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Appendix 1

London Borough of Haringey Health & Wellbeing Strategy refresh: September 2014
Haringey CCG activities supporting health & wellbeing
Background
1.
The 5 CCGs in North Central London (Barnet, Enfield, Haringey, Camden &
Islington) are working together to develop a 5 year strategy (2014/15 – 2018/19). The vision
is ‘an integrated care network of organisations focused on outcomes and shaped by patients’
and delivery is based on a shared principle of ‘collaborating where it makes sense to do so’.
2.
Haringey CCG has also developed its 5 year strategy – latest draft on the CCG
website. The objectives of the Haringey 5 year strategy are entirely consistent with those of
the collaborative 5 borough strategy referred to above.
3.
NHS England commissions immunisation and screening services to reduce morbidity
and mortality from preventable disease through improvements to and the promotion of
healthy lifestyles (specifically this would encompass Tobacco Control, Alcohol intake, Health
checks, healthy nutrition, exercise and would follow the Public Health England strategy).
Overarching themes
The Haringey strategy incorporates a number of overarching themes or principles that apply
to the services we commission for all ages and conditions. These are:
a.
Value based Commissioning - Along with the five CCGs in the North Central
London Strategic Planning Group, Haringey CCG is implementing a new way of
commissioning called ‘Value-based Commissioning’. The aim is to maximise the quality of
care experienced across the whole life course by the Haringey population for every pound
spent. We will move away from commissioning units of activity from different service
providers and towards commissioning the outcomes that matter to our population groups,
resulting in less fragmented care pathways. This will lead to a transformation of services and
service providers, and increased joint working between providers.
There is a shared commitment across the CCGs in North Central London to drive this new
approach and significant investment, and strong support from chief executives and medical
directors of provider organisations. Initially the focus for Haringey will be on people with
frailty, people with mental health conditions, and people with long term conditions. Once the
results of this work in these areas have been established, the approach is likely to be
mainstreamed into our commissioning. It is planned to use outcome based contracting for
the contracting round in April 2015-16.
b.
Integration - Our goal is to improve integration of health service providers and
between council departments, health services and voluntary organisations. This will enable
the CCG to meet the National Voices objective: that our population will be able to plan their
care with people who work together to understand them, give them control and enable them
to achieve the outcomes that are important to them. The vision is of models of care and
services that are focused on early identification and proactive, co-ordinated care that
prevents crises and enables independence, maximising time spent free from symptoms and
avoiding unnecessary hospital admissions.
A project is a currently being developed jointly by Haringey CCG and Haringey Council to
improve the way local people of all ages access services in a more joined up way that works
with their different lifestyles and improves their health and wellbeing. There are already
examples of better joined up working, including social workers based in the North Middlesex

Hospital A&E department during winter to help residents of Enfield and Haringey get home
quicker with the right support.
The Better Care Fund (BCF), developed jointly with the Local Authority, will be a mechanism
by which commissioners promote and drive service integration to achieve improvements in
outcomes and experience for people who use the services. Initially our focus will be on
people who are identified as frail and pre-frail, extending to mental health services, children’s
services and services for people with long term conditions. The BCF identifies how we plan
to use a joint commissioning budget (between the CCG and Local Authority) for reducing
admissions to institutions, both hospitals and residential care. It identifies the schemes that
will be put in place locally to deliver this transformation which will be characterised by:
 A focus on supporting primary care to plan and co-ordinate older people’s care
 The development of multi-agency and multi-professional locality teams that will provide
a co-ordinated service close to people’s homes
 Expansions in ‘rapid response’ and co-ordinated ‘home from hospital’ teams.
c.
Engagement - We want to focus on promoting wellbeing and preventing ill health.
To do this, we need to work with patients, carers, local people, voluntary and community
groups and other agencies and together build healthier communities which have strong
networks, friendships and trust. There is a need to make changes in the health service to
meet the needs of an ageing population and the increasing number of people living with long
term conditions, such as diabetes and asthma. We need partnership with patients and carers
to help to create effective service change. We will continue to focus our efforts on engaging
and communicating with a more diverse group of patients and the public, reflective of
Haringey’s demographic and health profile. This will involve using different approaches and
expanding our use of technology. We will particularly focus on exploring new ways of
communicating with our residents so that they are better placed to get information and
access to support in a way which suits them.
We are committed to giving local people the opportunity to help shape the services we
commission and contribute to how they are run and monitored. Examples of how we have
been doing this include:
 Holding meetings throughout the year for the public, stakeholders and our engagement
network to give people opportunities to inform the development of the CCG’s plans.
 Creating a pool of Haringey patients and carers to help us review and look at different
services and patient pathways
 Working closely with Healthwatch Haringey; sharing intelligence and joining together on
specific projects
 Listening to and acting on feedback about experiences of NHS services within Haringey
 Making visits to a number of voluntary and community organisations and groups in
Haringey to hear experiences of the different people and communities that they work
with
 Identifying particular communities, whether they be ethnic, faith or geographically based,
which may have a particularly high prevalence of mental illness and actively targeting
services towards them to increase awareness, reduce stigma and promote mental
wellbeing.
 Considering the impact of any changes on people with protected characteristics
identified by the Equality Act (2010).
Opportunities to influence the future shape of services will take place in September
(Engagement network meeting on 15th and Public meetings on 25th) and October
(Stakeholder event on 16th- GPs, providers, voluntary sector, patient reps, local authority
colleagues etc).

d.
Prevention – The development of primary care in Haringey is a priority for the CCG
and better access to GPs and primary care services is a key theme that has come out of the
CCG’s engagement work in 2013-14. The development of primary care services is
fundamental to the improvements we want to achieve. For example:
 Focusing on supporting primary care to plan and co-ordinate older people’s care and
prevent or delay avoidable hospital admission and facilitate early discharge.
 Identifying and addressing skills and capacity gaps in responding to people with
complex needs in primary care settings and putting in place agreed thresholds for
referrals to more specialised services and shared care protocols, for example for people
with mental health problems.
 Strengthening links with health promotion and prevention services, and developing early
intervention services.
 By working together in networks of practices we will be able to offer more services
locally to more patients. For example, if one GP practice offers a particular service (such
as extended hours, or a preventative service, or on site testing) there will be
arrangements in place so that patients from other nearby practices will also be able to
go there too. This will hopefully reduce the number of people who need to go to hospital
for planned care and help to reduce the demand for urgent and emergency care.
 Improving access to primary care, in a range of ways and settings, is a really important
enabler to ensure that people can more appropriately access high quality urgent and
emergency care when they need it most.
e.
Quality and Safeguarding of vulnerable children and adults – Haringey CCG’s
vision is to enable the people of Haringey to live long and healthy lives with access to safe,
well-co-ordinated and high quality services. Our vision and aims are underpinned by six
corporate values, including being focused on quality. This means we are committed to
commissioning high quality services and we will build on success and learn from our
mistakes. We will promote public sector values and the benefits of clinical excellence in
commissioning services. Listening to our patients and learning from their experiences is a
core aim.
Our focus on quality embraces effectiveness, patient experience, and safety – including
safeguarding of vulnerable people. Our challenge as commissioners is to create a culture of
continuous quality improvement based on openness, transparency and candour. Over the
next five years of the Haringey strategy the CCG is aiming to improve the health-related
quality of life for people with long-term conditions, and the experience that people have of
hospital, community and primary care services.
f.
Supported self-management - We want to promote and support self-management
and empower people, including those with complex needs, to enhance their own health and
wellbeing and behave in healthier ways. For example, people with long-term conditions or
poor mental health will be supported to play a more active role in their health and healthcare
by providing them with information, practical tools, skills and signposting to relevant support
or activities in the wider community. The Co Creating Health model incorporates selfmanagement training for people with long-term conditions, training in self-management
support for clinicians and a service improvement programme to put systems and processes
in place to support patients and clinicians in their self-management activities.
The evaluation of the first phase of implementing the model, published in 2012,
demonstrated the programme’s positive impacts on the patient’s confidence, knowledge,
self–management skills, condition specific outcomes and quality of life.
H&WB Strategy Outcome 1 - Every child has the best start in life
1.
The 5 CCGs in North Central London (Barnet, Enfield, Haringey, Camden &
Islington) have agreed to work together to address common areas (obesity - commissioned

by PH and there is an agreed pathway across NCL, diabetes and allergies & asthma). This
work is coordinated by Enfield CCG. Haringey CCG is about to implement a revised allergies
pathway and will build on the learning in Islington where this has already taken place.
2.
We are implementing a Child and Adolescent Mental Health Service (CAMHS)
primary care pilot from November 2014 – 2015 whereby paediatric MH staff will be placed in
each of our 4 primary care collaboratives (groupings of practices across an area in Haringey)
to provide health and emotional wellbeing for children and young people services.
3.
We are also planning the implementation of a perinatal mental health service to
ensure that optimum care is provided and risks to mother and baby are reduced.
H&WB Strategy Outcome 2 - A reduced gap in life expectancy
1.
The CCG is aiming to achieve a 3% increase over the next 5 years in additional
years of life from conditions considered amenable to healthcare through a range of local
initiatives. For example schemes to reduce avoidable admissions to and support quicker
discharge from hospital for people with physical and mental health conditions. Revised
patient pathways are being implemented to provide more treatment and support locally for a
range of long term and other conditions, such as diabetes, heart failure, chronic obstructive
pulmonary disease (COPD), gastroenterology, cataracts, and children’s allergies and
breathing difficulties. The CCG has also implemented a number of telephone helplines to
support GPs in early identification and diagnosis of conditions and introduced weekly multidisciplinary teleconferences to discuss the care for older people with frailty.
2.
Improving access to psychological therapies – see below
3.
London cancer strategy – Consistent with the pan London programme, Transforming
Cancer Services in London (TCSL) and working with partners, the CCG is focusing on
improving Early Detection and Population Awareness, Reduction of variation along the
pathway between and within providers, and supporting people to live with and beyond
cancer.
4.
Implementing supported self-management particularly for people with long term
conditions – see f. above.
5.
Improving access to primary care services – The development of primary care in
Haringey is a priority for the CCG and better access to GPs and primary care services is a
key theme that has come out of the CCG’s engagement work in 2013-14. The development
of primary care services is fundamental to the improvements we want to achieve. For
example:
 By working together in networks of practices we will be able to offer more services
locally to more patients resulting in improved access and equity of provision for the
whole population. For example, if one GP practice offers a particular service (such as
extended hours, or a preventative service, or on site testing) there will be arrangements
in place so that patients from other nearby practices will also be able to go there too.
This will hopefully reduce the number of people who need to go to hospital for planned
care and help to reduce the demand for urgent and emergency care. Evidence shows
that many benefits can be seen by changing how practices deliver services, for example
the introduction of an 8am-8pm, 7 day model of care and the use of telemedicine.
Haringey Council, Haringey CCG and NHS England are working together to improve the
quality of primary care and modernise health facilities in Tottenham. Tottenham has a
fast growing and diverse population with significant health needs. Practices tend to be
smaller, with care delivered from facilities that are not fit for purpose and offering basic
services with limited access. The CCG’s aim is that improvement in premises resulting
from the Tottenham regeneration programme will have a significant positive impact on
patient experience and outcomes.
 Improving access to primary care, in a range of ways and settings, is a really important
enabler to ensure that people can more appropriately access high quality urgent and
emergency care when they need it most.






Strengthening links with health promotion and prevention services, and developing early
intervention services.
Haringey’s GP practices already work together in four collaboratives. Our strategy is to
take this much further, to change the shape of local provision, with networks of practices
using a variety of organisational vehicles, rather than a one size fits all approach. For
example, for some it may be a loose association, for others a merger, and for others a
new legal entity such as a federation. By October 2014/15 we aim for each collaborative
to have agreed new ways of practices working together at scale in their area, and each
to be in the process of formation. By the start of 2015/16 we aim for each collaborative
to have formed new ways of working and to be providing some services together.
The CCG will be developing primary care information systems. A key enabler for
integrating care across primary, secondary and social care, and for practices working
together, is the development of clinical information systems which communicate easily
with each other.

H&WB Strategy Outcome 3 - Improved mental health and well-being
1.
Increasing access to psychological therapies (IAPT)- in 2014/15 - 2015/16 the CCG
is aiming to increase to and sustain the national standard of 15% for the proportion of people
that can access and enter treatment for psychological therapies. Over the same period the
CCG is aiming to achieve and sustain the national standard of 50% for recovery.
2.
Dementia – in 2014/15 – 2015/16 the CCG is aiming to increase to and sustain the
national standard of 67% of the eligible population with a diagnosis of dementia and
accessing treatment.
3.
Psychiatric liaison – The CCG will be enhancing services that support the local
hospitals to treat patients suspected of also having mental health problems.
4.
Recovery model - For people with a serious mental illness there have been some
real improvements in how we support people to live a full life in the community. We now
need to reach more people and grow our offer for recovery. Recovery is about offering
opportunities to live a fulfilling life with and without the symptoms of mental illness. By
offering hope and control, recovery based approaches can reduce reliance on the need for
services. We recognise that mental health is often a lifelong condition and we want to
commission pathways that maximise independence, but that also allow quick access back in
to services as soon as people need them.

