commissioners are members of each programme board. Planned and
unplanned care programmes are managed jointly with Southwark CCG. The programme board
membership includes key local partners such as the London Borough of Lambeth and provider
trusts.
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Key financial risks to delivery of the aims of the Commissioning Strategy Plan and MTFS are
identified as follows:
Resource assumptions are over optimistic
Changing financial framework and provider incentives (tariffs, extending PbyR etc)
Demand for services increases above plan
Inability to deliver the right level of QIPP savings
Impact of changing economic climate on funding levels of partners
Insufficient resources to support transition and enable change, including availability of
capital
Key Uncertainties in the Medium Term Financial Strategy
The resource assumptions within this updated Medium Term Financial Strategy are the same as
contained within the NHS Lambeth Commissioning Strategy Plan. There are a
number of important areas which may significantly affect the PCT’s future resource availability
and investment plans. These are outlined below:
Revenue allocations from 2013/14 onwards
PCT cash uplifts for 2012/13 were announced in December 2011. The abolition of PCTs
from 1st April 2013 and the disaggregation of existing allocations to reflect changes in
commissioning arrangements, transferring budgets to the NHS Commissioning Board and
the Local Authority places considerable uncertainty on future allocations. From 2013/14
onwards the NHS Commissioning Board (NCB) is responsible for the allocation of
resources to clinical commissioning groups (CCGs), while DH will make grants to Local
Authorities for their public health responsibilities. Actual allocations to CCGs and Local
Authorities for 2013/14 will be made in late 2012. Work is currently being undertaken to
identify existing baselines for CCGs/NCB and Public Health to form the basis of the
allocation process and a submission to DH is required by 23rd July 2012 The fact that this
work is still underway increases the uncertainty over allocations for 2013/14 onwards and
our ability to plan for significant changes in the levels of resources.
Tariffs, Inflation Uplifts and Efficiency Requirements
It is anticipated that mental health, acute and community services will receive a net tariff
deflator of -1.8% in 2012/13 and -1.8% per annum thereafter, including a built in 4%
efficiency. This remains subject to confirmation each year, in line with national tariff
uplifts, which are set by the Department of Health. The NHS will be expected to deliver
QIPP savings over and above tariff efficiency requirements.
QIPP Delivery
In the context of increasing uncertainty and risk, our ability to develop and deliver
sustainable QIPP is crucial. Clearly this task becomes more challenging as we continue
to deliver significant change across our commissioning portfolio where opportunities
potentially reduce or become more complex to achieve. We therefore need to work
innovatively and in collaboration with commissioning partners to increase our scope for
driving change, focusing on the medium to long-term.
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12. Financial Risks and Financial Risk Management

Weighted Capitation
NHS Lambeth is deemed to be over its weighted capitation target by 8.0%. (£45m) on the
basis of 2011/12 allocations, as shown in the table below. In previous years this meant
that we received below average growth to bring the PCT closer to its fair share allocation.
In 2012/13, however all PCTs received an allocation of 2.8% irrespective of their weighted
capitation position.
Chart 12.1 : 2011/12 Closing distance from Target across London PCTs
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Review of the weighted capitation formulae and the potential to replace the existing
allocation formula as part the determination of the allocation of resources to CCGs, the
National Commissioning Board and the Local Authority will have a direct impact on the
level of growth funds.
The Advisory Committee on Resource Allocation (ACRA), have recently issued
recommendations on the allocation of public health resources to the local authority based
on the standardised mortality ratio (SMR) for those aged under 75 years as compared to
the national average. Further work is required to consider the impact of such factors as
age, non-resident populations and changes to ONS populations.
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Section 11 above sets out our mechanisms for financial delivery embedded as part of NHS
Lambeth’s overall programme and performance management arrangements for our Strategic
Plan.
Process for managing financial risk in year
As part of developing our annual Operating Plan, the probability and impact of financial risks are
assessed in order to inform contingency approaches and mitigating actions in advance of the
start of each financial year. This is agreed with the NHS Lambeth Board as part of signing off the
annual Operating Plan service and financial frameworks.
A more detailed assessment is undertaken at the end of the first quarter to determine the extent
to which recovery plans will need to be implemented. In the event that over performance exceeds
the levels assessed in NHS Lambeth’s most likely scenario and there is a high risk of nondelivery of financial control totals, NHS Lambeth will look to implement a range of recovery plans
which including the following:
Seeking to effectively manage expenditure in overspending areas back in line with budget
where possible working with partners
Maximise use of the 2% Non Recurrent Investment Fund
Consideration of the acceleration of QIPP plans
Enhanced claims management and activity validation for acute services
Ensure delivery of the impact of changes in funding identified through the Operating
Framework, e.g. use of best use of social care and reablement funding to deliver service
change and manage risk across organisational boundaries.
Withholding any fortuitious savings identified so as not to enter into any new unplanned
commitments.
Review of the potential to delay or reallocate planned investment which has not
commenced and to freeze any new commitments
Agreement, with partners, of mitigating actions, recovery measures and demand
management plans to reduce projected over performance.
A review of all available resources and flexibilities across all budgets, including NHS
Lambeth’s planned surplus for 2012/13.
The financial and performance assessment and the recovery plans will be considered by the
Operations Group and recommendations for action over the rest of the financial year will be
made to the CCG for approval. This is agreed with the NHS Lambeth CCG Board as part of
signing off annual Operating Plan service and financial frameworks.
Within our Financial Plan contingency reserves have been set aside to address financial risks in
line with best practice. NHS Lambeth CCG has a recurrent contingency reserve of at least
£3.3m from 2012/13 onwards as set out at Table 12.1 below. It is planned to be used on a nonrecurrent basis each year and be available the following year. NHS Lambeth is also planning to
deliver 1% surpluses of each year in line with the requirements of the DH Operating Framework.
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Financial Risk Management

Table 12.1: Planned surplus and contingencies

Annual Surplus
% of recurrent budget
Annual Contingency
% of recurrent budget

2012/13

2013/14

2014/15

£'000

£'000

£'000

7,000

7,000

7,000

1.10%

1.10%

1.10%

3,300

4,300

4,300

0.50%

0.70%

0.70%
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NHS Lambeth has effective financial management arrangements in place. Financial controls are
overseen by the Audit Committee supported by our comprensive and risked based internal and
external audit plans. We have assurance from external audit of the quality of our financial
management arrangements and financial controls and through the achievement of NHS London
key financial risk rating performance metrics.
Financial Management in NHS Lambeth is delivered and assured through our:
Financial reporting arrangements
Budgetary control procedures
Budget holder guidance and training
Scheme of delegation
Cash Management Strategy
System controls and procedures
External Audit Plans
Internal Audit Strategy and Annual Plan
Counter Fraud Strategy and Annual Counter Fraud Plan
Financial risk assessments and Risk Register incorporated into the overall Board
Assurance Framework

Cash Management Strategy Cash Position of the PCT
NHS Lambeth has delivered against its statutory cash limit targets in all years of operation and
has had an effective Cash Management Strategy in place for some years which is underpinned
by effective financial controls and monitoring. Our Cash Management Strategy is included at
Appendix E.
The monitoring of cash management was tightened by NHS London and DH from 2009/10 as
follows:
PCTs have a cash balance target of under £50k across all their bank accounts at the end
of the year;
PCTs have a cash balance target of under £250k across all their bank accounts at the
end of each month;
PCTs are required to accurately forecast cash requirements and submit one main draw
down requests ahead of each month.
NHS Lambeth has achieved its year-end cash target in every year of operation. NHS Lambeth
has also achieved its in-year month end cash balance targets.

Debt Management
NHS Lambeth takes a proactive approach in managing its debts. The function of initial debt
monitoring and debt chasing is managed by the Shared Business Service (SBS). NHS Lambeth
receives monthly aged debt reports from SBS, as well as commentary of all communications with
SBS on an invoice by invoice basis. An electronic framework is in place where SBS raise queries
on invoices with the relevant NHS Lambeth finance person through Oracle.
A monthly review is held between the NHS Lambeth and SBS to ensure relevant issues are
addressed. Where legal action is agreed to be necessary, the cases are passed to CCI for legal
action. The position on outstanding debtors is reported to each meeting of the Audit Committee
and the Board.
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13. Financial Management

A quarterly agreement of NHS debtor balances is carried out in line within the DH timetable. NHS
Lambeth uses this exercise to seek assurance of the collectability of its debts and takes
immediate action where any issues are identified during this exercise.

Estates - Developing Primary Care & Community Services Premises Infrastructure
The ownership of the PCT's estate currently remains with NHS Lambeth. From 1st April 2013 it is
currently planned, subject to a Due Diligence process, that seven Lambeth PCT premises will
transfer to GSTT. These are premises where GSTT Community Services are the majority
occupier, based on Department of Health guidance issued in 2011. It is intended that the
remainder of the estate will transfer to NHS Property Services (PropCo). An exception to this
may be for schemes developed and owned by LIFTCo, where further guidance is still awaited.
The Estates Team which is now based within NHS South East London, working with NHS
Lambeth, is responsible for ensuring that all the data and information, and legal agreements
including leases, are gathered and in place to enable the transfer to take place on the 1st April
2012. The Estates Team are also responsible for managing the Capital Programme for 12/13,
and for contract monitoring the SLA that exists with GSTT/FMS for the day to day management
and operation of NHS Lambeth buildings.
Creditors Management
Invoices are paid through electronic scanning of all invoices received at SBS. Invoices are
scanned to individual budget holders’ oracle boxes for electronic authorisation and payment.
NHS Lambeth reviews the level of invoices held across the organisation on a daily basis. The
daily reports on invoices awaiting authorisation are circulated by SBS and the Finance
department monitors performance against this.
A quarterly agreement of creditors is carried out in line with DH timetable. The PCT uses this
exercise to establish the level of risk arising out of disputed creditors and takes immediate action
to resolve any disputes. In line with the national cash management strategy, NHS Lambeth aims
to pay outstanding creditors, which are not disputed. within 30 days of being invoiced.
Performance against the 30 day target is reported to each Board and Audit Committee meeting.
Performance against the ‘Better Payment Practice Code’ is around 93% which means that the
PCT pays 93% of all invoices within 30 days. This reflects a significant improvement of over the
last two years. The PCT continues to review processes underlying invoice payments with a view
to further improve its performance against this target.

NHS Lambeth has controls in place to ensure the appropriate authorisation of invoices and that
no duplicate payments are made. These range from oracle system controls, for example to
prevent duplicate invoices being logged to the scheme of delegation with appropriate levels of
authority across the organisation. There are strict control procedures in place for the setting up of
authorised signatories. The authorisation limits and access rights are reviewed on a monthly
basis to provide assurance of integrity as well as to remain up to date for staff changes.
The PCT also engages an independent organisation to review all payments made each year with
a view to identify any duplicate payments and recovery action is taken. The level of duplicate
payments over the last few years has been found to be minimal.
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Balance Sheet
NHS Lambeth’s forecast balance sheet for 2012/13 is set out in Appendix D. International
Financial Reporting Standards (IFRS) are accounting standards issued by the International
Accounting Standards Board (IASB). The Chancellor's 2007 Budget announced that the accounts
of central government departments and entities in the wider public sector will be produced using
IFRS, as interpreted for the public sector in the IFRS-based Financial Reporting Manual (FReM).
As a result, IFRS was implemented across the NHS from 2009/10 and is now fully embedded in
the financial reporting framework.
Financial System Performance Indicators
NHS Lambeth regularly monitors the performance of its shared service provider SBS. A monthly
performance report is received from SBS which highlights areas of SBS performance as well as
client performance across a range of areas. The contract with SBS is managed through the NHS
SE London Cluster who meet regularly with the SBS client manager to discuss areas of concern
and identify measures to make improvements.
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Claims Management
NHS Lambeth continues to routinely check patient level data (GP attribution) to ensure it pays
only for activity from its commissioned population. This work is carried out by NHS South East
London on behalf of local CCGs via an automated challenge process with acute providers; this
covers a number of challenges in addition to GP misattribution. A joint programme across
Lambeth and Southwark has also been established with United Health to implement a webbased system at practice level to enable primary care clinicians and practice managers to view
and challenge acute invoices that are not covered under the automatic challenge process. Areas
of particular focus have been on high value spells and excess bed days and these areas will
continue to be a focus during 2012/13. The process and areas of focus are continually reviewed
to ensure that we achieve the greatest benefit from time invested by primary care clinicians and
managers.

14. Approvals
This document sets out for Lambeth CCC Board approval the revised Medium Term Financial
Strategy 2012, in support of the Commissioning Strategy Plan, 2012/13 to 2014/15.
The LCCC Board is asked to:
Approve NHS Lambeth’s updated Medium Term Financial Strategy 2012/13 – 2014/15,
including investment in initiatives to deliver health goals and QIPP proposals
Note the uncertainties in the financial assumptions in the strategy and arrangements for
financial performance and risk management
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2011/12 Closing Recurrent Budget
Full year effect of 2011/12 outturn

Acute

Client
Groups &
Community

Primary
Care

Corporate
Budgets

Other
Budgets
and
Reserves

Total

£'000

£'000

£'000

£'000

£'000

£'000

312,490

168,945

95,907

12,969

23,226

613,536

9,154

1,657

5,019

0

1,235

17,065

Net Generic Uplifts
Tariff and generic uplifts

7,076

3,708

1,009

324

662

12,781

(12,866)

(6,743)

0

0

(662)

(20,271)

(5,790)

(3,034)

1,009

324

0

(7,490)

demographic Growth

1,706

894

550

0

0

3,150

Non-demographic growth

5,267

596

979

0

0

6,841

Total Population & Incidence Growth

6,972

1,490

1,529

0

0

9,991

5,056

3,604

1,690

0

3,601

13,951

(5,251)

(3,998)

(5,107)

(500)

(400)

(15,256)

322,633

168,663

100,048

12,793

27,661

631,798

5,945

20,800

19,696

111

5,647

52,199

328,578

189,463

119,744

12,904

33,308

683,997

Efficiency with Tariff
Net Tariff/ Generic Uplift
Population & Incidence Growth

2012/13 Investment Proposals and cost pressures
QIPP Savings Initiatives
2012/13 Recurrent Resource Limit
Non Recurrent Resource Limit
Total Resource Limit
Income
Total Start Budget 2011/12

2,085

1,685

3,900

8,208

0

15,878

330,663

191,148

123,644

21,112

33,308

699,875
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Appendix A
NHS Lambeth Start Budgets 2012/13

Uplift Assumptions by area of commissioned expenditure

Acute

Client
Groups

Primary
Care

Appendix B

Corporate
Budgets

Other
Budgets
and
Reserves

Total

2012/13
Recurrent uplift
Demographic Growth
Non-demographic growth
Total population & incidence growth
Prescribing growth
Tariff/ Inflation Uplift
Tariff efficiency assumption/ Price Efficiency applied

0.54%
1.67%
2.21%

0.54%
0.36%
0.90%

2.20%
(4.00%)

2.20%
(4.00%)

0.54%
0.96%
1.50%
5.00%
1.00%
0.00%

0.00%
0.00%
0.00%

0.00%
0.00%
0.00%

2.80%
0.51%
1.10%
1.60%

2.50%
0.00%

2.50%
(2.50%)

2.03%
(3.21%)

0.00%
0.00%
0.00%

0.00%
0.00%
0.00%

2.42%
0.50%
1.10%
1.61%

2.50%

2.50%
(2.50%)

2.27%
(3.24%)

0.00%
0.00%
0.00%

0.00%
0.00%
0.00%

2.64%
0.50%
1.10%
1.60%

2.50%

2.50%
(2.50%)

2.26%
(3.22%)

2013/14
Recurrent uplift
Demographic Growth
Non-demographic growth
Total population & incidence growth
Prescribing growth
Tariff/ Inflation Uplift
Tariff efficiency assumption/ Price Efficiency applied

0.54%
1.67%
2.21%

0.54%
0.36%
0.90%

2.50%
(4.00%)

2.50%
(4.00%)

0.54%
0.96%
1.50%
5.00%
1.00%
0.00%
2014/15

Recurrent uplift
Demographic Growth
Non-demographic growth
Total population & incidence growth
Prescribing growth
Tariff/ Inflation Uplift
Tariff efficiency assumption/ Price Efficiency applied

0.54%
1.67%
2.21%

0.54%
0.36%
0.90%

2.50%
(4.00%)

2.50%
(4.00%)

0.54%
0.96%
1.50%
5.00%
1.00%
0.00%
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Year
Sources of Funds
CRL Requires for LIFT IFRS
Capital Schemes
Total Capital Schemes
Applications
Techincal Accounting Requirements IFRS
Akerman LIFT IFRS CRL requirement
Norwood LIFT IFRS CRL requirement
Sub Total: Techincal Accounting Requirements IFRS
Premises Development:
Backlog Maintenance
Practice Improvement Grants
Ambleside Avenue - LD property transfer
Akerman LIFT Equipment
Norwood LIFT Equipment
Sub Total: Premises Development
ICT Hardware:
Primary Care IT Hardware Replacement
Data Centre and Network Strategy
EMIS Web/SCR/EPS
Akerman LIFT ICT
Norwood LIFT ICT
Sub Total: ICT Hardware
Total Capital Expenditure

Appendix C

2012/13
£000s
19,382
3,501
22,883

2013/14
£000s
9,004
2,269
11,273

2014/15
£000s
0
550
550

£000s

£000s

£000s

9,004
9,004

0

19,382
19,382

715
500
650
400
2,265

690
400

150
1,240

250
500
136
350
1,236
22,883

250
500
29
250
1,029
11,273
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300

300

250

250
550
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Summary Capital Expenditure Plan 2012/13 – 2014/15

Forecast Balance Sheet 2012/13

Statement of Financial Position
NON-CURRENT ASSETS:
Property, Plant and Equipment
Intangible Assets
Other Financial Assets
Trade and Other Receivables
TOTAL Non Current Assets
CURRENT ASSETS:
Inventories
Trade and Other Receivables
Other Financial Assets
Other Current Assets
Cash and Cash Equivalents
Sub Total Current Assets
Non-Current Assets Held For Sale
TOTAL Current Assets
TOTAL ASSETS
CURRENT LIABILITIES
Trade and Other Payables
Other Liabilities
Provisions
Borrowings
Other Financial Liabilities
Total Current Liabilities
NET CURRENT ASSETS/(LIABILITIES)
TOTAL ASSETS LESS CURRENT LIABILITIES
NON-CURRENT LIABILITIES:
Trade and Other Payables
Other Liabilities
Provisions
Borrowings
Other Financial Liabilities
Total Non-Current Liabilities
ASSETS LESS LIABILITIES (Total Assets Employed)
TAXPAYERS EQUITY
General Fund
Revaluation Reserve
Other Reserves
Total
Cash held in Government Banking Service account

Appendix D

Opening Balance Forecast Closing
01/04/12
Balance 31/03/13
£000s
£000s
50,000

50,000

726

726

50,726

50,726

22,000

22,000

10
22,010

20
22,020

22,010
72,736

22,020
72,746

(48,000)

(47,099)

(400)
(50)

(640)
(50)

(48,450)
(26,440)
24,286

(47,789)
(25,769)
24,957

(800)
(17,000)

(160)
(17,000)

(17,800)

(17,160)

6,486

7,797

(5,514)
12,000

(4,203)
12,000

6,486

7,797

10

20
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1. Lambeth PCT’s Cash Management Strategy was approved at the July 2006 Board
meeting. The implementation of the Cash Management Strategy is based on:
Continued delivery of income and expenditure balance.
Production of accurate detailed cash flow forecasts.
Achievement of Creditor Payment Targets.
Income Collection and Debtors management.
2. The objectives of our Cash Management Strategy are to:
Ensure the production and regular updating of the PCT’s cash plan, and that the plan
is based on robust and accurate information on the value and timing of receipts and
payments.
Ensure that the PCT’s Cash Limit is met and to minimise remaining year end cash
balances to within Department of Health targets (£50K).
Ensure monthly cash drawings are managed to minimise month end balances (under
£250K).
Ensure income due to the PCT is collected efficiently and outstanding debtors are
minimized, avoiding the need for bad debts to be written off.
Ensure creditors are paid efficiently and on time so that the Better Payment Practice
Code (BPPC) can be met and outstanding creditor balances are, wherever possible,
minimised.
Support cash management across the broader NHS by ensuring payments to NHS
Trusts and PCTs are managed effectively.
3. This Cash Management Strategy is supported by:

3.1

Production of detailed cash flow forecasts.
Effective cash flow management requires an understanding of the amount and
phasing of the PCT’s receipts and payments over a financial year so that these
can be built into an accurate cash flow forecast. This requires ongoing
communication with budget holders and external NHS and non-NHS bodies.
This forecast includes key payments such as NHS contracts, payments to the
Local Authority and primary care, payroll, tax and national insurance payments,
and receipts such as miscellaneous income from NHS Bodies, Central
Government, patient charges etc. Close monitoring enables the PCT to draw
down an appropriate level of cash from the Department of Health each month and
minimises month end cash balances, as well as ensuring that the PCT achieves
its statutory target of remaining within its cash limit at 31st March for each financial
year.
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Appendix E
NHS Lambeth Cash Management Strategy

3.2

Achievement of Creditor Payment Targets.
The achievement of the Better Payment Practice Code (BPPC) target for both
NHS and non-NHS creditors is an important part of the PCT’s cash management
strategy. NHS Lambeth is working through the NHS SE London and own finance
teams with budget holders and SBS to improve performance by ensure the
following:
all invoices are promptly coded and approved by authorised signatories
immediate action is take where necessary to resolve invoice disputes
that work continues to be undertaken to develop purchase order
management across the organisation so that invoices and goods received
notes can be matched at source to enable prompt payment of invoices.
The PCT is required to report its performance against this target on a monthly
basis. Careful monitoring is needed to ensure the PCT’s cash plan accurately
reflects the timing of creditor payments and the PCT’s ability to meet the BPPC
targets is not compromised. Cash availability has not been a material factor in
relation to BPPC performance to date.

3.3

Income Collection and Debtors management.
The PCT receives significant sums of miscellaneous income each year from a
variety of NHS and Non NHS sources, including that related to its hosting of
organizations such as the NHS SE London Cluster. Close work between the PCT,
the finance team and local budget holders is required to ensure:
that invoices for all known income are raised promptly and in the case of
NHS invoices are in accordance with DH timescales.
that invoices raised are appropriately evidenced to minimise debt collection
issues.
that all outstanding debtors are robustly pursued at the earliest opportunity.
Follow up action is taken on debtor reports as part of a review monthly
process.
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LCCCB Board Report

Date 4th July 2012

Report author:
Presented by:

Helen Charlesworth-May
Dr Walsh
Dr Mitra
Susan Field
direct line: 0203 049 4315
susan.field@lambethpct.nhs.
uk

Queries to:

Relevant background papers:

Feedback from the Integrated Primary Care Talking
Therapies Stakeholder Consultation

Also considered at:

What are the headline messages to
consider from this paper?

Award of Contract – Integrated Talking Therapies
This paper sets out the proposal to award a contract
for an integrated talking therapies contract following a
restricted tender process.
The Service shall be available to people in Lambeth
and HMP Brixton. As per national guidance,
employment advice will also be provided within the
Service.
The Service will deliver a wide range of psychological
treatments to adults, including younger adults who
satisfy specified eligibility criteria, with a suspected or
diagnosed severe or common mental disorder or who
are experiencing psychological distress.
The Service will also offer talking therapies to
individuals with psychological distress caused by
difficulty in adjusting to: life events including illnesses;
disability; or loss; relationship issues; issues from
earlier life; the need to feel in control; or difficulties
with changes in their circumstances.
The main criteria for entry into the Service will,
however, be a user’s ability to benefit. This will be
assessed clinically by qualified practitioners via a
triage assessment.
The proposed model will deliver the following outcomes
more equitable access to talking therapy services
across Lambeth
increased levels of service provision in total
employment support extending to all service users
an increase in outreach services to people with longterm conditions and substance misuse. Services will
also be provided to groups for particular health
conditions including diabetes, those with medically
unexplained symptoms, people with chronic pain, and
to older people.

Enc H - Integrated Talking Therapies

Title:

The new service model will ensure the provision of a fully
integrated talking therapy service across the primary,
community and voluntary sector, enabling multiple entry
routes with one assessment process and with services
operated from a wider choice of venues than is currently
available. Commissioners require that the initial assessment
is carried out by a suitably qualified clinician. There will be
opportunities for service users to move between different
elements of the service without the need for re-assessment.

Recommendation:

The Board is asked:
To approve the award of a three year contract for
an integrated talking therapies services to a
consortium led by South London and Maudsley
NHS Foundation Trust, following a restricted
tender process.

Are there resource implications for
revenue, capital, staffing?

The annual cost of this contract will be up to a maximum of
£3,042,157.The contract will be subject to NHS inflation/deflation
tariffs. The three year financial cost of the contract is therefore a
maximum of £9,126,471, and the five year value is up to a
maximum of £15,210,785.

Does this require an equality
impact assessment (EIA)?

An Equalities Impact Assessment has been carried out in
October 2009 prior to considering how best to commission
this service. The EIA was updated in October 2011 and
tested and modified following a public meeting in March
2012. Details are set out in section 6 of this report.

Will the proposals reduce health
inequalities?

The primary benefit of the change in service will be to
ensure more equitable access to talking therapies in
Lambeth.

What has been the scope of PPI in
this work?

Consultation took three forms:
The general co-production engagement approach led
by the Living Well Collaborative. Key principles were
then embedded within the service specification
Suggestions and feedback from focus groups and
ongoing user and stakeholder engagement; and
Through a specific outcome based consultation which
was carried out between 11th October 2011 and 11th
November 2011.

Have clinicians been engaged in
this work?

The tender panel was chaired by Dr Mark Smith, the
nominated delegated clinician for the LCCCB mental health
lead clinicians.

What are the key risks to delivery of The key risks are:
this work.
loss of experienced and valued staff
Are there plans in place to address
failure to meet agreed outcomes; and
risks?
difficulties with contract mobilisation.
Mitigation plans are in place to manage each of these risks.
Legal advice in respect of the tendering process,
consultation process and TUPE arrangements has been
sought and complied with.
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Are there legal issues to consider?

Report authorised by: Helen Charlesworth May: Director of Commissioning
Report Prepared and Submitted by: Sue Field, Joint Mental Health Commissioner
Mental Health Clinical Leads

Lead Dr Raj Mitra, Dr Ray Walsh, Dr Adrian McLachlan

1. Executive Summary

The Service will be available to people in Lambeth and HMP Brixton. As per national guidance,
employment advice will also be provided within the service.
The Service will deliver a wide range of psychological treatments to adults, including younger
adults who satisfy specified eligibility criteria, with a suspected or diagnosed severe or common
mental disorder or who are experiencing psychological distress.
This will include
people who meet ICD-10 diagnostic criteria for mild to severe depression;
people with the following anxiety disorders: panic disorder; agoraphobia; generalised
anxiety disorder; social phobia; post-traumatic stress disorder; obsessive-compulsive
disorder; specific phobias and health anxiety and somatisation; and
people who have a history of, or are expressing, ideas of self harm or self poisoning,
who are willing to engage in psychological therapy, either as an individual, on a group
basis, or in the form of guided self help.
The Service will also offer talking therapies to individuals with psychological distress caused by
difficulty in adjusting to: life events e.g. illnesses; disability; or loss; relationship issues; issues
from earlier life; the need to feel in control; or difficulties with changes in their circumstances.
The main criteria for entry into the service will however, be a user’s ability to benefit. This will be
assessed clinically by qualified practitioners via a triage assessment.
SLAM proposes to deliver the Service with the following sub-contracted organisations:
-

-

The Awareness Centre, a centre for counselling and psychotherapy based in Clapham;
Waterloo Community Counselling Service (WCC) which provides psychodynamic
counselling and psychotherapy services to multi ethnic groups;
The Tavistock and Portman NHS Foundation Trust which provides The Big White Wall,
an online early intervention peer support service for people in psychological distress.
This service will be offered to people whilst waiting for therapy;
Status Employment, which provides an employment service to people across the
Service who are either out of work or in work and are struggling or on sick leave; and
Fanon – a black and minority ethnic service which promotes health care services to local
communities.
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This report requests approval for the recommendation to award a three-year contract to a
consortium led by The South London and Maudsley NHS Foundation Trust (SLAM) to provide
an integrated Primary Care Talking Therapy Service (the “Service”) following a restricted tender
process.

Psychological Wellbeing Practitioners, previously employed by Guy’s and St Thomas’ NHS
Foundation Trust, will transfer their employment to SLAM. Neighbourhood counselling staff,
subject to TUPE, will be transferred to the employment of the Awareness Centre, with SLAM
accepting liability on behalf of their sub-contractor for any liability relating to their TUPE status
that may arise. These staff will then supervise approximately 70 honorariums (counsellors in
year two and three of their training).
1.1 Benefits
The proposed model will deliver the following outcomes
more equitable access to talking therapy services across Lambeth
increased levels of service provision in total
employment support extending to all service users
an increase in outreach services to people with long-term conditions and substance
misuse. Services will also be provided to groups for particular health conditions including
diabetes, those with medically unexplained symptoms, people with chronic pain, and to
older people.
The new service model will ensure the provision of a fully integrated talking therapy service
across the primary and community and voluntary sector, enabling multiple entry routes with one
assessment process with services operated from a wider choice of venues than is currently
available. Commissioners require that the initial assessment is carried out by a suitably qualified
clinician There will be opportunities for service users to move between different elements of the
service without the need for re-assessment.
The approach adopted will seek to ensure the benefits of collaborative working are realised,
with a greater role for peer supporters, working with social inclusion activities such as timebanking, in accordance with the principles of co-production as promoted by the Living Well
Collaborative.
The proposals will support improved collection of information to support quality assurance and
the monitoring of outcomes.
The proposed service model will result in significant improvements in service provision and at a
lower cost. A fuller description can be seen in Section 2.6.

2. Summary of Financial Implications
This report requests the approval of the recommendation to award a 3-year contract with an
option to extend for a further two years, to the South London and Maudsley NHS Foundation
Trust for the provision of a Primary Care Integrated Talking Therapy Service. The contract will
start on 1st November 2012 and continue until 31st October 2015. The annual cost of this
contract will be up to a maximum of £3,042,157.The contract will be subject to NHS
inflation/deflation tariffs. The three year financial cost of the contract is therefore a maximum of
£9,126,471, and the five year value is up to a maximum of £15,210,785.
Appendix 1
Feedback from the Integrated Primary Care Talking Therapy Stakeholder Consultation.
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1.0. Background
1.1

Population need
In Lambeth, it is estimated that between 30,000 and 53,000 people aged between 16 – 74
years, are experiencing some symptoms of common mental illness (including anxiety and
depression). At least 1,000 people over the age of 74 are estimated to experience similar
symptoms. Approximately, half of them (7.5%) i.e. between 15,500 and 27,000 people,
might benefit from some treatment, such as talking therapy or medication.
Policy background
On 10th October 2007, the Secretary of State for Health announced plans to build a new
system of NICE recommended, local Psychological Therapy Services in every PCT area.
This resulted in Lambeth PCT bidding and obtaining IAPT status from October 2008. In
order to retain this funding the IAPT service is subject to clinical quality assurance from
IAPT Clinical Executive, which stipulates workforce arrangements in the number of
trainees/staff employed, supervision arrangements for those staff, and fidelity to the IAPT
model.
NICE Guidance regarding anxiety recommends a first line treatment of Cognitive
Behavioural Therapy (CBT). Guidance on depression stipulates the first line intervention
being CBT, and counselling being recommended if the user does not wish for CBT, or has
not responded to CBT.

1,3

Lambeth context:
Primary care talking therapy services have a longer history in Lambeth. Counsellors were
initially introduced to primary care teams in some practices where the GPs had identified a
need. These services were highly popular and effective. This led to an unacceptable
inequity in the availability of talking therapies across the borough. An initial
reconfiguration resulted in three providers managing the service across the borough.
A decision to re-commission the various talking therapy services into one Lambeth-wide,
reconfigured, integrated talking therapy service was taken by the Lambeth Clinical
Collaborative Commissioning Board (LCCCB) in June 2011.
The report identified the following issues:
service user experience of being ‘bounced’ around the current system;
the current contracts coming to an end;
the introduction of increased targets from the Department of Health (services having to
meet the need of 15% of their common mentally diagnosed (CMD) population by
2014/15);
the need to adhere to current competition rules;
and the need for outcome focused commissioning.
New ways of working have also been introduced by the Living Well Collaborative, which
is a partnership of users, carers, providers and commissioners who have come together to
radically improve mental health provision. Design principles such as ‘easy in and easy
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out’, personal guiding and peer support have been introduced to empower service users
in their recovery through the application of coproduction in the delivery of commissioning
services. Co-production focuses on the assets of people who use services. These
principles are now being embedded in all services.
A Talking Therapy Board was subsequently formed to lead on the tender, chaired by a
Clinical Network Lead. Membership included, NHS Commissioning, Care Pathways
Directorate, Public Health, and Finance. Two particularly valuable members were firstly,
the clinical independent expert who currently leads an integrated IAPT/counselling service
and secondly the service user representative. The service user representative was able
to act as a conduit to other service users and carers via her role within Vital Link.
1.4 What the Changes Aim to Achieve?
In summary, the changes aim to achieve the following:
-

Users will be able to access services in a much easier way and have more choice about
who, when and where they are seen.

-

Users will be able to receive more seamless care as they will be able to move between
elements of the service when needed, rather than having multiple assessments in order
to move between for example counselling and IAPT

-

there will be a strong focus of talking therapists working alongside people with long term
physical health conditions, and social issues such as worklessness.

-

There will be a greater emphasis on mainstreaming therapy that was previously only
received within specialist services, such as elements of HIV counselling and other long
term physical health conditions, making access more open and closer to home.

-

Service users will be able to take advantage of new ways of working which have been
established by the Lambeth Living Well Collaborative. There will be a stronger focus on
user enablement, peer support and social inclusion

-

Achievement of Lambeth Department of Health Talking Therapy targets/activity.

-

Achievement of NICE compliance and consistent high quality practice.

-

Delivery of improved service at lower cost.

2.0 Tendering process
2. 1. Context
After the decision to re-commission the service was taken, a project initiation
document was drafted and agreed by both the Mental Health Improvement Board
(MHIP) Board and LCCCB.
2.2: Tender Timetable.
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The date for the completion of the tender was approved by the LCCCB in June
2011 and the following timetable was agreed.

Evaluations of expressions of interest
Tenders invited
Open meeting for tenderers
Closing date for tenderers’ questions
Written answers to questions circulated
Open meeting for tenderers
Closing date for tenders
Post tender meetings
Award of contract

Date
14.10.11
12 noon on
18.11.11
18.11.11
23.12.11
w/c 16.01.02
27.01.12
10.02.12
w/c 20.02.12
09.03.12
April to May
w/c 14.05.12

2.3. Tendering Process
The service was advertised for tender on the NHS portal Supply2Health on 14
October 2011. Within the expression of interest information pack distributed to the
ten organisations which responded to the advertisement were: an information
leaflet, identifying the range of talking therapy required for the new service: the
Expression of Interest (EOI) questionnaire; the evaluation criteria; and the talking
therapy consultation document. With regard to the latter, organisations were invited
to an invitation to an open space event, at which stakeholders were given an
opportunity to present views on the proposed outcome framework.
The expressions of interest were evaluated by the Talking Therapies Evaluation
Panel. Panel membership consisted of representatives from Clinical
Commissioners, NHS Lambeth (including the Care Pathways Directorate,
contracts, finance and commissioning), an independent clinical expert, and users.
Six organisations were invited to proceed to the next stage of the tendering
exercise.
2.4 Tender evaluation
The Tender Panel comprised representatives from primary care , Lambeth Business
Support Unit, Primary Care Commissioning, an independent clinical expert who manages
an integrated IAPT and counselling service, finance, contracts management and service
users.
Tender applications were evaluated by applying eight evaluation criteria and weighted in
accordance with the details given in the table below. These were developed by the Tender
Board and based upon national and local requirements. The evaluation criteria and the
scoring methodology, were all pre-declared to tenderers. All panel members signed a
declaration of interest form.
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Activity
Advertisement placed for expressions of interest
Deadline for expressions of interest

Evaluation criterion
Criterion
No

Criterion

Weighted
Percentage

Area

25%

Evidence of ability to deliver the
service requirements of the service
specification

Service delivery
1

Evidence of ability to deliver the
service requirements of the
service specification

2

Demonstration of added value in
the provision of the Service.
Operational management

3

4

5

6

7
8

Demonstration of added value in the
provision of the service
25%

Ability to develop and manage
staff performance
Ability to collaborate and to work
in partnership with other health
and social services.
Capacity
Activity targets proposed by the
Tenderer

Evidence of the ability to meet
the diverse needs of Lambeth’s
population.
Technical and information
requirements
All information requirements
satisfied
Tender price

Able to develop and manage staff
performance
Ability to collaborate and to work in
partnership with other health and
social services

30%

Activity targets proposed by the
tenderer. These targets are set by
the Department of Health and based
upon Lambeth’s estimated common
mental disorder prevalence.
Evidence of the ability to meet the
diverse needs of Lambeth’s
population

5%

All information requirements
satisfied

15%
100%

During the invitation to tender stage of the tendering exercise, organisations had an
opportunity to meet individually, with members of the Talking Therapies Tender
Board on two occasions. The first occasion gave organisations an opportunity to
seek clarification of any element of the invitation to tender pack or the tendering
process, and the second gave them the chance to discuss their service proposals
with the Board. The latter opportunity enabled organisations to receive preliminary
comment on their proposals for the service, identifying elements that they may
consider required further attention.
Additionally, tenderers were given the opportunity to submit written questions to the
Tender Board on any element of the service or tendering exercise and details of
these, with the answers given by the PCT, were distributed to all tenderers.
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Tenders were submitted by 9 March 2012, and were initially evaluated individually
by members of the Tender Board, before members met as a group and agreed a
group assessment for each tender submission.
Post tender clarification meetings were held with Tenderers on 23rd March 2012
and the outcome of the meetings were used for Tender Board members to review
their individual evaluations amend their respective scores, before coming together
as an Evaluation Panel and agreeing a group score for each tender.

The NHS Standard Contract for 2012/13
On 23rd December 2011, the NHS published its Standard Contract for 2012/13, with
accompanying Guidance. The Guidance states that 2012/13 represents the first of a
two-stage process in the development of the NHS Standard Contract. During 2012/13,
the second stage of the review process will allow the contract wording to be developed
to reflect any changes arising from the Health and Social Care Act.
Due to the potential changes that may be made to the Standard Contract, the contract
has a standard duration of one year, with an automatic expiry date of 31st March 2013.
However, the relevant SHA Cluster has the discretion to approve an extended duration
up to a maximum of three years.
There are two broad scenarios that the DH considers may warrant a contract duration
of greater than the default of one year. The first of these relates to: “PCT Cluster
commissioners advertising for clinical services during 2012/13”, to which the Talking
Therapies Service contract relates.
In advance of the award of any contract NHS South East London approval will be
obtained.
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2.5

2.6

Service Proposals

2.6.1: Structure: The structure of the service will be as follows:

In total there will be approximately 70 permanently employed staff, with an additional10wte
honorariums.
2.6.2 Additional benefits The following table outlines the existing services which will be
retained, together with new proposals from the proposed preferred provider to deliver an
improved service offer.
Area of
service
provision
Marketing of
service

Continuation of
existing Services

How services will be improved

Regular practice visits.
Leaflets distributed to
GP practices, and local
community venues.
Bus shelter campaign

Extension of the range of information to market the service,
driven by service users via the SLAM website. This will
include sections written and recorded by users at different
stages of intervention, video logs of users describing their
own experiences.
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Area of
service
provision
Location

Continuation of
existing Services

Telephone
assessment/
Access for
triage

Signposting as needed.

How services will be improved

No fewer locations or no parts of the borough less close to a
service than now.
All accommodation will be available to all parts of the service
depending on need.
An extension of self referral to the whole service.
A single assessment process but multiple points to that route
to promote an easy in approach (telephone and face to face
is available)
Assessments at home for those who are housebound.
One assessment that is not repeated

Step 2 IAPT

Advice Sessions (one
offs)
Guided self help
Behavioural activation
Computerised CBT
Signposting/community
links
Employment support
Workshops for
depression
Step 2 interventions
Pure self help (via books
on prescription)
Individual guided self
help
Enhanced behavioural
activation
Limited duration
exposure and response
prevention to
Obsessional Compulsive
Disorder (OCD)
Psycho-educational
workshops (sleep, anger
and depression)
Problem solving
Computerised CBT –
beating the blues
Counselling: person
centred humanistic
counselling.

Introduction of skype treatments in year 3.
Access to the Big White Wall
The introduction of Step 2 counselling
The introduction of user led groups and facilitated support
groups.
New step 2 work for social phobia
New computerised Step 2 programme for Obsessional
Compulsive Disorder.
Groups: Behavioural activation,
Generalised anxiety
User led groups
Facilitated support groups.
Development of joint work with Lambeth Early Intervention
Prevention Service – to include ie pulmonary rehabilitation
groups, joint intervention with those with diabetes, those who
wish to stop smoking.
The introduction of services in No 65 Effra Road, to include
services such as guided self help, and workshops

Employment support:
vocational specialists
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Users can submit a request for a triage assessment via the
website 24 hours a day.

Area of
service
provision
Step 2 non
IAPT
Step 3 IAPT

Continuation of
existing Services
peer support group
Guided self help
Workshops for sleep,
anger
Group CBT for
depression
1: 1 CBT
Couple therapy
Employment support
Step 3 interventions:

How services will be improved

Introduction of Step 2 counselling
Employment support

Dynamic interpersonal therapy.

Individual CBT
Behavioural activation
CBT with ERP
(Exposure and
Response Prevention)
for OCD
Trauma focussed CBT
Mindfulness based
cognitive therapy
Applied Relaxation (for
GAD)
Cognitive therapy for
depression
Counselling:
Interpersonal therapy
(IPT)
Behavioural couples
therapy

Step 3 non IAPT

Employment support:
Vocational specialists
Peer support groups
Step 3 counselling
Psychology services for
anger, sexual problems
(sexual dysfunction,
internet pornography),
addiction, mild eating
disorders, low self
esteem, gambling or
insomnia.
This comprises of 6
sessions of time limited
face to face counselling.
Additional intervention is
provided for patients
with complex needs or

Employment support
User facilitated groups
Therapist supported groups
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Step 3/5

Continuation of
existing Services
who present as at risk.
Joint work with the
Assessment and
Treatment Teams
(secondary care).

Relapse
Prevention
Outcome
monitoring
Adopting
the
principles of
the LWC

How services will be improved

Use of peer support groups to meet longer term need

A new relapse prevention/maintenance of gains group open
to all.
All areas using IAPTUS to record data.
Development of user on line notes
Counselling staff and IAPT staff working alongside each
other as an ‘integrated primary care team’ within GP
surgeries.
Extension of Waterloo Community Counselling bases at
Clapham and Brixton.
The development of joint working clinics with substance
misuse services.
The service will extend the role of service users in
supporting their own recovery by piloting peer support
groups in employment support – and as a reward, secure
time bank credits for people who are facilitating peer support
groups
Extend the choice of therapist
Provide ‘free’ support in the form of training, supervision and
data audit to Telefono de la Esperaza (voluntary organisation
supporting mental well being in the Spanish and Portuguese
community) and Centre 70 (legal, debt, housing and
counselling service)

Tailored
support

A continued emphasis
on offenders, BME
groups

Work in closer partnership with users in agreeing the
discharge letter which is sent back to GPs.
A tailored ‘enhanced service’ offer of support to people with
long term conditions, with the provision of specific groups for
particular health conditions, notably clients presenting with
anxiety/depression and pain, clients presenting with comorbid anxiety/depression and diabetes and other long term
conditions, and those with medically unexplained symptoms.
A new emphasis on access to the service for older adults.
Specific reviews to develop understanding of the needs of all
equality groups and people with particular barriers to
attending whether cultural, financial, understanding etc.
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Area of
service
provision

The service will be open for appointments from Monday to Thursday 08.00 a.m. to 08.00
p.m. and on Friday from 09.00 a.m. to 05.00 p.m, with a limited number of weekend
appointments

2.6.3 Supervision
SLAM stipulate weekly supervision for all their staff – this is fortnightly for trainees. They would
also
Ensure supervision followed a protocol to ensure that risk as well as all cases, including
‘stuck’ cases, are addressed
Ask supervisees to rate their supervision to ensure it stays at the highest level
Introduce additional supervision from the Centre for Anxiety and Trauma (part of the
IAPT service).

3.0. Performance Targets
3.1 Existing Activity
Activity figures from April 2010 until March 2011 can be seen in the tablebelow. Some caution is
needed in interpretation as counsellors report on occasions that they do not record users
spoken to in triage (which is recorded in IAPT figures). This however is not thought to alter
figures significantly.
Service
IAPT
Counselling
MECS
Total

Numbers entering
2880
3261
Not known (assessment data only)
6141

Numbers treated/completed
1859
1847
c287
3993

3.2 Activity proposed within the new integrated service
Details of how the targets specified by the provider against the contract targets can be seen
below. As can be seen this indicates a slightly increased activity but within a significant reduced
financial envelope of £296,796. The preferred provider also estimates that they will exceed
meeting NHS Lambeth’s target of meeting 15% of the CMD population* by 2014/15.
(.* based on CMD population of 44, 168 from the Psychiatric Morbidity Survey)
Year
Target Description

Number of people, newly
referred, entering
psychological therapies
(target 15% of CMD
diagnosed population)

2012 to 13
2013 to 14
2014 to 15

Number of people
completing treatment

2012 to 13

Targets
specified in
tender
documentation
15%
4,362
5,687
6,625

64% of people
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IAPT
element

Counselling
element

Total

4,100
4,100
4,200

2,300
2,400
2,600

6,400
6,500
6,800

2,745

1,622

4,367 (68%)
4,437 (68%)

Number of people
“moving to recovery” (of
those completing
treatment, the number
who at initial assessment
achieved "caseness**"
and, at final session,
those who did not.

2012 to 13
2013 to 14
2014 to 15

Number of people who
have completed treatment
who were not at clinical
caseness at initial
assessment
Number of people moving
from sick pay or benefits
to work.

2012 to 13
2013 to 14
2014 to 15
2012 to 13
2013 to 14
2014 to 15

Number of people
receiving therapy in a
language other than
English.
Waiting Times

entering
treatment
will complete*
50%

28% of people
completing
treatment
63****

2,745
2,745

1,692
1,833

4,578 (67%)

1,258
1,258
1,258

464
485
525

230
230
230

454
474
513

The provider
states that the
IAPT element of
the service will
meet this 50%
target and the
counselling
element will
work towards
this.
684( 15.66% )
704 (15.86%)
743 (16.22%)***

126
126
126
64 (WCC)

< 28 days to
assessment

126
126
126

64

TBA

*The service will strive to continually improve this target.
** it is expected that at least 50% will recover (i.e. move from caseness (where symptoms are clinically significant ie
where it affects functioning significantly) to non-caseness, as defined in the ‘National Level KPI guidance for 2011/12'.
*** This is low compared to other IAPT sites, as the service has been targeted at more severe presentations.
However, with the integration of the counselling service, the provider reports that it is likely that many more people
who are ‘mild’ will enter the service.
****Commissioners will also work with SLAM in measuring other indicators such as those able to maintain work, those
who remain unemployed but become engaged in work placements/meaningful occupation ie volunteering. The target
mentioned is a national target.

SLAM also report that they will work flexibly to meet demand, increasing aspects as needed, but
as stated above, will exceed the 15% target. .
3.3

Other performance standards

Other new performance standards to be monitored will include:
Achievement of an annual user and referrer satisfaction survey
Written discharge summary to be provided to the GP for 100% of users completing a
talking therapy episode (where GP is specified) (Commissioners will also work with the
provider to feed back on progress in therapy for users who have chosen not to complete
treatment).
100% of users who are appropriate for the service to be offered an appointment at the
end of their triage interview.
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2013 to 14
2014 to 15

The percentage of users achieving self reported outcomes. This is to be developed in
conjunction with the commissioner by October 2012
The completion of an Equality Impact Assessment Implementation Plan (year 1 establish
plan, year 2 and 3 TBC).
Community resilience: at least one area for community action that directly engages staff
per locality per year. This is defined as the service working with communities to help
them improve their mental wellbeing eg by them recognising signs of depression,
anxiety, so that they can help each other respond positively to crisis or adversity
The completion of an Annual Service Development Plan, to include how the service
intends to provide services to the needs of the population and demonstrate how user,
staff and referrer feedback has informed the plan.
A plan detailing how new targets will be set in response to new proposals from the
provider will be agreed by December 2012. Performance will be monitored on a monthly
basis by NHS Commissioning staff and Clinical Leads.
4 .0 Results of Scrutiny and Consultation Views
4.1:

Appendix 1 sets out the detail of consultation undertaken and the feedback received
from service users and providers. In summary consultation took three forms:

4.1.1. Through the general co-production engagement approach led by the Living Well
Collaborative. Key principles were then embedded within the service specification
4.1.2: Through suggestions/feedback and focus groups/ ongoing user/stakeholder
engagement, such as contract monitoring meetings, Fanon outreach findings (Fanon is
commissioned to promote talking therapy services, and promote engagement with BME
communities in Lambeth).
4.1.3: Through a specific outcome based consultation which was carried out between 11th
October and 11th November 2011. Over 130 people responded. As a result key areas of
the specification were amended to reflect views, notably, a) an increased emphasis on
ensuring that people under 18 could be seen by the service and more emphasis given to
partnership working with young peoples services, and b) an increased emphasis on
partnership working with new services being developed within the Living Well
Collaborative and c) an emphasis on reporting back to general practice reports of user
progress. Responses were detailed in a document ‘Feedback from the Primary Care
Talking Therapy Stakeholder Consultation’ February 2012.
4.2

Progress of this procurement has been regularly reported to the Mental Health
Improvement Board (MHIP) and the NHS Lambeth Operations Group. This has included
ratification of the Project Initiation Document, Project Timetable, consultation document,
and consultation feedback report, and all tendering documentation.

4.3

Progress reports on this service, as well as the annual service reviews at the end of year
1 and 2 of the contract, will be reported to both the MHIP Board and LCCCB.

14

5.0 Organisational Implications
5.1

Risk Management
The preferred provider, SLAM has been providing the IAPT service in Lambeth since
2008, and based on Department of Health benchmarking data, consistently performs as
one of the best IAPT services in London. It has achieved:

-

5.2

Excellent outcomes, achieving the highest number of service users reaching recovery in
London over the last 6 months, and nearly 3 times the target for supporting people off
benefits;
High rates of user satisfaction. In their latest review, 95-97% of service user respondents
were satisfied with their treatment;
High GP satisfaction ratings of 87%.

Risk rating
Risks together with actions to mitigate escalation are seen below.

Risk
No
Clinical risks
1
The risk of reduction of
capacity of step 3
counselling and
reduction of quality of
talking therapy services
by the introduction of
trainees/honorariums.

Rating

Mitigation

Low

Trainees will deliver a different service. They
work with less complex clients (Step 2 rather
than Step 3). They would see 4-6 clients a week
and receive close supervision of approximately
1.5 hours per fortnight/week in a group of 3 to
develop their skills and expertise.
The majority of clients scoring in the moderate
to severe range for anxiety ratings will be seen
by Step 3 therapists (experienced counsellors
and therapists from different modalities, CBT,
BDIT etc) which is in line with NICE Guidance.
The triage assessment will determine which
level of treatment required (Step 2 and Step 3)
and the client will be offered a choice of therapy.
The service is being re-focussed to deliver NICE
recommended treatments for people with
anxiety or depression.
A large number of people who have been
receiving counselling in the past will, under the
new model/and within NICE Guidance, receive
CBT.
Quality will therefore be maintained.
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-

SLAM’s experience of operating a North
Lambeth Pilot where they triaged all counselling
referrals identified that people can be directed to
more appropriate community resources other
than counselling. This assists the service user to
get their social care needs met and preserves
psychological treatment to people who can
benefit.
This is not the experience to date as
opportunities are reported to be always over
subscribed, and hence those who are the most
effective are selected. This system is used
elsewhere in the borough and in other
boroughs.

2

A risk that honorariums
will not be a sustainable
solution, and that there
will either be no jobs for
them to apply for after
training, and therefore
supply may dry up.

Low

3

Non linkage of CASCAID
review findings with new
service specification
requirements.

Low

The Sexual Health Commissioner is a member
of the Talking Therapy Board and has had input
into the specification and outcomes specified

4

Inappropriate service
model to HMP Brixton
due to the recategorisation of this
facility to Category C
status.

Low

Within the tender the provider has identified how
intervention can both be tailored to reflect
shorter stays in prison ie via the use of
workshops, and how people can be seen in the
community on day release and final release.

Low

Regular contract monitoring.

Low

At present SLAM manages a borough-wide
service. The provider assures commissioners
that they will work in partnership with the
Awareness Centre to do so.

Low

Regular contract monitoring by NHS Lambeth
and Clinical Commissioners.

Activity risks
5

Department of Health
activity not met

Provider capacity risks
6

7

Risk that the Awareness
Centre will not be able to
manage a significantly
larger contract (at
present only covering 4
practices)
Inadequate governance
arrangements in place
for the provider to
manage an integrated
service.
Poor performance of
subcontractors.

Provider has accepted liability for their
subcontractors. If the sub-contractor was to fail,
SLAM would contract with alternative providers.
There will be a clause in the contract that
commissioners will need to agree to any new
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provider subcontracted.

8

Risk of new service
disadvantaging various
groups.

Low

Regular contract monitoring.
An EIA has been completed with Public Health
to identify key groups who are at risk.
This has been detailed in the specification.
The provider is required to complete an annual
review of their EIA with recommendations to
improve the service.

9

Risks of delay in process
due to the need to gather
more information on
TUPE

High

Contract extensions have been agreed with all
existing providers

10

Contract extension may
lead to reduction of
available savings.
GPs and current patients
becoming dissatisfied at
the loss of familiar staff
who have worked for the
service for many years.

High

As above.. Some savings not realised.

High

Robust communication and mobilisation plans.

One stakeholder group
has reported concerns
as to the consultation
process.
The PCT has given
notice to the Waterloo
Community Counselling
in paying rental costs.
SLAM have reported that
they are contributing
towards this rental cost,
and will assist them by
hosting some services
within their other bases.
WCC will have to
manage any shortfall via
other funding or the
provision of private

Low

Comprehensive advice has been gathered from
NHS Lambeth’s lawyers. Lawyers express
assurance that the correct process was
followed.
The PCT will work with the provider in assisting
sustainability, offering a phased withdrawal as
necessary to promote sustainability.

11

12

13

Mediu
m/Lo
w

SLAM have also offered WCC bases from which
to work within their own accommodation.
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Risks concerning mobilisation

14

15

counselling. There is a
risk that WCC may not
be able to make up this
shortfall.
GP practices begin to
invoke a service charge
for use of their premises.
This would mean that
some of the existing
financial envelope would
need to be redirected
towards securing bases
from which to offer
therapy and may affect
target achievement.
Risk of successful
challenge to the
procurement processes

Mediu
m

This is a joint provider and commissioner risk as
this will reduce the amount of funding for front
line talking therapy intervention and it will be
more disruptive for users if they have to travel
further to receive therapy.
A PCT wide approach is needed as prices
suggested by practices vary. The provider has
ring-fenced monies for accommodation costs
which is based on a questionnaire completed by
practices in preparation for the tender.

Low

Constant communication with tenderers with
clear instructions throughout process.
Legal advice sought on key aspects.

6.0: Equalities Impact Assessment
An Equality Impact Assessment was completed with Public Health on the IAPT service
in October 2009. This was revised in October 2011. This was seen as a sensible
approach as it was felt by the Talking Therapy Board that the same issues remain and
can be applied across talking therapy provision, although IAPT has increased the
numbers of BME users to reflect the Lambeth population. Commissioners are now
updating the EEIA to include consideration of the three new categories of maternity,
marriage and civil partnership, and gender re-assignment.
It identified the following:
There is a need for further analysis of the different ethnic minority communities
accessing the service to identify communities who may not access therapy so as
to target engagement effectively and design services accordingly.
There is a need to monitor the proportion of older people with long term
conditions accessing the service to assess and respond to any potential barriers
There is a need to ensure greater joint working between CAMHS and young
peoples services to ensure ease and equity of access for young adults
There is a need to be able to quality assure the service for all population groups
set out in equality legislation
These findings were tested out at an open public event on 28th March 2012, hosted by
NHS Lambeth and the Lambeth Link. This event was arranged as a Borough wide event
to test out what inequalities remained within NHS Lambeth’s key work streams, including
mental health. The Talking Therapy Board used this as an opportunity to validate the
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Equalities Impact Assessment completed. This consultation further highlighted the need
to promote access to carers, particularly those caring for people with dementia.
The EIA, together with implementation plans will be reviewed within contract monitoring
meetings and within the Talking Therapy Bi-Monthly Board to be set up which will
replace the IAPT Board.
7.0:

Crime & Disorder Implications
Mental health service users are often linked with anti-social behaviour and substance
misuse but at the same time many are also vulnerable to being taken advantage of by
predatory acquaintances. Through therapeutic intervention and employment support. it is
anticipated that the likelihood of such exploitation will be reduced.

The provider will encourage service users to link in with universal/mental health services
and associated support networks, to encourage medication compliance and develop
coping strategies to reduce the potential for breakdown or relapse.
It is a contractual requirement that all current providers’ staff should possess an
enhanced CRB and SOVA clearance, that all staff receive training on the protection of
vulnerable adults and that they meet the National Minimum Standards in this respect, as
well as other measures to safeguard adults and children.

8.0 Contract Management & Monitoring
Contract monitoring will be conducted in line with NHS Lambeth Business Unit
Procurement requirements, which will include monthly monitoring visits and collection of
performance data, and a quarterly Talking Therapy Stakeholder Board which will have
representatives from primary care, the voluntary sector and users and carers.

Conclusion
It is recommended that a three year contract is awarded to a consortium led by the South
London and Maudsley NHS Foundation Trust (SLaM) to provide an Integrated Talking Therapy
Service, following a restricted tender process.

Sue Field, Joint Mental Health Commissioner, on behalf of Talking Therapies
Tender Board.
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The proposed service model will enhance talking therapy provision in HMP Brixton
Prison to offer a more joined up approach for continuation of therapy on day release or
final release.

Appendix 1

Feedback from the Integrated Primary
Care Talking Therapy Stakeholder
Consultation
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1. Purpose
This report gives a summary of feedback from the talking therapy consultation exercise
that took place between 18th October to 18th November 2011, and indicates how the
new service has been developed in response to these comments.

2. Context
A decision to re-commission the various talking therapy services from August 2012, into
one Lambeth-wide, integrated counselling and Improved Access to Psychological
Therapy (IAPT) service was taken by the Lambeth Clinical Collaborative Commissioning
Board (LCCCB) in June 2011.

Sent the consultation document to interested stakeholders (Appendix 6.1).
Made the document available on the intranet.
Held a workshop within the LCCCB ‘All GP practice Learning Event’ on the 12th
October 2011
Hosted a stakeholder consultation event which was held on the 1st November
2011. Invitations were extended to users, existing providers, GPs, Lambeth
Council staff, providers who expressed an interest in tendering for the service,
and the general public. A follow up meeting for participants to discuss and
develop outcomes of the consultation event was held on the 8th November 2011.
Presented the proposals and document to a user and carer Vital Link meeting.
Initiated a user survey which was initiated via the Improved Access to
Psychological Therapies Service.
Feedback was invited on specific aspects of the proposed service including:
The vision
Outcomes of the new service
Employment support services: should the existing employment services
embedded in IAPT be maintained
What has worked well in the past 3 years which needs to continue?
Ideas to ensure equality and equity
Suggestions on how to access the service
How the principles and values of the Lambeth Living Well Collaborative could be
implemented in the new model

3
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As part of the re-commissioning process, The Lambeth Talking Therapy Board
undertook a month long consultation phase during October and November 2011. The
Board

3. Responses
3.1: Summary
The numbers and cohorts of responses can be seen below
Table 1: Summary of respondents
Cohort

No of
responses

Comments

People who use
services

34

GPs

5

Individual staff

2

The Lambeth IAPT service undertook a consultation
exercise. Users who responded were therefore
predominantly uses of the IAPT service, and some
had used counselling services.
2 from the South West Locality, 2 from the North, 1
from the South East
Neighbourhood counselling staff: 1 each from
Streatham and the Hills

Individual responses

Responses from organisations
Current providers of
talking therapies in
Lambeth

5

Other organisations

2

Status Employment, South London & Maudsley Trust
(SLaM): provider of Lambeth IAPT, Neighbourhood
counselling services: Clapham & Brixton, the Hills,
Streatham
St Mungo’s, Terence Higgins Trust

Events and meetings
Open Space event

60

Open Space Follow Up
Meeting.

12

Vital Link Meeting
All Practice Event

10
8

Total responses

138

Attended by service users, GPs, talking therapy
provider staff, Lambeth Borough Lambeth Council
(LBL) staff, voluntary sector provider staff
Attended by some of the above participants and
some people who could not attend the Open Space
Event.
Attended by service users and carers.
GPs, Practice Managers, LBL & PCT commissioners
attended a mental health workshop as part of wider
general practice learning event
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3.2 The Open Space consultation event
This event was conducted as an Open Space in which those present set the agenda
and identified and led the areas chosen for discussion. This methodology empowered
participants to take responsibility and talk about what was important to them rather than
to a fixed agenda.
Participants were at liberty to move between the different discussions to enable them to
contribute to as many of the topics that interested them as they wanted. At the event,
the participants collectively identified 22 areas of importance that they wished to discuss
and these were streamlined into 6 themed discussions:
1.
2.
3.
4.
5.
6.

Referral process, triage, central referral and choice
Access
NICE compliance and contractual arrangements
What people should expect from therapy
Integration of health and social services
Employment support

After brief feedback from each group summarising their discussion, participants
identified their top 5 priorities to be addressed by the new service.

(i)
(ii)
(iii)
(iv)
(v)

The need for a single point of access/assessment process,
The need for pre-therapy preparation so that users and referrers were clear about
what the service could offer
The provision of language specific services and the support of people for whom
English is not their preferred language particularly into employment,
Provision of a variety of therapies to respond to individual need and achieve
integration without losing diversity,
The need for a suitably skilled workforce to triage users.

Thirteen participants from the Open Space event attended the follow-up meeting one
week later. The aim of this meeting was to synthesise the reports from the event into a
single submission to the talking therapies consultation. Certain principles and themes
were then agreed which should be considered by the commissioners when developing
the specification for the service.
These were reported as follows:
Outcomes and standards: It was felt that commissioners needed to specify
the outcomes and standards (such as clinical guidelines and professional
standards/competencies) that providers need to meet. The service
specification however, should not be prescriptive about the model of
service delivery.
Access: Fair and equitable access needs to be clearly specified,
particularly stressing the need for access to people who currently do not
5
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The most popular priorities, in order, were:

access current services. This would have to include any legislative
requirements.
Information and data: The new provider must provide accurate service
information for users and referrers which include information about other
services that may be helpful. This should reduce inappropriate referrals
and give the user an idea of what to expect.
Data collection systems need to be efficient and sensitive to confidentiality
needs of the users. The service specification should include details of
mandatory data collection and reporting in relation to demonstrating equity
of access to services and outcomes, and diagnosis to support care
pathway development. There should be clear communication between
providers, users, commissioners and other stakeholders on data collection
and information sharing.
Types of therapy: Participants asked for a variety of providers to offer a
variety of therapies were available. All would, however, need to work in an
integrated manner, and work closely with social inclusion agencies and
mainstream services.
Employment: A creative response is needed to provide a service for those
in employment and those seeking employment. Participants did not wish to
loose the partnerships already in place which facilitated collaborative
working with mainstream employment support services.
Non resolution of symptoms: When therapy is not working, users should be
reassessed, by talking therapists and other agencies. This will avoid the
common assumption that more or different talking therapy is needed, when
it may be that medication or social support is necessary
Utilisation of informal networks: The strength of informal networks as well
as formal networks in Lambeth needs to be acknowledged such as the
Wellbeing in Lambeth Network.
Staff and good working relationships: The need for trust and confidence in
staff was raised. It was felt important to acknowledge their learning and
development needs and ensure these are addressed.

6

3.3: User feedback
3.3.1: User survey - The IAPT service collated the views of their users via a survey.
The full consultation document was summarised to make it more accessible and
digestible so as to engage more meaningfully with users and encourage
responsiveness. The questions asked are found in Appendix 6.2.
Table 2: summary of user feedback

There was overall agreement that self-referral was a beneficial aspect of the proposals
allowing users to access the service in a way that is most suitable and timely for them. It
was recognised that, in order to maximise the benefits of self-referral, the service needs
to be publicised and marketed more widely so people are aware of the service before
they think of approaching the GP. Increased use of internet and other technologies were
seen as potentially useful ways of supporting both access and treatment.
There was support for more integration of psychological with physical health and
employment support, with many users acknowledging the significance between these
factors in enhancing overall well-being. However, there was a request that both
assessment and triage and treatment appointments are available outside of regular
working hours so that people can receive support without having to take time off work.
Users were concerned that waiting times should be minimal as waiting too long can
cause people to disengage. Many users reported a positive experience of the existing
assessment and triage process. They felt that the service often anticipated difficulties
with communication if phone triage was difficult as this was highlighted on their referral
form. . In particular, they commented on how quickly and efficiently, yet sensitively, they
were dealt with. One user, however, reported a negative experience of the system citing
unacceptable waiting times as the main problem.
3.3.2: Vital Link response: Users and carers were particularly concerned as to
ensuring that there was adequate services in place to meet demand, and that long
waiting lists did not develop.
Joint working relationships of agencies working with users also were highlighted, the
need to ensure that good communication occurred between the various people involved
in someone’s care.

7
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34 responses in total:
62% were satisfied with the vision stated in the proposed service specification
53% supported the proposed outcomes and had nothing further to add
68% wished to maintain the employment support function
71% were satisfied with the routes into the service
82% agreed that a single point of referral would improve access and reduce confusion
17% felt that more user feedback would be helpful information to support decisionmaking

3.4: All Practice Event and GP feedback
3.4.1: All Practice Event feedback
10 people attended the LCCCB workshop, mostly GPs, practice managers and
providers of the existing neighbourhood talking therapy services. There was
overwhelming praise of the existing service, noting that GPs were now used to the
referral system and received positive outcomes for users. There was questioning as to
why the service, in this case, was being tendered as relationships had been built. There
was a strong commitment to identify, retain and enhance what works well, and not to
‘throw the baby out with the bath water’. There was particular preference for:
Clear and achievable Key Performance Indicators that were achievable rather
than aspirational
Self referral as a key component of a new service. However, there will be a need
to ensure appropriately trained triage staff. There was a fear that too junior staff
members would be less effective in referring users to the correct intervention.
Building care pathways as an essential requirement, for example with providers
who may be in contact with mood and anxiety issues, such as providers working
with people with long term conditions.
The building of relationships, notably with isolated practices.
3.4.2: Individual GP feedback
Five responses were submitted by individual GPs and they all supported the introduction
of a single point of access anticipating that it would reduce confusion and help users to
navigate through the system better. They agreed with LCCCB workshop participants
that a key concern was that initial assessment and triage must be performed by
appropriately qualified staff.
In order to ensure fair access to the service and reduce discrimination, 3 GPs mentioned
the need for interpretation services to be prompt and efficient.
3.5. Feedback from individual talking therapy staff
Two members of existing neighbourhood counselling staff responded individually. Both
agreed that supporting users with employment issues was a useful aspect of the service
and should be maintained. There was disagreement between them about the single
point of access, with one supporting the principle, whilst the other felt that it was another
hoop for clients to jump through to get the help they need.
They fed back issues around data, focusing on the use of CORE to measure outcomes,
the importance of user feedback and developing locally based evidence.
Both therapists agreed that there should be an emphasis on early intervention to
improve outcomes and promote appropriate use of healthcare services. One suggested
that the service should extend to a greater crisis intervention role.

8

3.6: Feedback from organisations
Organisational responses were received from The Hills Counselling Service, Clapham
and Brixton Counselling Teams, Streatham Counselling Team, Status Employment,
Lambeth IAPT, the Terrence Higgins Trust and St Mungo’s. The full responses can be
seen in Appendix 6.3.
There was general agreement that the system at present was working well, and
evaluation data showed a high level of satisfaction from both users and referrers.
Suggestions of modifying the specification to include longer treatment periods for certain
users in primary care was suggested, which indicated that this may reduce the need for
more expensive secondary care provision. Other organisations expressed concern that
the service remained one for anxiety and depression, and did not offer longer term more
complex therapy.

Addressing the needs of different communities was suggested, notably people from
African communities and gay men, particularly in relation to mainstreaming some of the
HIV counselling.
Lack of comparable data across the existing services was seen as a disadvantage in
recognising areas of good practice. Many responding organisations therefore stressed
the need for a common database.
With regards to the service adopting the principles from the Living Well Collaborative, an
asset based approach was welcomed, however it was felt that ‘easy in and easy out’
needed further clarification.

9
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There was a concern that a new service would break the close counsellor/GP
relationship, and hence a single point of entry would disrupt successful referral routes.
There was also a suggestion of having a single process providing multiple entry points
rather than a single point of access. This was cited as particularly assisting homeless
people, or people with complex needs to access therapy.

The vision

Area

The suggestion that the
service should be

The suggestion of
extending the vision to
offer longer term
therapy (16-20
sessions) which was
seen in some cases as
more cost efficient than
referral to secondary
care. Some agencies
also reported that
longer sessions are
often requested by
users themselves.
The suggestion that the
service should offer
crisis intervention and
support.

Responses
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In the past it has been reported that the counselling service was supporting people in crisis
due to difficulties in relationships with community mental health teams, and a difficulty in
enabling people to access secondary care. Much work has been completed by the Living Well
Collaborative in promoting an ‘easy access’ to secondary care.
Commissioners will work with the successful provider in ensuring that users access the right
support.
The service specification states;
‘There may be exceptional circumstances when younger people are seen, such as within a

The provider must make good relationships with crisis services for referral purposes and
ensure that the triage process has an adequate risk assessment.

The service is not primarily a crisis support service, but is committed to making sure people
are seen by the right service at the right time.

The service configuration is not recommended for long term individual support. However, the
Provider will be expected to develop user-led support groups to provide long-term support in
the community. The service specification mentions user involvement in the delivery of
services as one of the relationships of the whole system
The service is to deliver primary care talking therapy, and will interface with the Community
Options Team to help users access long term support as needed. If longer term therapy is
needed, referral can be made to secondary care talking therapy services (which offers 16-20
sessions).

TT Board response

It was evident that all stakeholders wished to build on what was working well, and there were many examples of good practice,
and innovation carried out by skilled staff. The following table summarises how comments fed into the development of the
service specification. Some particularly relate to more in-depth views expressed within organisational responses which can be
seen in Appendix 6.3. Feedback follows the structure of the consultation document questions.

4. Summary of how the service specification was influenced by consultation responses.

Outcomes

Area

Users need to be
reassessed when
needed by appropriate
agencies to achieve
recovery outcomes
This needs to be
backed up by ensuring
development needs of

This needs to be
backed up by robust
integrated data
collection.

The service needs
achievable and not
aspirational KPIs.

Prison requirements
should be specified.
Talking Therapy should
be offered routinely as
part of the hospital
discharge process.
Some reported that
there was too much
emphasis on CBT.
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There is an obligation of ensuring continual development needs of staff are met and that
supervision requirements are also in place. Organisational responses particularly highlighted
the added advantage of in-house clinical supervision, which was a recommendation of the
Talking Therapy Review (2008).

This will be addressed within the specification, which shall also stress the need for
collaborative partnerships to achieve this assessment.

KPI’s will also remain in waiting time targets and an additional one added, that of ensuring
that users, if needing the integrated talking therapy service are offered an appointment at the
time of triage. It is hoped that this will promote optimum engagement.
The provider is expected to establish a robust data collection process that will be used by all
aspects of the integrated service.

SLAM have also been successful in gaining CAMHS IAPT funding.
At present the IAPT service outreaches into Brixton Prison. Counselling is provided already,
hence the new provider is expected to work with existing services in the prison.
This is not thought to be beneficial. The service specification particularly relates to a primary
care talking therapy service, and should not be used as a step down facility. The new service
within the Living Well Collaborative, the Community Options Team is an available resource to
assist people with their social recovery needs.
The specification is consistent with NICE Guidance. This includes details of needs where a
CBT and non CBT approach would be beneficial. The provider is therefore required to offer
varying modalities of intervention in order to meet this need.
It is also worth noting the commissioner is aware that NICE Guidelines are expanding its
range of interventions.
Targets for the service are set by the Department of Health. Commissioners are requesting
providers to determine how they can increase these within the existing financial envelope.

TT Board response
family intervention or transitional arrangements for 16-18 year olds. In these circumstances,
the Service shall liaise with the Children and Adolescent Mental Health Services (CAMHS) to
ensure that younger people receive the most appropriate care. CAMHS, generally, will treat
people under 18, but being younger than 18 is not a sufficient criterion to exclude someone
from the Service. There is no upper age limit’.

Responses

opened up to younger
people and children if
family intervention is
needed.

Employment
support.

Area

Responses

staff are met.
Diagnosis also needs
to be recorded.
Other outcomes could
include a reduction of
onward referral, a
reduction of revolving
door or multiple onward
referral.
If some services are
being mainstreamed
i.e. HIV services,
workers would need
specialist knowledge to
achieve outcomes.
The CORE
Assessment was
preferred by some as
an outcome measure,
rather than the GAD7
and PHQ9.
Some agencies felt that
a discharge plan for
every user being sent
to primary care was
burdensome and
unrealistic.
This aspect of the
service needing to be
advertised more widely.
There needs to be
flexibility of support
depending on the need
of the user.
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It is recognised that this function is likely to experience increased demand from August 2012
as counselling users of services will be eligible to be referred to the service. This may also be
the result of the existing economic situation with more people being unemployed. This was
also highlighted in responses.

This will be a requirement of the new provider.

The PCT is particularly responding to GP concern that they wish to see a discharge summary
so that they are aware of progress and need. It is recognised however that consent is needed,
and there is an option for service users to not identify their GP.

The PCT is currently focusing on these assessments due to government guidance. The
successful provider however may also wish to adopt this measure, although this is not a
requirement.

The services to be mainstreamed are those whereby mainstream services could meet needs.
Areas where specialist knowledge is required will remain as separate. An HIV service review
is currently taking place to make recommendations to this effect. There is however an
obligation for the successful provider to ensure training is available, notably awareness and
knowledge of HIV.

This is welcomed, however only if the service maintains its remit in order to do so and does
not diversity into longer term therapy, whereby it duplicates the remit of other services.

This shall be fed back whenever possible.

TT Board response

What can be
learnt from
the last three
years?

Area

The need to ensure
opportunities for
training.
The need to be able to
access this service
immediately.
There was a
suggestion that more
data is needed about
the performance of
existing services to
determine how the
proposals will enhance
what already works well
Many of the
relationships, notably
with GPs have worked
well. There was a fear
that the tendering
exercise will put this at
risk.

This element of the
service needs to be
optional.
There is a need to work
collaboratively.

Responses

TT Board response
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Relationships with GPs is also reinforced in the description of care pathways in the service
specification

The Talking Therapy Board wish to maintain aspects of the service which are working well.
It is recognised that good working relationships with general practice is very important for the
effective support of many individuals. General Practice is named as one of the main groups
that the Provider will build collaborative relationships with, to provide education around
referral protocols into the service as well as support primary care clinicians in the
management of people with common mental health whether they are receiving therapy or not.

Employment status is assessed at initial triage and support with employment issues is
available as soon as somebody is in therapy. The person can choose when to access
employment support depending when is most suitable/beneficial
Regular contract monitoring is in place and an IAPT Board meets on a bi-monthly basis. Much
information has been obtained via this process which has directly fed into the service
specification. Some of the data across the services is difficult to compare i.e. between
counselling and the IAPT service. This will be remedied within the new service as there will be
one information recording system.

The service specification stipulates that the service must have a joint working protocol with
Job Centre Plus.
The existing employment support service has working links with major employers in Lambeth.
This element of the work is recognised as good practice and will continue.
The employment support service also includes opportunities for training and preparing for the
workplace, as well as voluntary work.

The Provider will need to demonstrate smarter and innovative ways delivering the service. We
are encouraging tenderers to think of how users can also be involved in this service delivery
to offer more options of how people can be helped.
The service is completely voluntary and no-one will be made to use it if they do not wish to

Access

Ideas as to
how the
service could
be offered to
ensure
equality and
equity.

Area

The need to publicise
the service
appropriately to both
facilitate access to
BME communities, as
well as promote early
intervention and
improved outcomes.

The need to continue
self referral

Interpreters were also
seen by some as not
effective in the
therapeutic relationship
– mother tongue being
preferred.
The need to outreach
to specific communities
must continue.

The need to continue
language specific
services, and access
interpreters quickly.

Responses

TT Board response
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A Key Performance Indicator (KPI )around building community resilience will be developed
with the Provider

The service specification cites a main aim of the service as being to improve wellbeing,
resilience and social inclusion and also includes a measure of social functioning as an
outcome measure

The Provider is expected to complete and implement an Equality Equity Impact Assessment
(EEIA) plan which will include the marketing and publicity of the service to under-represented
groups within Lambeth. The provider will be required to identify actions as to how to address
any inequality issue, and these shall be monitored within the contracting process.

Fanon currently provides outreach to BME communities via their community development
worker contract. This will continue. It is expected that providers will also have additional ideas
as to outreach to different groups who currently do not access therapy.
Commissioners have asked for an in-depth analysis of IAPT activity to further highlight
specific communities and groups not accessing therapy to inform future service provision.
The TT Board plans to work with the new provider on a robust and creative communications
and marketing plan to the local community and within other partner mental health and
physical health services within Lambeth. This is stated in the service specification as a high
level objective to facilitate ‘easy in’ access.

Good practice by existing providers will be built upon such as routinely visiting practices and
having locality focused staff
This is a requirement of the specification to ensure that the language needs of users are met.
It is recognised that it is not always possible to employ therapists with all languages
requested. Regular contract monitoring will bring up any issues in this regard, and the
provider will be expected to address these promptly.

Area

The need to clarify a

Rather than have a
single point of entry,
there should be a
single assessment
process and a number
of ways of accessing
the service.
There was concern that
this would exclude
people, notably those
who were homeless, or
who had an initial bad
experience of the triage
process and therefore
this would result in
users not wishing to
enter therapy at a later
date. There was also
concern that this would
not promote choice.
The need to be seen
quickly

Responses

TT Board response
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The proposed system of telephone triage and assessment aims to reduce the time that
somebody waits for treatment. The service specification states that an appointment date for a
first session should be arranged at the point of triage, once the person is accepted for
treatment
The service specification states the ability to benefit from the service as the main inclusion

Waiting times are specified by the KPIs within the service specification and will be developed
with the Provider as part of the tendering process. The existing KPI for counselling services is
12 weeks from referral to treatment and it is expected that this will fall more in line with the
current IAPT target of 28 days

The provider is also asked to promote choice. Learning from the implementation of the talking
therapy review has shown the increased choice available to users in times of treatment, and
choice of therapist. This will continue.
Within the current IAPT service there is an opportunity for assertive follow up of users who
may find the triage process difficult.
Fanon are also commissioned to provide ‘buddies’ to support people, notably from black and
ethnic minority communities who would benefit from additional support. Fanon will continue to
be commissioned and the successful provider will have influence on how this service
develops.
The provider will also be encouraged to offer intervention in different locations, depending on
need.

It is expected that the new provider would be able to market their services in an effective way,
to ensure user understanding. This will include publicity in relevant languages etc.
The service specification states that there should be a single point of entry into the service.
This is qualified as an integrated service within a single assessment process. It is up to
potential providers as to how they wish to interpret this. The commissioner requires that there
is consistency of approach and that users, irrespective of their community, age, race, religion,
ethnicity, gender, social status and sexual orientation can access the service easily.

The stepped care model provides lower level intensity interventions aimed at helping people
at a lower level of need to develop and have confidence in their coping skills

Area

Responses

TT Board response

Currently there is an option of assertive outreach to users who may find the telephone triage
difficult. This can be highlighted by referrers on the referral form.
Fanon also offer a ‘buddy’ system, whereby people who find it difficult to access the service,
and attend therapy sessions, can have individual support.
It is planned to develop a package of pre-therapy resources with the Provider. Internet and
on-line resources are currently being explored with the development of an IAPT website.
There will be the potential to include samples of resources and tools used during therapy such
as homework, diaries and short video of a sample therapy session etc. This will also provide

The need for good
marketing material
which explains the
service pre-therapy.
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Over the last 2 years, expertise in telephone assessment and triage has been developed and
there is more clarity around protocols and procedures, training and supervision. The TT Board
will work with the new provider to ensure standards are maintained and built upon.

Providers will need to demonstrate how they can manage any additional demand.
The service specification stipulates training and education requirements of the triage
workforce.

Self referral is reported by the National IAPT Board as an effective way of people accessing
therapy who would not normally go via their GP.
This needs to be coupled with effective triage and timely treatment appointments to ensure
that those people who can benefit from services can access therapy. Analysis of national
IAPT data also shows that those who self-refer achieve higher than average outcomes.

The service is aimed at people with mild to moderate/moderately severe anxiety/depression.
The service specification requires the Provider to:
a) Provide information and signposting to those, who after an initial assessment are thought
not to benefit from the service
b) urgently signpost people with immediate or high risk of self harm to more specialist
mental health and other services
The hours of operation as cited in the service specification are 8.00 am to 8.00 pm Monday to
Friday with the proviso that some appointments will be available at the weekend

criteria

The need for a skilled
triage function, which is
not only based on the
telephone. This was felt
to be daunting to some
users. .

The need for triage and
therapy to be offered
out of working hours to
support people in the
workplace
There was a fear that
Self-referral will
increase demand and
waiting times will
increase as a
consequence

referral criteria

Collaborative?

Collaboration between
services - the need for
therapy to be seen as a
care package with
physical health.

How can the
service adopt
principles of
the Living
Well

TT Board response
opportunity to publicise and market the service?
As stated, the provider will be expected to make the necessary relationships to ensure that
users receive holistic and integrated care.
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In the description of the service model within the service specification, the Provider is
expected to work closely with Lambeth’s Early Intervention Health Promotion Service (offering
weight management, exercise, stop smoking etc) to enable an holistic, wellbeing approach
for people with common mental health issues
The need to ensure
The service specification dictates KPIs that require the Provider to consult with users (as well
continual user
as referrers and staff) and to demonstrate how their views are incorporated into the service
feedback.
annual development plan
The service needs to
The provider will be expected to comply with all aspects of collaborative thinking. The
ensure utilisation of
Collaborative will soon launch its website which shall map users’ ideas as to the informal
informal networks
resources available in Lambeth.
The provider will be expected to link with this website and adopt an asset based approach
whereby users will identify strengths from their own networks.
There is a need to
Commissioners will request providers to identify how they will maximise prompt access to the
specify ‘easy in and
service and how they will ensure effective discharge which will include working with the user
easy out’.
to identify a contingency plan in further help is needed.
The Service specification also states the following targets:
1 to 3 working days from referral to registration on the electronic case
management system. Once registered, clients will be asked to “opt-in” to the
Service. For more vulnerable clients, there will be assertive outreach to ensure
that people with more complex needs are able to access assistance. The
provider will identify how best to implement this requirement.
1 to 10 working days from opt-in to triage assessment;
100% of users will be offered an assessment/treatment appointment if needed
at the end of their triage interview;
no more than 2 weeks from triage to assessment/first therapy session at Step
2; and
no more than 12 weeks from Triage to assessment/first therapy session at
Step 3.
There are opportunities This is encouraged within the specification. Peer support has been shown to both assist the
to increase service user person acting as a peer, and to the person being supported. Additional benefits of this
delivery.
approach lead to an increase in the capacity of the service.

Responses

Area

5. Conclusion and next steps
This paper has highlighted how the consultation exercise has influenced development of
the service specification.
Providers who have been shortlisted via the Expression of Interest stage are currently
completing their tender documentation. Interviews will take place in March 2012.
Tenders will be evaluated not only by GP commissioners and commissioners from NHS
Lambeth, but also an independent clinical expert and a user who has direct experience
of talking therapy and employment support.
The successful provider will be in place from August 2012.
If you have any questions you wish to raise or any clarification please do not hesitate to
contact Joiss Soumahoro at joiss.soumahoro@lambethpct.nhs.uk (new email here).
The Talking Therapy Board wish to thank all those who have responded to the
consultation as this has greatly assisted in the development of the new service.
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6 Appendices

Lambeth Link
Local Medical Committee (LMC)
Lambeth Clinical Commissioning Collaborative Board (LCCCB). The full consultation
document was posted on the LCCCB website
All Lambeth GPs
SEL sector
Telefona de la Esperanza UK
Existing talking therapy providers (neighbourhood counselling, IAPT services,
Awareness Centre, Centre 70, Waterloo Community Counselling)
IAPT Board
LLWC: COT and PCSS, all members
Vocational matrix
Vital link
SLaM services: CMHTs, Psychotherapy services, commissioning
Status Employment
GSTT
London IAPT commissioners
A&E (liaison)
Substance misuse
Health and Wellbeing groups

19

Enc H - Appendix

Appendix 6.1: Distribution list of interested stakeholders

Appendix 6. 2: Questions posed to people who use services
1. What do you think of the vision for Lambeth?
Does it leave anything out?
Does it include something that shouldn’t be in?
Do you have any comments about how Lambeth Talking Therapy Board can ensure this
vision can become a reality?

2. What do you think of the proposed outcomes of the new service?
Should other things being included? If so what do you suggest?

3. Lambeth Primary Care Psychological Therapies Service (Lambeth IAPT) currently provides
employment support alongside its clinical services. Employment support helps people with issues
pertaining to retaining existing employment as well as finding a new job. Do you think this function should
be maintained in the integrated service? If so, what are your ideas around how it should be offered?

4a.

The proposed route into the service includes:
Referrals via a single point of entry
an initial assessment at triage
strongly encourage people to be able to refer themselves, without having to see a GP first
active liaison with and sign posting to other services

Have you any comments on proposed routes into the service?

4b. Lambeth Primary Care Psychological Therapies Service (Lambeth IAPT) and North Lambeth Talking
Therapies Service currently have one central single point of entry to their services , where clients may be
referred by their GP/ practice staff, other mental or physical health services, or by self referral.
Lambeth IAPT then offer a brief telephone assessment to determine the most appropriate service and
type of intervention and establish treatment preferences. Face to face assessments can be made if
necessary. Clients are then booked into their treatment appointments. Referrals to other services are
made, as appropriate, following this triage assessment
What is your experience of this?
What are your comments about this central point of entry and telephone triage system?

5. Do you think more information is needed to help decision making about future service arrangements?
If yes, what is this information and where might it be obtained?

7. Do you have any other comments or questions?
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Appendix 6. 3: Organisational responses
Hills counselling team, Lambeth
We would like to begin saying that we welcome this consultation paper and the opportunity to offer
our thoughts on this significant change in the services in Lambeth. We have heard that referrers
and clients are requesting a simpler service to provide treatments, one that is easy to access for all
the population and offers as many treatment choices as possible.
This response has developed from a team meeting attended by all counsellors and trainees
(including team leader, Carolyn Emanuel) and the final version has been accepted by all members.
We are aware of the interest from provider organisations from outside Lambeth. For those in
particular, a more detailed description of the current service would be paramount to the planning of
a new and better service for all.

1. The HIlls neighbourhood counselling service offers excellent value for money at a high
standard; it is an efficiently organised brief focused counselling service offered to residents
of South East Lambeth at a comparative value to other services. The budget for 6 months is
£107,535.00, a cost of £14.97 per clinical session. (We are unable to actually compare costs
as the data has not been made available to us to date). Between April 2010 and September
2011, we offered 7181 clinical sessions (average of 1197 per quarter). 1857 clients were
referred (average of 309 per quarter) of which 68.8% were assessed and 56.1% completed
treatment. Of those that completed treatment, 76% moved at least one band down (having
made progress) on a PHQ9 &/or GAD 7 score. The average number of those that attended
booked sessions was 89.84% (92 and 91% in last 2 quarters).
2. Clients using the counselling service are asked to evaluate their service upon completion.
Responses from the satisfaction surveys show a satisfaction rate of 97% average in this
period (95-100%) with an average return rate of 70%.
3. Vision section 5 The vision is far reaching and will require a collaborative approach where all
providers are regarded as specialists in their areas. The support and development of talent
and expertise in existing teams is recognised and valued. We agree that services must be
provided in light of NICE guidelines; however these guidelines are to be seen as guidelines
and as part of the picture only. We offer a range of highly effective modalities. We are
experienced practitioners working in accordance with the talking therapy service
specification (2008) and accredited by professional. We are experienced outcome oriented
therapists offering depth and choice for our clients with good post therapy results assessed
by PHQ9 and GAD7 scores. It would therefore be advisable for further training of existing
experienced staff in required modalities including NICE suggested modalities.
4. Proposed outcomes An omission here is in section 2, point 2 ‘the service is easy to access
by all who need it including people: who work between 9-5 on weekdays.
5. What worked really well?
Outcome oriented service: With pre and post treatment assessments, brief, focused
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We would like to make the following points (in no particular order). These points are all on the basis
that, as a team, we think there is too little information on the current Lambeth counselling service
and its positive results in terms of quality and efficiencies. Although we are only able to provide data
from the Hills it would be proposed that information about the whole counselling service in Lambeth
(Clapham SPMS, North and Streatham) is included. We would also like to point out the ways the
existing teams can be integrated to incorporate the proposals.

6.

7.

8.

9.

treatment models, providing choice for clients, working in teams enabling practitioners
learning and developing from each other.
Links and good relationships with GP surgeries and primary healthcare staff: These
relationships have been invaluable for clients’ engagements and success. Referrers
and clients like in house counselling.
2 way relationship between IAPT services and counselling services. Smooth and
efficient referral procedures have been created between the 2 services that are
currently provided alongside each other.
Offering a wide variety of treatment models to people close to their homes and in a
familiar environment high levels of engagement with impressive results at comparable
costs.
What has not worked well
The experience levels of practitioners undertaking triage assessments in IAPT is not
sufficient in areas of complex need and risk and needs to be seriously reconsidered.
Some relationships between counsellors and the surgeries they work in have
somewhat weakened since the counsellors are no longer employed by surgeries. This
relationship benefits the client and encourages holistic treatment approaches. This
needs to be balanced against the increased relationship between counsellors
strengthening professional support and development and increased choice and
access for clients.
Further ideas
We would suggest that, on occasions counselling could be provided for more than 6
(or 12) sessions as a cost effective way of providing a more in depth service for those
that would formally be referred for long term psychotherapy via the specialist
outpatient panel.
All triage/ assessment procedures are reviewed; high quality, efficiency for the client
and clinicians and best value for money are prioritised.
Equality of access for all Managers and Practitioners need to receive ongoing feedback from
their monitoring in order to make decisions about who they are seeing and what needs to be
done to increase access to unrepresented groups. A more eclectic service offering choice
may be more attractive to different groups accepting referrals and/or making self referrals. A
thorough knowledge and understanding of all the services (models of treatment and
psychological development) by those making assessments will be required.
Single point of entry This can be seen as a creative opportunity to help referrers and clients
enter primary care talking therapies efficiently and quickly. However, with the existing history
of established relationships between referrers and counsellors, an option for direct in house
referral could also be considered. The success will be in the investments of using
experienced staff to assess, using all staff to be part of the team and creating systems where
clients are engaged to the right service as quickly as possible. We would be willing to be part
of the single point of entry process which we would consider an integrated team and not to
be regarded as owned or run by any single provider.

The Hills counsellors: Julie Bennett, Gale Burns, Julie Carroll, Carolyn Emanuel, Tony Gough,
Anthony Graham, Paul Gurney, Sandra Paul, Angela Rochester-Daley, Kalyco Stobart (trainee),
Graham Thomas, Lorraine Varley (trainee)
November 2011
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Clapham & Brixton counselling teams, Lambeth

1. What do you think of the vision as set out in section 5?
The vision of a ‘talking therapy service in Lambeth [that] will… optimise the health and wellbeing of
Lambeth’s population by providing high quality, easy to access, equitable (fair) services to people
according to need [and] promoting recovery and social inclusion of all service users…focussing on:
wellbeing, [and] people being able to fulfil their role in family, work and society; and by addressing
the wider influences on mental health as well as illness; emphasising choice…integrating physical
and mental health treatment and care…, reducing duplication and gaps in a user-focused
way…working collaboratively with other organisations…encouraging and supporting skills
development in other mental health services…[and] challenging the stigma surrounding mental
health and the discrimination experienced by people with a mental health history in Lambeth, by
promoting inclusion and a positive approach to diversity...’ is a vision of an ideal service which
Clapham SPMS and its counselling team share and aspire to – and are proud of having already
made a significant contribution to establishing and implementing in the primary care
counselling/talking therapy services it has developed and delivers in the south of Lambeth.

Does it leave anything out?
Yes. It does not include provision for younger people, which is essential in order to achieve the
vision. The foundations for mental and physical health are laid down early and built on through time
and experience. Early intervention is essential to prevention.
There should be provision for children through services open to families, and with their
parents/carers/guardians; and referral routes, and services, based in and/or linked to appropriate
locations and organisations in their environments.
(Clapham SPMS currently offers a limited service to families, and existing services are open to over
16’s individually, and under 16’s accompanied by a responsible adult. Referrals are accepted from
schools, social services, probation and other sources via GP based clinicians)
In terms of being ‘creative in managing demand…’ the examples of provision of groups, self
supporting groups, the use of peer support, budding are all useful; however it leaves out other
creative demand management fundamentals such as requiring self referral, opt-in, and a
‘partnership commitment’ (therapeutic contract). Up-front, accessible information detailing the
commitment and practical and emotional investment required, also helps prevent casual,
uninformed, service ‘sign up’.
Does it include something that shouldn’t be in?
Yes, as follow, (a) – (d):
(a) ‘every user who has been triaged to receive a follow up assessment/treatment appointment on
the day of their triage’ would be a poor use of limited and valuable resources. It would create a high
rate of cancellations and unattended appointments. People often approach talking therapy services
in moments of high anxiety, crisis, stress and distress; clinicians/professionals often refer due to
their own anxiety and concern for (and sometimes frustration with) patients/clients, rather than their
clients/patients desire for talking therapy. It contradicts the ethos of self-referral informed
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‘The provision of language and culturally specific/translation services, an ‘easy in/easy out’
approach, enabling people to get the help they need when they need it with timely and appropriate
access into, and exit out of, treatment, emphasis on self-referral… [and] locations across the
borough in both primary and community settings, both in the statutory and voluntary sector…’ are,
in our opinion, all essentials in order to deliver the service envisaged.

choice/consent, which requires time to reflect rather than make snap choices/commitments at
moments of heightened emotion.
(b) ‘100% of users who receive therapy to have a discharge plan which will be sent to their GP’
would be administratively burdensome, a poor use of resources, and would raise all kinds of issues
and concerns around informed consent and confidentiality; it is also clinically unnecessary and
therefore unsound.
(c) In order to achieve the vision of being easily accessible by all who need it, and the
vision of challenging stigma and discrimination, the service availability (5.3) either
needs to be widened or needs to be kept general as specified in the first two points
(although we would make the age eligibility for 1:1 counselling/therapy 16+):
all adults of 18 years and over willing to engage in the service;
adults living in Lambeth or registered with a Lambeth GP;
The lists given (see below) have the potential to be used to exclude and discriminate against many
of the most vulnerable and needy people, including drug and alcohol dependent users, people with
severe and enduring mental ill health diagnoses. People in Brixton Prison are referred to in 5.4:
‘The current IAPT service currently provides services within HMP Brixton and it is expected that this
component will continue and will be developed’ but it is not clear whether counselling/talking
therapy services are to be extended to them as they are not included in the lists:
people experiencing mental distress due to anxiety and/or depression, whether related to a
physical health condition, including HIV, or life circumstances e.g. unemployment, family
breakdown, or for any other reason; and
people with a drug or alcohol problem, who are sober at the time of their treatment and willing
to change.
Counselling/talking therapies should be open and accessible across the spectrum of people and
presenting issues in primary care [as indeed they already are in the services delivered by Clapham
SPMS]
(d) 5.5 ‘All referrals will be made via a single point of entry.’ This is prescriptive, restrictive and
excluding – there are many people who will not access counselling/therapy if there is only one entry
point (only one telephone number is also being suggested!) Different people need different ways in.
As has been suggested, a single (umbrella?) organisation is not the same as a single entry point
and it is a single process with multiple entry points that is needed. This is also important if the
service is not to be overwhelmed, and in order to avoid ‘bottlenecking.
‘Service Users referred will receive an initial assessment at triage‘: Again this is prescriptive and
restrictive. It assumes there is no other method than triage whereas in fact, there are other clinical
options, which are also less costly as well as more clinically appropriate and efficacious. Triage is
discriminatory per se: it apportions treatment – it is only necessary in the circumstances where
there is not enough equal treatment to go around – that is the very essence of it. In terms of primary
care counselling/talking therapies in Lambeth, there are still many efficiency savings and more
effective distribution to be made before restricting choice and access through the proposed triage
model. [Clapham SPMS has greatly improved uptake and distribution and massively reduced
waiting times with no increase in resources, and there is still creative potential to make services
even more administratively efficient and clinically effective before having to restrict access. Where
assessment is part of the treatment process and contiguous with it (i.e. no gap between them),
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there is greater uptake and adherence and higher satisfaction ratings (see PCT/contract monitoring
data and SPMS data)
Do you have any comments about how we can ensure this vision becomes a reality?
Yes: by retaining a diversity of service provision, building on the great improvements that have
already been made, using practice-based evidence to inform clinical and commissioning
decisions, striving for continuing professional improvement; recognising and respecting the different
professional disciplines and modalities that exist in current services and redressing the lack of
awareness of different clinical remits and applicability so that clinical potential can be optimised.

2. What do you think of the proposed outcomes of the new service as set out in 6.1?
The proposed outcomes are great, except for the list of people for whom ‘the service is easy to
access by all who need it including…’ This list itself risks becoming discriminatory because it is not
– and cannot be – exhaustive: for example, and notably, people with mental health problems are
not on the list! If the service is open to all, there is no need for lists. We suggest that the only
exclusions should be: anyone who doesn’t want counselling/psychotherapy, anyone who poses an
actual/active threat of violence to anyone they come into contact with in accessing the service (and
possibly, anyone for whom the limitations of the service would be detrimental)
Should we include other things? If so what do you suggest?
Reduction in onward referrals, revolving door referrals; multiple referrals. Reduction in use of other
clinical resources.
3.

IAPT currently provides an employment support alongside its clinical services. Employment support
helps people with issues pertaining to retaining existing employment as well as finding a new job.
Do you think this function should be maintained in the integrated service? If so, what are your ideas
around how it should be offered?
We think this aspect of IAPT services could be usefully retained and probably expanded. IAPT has
the potential to provide invaluable general social and psychological care and support. The clinical
role/time currently taken up by IAPT practitioners who have limited training and experience, who
frequently (appropriately) refer on to the much more widely experienced, professionally trained,
accredited/registered counsellors/ psychotherapists in the counselling services, could be reinvested in order to support rather than duplicate ‘talking therapy’ time.
4.

What do you think are the most important things that have been learnt in the last 3
years within current service provision?
- High standards of recruitment and equal opportunities processes have resulted in
representative, professionally trained, qualified, experienced, BACP/UKCP accredited/reg.
counsellors/ psychotherapists; increased patient satisfaction; reduced revolving door referrals,
and onward referrals, including reduced specialist referrals.
- High frequency supervision and on-call consultation are essential to working safely with patients
at risk, managing challenging caseloads, preventing staff burnout, keeping waiting lists low, and
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Principally though, by having a truly accessible, open, non-excluding and wide-ranging service
provided by well qualified experienced competent professionals. Barriers (such as lengthy referral
procedures, restrictions and exclusion criteria and their application; numerous steps and lengthy
pathways with sign-posts in only one or few languages) are more costly to impose and maintain
than open and accessible services that do not have special requirements to get into them.

patient satisfaction and clinical outcomes high.
- A framework of procedures and protocols are important in a needs-responsive, flexible service.
What’s really worked well?
In-house clinical training programme/ Inter-Practice Referral scheme/ Out-of-work-hours appts/
risk assessment/ Urgent, fast-track and routine appt system/ Flexible,
paper-light, self-referral opt in/ Weekly supervision/ On-call clinical consultancy.
What has not worked well?
Non-clinical senior management of services/ Unclear IAPT publicity and info has generated
confusion and led to duplication and to-ing & fro-ing of referrals / Lack of comparative data for
inputs/outputs, performance, cost, outcomes measuring etc with which to monitor evaluate and
improve services/ Assessment & ‘triage’ within IAPT services carried out by staff with
inadequate, limited clinical training and experience.
What ideas do you have for making sure any mistakes are not repeated?
Clear accessible joined-up services and information, improved links and
communication, removing competition and promoting collaboration in order to
promote and develop service delivery, common data set and comparative
evaluation, assessment to be carried out by well qualified and experienced
clinicians in the appropriate field, introduction of patient experience measures
5.

All public organisations such as health and social care are required to offer services that are fair
so people with equal need get equal services and equal chance to benefit from that service.
This doesn’t always happen, for instance older or younger people, men or women, people of
different ethnic background or disabled people can be left out.
We want to ensure the service is fair to and suits. What do you think we should do to ensure the
new talking therapy service is fair for everyone and does not discriminate against people?
- Remove exclusion criteria and barriers to entry (see No.1, p1-2) including age and diagnostic
barriers, inappropriate steps, single entry & standardised, manualised assessments and
measures that require a rigid one-size fits all approach and interfere with clinicians’ abilities to
treat patients/clients according to their professional judgement and patients/clients needs and
wishes.
- Ensure a variety of referral routes and entry points (see (c), p2-3)
Have you any comments on proposed routes into the service (paragraph 5.5)?
Yes. See (d), p 3-4
7. How could the concepts of the Living Well Collaborative be applied within the service?
Maximising accessibility applies the concepts of the Living Well Collaborative. Ongoing contact/
liaison with Community Options and Primary Care Mental Health Teams, peer support network,
timebank participation and joined-up linking with and between services, will enable patient-centred
need-appropriate (not manualized) responses so that patients/clients can engage in and benefit
from counselling/talking therapies.
8.

Do you think we need more information to help us in our decision about future service
arrangements? Yes
If yes, what is this information and where might we obtain it from?
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Consultation with a representative sample of service users
Comparative service data: clinical, cost and administrative
Establishing a common data set in order to make comparative evaluations and establish practicebased evidence (as has been being requested since the last Talking Therapies Review and was
recently turned down by IAPT and some Talking Therapy providers)

The vision then of a high quality, easy to access, equitable talking therapy service is already a
viable and active work in progress in Lambeth, and only needs ongoing commitment and the
resources to sustain it in order to continue to thrive and develop.
These achievements should not be ignored. Yet again, the plea, as a service provider said at the
consultation, is not to throw the baby out with the bath water, as in fact, the Lambeth Talking
Therapy baby is currently meeting all its developmental milestones.
Streatham counselling team, Lambeth
I have completed and included figures based on last year returns to illustrate that the
counselling service is already fulfilling the criteria included in the proposed service
specification. I have disseminated the proposed document to the team who have contributed
to and read this STT Service response, to the information sought in the latter part of the
proposal document. We have responded to this in the sections set out 1-9 in the second
part of this document. Please note: referrals have increased considerably since last
year.
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Do you have any other comments or questions?
The last review also threatened to homogenise service standards to a lower common denominator
in the pursuit of equivalence: thankfully, commitment to quality and equality, diversity and choice
prevailed. In the last 3 years, a significant proportion of Lambeth’s Primary Care
Counselling/Talking Therapies Services have gone from strength to strength and now offer more
patients/clients from more backgrounds, ages, ethnicities, socio-economic circumstances and
experiences, of more varied and wide-ranging physical and mental health needs, conditions and
diagnoses, more modalities of therapy with more diverse clinicians. Waiting times for assessment
and treatment have gone down (from 3m+ to a year and closed in some surgeries in 2007/8) to less
than 12 weeks maximum and an average of 3–4 weeks for routine referrals in the south of the
borough). The number of patients seen and treated has gone up, as has patient satisfaction, which
is 100% of returned evaluations (40-50% of patients completing treatment). Black and ethnic
minority service use is around 30-40% of total service user population, with patient satisfaction
ratings of very good to excellent from over 95% of BME service users, who return over 50% of the
total number of evaluations.

Annual Data for the STTS April 2010- March2011
The above figures are the annual referral figures for the Streatham Talking Therapy service
the final figure relating to the number on the waiting list on March 31st 2011. The
substantial difference between the number referred and the number assessed. The majority
of clients 97% are offered an appointment within 12 weeks of the referral, over 50% within
4 weeks, difficulties being if the patient is restricted by work/home commitments, we have
however increased the availability of early morning and evening appointments and now
provide a Saturday Service where possible to accommodate these patients. The substantial
drop between the number referred and the number assessed also indicates a level of
inappropriate referral, this figure is approximately 33% in most services but is 10% higher
within this service. This may be accounted for by a misunderstanding of what counselling
consists of, cultural or linguistic misunderstanding and/or a level of GP compliance. Over
54% of patients once assessed complete treatment which is above the national average of
approximately 34% this indicates a good level of therapeutic engagement within the service.
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Ethnic Breakdown

Primary Presentation
The patient is initially assessed as being appropriate for the Streatham TT Service through
the use of the PHQ9 and GAD7 which measure depression and anxiety respectively. A
score of between 5-9 indicates minimal symptoms and require s support and education, 1014 is minor depression which requires support and watchful waiting, or Dysthmia which
requires antidepressants or psychotherapy, or (mild ) major depression which requires
antidepressants or psychotherapy. 15-19 is major depression (moderately severe) requires
antidepressants or psychotherapy, 20+ major depression (severe) requiring antidepressants
and psychotherapy . GAD7 has a maximum score of 21, scores 5, 10, and 15 are the
threshold points for mild, moderate and severe anxiety respectively.
The above pie chart illustrates the primary diagnosis with depression being the dominant
presentation closely followed by anxiety, stress and relationship problems this is in line with
the NICE guidelines. It also reflects the areas of expertise within the team which has
particular skills in sexual dysfunction, couples, systemic work and relationship problems. The
team is developing an expertise in EMDR Eye Movement Desensitization and Reprocessing,
this technique is recommended within the NICE guidelines as the preferred treatment for
PTSD but an increasing evidence base supports this technique for trauma, early childhood
sexual abuse, phobia , depression and other presentations etc.
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The above pie chart illustrates the ethnic breakdown of the patients seen by Streatham TT
Services. The population of approximately 270,000 comprised 38% ethnic minorities which is
the 7th highest figure amongst the London boroughs. There are 150 languages spoken in
the borough, after English the next most popular languages are Portuguese, Yoruba,
French and Spanish. A number of our counsellors speak languages other than English and
we refer internally between surgeries to ensure that if possible we can facilitate an
appropriate linguistic match. The Index of Multiple Deprivation rates Lambeth as the 5th
most deprived borough in London and there are a number of issues that arise in the
therapeutic work that stem from this statistic, and the difficulties that arise as a result of
this demographic..

Surgery Referrals
The Streatham Talking Therapy Service also employs a pooled referral system to manage
waiting times efficiently. Referrals will be relocated if a preference for times or days is
expressed by the patient and we now offer 13 appointments on a Saturday. Referrals will
also be passed within the service if a specialised approach to the therapeutic work is
required, couple counselling, family therapy psychosexual therapy, substance misuse or
certain European or South East Asian languages. The team is also developing an expertise
in PTSD treatment with EMDR.

We have responded to this Document by Section
1
The vision as proposed in section 5 aims to promote an equitable service provision for
Lambeth and that is to be commended. Equality of access and provision is what we strive
for currently and STTS aim to promote inclusion and diversity (see previous information).
Promoting Choice and personalization--- The team presumes this would be to include
in addition to choice of therapist, choice of therapeutic approach and to include one
of the range of therapies currently being provided by TT ie not CBT. Research
indicates that a one size fits all approach to mental health is not appropriate for the
individual and that different therapeutic approaches in addition to different therapists
elicit different levels of recovery with patients. NICE guidelines is constantly
expanding it’s list of different “evidence based “ approaches and RCT’s are not the
only evidence base for an effective intervention. UKCP, the governing body for
psychotherapist’s commissioned a telling critique of the NICE guidelines from the
research unit at Roehampton University www.psychotherapy.org.uk/niceunderscrutiny .
This report has led to a robust challenge to the way that the NICE guidelines are
produced and particularly its reliance on Random Controlled Trials (R.C.T.’s)
5.2
Aim for culturally specific services as the nuances of language and meaning are
difficult to grasp with a third party acting as a translator this interferes with the
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therapeutic alliance.
Easy in /easy out requires good interagency and multi disciplinary working and this
will require education and good , clear referral pathways and perhaps even further
extension of therapeutic availability.
Self referral question of confidentiality and GP involvement. If the client does not want
the GP informed and has self referred there cannot be 100% discharge plans sent
to GP’s. This is a rare occurrence in practice but has potential for difficulty arising
(levels of consent?).
5.3
There is an emphasis in 3.4 of this document in “mainstreaming” therapy, this relates
specifically to HIV, physical health conditions and substance misuse all more obvious
examples of service provision which require a more specific knowledge base. In the case
of substance misuse a more intensive and longer term interaction as dual diagnosis is
normally evident as is complex and challenging behavior . Issues in relation to more
complex clients and co-morbidity do not appear to be explored and there is very little
provision for longer term therapeutic engagement currently which is not discussed in this
proposal.

IAPT’s inception related closely to employment outcomes this is hard to reconcile in
the current economic climate where there are few job prospects and uncertainty and
concern for those in employment .
Again if we are discussing choice of therapist we need to be examining choice of
approach (see above) and the provision of art therapy, body therapy, groups, and
drama therapy, in addition to an integrated therapeutic approach.
What constitutes a successful outcome and how is it measured? PHQ 9’s and GAD
7’s and the 3 other IAPT measures are extremely simplistic SCREENING tools. Our
feedback forms which are a good indication of satisfaction with the service have an
average 98% satisfaction with the service over the course of the year. An average
of 80% plus register an improvement in their mental health through a reduction in
banding as measured by PHQ 9 and GAD 7.
The commonest complaint we have on our otherwise extremely satisfactory feedback
forms at STTS is that the patient feels that they have had insufficient sessions, if
we wish to include service user choice this is an important consideration and how
will this be catered for in service provision.
Very little option for longer term therapy for the more complex or co-morbid client,
difficult to access psychotherapy, the panel rejects patients that are patently not
suitable for short term counselling or CBT. Possibly the counsellors could be offering
some longer term work 16-20 sessions, they are trained to provide this.
3
We feel that retaining work and obtaining employment is vital for supporting mental health.
I think that it is important to retain employment assistance but in a supportive non punitive
manner. Unfortunately the country’s circumstances have changed since the inception of
IAPT and the global recession has made employment and the retention of it more
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6.1
Again the principles of this section are sound however:

problematic. A number of our current clients present with concerns and anxiety in relation
to employment issues. We think that IAPT service should provide this assistance but it
should not be incorporated in the counsellor’s remit.
4. Works Well
We feel that the residents of Lambeth have benefited from improved investment in
mental health and a subsequent decrease in the stigma attached to a referral into
psychological therapies.
We think that the helpful and co-operative attitude of the current IAPT service
management has assisted a collaborative approach to mental health within the
borough.
We have experienced IAPT practitioners as helpful and co-operative and the
relationship is working well
Evidence based short term therapy providing choices for clients re therapist, ethnicity,
gender and location. Working a pooled team response to ensure patients are seen
asap if they are prepared to be flexible re. location.
Relationship between counsellors, GP’s and the clinical team within the surgery, this
assists communication, engagement and treatment.
The continuation and promotion of good multi disciplinary and inter agency working,
the promotion of other therapeutic services, educational meetings with professionals
and promotion of services should continue to ensure good working alliances. It is
also important that therapeutic interventions are measured in an identical manner to
IAPT to ensure service parity.
Not so well
We think that the promotion of CBT based therapy to the detriment of other
therapeutic approaches has not been helpful, counselling / psychotherapy in spite of
employing highly qualified, experienced, professionals has been denigrated as a
lesser service because of the RCT evidence base promoted as “gold standard” by
the NICE guidelines, other research and evidence bases have been completely
ignored as one therapeutic intervention has been promoted. See UKCP research
discussed above
PWP’s have had insufficient experience and training to assess clients with complex
and challenging presentations which is what they are increasingly required to do.
Provision for longer term work is reduced and the counseling teams could provide
this.
Multiple referrals by the GP who in some instances refers simultaneously into
counselling and IAPT, counselling commences and then the confused patient obtains
an IAPT referral this is not helpful with regards to treatment.
5
Equality of access seems to be a target STTS is already achieving, an analysis of the
STTS figures appears to relate correctly to the demographics of the borough in relation to
ethnic split, age, gender etc. I do however think that we need to be constantly vigilant in
exploring ways to engage hard to reach groups, young males older people, ethnic groups
etc. This needs to be done through service promotion, in appropriate languages, in places
where these groups meet , through the website, face book, twitter etc where younger people
engage. We need to be proactive and creative in our thinking in relation to service
32

engagement. Services also need to be further promoted in practices and with clinical
teams.

7
The concepts of the Lambeth Living Well Collaborative and improved care pathways, multi
agency approaches and interdisciplinary thinking could be incorporated within the service
through greater liaison between services. Education through team meetings, workshops and
information dissemination and perhaps the appointment within teams of an individual to
monitor clinical options and best practice liaising regularly with a service user forum. There
should be greater encouragement for service users to set up self help groups and a way
of monitoring and facilitating this. Educating service users in relation to taking some
responsibility for their mental health and with regards to appropriate treatments and
interventions.
8
Unfortunately the service user synopsis was prepared too late for there to be much of a
response prior to the 11/11 deadline, an analysis of feedback forms from TT and IAPT
could assist with this. The most common complaint in what is otherwise extremely
appreciative feedback at STTS ( 98% positive) is the desire for longer term therapy.
9
The NICE guidelines have moved slightly from the original position that CBT was the
therapy of choice and the most effective. This position occurred because of the more
obvious RCT based evidence for this approach. NICE choose to ignore the research using
CORE in PHC counselling and the CORE data base which provided plenty of evidence
that it was the affectivity of the clinician that was more important than the approach.
Increasingly a different range of existing approaches are acquiring an evidence base within
the terms of the NICE guidelines. The existing TT teams have had substantial training in
these approaches and have a level of professionalism, qualifications and experience which
is currently not being fully appreciated, recognized and rewarded why not utilize this level
of expertise? All the counsellors working in STTS are BACP accredited or UKCP registered
and most hold post graduate qualifications and considerable expertise in a range of fields.
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6.
Re 5.5 I appreciate that a single point of entry simplifies the provision of services and that
a telephone triage by a PTP provides the client with an instant response and also provides
evidence of easy access and a lack of waiting times which has been the problem for
traditional counselling provision where there have notoriously been long waiting times for
assessment and subsequent treatment. It is to be hoped that the telephone triage signposts
the patient to the appropriate service asap.
My concerns relate to the level of experience of PWP’s who often do not have the
knowledge of therapeutic work or the level of professionalism and experience to recognize
certain mental health presentations or to contain them . GP’s have commented on this to
counsellors and have had concerns in relation to some triage assessments where they feel
their judgment was being questioned or challenged. This however is improving and with
further multi agency liaison could improve further still.
The single point of entry will however be detrimental to the existing referral arrangements
with practice counsellors and the clinical team within the surgery, where their is local and
personal knowledge.

PHQ 9’s and Gad 7’s are screening tools and are often an inaccurate measure of clients
distress. Recently a client with severe psychological distress scored 1 on both forms, this
is where clinical judgment and experience count because this was not an accurate
reflection of the presentation.
Status Employment
Employment support should be maintained in the integrated service.
Why:
Excellent outcomes 2010/2011
Target of 69 off benefits or sick pay. Actual =173
Saves money
Dedicated employment support service can generate £2.79 in benefits for every £1 spent. See:
http://base-uk.org/sites/base-uk.org/files/[user-raw]/11-06/wfw_esw_economic_impact_report_final_v09.pdf

Supports therapists
With training for knowledge gaps and supports therapeutic process allowing them to concentrate
on therapy
Early Intervention
Steers patients away from dependency on Work Programme, Secondary Mental Health, GP
consultation, Medication use etc
Economic environment
In light of a contracting labour market and increased competition for jobs demand for employment
support will rise
Meeting proposed outcomes
As outlined above there are two outcomes that necessitate an employment support function
- Meeting national KPI standards within IAPT – KPI7
- Increasing Health & Wellbeing outcomes –“improved employment, benefit and social inclusion
status”.

Offer:
Should continue to be offered in current form and capacity at least.
3 x Staff, Group Workshops, Peer Support, Sporting Activity
If higher numbers of referrals i.e. through counselling are expected to be seen a commensurate
increase in resource would be required to facilitate support.

34

Lambeth IAPT
This is an exciting vision that encompasses the need to maintain and improve quality with a better,
integrated care pathway system and a more actively outward focussed service. We support the
entirety of this vision. Within it, we have some specific emphases to highlight below.
5.1
Highlights a crucial and often overlooked point; the need for high quality services, in line with
evidence, especially NICE guidance. There is minimal gain for services to be accessed by anyone if
they are not effective. So the rest of the document is to some extent predicated on 5.1 happening in
practice. This point, and the DoH ‘must do’s’ of NICE guidance and IAPT implementation, can be
taken for granted and overlooked in public consultations in favour of the perhaps more exciting new
developments. This is importantly restated in this section.

5.3 These are good aims. It would be helpful for the commissioners to be a bit more specific
(accepting that this is difficult in practice) about these additional services such as to people with
LTC, HIV and drug and alcohol problems and what level of work they require. For example, we
assume they are talking about a primary care level of generic intervention, not a specialist level
one. So, for people with LTC, and those with HIV, it may be about helping them once they have had
their medical diagnosis agreed and this is a stable diagnosis, and had initial information about their
condition and services from the medical team, and while they are now being primarily managed in
primary care. The talking therapy support may be helpful if they are still struggling with the
consequences of their health issue, to adjust to their new diagnosis and provide a supportive space
to help them manage their consequent feelings, and depression or anxiety. For drug and alcohol, it
is to specify that this is for a group whose main problem is a mental health one of anxiety or
depression, who also use / abuse drug and alcohol to alleviate these symptoms of depression or
anxiety, and who are able to use a psychological intervention.
There are distinct advantages to the service user having one worker following even more of a case
management approach than is currently carried out; but this needs to be weighed against the time it
will take from the therapist deploying their main area of clinical expertise. It may reduce the amount
of intervention available to people with CMH problems that are effectively treatable (as our current
service record of over 50% recovery demonstrates).
In saying this, we are highlighting the previously unmet needs of people with CMH problems, in
particular for access to evidence based effective psychological treatments. People with CMH
problems are a group who often have less of a voice at public consultations. Ironically this reflects
the success of the existing easy in (including self referral) / easy out model and high recovery rate,
so that service users do not stay with the service so long and so are less invested in its
development. There is therefore a real danger that their voice is heard less than that of service
users attending consultations who have had more contact with secondary care services, and have
more complex difficulties or serious mental illness, and understandably would want a service more
focussed on their needs. Similarly SUs with CMH problems may appear less of a pressing problem
to referrers and commissioners as they are so successfully and briefly treated. Hence we thought it
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5.2 Can there be clarity in the section - ‘easy in, easy out…..’every service user who has been
triaged to receive etc’. So for example it would be relevant to specify that that 80% of service users
are to be triaged within 24 working hours of their opt-in call. The other 20% represents people
where there is a need to get hold of previous reports, which brings a delay, but are needed for a
meaningful triage.

essential to represent their voice about the success of the current service specification and capture
their feedback. We participated in an independent report by Rethink about London IAPT services,
and following this, commissioned an evaluation by Rethink of our own service. The Rethink report
stated:
‘Impact of Service
“It has provided much needed support in my traumatic journey. It is the direct reason I have a job today
which has done WONDERS for my mental health.” (L106)
“Identifying how to work with my condition and being constructive about it helps me to be self-supportive.”
(L29)
“The therapies have explained and opened my understanding to my experiences.” (L60)
“I feel I am ready to move on with positivity” (L9)
“I have social phobia all my life and I did not know that I have it until I spoke to my therapist. It is a relief for
me to know what my problem is” (L64)
Conclusions
Our findings show very high levels of satisfaction with Lambeth IAPT service.
Most participants were very happy with the therapy and their therapist and were able to point to a
direct, positive impact of the service on their day-to-day lives.
Overall, satisfaction with the service was very high.‘
Any service specification will need consider how service developments are complimentary to the
continuing success of the service provided to people with CMH problems.
1.

What do you think of the proposed outcomes of the new service as set out in 6.1?
Should we include other things? If so what do you suggest?

These are a comprehensive range of appropriate outcomes.
The first point, that service users achieve what they seek from the service, requires that good
information is available so that service users know what the service offers and do not have
expectations that cannot be met.
Access needs to also include that a service encourages recognition and treatment of the wide
range of common mental health problems and their diagnoses, as some, e.g. PTSD, have
traditionally been missed in psychological therapy services. This also reflects that the demographic
profile of a well accessed service is not the same as that of the whole borough, as it will have a
greater weighting towards women, for example, who in census data record greater levels of anxiety
and depression.
6.3 IAPT now has a high level of mandatory data. This means that demographic information
including ethnicity, gender, sexual orientation, faith, disability and long term health conditions are
recorded and can be monitored. In addition, in line with DoH evidence based practice, it specifies
routine outcome monitoring so that this is transparent. We support very much that ‘the IAPT
standards should apply to the service’, and that this applies to the whole integrated service. This is
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so that modern levels of data collection and outcome monitoring can benefit the treatment of
everyone, including those receiving counselling. It allows transparent reporting, as specified in the
outcomes.
2.

IAPT currently provides an employment support alongside its clinical services. Employment
support helps people with issues pertaining to retaining existing employment as well as finding
a new job. Do you think this function should be maintained in the integrated service? If so,
what are your ideas around how it should be offered?
Employment support is a key part of social inclusion that the whole integrated service, both IAPT
and counselling can benefit from. It would work well to stay integrated in the service.
3. What do you think are the most important things that have been learnt in the last 3 years
within current service provision?

The current IAPT service has proved itself to be of high quality; it is the best IAPT service in London
across the range of Key Performance Indicators. As part of this, the single point of entry at a central
point has enabled a body of expertise to be built up around liaising with local services, and around
the triage process. Self referral has been well received and enabled access for people who would
not otherwise have presented. Triage has enabled the application of NICE guidance and service
user choice, so that the right people are seen by the right service at the right time. It also allows a
very early risk assessment at point of entry to the service and consequent prioritisation. A service
specification needs to specify that these outcomes need to be achieved.
There are high service user and GP satisfaction levels with the IAPT service and triage.
We have strived to enable our service users to contribute to this consultation. Two aspects to bear
in mind when considering this feedback are that there has been a recent, intermittent, issue around
the telephone system which has led to problems accessing triage. Once this was brought to our
attention we brought in a temporary solution, so this problem is not now happening, and we are
implementing a longer term solution.
Recently we have had staff who joined the service at its beginning leaving to go onto further clinical
training etc.. This is, to be expected after two years of the service, and the staff have been
replaced. However, there is an inherent delay in going through normal recruitment processes and
this has meant that the recent cohort of service users have, in some cases, had difficulties getting
through and then had to wait longer than usual.
We highlight these issues as both have been resolved, there is no longer delay in getting through
and the new staff are in post, but it may colour the service user feedback.
We are currently piloting one point of access in the North of the borough. This has been successful
so far. It has highlighted the benefits of both IAPT and counselling being in the same data system.
This system and triage is being thoroughly evaluated with feedback from service users and GPs
and this will be shared with commissioners.
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What’s really worked well?
What has not worked well?
What ideas do you have for making sure any mistakes are not repeated?

Monitoring the time between contact, triage and commencement of treatment along with outcomes
and levels of satisfaction, as we do now, will go a long way to ensuring the continued delivery of a
high quality, effective service.
What has not worked well has been a lack of data and of comparable data for all of the different
talking therapy services. This has prevented greater scrutiny of effectiveness, and being able to
identify areas of good practice that can be shared among all the services. Having all the services
on one data system will allow these benefits.
What has also worked less well is that separate services sometimes see service users who, by
reason of NICE guidance or service user choice, would be better seen with a different treatment in
a different service. The proposal of one service provider contract will reduce the incentive to do this.
This is because the success of a service will depend on the success of the whole service
partnership, not just their one part. Similarly an integrated service with an integrated care path, will
enable NICE and SU choice at an early stage, reducing the risk of the service user having a less
appropriate treatment or having to have multiple reassessments.
4.

All public organisations such as health and social care are required to offer services that are
fair so people with equal need get equal services and equal chance to benefit from that
service. This doesn’t always happen, for instance older or younger people, men or women,
people of different ethnic background or disabled people can be left out.
We want to ensure the service is fair to and suits. What do you think we should do to ensure
the new talking therapy service is fair for everyone and does not discriminate against people?

There needs to be continued emphasis on the service being able to deliver talking therapies in a
variety of settings, at suitable times, by a range of therapists and in different languages (or access
to translators where this is not possible).
Service users will need accessible information about what the service can offer and support in
making informed decisions about which therapy would best suit their needs.
The service needs to continue to develop active outreach to the groups of people who traditionally
find it difficult to access services. To do this the service will need to further develop its links with
other local services and organisations as well as being imaginative about how and where the
service is advertised.
5. Have you any comments on proposed routes into the service (paragraph 5.5)?
An integrated care path will bring benefits to service users, service providers, and commissioners,
as described earlier.
We support the proposal as a single point of entry, with an effective assessment process (triage),
ensures that entry into treatment is timely, smooth and that there are minimal gaps into which
service users can fall.
Equally, effective triage can help to ensure that service users do not waste their time in the ‘wrong’
service by actively signposting them to the service more suited to their needs.
7. How could the concepts of the Living Well Collaborative be applied within the service?
38

In part, the principle of working collaboratively and transparently with other organisations, especially
GPs, is already there in the current service. Nonetheless, further work can only improve these
collaborative relationships especially in the area if interactive communication.
What does require further work, in particular, is the involvement of service users in the delivery and
the development of the service. Focus groups have been held and these need to be built upon and
extended to involve a wider range service users. Indeed, we are already working on the valuable
feedback from the survey undertaken by Rethink on behalf of Commissioning Support for London
on the London IAPT services from a service users point of view. LIAPT was one of the three IAPT
service that participated.
Other areas under development are relationships with housing providers, organisations that deliver
services to elders and healthcare colleagues working with people with long term conditions.
The Time Banking initiative, to which Lambeth IAPT have signed up to and thoroughly support, will
provide opportunities to extend and develop more and better relationships with both the statutory
and voluntary sectors. Furthermore, by encouraging our service users to become involved
opportunities for their own empowerment will increase.
Do you think we need more information to help us in our decision about future service
arrangements?
If yes, what is this information and where might we obtain it from?
No. If the commissioners are to receive further clinical guidance it would be helpful if this is from
someone who is clinically expert in IAPT.
9. Do you have any other comments or questions?
Thank you for the opportunity to feedback in different fora.

Terence Higgins Trust
In general we welcome the vision as set out in Section 5, to provide a talking therapy service in
Lambeth that will provide high quality and equitable services to people according to need. We are
pleased that there is an emphasis on self-referral into the service, and on choice, and that the
vision for the service is that it is well-communicated. We are also pleased that there is an emphasis
on providing provision for creativity in terms of managing demand, for example, by the provision of
groups, self support groups and the use of peer support and buddying.
Terrence Higgins Trust is currently funded in the borough of Lambeth, through the South London
HIV Partnership, to provide talking therapies to people with HIV. We are aware of another public
consultation that has just been released, the Lambeth, Southwark and Lewisham review of HIV
health and social care. This consultation has been released this week, and has a three month
period of consultation, and affects our service arrangements also. In this consultation, which clearly
overlaps with the recommendations of NHS Lambeth, it is proposed that our HIV counselling
service is transitioned into mainstream provision of talking therapies, and that we work with
mainstream providers to ensure that an element of HIV specialism and expertise can be
incorporated into more mainstream provision.
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8.

The huge burden of stigma and discrimination that those living with HIV face still around their
condition is of primary concern for us in an era where services are being mainstreamed. Many
people with HIV in Lambeth are still fearful of disclosing their HIV status to mainstream providers –
and still experience a high level of discrimination from mainstream providers (e.g. problems with
disclosure in mainstream (non-GUM) hospital services, GPs practices, and other settings). We
would recommend that in order to ensure that the needs of people living with HIV are met that it is
vital that an element of HIV specialism is maintained within any mainstream service.
6.

What do you think of the proposed outcomes of the new service as set out in 6.1?
Should we include other things? If so what do you suggest?

We are pleased that there is an emphasis on supporting people to access a safe, accessible and
equitable service. Our primary service users are gay men, and people from African communities.
Given the cultural issues involved in accessing counselling services for these groups, we can
foresee that more specialist support might be needed to ensure that these groups feel that the
service is approachable to them. The historic relationship between people with diverse sexual
orientations and the psychological services they receive is well documented, and many gay men in
particular fear that they will be pathologised by mainstream providers, not only around being gay,
but also around their acquiring HIV. We would hope that any service would include provision of
appropriate and sensitive services that recognise the problems and stigma associated with a long
term illness like HIV, and issues around sexual health and sexual practice that go with this unique
illness.
In terms of issues for the other main group of service users we have, the Black African community,
we have traditionally seen very low uptake from this user group around talking therapies, and
traditionally very low uptake around Black African heterosexual men. We currently provide an
African Emotional Support Service in Lambeth, which helps people talk to a counsellor of African
descent, and provides short term structured help and support in order to meet mental health goals
and help people to help themselves. We would suggest that a specialist support service like this
has been very good at gaining trust within the African communities and we would advocate that
specialist support around emotional and talking therapies for members of the Black African
community living with HIV is built into any mainstream service. At the very least we would advocate
good African representation on consultation boards or user groups for the new services.
7.

IAPT currently provides an employment support alongside its clinical services. Employment
support helps people with issues pertaining to retaining existing employment as well as finding
a new job. Do you think this function should be maintained in the integrated service? If so,
what are your ideas around how it should be offered?

8.

What do you think are the most important things that have been learnt in the last 3 years
within current service provision?
What’s really worked well?
What has not worked well?
What ideas do you have for making sure any mistakes are not repeated?

9.

All public organisations such as health and social care are required to offer services that are
fair so people with equal need get equal services and equal chance to benefit from that
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service. This doesn’t always happen, for instance older or younger people, men or women,
people of different ethnic background or disabled people can be left out.
We want to ensure the service is fair to and suits. What do you think we should do to ensure
the new talking therapy service is fair for everyone and does not discriminate against people?
We believe that showing people with HIV and others from marginalised groups that your service is
friendly towards them is often related to the quality of awareness of the organisation and culture
within which people work within the new integrated service. We would advocate HIV awareness
training for all staff (including for example, front line reception staff, and back house managerial
functions). We would advocate training in issues pertinent to marginalised groups such as diversity
and awareness training, particularly in Lambeth around people that experience stigma and
discrimination in society (women, older people, LGBT, people from Black and Ethnic Minority
background, impact of disability – seen and unseen disability, HIV etc.)

It is vital that the user’s voice is heard in all this, and we would recommend having a steering group
for the project, that not only recognises users’ voices, but also has input from specialist agencies
such as Terrence Higgins Trust, who have a long history of working on issues such as HIV, race
and equality, and LGBT issues.
10. Have you any comments on proposed routes into the service (paragraph 5.5)?
We would add that close links to voluntary sector providers such as ourselves need to added in
here, so that we can encourage our own clients to access more mainstream provision and that we
can support our clients to feel confident to either self refer into the services, or that we can set up a
formal referral pathway between the voluntary sector and statutory provision.
7. How could the concepts of the Living Well Collaborative be applied within the service?
8.

Do you think we need more information to help us in our decision about future service
arrangements?
If yes, what is this information and where might we obtain it from?
We think it would be good if everyone involved in the Lambeth Talking Therapies consultation were
made aware of the Lambeth, Southwark and Lewisham current review of HIV Health and Social
Care issued this week. This document can be sought from the Lambeth HIV/Sexual Health
Commissioner Jess Peck or Ali Young. Jess.peck@lambethpct.nhs.uk or ali.young@lambethpct.nhs.uk
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People living with HIV often face particular barriers when accessing talking therapies, as outlined
previously. In order to ensure that services are accessible to this group we would suggest that it is
vital that a degree of HIV specialism is built into mainstream services. This will help to ensure that
services are sensitive to the specific needs of this client group, both in how they access service and
in ensuring that once they have made contact with services their needs are met appropriately.

St Mungo’s
Background
St Mungo’s has worked in the Borough of Lambeth for over twenty years, providing innovative
services to rough sleepers and other vulnerable and excluded adults who are homeless or at risk of
homelessness.
In Lambeth, we currently provide a range of first and second stage accommodation for rough
sleepers and homeless people, an accommodation pathway for female sex workers with substance
dependencies, a mobile street-facing substance use service, and an intermediate care service for
homeless people with severe physical health problems. We were the first to introduce
psychologically informed environments in the borough, and have championed the recovery
approach as our guiding ethos for over five years. For the last four years we have also provided a
psychotherapy service for chronically excluded adults in Lambeth.
The reasons that we introduced a psychotherapy service are twofold:
1. High levels of need in our client population – around 60% meet the criteria for diagnosis of
personality disorder, high levels of attempted suicide (up to 40%), high levels of psychosis
and psychotic episodes (>35%), high levels of substance dependency (c60%), high levels of
polymorbidity (around 40%) (Maguire et al, 2009; Cockersell, 2011).
2. Lack of treatment options, particularly access to psychological therapy - despite these high
levels of psychiatric, psychological and emotional disorders, peer research evidences low
levels of treatment (around 11%) with the majority of respondents saying that they had tried
to get help from mental health services unsuccessfully (Happiness Matters, 2009). Access to
psychological therapies through the NHS is almost non-existent as the majority of services
either are not qualified/designed to work with complex disorders (e.g. IAPT) or are hard to
reach either because of long waiting lists (e.g. StThomas’s) or because of restrictive referral
criteria and long waiting lists (e.g the Maudsley).
In effect, the chronically excluded are further excluded from access to psychological therapies, This
is particularly unfair as our psychotherapy service shows that, with the right provision, the
chronically excluded and those with complex needs do very well in therapy, with high attendances
(>70%) and high levels of positive outcomes (>75% improved wellbeing, >40% in
employment/training by end of therapy, etc) (Cockersell, 2011).
We are therefore grateful for this opportunity to comment on Lambeth’s plans for the future of
Talking Therapy services, and hope they will be a step towards commissioning inclusive, rather
than excluding, services.
Response to the Consultation Questions
1. What do you think of the vision set out in S5?
We are delighted that the vision talks of inclusive services, being fair to all, being antidiscriminatory; we would very much welcome greater access to psychological therapy for our client
groups. We also welcome the commitment to delivering and developing services in line with
recovery values.
However, the status quo excludes most of our clients and we feel that several parts of the proposal
simply reinforce this or risk making it even less fair.
We are concerned with 5.3.3 and 5.3.4: primary care psychological therapy needs to be able to
work with the presenting issues of those who come to primary care, not just a sub-section. These
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clauses are unnecessary, and could serve to exclude many of our clients. We believe that primary
care talking therapy should be available to all those living in Lambeth, without discrimination by
presenting issue: the only two clauses needed are 5.3.1 and 5.3.2 – that would mean the service
being available to all adults living in Lambeth or registered with a Lambeth GP. That is inclusive.
We are also deeply concerned about 5.5: our experience is that systems with a single point of entry
and then onward referral discriminate against the most vulnerable and against those with
challenging presentations, and those least able to advocate for themselves or navigate complex
systems. Our experience of delivering talking therapies to socially excluded adults in Lambeth
evidences that having a range of points of access increases accessibility, and take-up.

In general we feel the proposed inputs and outcomes in S6 are laudable: however we feel that
there needs to be a specific mention of not discriminating against those with mental health
problems. It would be ironic for a primary care mental wellbeing service to turn away people
because they have mental health problems. Our clients tell us that around 80% of them have tried
to access help for their mental health, but only 11% are actually in treatment (St Mungo’s, 2009):
this redesign of talking therapy services is an opportunity to redress this.
There are sound economic, as well as clinical, reasons for providing early treatment: exclusion
leads to increasingly poor mental health which ultimately costs more as people progress to needing
acute and long term services. In the spirit of QIPP, the remit of the talking therapies service needs
to be able to accommodate all those presenting in mental distress.
We would also like to see a specific commitment to providing talking therapies to people who are
substance dependent: the majority of our clients tell us that mental health problems lie behind their
dependency, and that is the experience of our own psychotherapy service. Co-morbid substance
use remains a source of exclusion for many of our clients.
3. IAPT/employment support
We welcome the association of employment support and talking therapies as we recognise the
importance of socially valued activity for recovery. We believe there is a good case to make that for
many people it is a combination of social support and talking therapy that enables them to move on
to greater independence and self-fulfilment, in line with recovery objectives.
We suggest that mental health graduates, rather than being deployed as undertrained assessment
workers, could find a useful role in providing a floating social support service, alongside user
organisations.
We would like to see more user-led support around employment and social integration, in the form
of eg peer mentoring services etc.
4. What do you think are the most important things that have been learnt in the last 3 years
within current provision?
Our experience of current provision by NHS Lambeth is that it provides very little that our clients
can access. What we have learnt from our own provision in Lambeth is that accessible
psychotherapy has a profound and positive effect with socially excluded adults, high attendance
rates and good positive outcomes (Cockersell, 2011). We have also become aware that it fills a
service gap, with around 30% of the referrals to the service coming from statutory mental health
services who could not access suitable talking therapy elsewhere.
What we have also learned is that IAPT London does not provide a service to our client groups, and
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2. What do you think of the proposed outcomes of the new service as set out in S6.1?

is not willing to engage in a dialogue on how such services could be provided.
We welcome this opportunity for Lambeth to create a ground-breaking, innovative and truly
inclusive service.
5. What do you think we should do to ensure the new talking therapy service is fair for
everyone and does not discriminate against people?
The first discrimination is being refused treatment because you are experiencing the wrong kind of
distress in the wrong way: there are a huge range of psycho-emotional conditions amenable to
talking therapy beyond anxiety/depression, and even anxiety/depression often (usually in longterm
cases) have their roots in other areas such as relationship difficulties or unresolved trauma. Most of
our clients have disorders relating to compound, chronic and/or complex trauma, which they
express through a combination of mental health, substance use and social problems, including
homelessness itself. So firstly, there should be no exclusion criteria for presenting problem. The
talking therapy service should be able to work with the full range of common disorders, including
personality disorders, PTSD, and substance dependency.
Secondly, it has to be accessible. To ensure that the new talking therapy service does not
discriminate against people, then access routes have to be as wide and varied as possible (for
some people, for example, going to a clinic or hospital is very difficult; for some negotiating a series
of referrals is impossible; etc).
6. Have you any comments on proposed routes into the service (paragraph 5.5)?
We feel that this is unnecessary and likely to be deeply excluding. As above, our experience is that
there needs to be a wide range of potential routes into the service, at as many different locations as
possible, to make it accessible to the socially excluded or to those who do not usually get access to
psychological therapies.
What happens to someone who has a negative experience, as some inevitably will? If there is a
single point of access, then that person’s opportunity for talking therapies is closed down.
Similarly, what about choice? A single point of access is by definition a restriction of choice, and it is
well-evidenced that choice enables greater take-up and more positive patient experience.
We are also concerned that if there is a single point of access: there will need to be very
experienced clinicians staffing it, so that they can deal with any presenting problem from across the
whole borough – which seems unlikely as it would be very expensive; there will need to be onward
referral, and we know from experience that many clients will drop out if they are assessed but
receive no treatment; there will be re-traumatisation, as clients expose their vulnerabilities to
someone who is not equipped to offer them appropriate therapy.
We therefore suggest that the single point of access be re-thought, with wide service user
consultation. Is the single point of access best for a homeless person with personality disorders and
substance dependencies, a mixed race youth with a sense of disaffected identity, and a pensioner
who has just lost her spouse of 40 years? Are these people all going to be comfortable together?
7. How could the concepts of the Living Well Collaborative be applied within the service?
We think that linking talking therapy to social support and to recovery models is excellent. We
would like to see talking therapy offered as part of the support package to people discharged from
psychiatric hospitals on a routine basis, Our own therapy work in Lambeth Hospital suggests that
this would be an effective way of managing the transition from ward to community in a way that
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empowers and enables, and creates sustained resettlement.
8. Do you think we need more information to help us in our decision/what is it and where might
we find it?
We have considerable information on the impact of talking therapies for people with complex
needs, and how to make them accessible; our clients have considerable research on exclusion,
how to make things inclusive, and on the value of talking therapy to their wellbeing.
We think that the information that Lambeth needs is not so much who is using their services now,
but who is excluded, and how could Lambeth make their talking therapy services more inclusive
and more effective for the whole community for the same resource level.

We think that the emphasis on IAPT provision is dangerous because IAPT provides a specific set of
interventions for a limited range of conditions, mainly depression (and its efficiency in doing this is
debatable on the current evidence, with prescriptions of anti-depressants increasing by 10% last
year, and ambivalent findings from national studies).
Talking therapies can be an efficient way of helping a broad range of people with a very wide range
of conditions, if used effectively. We urge Lambeth to look for the most inclusive ways of providing
the service, not the most exclusive ways of ‘managing demand’.
We believe that this is a great opportunity for Lambeth to take the lead in developing a cutting-edge
talking therapy service that meets the needs of Lambeth’s diverse population in all their complexity,
and which would produce QIPP savings and longterm mental wellbeing and health positives.
We urge the commissioners to think broadly and boldly for clinical, moral (anti-discriminatory) and
economic reasons, and we would be delighted to be a part of taking an inclusive and effective
talking therapy service provision forward.
Peter Cockersell, Director of Health & Recovery, St Mungo’s
November 2011
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9. Do you have any other comments or questions?

