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1. Purpose of Report

Following the approval of the Executive Summary at the meeting on the 1 May
2013, the full Integrated Commissioning Plan is now submitted for information.

. Recommendation

To receive the approved Integrated Commissioning Plan.

3. Detall

WCCG along with all other CCGs is required to develop an Integrated
Commissioning Plan that describes:

The strategic priorities that will be focused on in 2013/14

The Case for change that drives those priorities

Commissioning Intentions

Contractual arrangements

The Financial strategy and position of the WCCG

Identify any risks associated with the Financial profile of WCCG
Describes the methodology and structure that will deliver the WCCG'’s
plans

Describes the WCCG'’s approach to QIPP and its QIPP targets

Details our stakeholder engagement intentions and methodology
(including Patients, the wider general public, the local authority,
Providers and member practices.

Describes how we will work with and develop our Providers
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e Requires us to describe how we will deliver against key areas of the
NHS Outcomes Framework contained in the NHS England “Everyone
Counts” planning guidance

e LAT — The ICP has been approved by the Local Area Team.

e The ICP was approved by the WCCG Governing Body on the 14 May
2013.

*Attached Integrated Commissioning Plan 2013-2016
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Foreword

Wolverhampton Clinical commissioning group has been tasked with the job of
driving forward the health agenda in Wolverhampton. As the commissioners we
procure services on behalf of our population. We are acutely aware of the
challenges that are before us. The population of Wolverhampton consists of a
vibrant multicultural mix of people who add tremendous value to our society.
Alongside this there are very high levels of people living with long term iliness,
significant deprivation and unemployment.

Wolverhampton Clinical Commissioning Group (WCCG) is committed to improving
the health and wellbeing of our population reducing health inequalities both with
regard to mortality rates but also with regard to quality of life of those living with long
term conditions.

We will achieve this by commissioning the highest quality evidence based services,
placing patients at the centre of our decision making and deliver this through the
newly established model of clinically led commissioning. This model will bring about
real differences for the health of our population and their experience of services.

This Integrated Commissioning Plan (ICP) describes the approach we will take to
achieve our vision of meeting the health needs of the residents of Wolverhampton,
whilst recognising that we are working with a number of challenges. These
challenges include the high level of socio-economic deprivation, the elevated
incidence of long-term illness and the extent of health inequalities within the City. In
addition, the ICP acknowledges that services must be of the highest quality,
sustainable and affordable in the context of increasing demand and in a period of
financial restraint

We have to deliver transformational change in order to realise an efficient and
effective health care system in Wolverhampton, which is both affordable and
provides the highest service standards, which our population rightly expects and
deserves.

Our programme of change will be led by clinicians who have a clear understanding
of patient needs and of the challenges we are all facing. Operating in collaboration
with our stakeholders (e.g. patients, practices, voluntary organisations, The Royal
Wolverhampton Trust, The Black Country NHS Foundation Trust, Wolverhampton
City Council etc.) our programme of change is deliberately flexible in order respond
to emerging priorities.

WCCG will work with its providers to ensure that we have the best possible
services for the local population This cannot be achieved without modernisation of




services and delivery of quality and productivity objectives which allow us to save
resource in some areas and redirect it to other areas where it is needed for
innovative new services. WCCG have a number of strong plans to ensure delivery of
our objectives including robust financial management,an excellent communication
and engagement plan and plans to improve the commissioned services including
both hospital provided and primary care services. Our commissioning decisions
will be shaped by the views of our patients and the public and effective
engagement will be a central factor within our new ways of working.

This Integrated commissioning plan is a living document which will develop as our
work develops .We look forward to the challenges ahead and to working with all our
stakeholders and partners

Dr Helen Hibbs Dr Dan DeRosa
CCG Chief Officer CCG Chair



1.Executive Summary
1.1.About us

Wolverhampton Clinical Commissioning Group (WCCGQG) is a relatively new
organisation formed in March 2012 from the amalgamation of two discrete clinical
commissioning groups. Every practice, bar one’, in the City is aligned with the
clinical commissioning group and this provides us with the optimal environment to
work with our patients to improve outcomes by commissioning high quality,
evidence based services. This will be achieved by focussing on health needs,
outcomes, sustainability and building effective care pathways. Our task is
challenging, Wolverhampton ranks amongst the 25 most deprived areas in England.
Wolverhampton has a:

Population of 249 470 (GP covered
population 262 000)

52 GP Practices (51 members of the CCG)
an 8% Unemployment rate
is 12th largest city outside London

is part of the West Midlands Urban area

which makes it part of the second largest
urban area in the United Kingdom

an ethnically diverse community

Figure 1 - About Wolverhampton
Wolverhampton has a population of approximately 250 000 although our GP
responsible population is believed to be higher this could be due to a transient
element. Wolverhampton is a relatively compact geographical area so wards are in
general quite densely populated. The CCG was authorised at the end of March with
conditions, which we are currently addressing.

Although many of the staff at WCCG are new, the team is vibrant, dynamic and
ambitious with a “can do” approach to commissioning good quality health care
services for our residents.

' One practice is aligned with Wallsall CCG due to a retirement




As mentioned Wolverhampton has high levels of deprivation (source - the Index of
Multiple Deprivation 2010 (IMD2010) and high levels of health inequalities. The
following spine chart describes how Wolverhampton ranks against the cluster area
and against the rest of England for some of the key outcome indicators:

NHS Wolverhampton CCG
Summary spine chart

The chart below shows the distribution of the CCGs on each indicator in terms of ranks. This CCG is
shown as a red damond. The yellow box shows the interquartile rarge and median of CCGs in the same
ONS dluster as this CCG. The dotted biue line is the England median. Each indicator has been
orientated so that better outcomes are towards the right (light blue).

This CCG is in the Cities & Services cluster
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Fig 2 - Wolverhampton Health Profile




Wolverhampton also rates poorly in seven out of the twenty QOF disease
prevalence indicators,including but not limited to : Hypertension, Heart failure,
Diabetes, Epilepsy and Adult Obesity.

1.2.Strategic priorities

As part of our planning activities we have consulted widely and carefully examined
the evidence documented in the JSNA and that supplied by NHS England, Public
Health England and our GP’s and providers. The results of that consultation and the
analysis has identified three key health areas that the CCG needs to focus on
during the 2013/14 financial year.

Diabetes Dementia

Figure 3 - Local priorities for 2013/14
WCCG will also focus resources in other areas that we have identified as being
priorities for Wolverhampton such as COPD and alcohol abuse. We will work closely
and collaboratively with our providers and the local authority to deliver the desired
outcomes - which are Right care in the Right place at the Right time.

1.3.Communication and engagement - the patient voice

WCCG has developed a comprehensive communications and engagement
framework and toolkit which we have implemented with the sole purpose of
capturing, analysing and acting on what our patients, public, GP’s and providers
tell us is good, bad or indifferent about the health care services we are providing.
Patients and the Public voice will be at the centre of all our commissioning activity in
a tangible and visible way.

The framework and the way in which we have used it to date and some of the
resultant feedback we have received so far is described in greater detail in the main
body of this document in section 8.

We have worked very closely with our member practices to ensure that we get
significant clinical engagement and input.We are determined to provide the Right
care in the Right place at the Right time.




1.4.Quality and Safety

WCCG has carefully examined the Francis report and the recommendations made
within it. As a commissioner we will ensure that we support our providers in the
implementation of all the relevant recommendations. We will work closely with both
our main providers, Wolverhampton City Council and the CQC to ensure that we
provide safe and accessible health care provision across Wolverhampton - Right
care in the Right place at the Right time. We will hold our providers to account for
any lapses in acceptable quality standards.

1.5.Finance

WCCG has structured the organisation based on a “lean” model in order to meet
the £25/head running cost guidance by which all CCG’s have to abide.

WCCG has a record of strong financial performance :

Year Surplus £000

2009/2010 19,365

2010/2011 15,692
2011/2012 19,682

Figure 4 - Historical financial performance

2012/13 was the final year for the PCT and its strong financial position continued.

A considerable amount of work was done in-year to identify the split of the PCT’s
budgets to its successor organisations and monthly reporting has been arranged so
that the emerging CCG can review its own financial position.

1.6.Providers and provider development

WCCG commissions the bulk of services from two key providers - Royal
Wolverhampton Trust (RWT and The Black Country Partnership NHS Foundation
Trust (BCP)

With our stated aim of Right care in the Right place at the Right time we will work
with providers to ensure that we are able to deliver real transformational change to
our health care system. Change that realises genuine benefits in terms of improved
outcomes, improved patient experience, financial efficiencies and clinically led
commissioning.
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We are pro-actively supporting RWT’s application for Foundation Trust status and
we are confident that they will achieve FT status in a reasonable timescale.

1.7.Commissioning intentions

Although we commission the majority of services from RWT and BCP we also
commission other providers. This is described in the table below (Fig 5), figures
shown are gross before the allocation of specialised services to NHS England

Wolverhampton CCG LTFM Baseline Recurrent Non-Recurrent Total
Values

2013114 LTFM £000s

Acute Non-Foundation Trust 151,286 631 151,917
Acute Non Foundation Trusts 10,538 0 10,538
Non Acute Foundation Trusts 25,917 750 26,121
Non Acute Non Foundation Trusts 35,507 0 35,507

—

Fig 5 - CCG Commissioning allocations (LTFM)
How we distribute our funding allocations and what we commission and where will
support our ability to deliver the Right care in the Right place at the Right time.

1.8.Specialised commissioning

Funding for specialised services is held by NHS England who will directly
commission those services. The CCG is liaising with the the Specialised Services
Commissioning Team (SSCT) at NHS England, and its local provider The Royal
Wolverhampton RWT to finalise the position and ensure integrated service provision

1.9. Health and Wellbeing Board

The Health and Social Care Act challenges local authorities and the local NHS to
work collaboratively to address the “big picture” of health, this includes working
together to reduce health inequalities by tackling the wider determinants of health.
This will include looking at the root causes such as poor housing, high levels of
unemployment, crime and disorder,alongside pure health commissioning.

WCCG has a strong presence on the Health and Wellbeing Board and is an active
participant in the development and implementation of the strategy and initiatives
emanating from the HWBB.

11



1.10.Quality Innovation Performance and Prevention (QIPP)

The QIPP agenda will be delivered using the programme management approach
that we have described in greater detail in section 8.1 This allows for modernisation
savings that can be reinvested in the health economy.

In September 2012, WCCG comprehensively risk assessed? its QIPP Programme
and aligned it to its Development and Delivery Groups.

The CCG has some risk associated with its QIPP schemes. If schemes do not
deliver the level of recurrent savings described above this will jeopardise the
financial position of the organisation. If the target outturn position looks likely not to
be achieved , the Governing Body would be required to seriously consider delaying
or stopping planned work in order to avoid pressure on the financial position. This
would not be a tenable position and therefore the organisation gives a significant
importance to the QIPP programme as this is the vehicle through which service is
transformed.

The CCG does not treat the management of QIPP savings as an annual event;

rather, the DDGs are continuously looking for opportunities to deliver new projects.
Therefore, if slippage occurs in the 13/14 schemes, there will be other schemes to
bring forward from future plans to close the shortfall in the planned savings.

3 Year QIPP Forecast:

2013/14 2014/15 2015/16

£6.5M £6M £6M

2 Risk reviews are now also carried out monthly at the DDG meetings

R ———
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2.Introduction

This integrated commissioning plan (ICP) forms a key component of
Wolverhampton Clinical Commissioning Group’s (WCCG) commissioning process in
Wolverhampton and informs our commissioning intentions for the future. The
construction of the plan has been clinically led and developed in close collaboration
with our key stakeholders. The plan represents the progress of our planning
activities at the point of submission to NHS England's Area Team (the AT) and is a
continuously evolving document, as such it will continue to require regular
engagement and refreshed iterations of the document over the next 3 years.

2.1.Approach to the development of the plan

When we first engaged our clinical leaders on what we wanted our integrated
commissioning plan (ICP) to achieve, we also started to outline the ongoing process
that would deliver that plan. Our planning process is set out in Fig 6 below. We also
set out our initial thoughts on how we will apply the process through a whole health
economy approach or the Whole System Plan (WSP)

The case for change is a compelling one, one that has been developed in
collaboration with our stakeholders as part of the longer term development of the
plan for the health economy whilst maintaining an operational grip on the in-year
position.

Key documents that we used Current stage |
to inform the planning

MOU - Core offer | __
Everyone Counts - NHS
4\ England Guide to planning 4
Stage?2 - by Financial Strategy By
Developing:
Our Mission, Our Strategy Joint Strategic Needs
Visionand | for delivering | =V Assessment -V
Values - why ..
the vision based
Wolverhampton Joint Health
and Wellbing Strategy -V
// T 1 L . //
4 =y

Stage1 - »y
Developing :

achieveand |~
elements:
what are our
desired
Outcomes

Delivery

phase

we aim to following key
Health Needs

we're here, what on the
WCCCG Governance and
Constitution

Quality

Organisational Development
Plan

Patient
. 4 Feedback =

NV1d NILSAS ITOHM
NV1d DNILvd3dOo

AODILVHLS TVIONVNIL

Communications and
Engagememt Strategy

—/

NV1d ONINOISSININOD A3 LVHOILNI
ADILVHILS NH3L DNOT OL NNIA3IN

”E

—

National Local
Priorities Priorities

\

Fig 6 - Planning approach
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The ICP is the recipient, along with the Whole System Plan (WSP), of information,
intelligence, and plans from a suite of documents (see Fig 7 below) on which
WCCG will rely to drive our strategic objectives and delivery.

Integrated
Commissioning

Whole System

Communications
and
Engagememt
Strategy

Everyone
Counts - NHS MOU - Financial
England Guide Core offer Strategy

to planning

Wolverhampton
Joint Health and
Wellbing
Strategy

Joint Strategic Organisational

Needs
Assessment

Governance and J§ Development
Constitution Plan

Fig 7 - “The Suite”
The ICP articulates our vision for the future of WCCG commissioning in
Wolverhampton, reasons for the transformational change programmes to improve
the health outcomes for the population of Wolverhampton and describes how we
will operate in a way which is sustainable and delivers the ‘Right care in the Right
place at the Right time’. The plan describes our governance arrangements to
evidence that we have the required capacity and capability to undertake the
commissioning functions and describes how we will manage risk, finance and
performance (and especially quality). In order to support delivery of the ICP, we
have constructed an Organisational Development (OD) Plan which will ensure that
we have the necessary skills, capacity and effectiveness to undertake our roles and
responsibilities.

The ICP is, deliberately, a live document and as such, it will be regularly updated to
reflect progress on initiatives, national priorities/directives, the advancement of the
organisation and horizon scanning. This submission, post authorisation, represents
progress to date, describing a compelling case for change and helping us realise
our intention to deliver the WSP subject to ongoing extensive engagement.

WCCG is a new organisation and was formed in March 2012 from the amalgamation
of two discrete clinical commissioning groups. Every practice, bar oned in the City is
aligned with the CCG and this provides us with the optimal environment to work with
our patients to improve outcomes by commissioning high quality, evidence based
services. We will achieve this by focussing on health needs, sustainability and
building effective care pathways.

3 One practice is migrating to Walsall and merging as a result of a GP retiring

15



Engagement with our stakeholders is key to our success. Resultantly, we will create
a culture where engagement is inclusive, transparent and a central component of
our ongoing commissioning decisions.

WCCG considers that the formation of the ICP confirms our intention to work
collaboratively and continuously with all our stakeholders to produce plans which
are functional, and robustly inform our organisational decision making.

The importance of providing clarity and credibility within our ICP is paramount in
order to communicate with our practices, patients, partners, and the public what we
are trying to achieve, by when and how we will go about it. In addition, the ICP
provides assurances in regards to the feasibility of what we are planning to
undertake and how this relates to the resource constraints we a operating within.

2.2.Aims, Vision, Values and Mission

The development of our mission, vision and values was led by our governing body,
with the involvement of the public and patients through our regular community
workshops. We have used the structure of the authorisation process as an
opportunity to refine these fundamental guides for our internal and external
planning processes such that we can live and breathe them as a CCG and that we
can deliver the ‘Right care in the Right place at the Right time’ These guiding
principles are enshrined in our constitution. We shared the finished articles with our
patient groups and delivery partners as part of the first ICP communication to our
stakeholders.

2.3.Mission

Wolverhampton CCG will be an expert clinical commissioning organisation, working
collaboratively with our patients, practices and partners across health and social
care, to ensure evidence-based, equitable, high quality, and sustainable services
for all of our population.

2.4.0Our Aims

We have a range of challenging health issues in Wolverhampton with a diverse
population. So we have used the evidence to inform our strategic aims, which are
to:

e improve and simplify arrangements for urgent care;

e address variations in the quality of planned care;

e improve the care of those with chronic conditions;

e reduce health inequalities across the City;

e commission the highest quality of services within the available resources.

16



Only a collaborative and integrated approach with our key partners will enable us to
achieve our aims and deliver ‘Right care in the Right place at the Right time’

2.5.0ur Vision

Our vision is for the Right care in the Right place at the Right time for all of our
population. Our patients will experience seamless care, integrated around their
needs, and they will live longer with an improved quality of life.

2.6.0ur Values

To be a dynamic, responsive and innovative organisation; to drive the
commissioning agenda in the City; to be a trusted and valued partner contributing
positively to the health and social care economy; to have a proactive, inclusive,
equitable and professional approach that will secure best value for money and high
quality in all that we do; to be open and responsive to the local population, patients
and clinicians; to have ways of working that encourage people to want to work for
us or with us as appropriate.

2.7.Equality and Diversity

Equality and Diversity are central to our strategy where everyone has the
opportunity to fulfil their potential.Equality is about creating a fairer society and
Diversity is about recognising and valuing difference in it's broadest sense

Wolverhampton Clinical Commissioning Group (WCCG) is fully committed to
promoting equality of opportunity, eliminating unlawful and unfair discrimination and
valuing diversity. We will ensure that we:

e commission accessible, high quality health services on the basis of clinical need,
tailored appropriately to the different healthcare needs of the various groups in the
community we serve;

e achieve equality and fairness in our employment practices.

The Equality and Diversity (E&D) policy document provides the equality and
diversity framework within which WCCG will operate. We recognise that our aim is
not to treat everyone as though they were the same, but to value the differences
between individuals and deal with everyone fairly in that context.

2.7.1.0verview of the E&D Policy

As a minimum we will:

e observe principles of good governance, including the NHS Constitution and
Equality Act 2010 (constitution paragraph 4.5(d) and (e));

e meet the public sector equality duty (paragraph 5.1.2(b));

17



¢ have regard to the need to reduce inequalities in patients’ ability to access
services and/or in the outcomes being delivered by the services they do use;

e climinate discrimination, harassment and victimisation and any other conduct that
is prohibited by or under the Act;

e advance equality of opportunity between people who share a relevant protected
characteristic and people who do not share it;

e foster good relations between people who share a relevant protected
characteristic and those who do not share it;

e publish relevant information to demonstrate our compliance with the duty.
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3.Strategy and Strategic Objectives

The following figure describes WCCG’s strategy and objectives for the next 3 years

in a snapshot. We will regularly review and validate the strategy to ensure that the

strategic fit with Wolverhampton’s health needs is still being met. To ensure that we
deliver the ‘Right care in the Right place at the Right time’

$991A19S 3|qeurelsns pue Ayjenb ybiy
pue
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\. J
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Fig 8- Medium to long term strategy

3.1.Wolverhampton Clinical Commissioning Group (WCCG)

Wolverhampton Clinical Commissioning Group is a relatively new organisation

formed in March 2012 from the amalgamation of two discrete clinical

commissioning groups and is the successor organisation to Wolverhampton City

Primary Care Trust (the PCT). With the exception of one4 every GP practice (52) in

the City is aligned with the clinical commissioning group and this provides us with

the optimal environment to work with our patients to improve outcomes by

4 One practice is migrating to Walsall as a result of a retirement
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commissioning high quality, evidence based services. This will be achieved by
focussing on health needs, outcomes, sustainability and building effective care
pathways

WCCG’s funding allocation is based on a population of approximately 250 000 in a
relatively compact geographical area. The incoming CCG is inheriting a healthcare
economy which has in previous years been fortunate enough, and well managed to
the extent that the PCT and their provider portfolio have enjoyed a reasonably
healthy financial position.

We recognise that there will be a need to forge close links with other local CCGs
and with the Health and Wellbeing Board in Wolverhampton (WHWBB), which we
have, but we will also need links with neighbouring Health and Wellbeing Boards to
share best practice, lessons learnt and potentially enter into risk sharing
arrangements. To ensure that population health needs and priorities are clearly
identified and met and that we deliver the ‘Right care in the Right place at the
Right time’. By bringing to bear the potential economies of scale that can be
realised by such collaboration.

Chaired by Dr Dante DeRosa with Dr Helen Hibbs as the Chief Clinical Officer,
WCCG has significant clinical leadership with many years of experience in the
delivery of effective healthcare services.

Dante and Helen have assembled a senior leadership team with impressive track
records in the NHS, and with ambitious plans for future healthcare services in
Wolverhampton which we expect to deliver sustainable changes in health
outcomes, life expectancy, patient experience and a reduction in health inequalities
for our residents.

3.2.Strategic transformation

The CCG will utilise strategic transformation (see Fig 9 below) based on a
programatic methodology to construct the plans that will move us from the current
state to the future state and thus deliver our strategic priorities.

gl Wolverhampton
WOI\’erhampton Projects and Initiatives that are: Future State -

necessary and sufficient . . -
Current to deliver the Vision > dellvered VI8|on

pOS|t|0n/ state and the Strategic objectives > B Right e, Right p lace,
> Right time

N o’

Fig 9- Anatomy of a Transformation Programme
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4 .Context

4 .1.National Context

The Health and Social Care Act 2012 initiated one of the most radical reforms to the
NHS since its creation in 1946. The Act has major implications for the local health
system and the relationship between that system and local government. In
particular it provides for the:

e Abolition of Strategic Health Authorities (SHA’'s) and Primary Care Trusts (PCT’s)
and requires the establishment of Clinical Commissioning Groups (CCGs), led by
GPs, to commission health services locally;

e Transfers responsibility for public health to local government; and

e Places a responsibility on Local Government to provide Public Health advice and
intelligence back to CCGs and NHS England;

e Requires local authorities to establish Health and Wellbeing Boards that will set
the agenda for a range of measures that influence and improve local peoples
health;

e GPs will have responsibility for commissioning a wide range of healthcare
services, with some exceptions. The Act allows GPs to join together in consortia
(CCGs) , and to commission services in the ways that they judge will deliver the
best outcomes for patients;

e NHS commissioners will be supported and held to account by a new body, NHS
England, using the NHS Outcomes Framework;

e SHAs, PCTs or their replacements will no longer performance manage CCG’s or
providers;

e Ministers in the Department of Health will still be ultimately accountable for the
NHS;

e Ministers will set objectives for the NHS through a mandate to NHS England.
Health and Social Care Bill and the new commissioning structure

The changes to the health and care system are intended to:

e Improve quality and choice of care for patients, and increase transparency for
taxpayers;

e Give GPs and other clinicians primary responsibility for commissioning health
care;
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e Create a coherent system of regulation for providers, to drive quality and

efficiency;

e Limit Ministers’ ability to micromanage, while ensuring overall accountability -
allowing CCG's to deliver the Right care in the Right place at the Right time.

Our view as a clinical commissioner:

e The role of the CCG is clear, as can be seen in Fig 10 - below. We will be
responsible for the commissioning of healthcare services across a broad range of
disciplines and care settings, with a strong need to meet the health needs of the
local population within the envelope of the finite financial resources available.
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Fig 10 - Structure of the reformed NHS Commissioning Services
4.2 NHS Outcomes Framework

The outcomes framework has three core purposes:
¢ To provide a yardstick for measuring performance;

¢ To provide a mechanism for accountability between the Secretary of State for
Health and NHS England;

¢ To act as a catalyst for driving quality improvement and outcome measurement;
The framework is structured around five outcomes that the NHS aims to address:

1.  Preventing people from dying prematurely;
2. Enhancing quality of life for people with long term conditions;

3. Helping people recover from iliness or injury;
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4. Ensuring people enjoy a positive experience of care;

5. Treating and caring for people in a safe environment and protecting them
from avoidable harm.

It is important to align NHS, Public Health and Adult Social Care outcomes to

support integration. The NHS Outcomes framework must therefore be considered

alongside the Public Health Outcomes Framework and the Adult Social Care

Outcomes Framework.

The following tables overleaf describes the key indicators that NHS England will use
to monitor the performance of CCG’s and some of the actions that WCCG will take
to meet the requirement.
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Indicator

What WCCG will do

A seven day NHS

WCCG will be working with our GP’s and our providers to develop a
broader range of access times for services which, if available 24/7 will
provide tangible benefits to patients. At this point in time it isn’t clear if
every service that the NHS provides, in all settings, would be beneficial

if they were operated on a 24/7 cycle.

More transparency, more
choice

WCCG will hold it’s Board meetings in public,
from the 1st of April 2013.

Listening to patients and
increasing their participation

We will actively promote the development of existing patient forums and
representation, where there are gaps we will proactively seek out
patient champions who we can work with, to develop new forums/

groups to provide us with commentary on the services currently being
provided and proposals for services changes and proposals for the
commissioning of new services.
This subject forms part of our wider programme for improving patient
experience.

Better data, informed
commissioning, driving
improved outcomes

NHS England will take the lead in facilitating the collection of
meaningful and accurate data - collected from the full range of
providers and at various stages of the care process. WCCG will
establish mechanisms and processes to ensure that we use and

manipulate the data appropriately so that we realise the benefits of the

data to inform our commissioning intentions, our performance

management processes and outputs - which in turn will drive our
service reviews, particularly if the data tells us that one or more
services are not performing at the expected or agreed levels.
WCCG will work closely and proactively with the Area Team to

implement the guidance and recommendations that are expected in

March 2013 from NHS England’s National Director for Patients

Higher standards, safer care

Salutary lessons have emerged in recent years in the area of Health
and Social Care, Winterbourne View Hospital, Mid Staffordshire NHS
Foundation Trust, Alder Hey, Basildon Hospital.

WCCG will work closely with providers and Wolverhampton Council
and CQCto ensure that; the recommendations of the Winterbourne
View report are fully considered and implemented; and
the recommendations from the Francis Review at Mid Staffordshire
NHS Foundation Trust are fully considered and implemented.

Joined up, local planning

WCCG has got strong historical working relationships with
Wolverhampton City Council and all our service providers from whom
we commission healthcare services. We have a joint commissioning

unit established with the council which commissions a range of services
for the council and WCCG
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Indicator

What WCCG will do

Planning to meet
responsibilities

CCG’s have responsibilities to: reduce inequalities, obtain appropriate
professional advice, ensure public involvement,meet financial duties,
take account of the local JHWS.

We will work with the Local Authority, specifically Public Health to
measure the effectiveness of health interventions that will over a period
of time reduce health inequalities. We will use the appropriate sources
of expert advice when we need to and manage our finances in a
professional and prudent manner

[Addressing health
inequalities

The Marmot report from 2010 provided clear links between public
wellbeing and what are now commonly referred to as the wider
determinants of health. We need to deliver a whole system integrated
approach if we are to reduce health inequalities across the City. The
Joint Health and Wellbeing Board (JHWBB) will provide the vehicle for
the system to determine and agree the Joint Health and Wellbeing
Strategy (JHWBS) which will drive the appropriate interventions that we
will need to deliver.

Enhancing quality of life for
people with long term
conditions

Our Vision for Long Term Conditions Services: To create a sustainable
and effective system to improve the quality of life for patients with Long
Term Conditions, by reviewing and evaluating existing services,
designing new care pathways where the evidence demonstrates that by
doing so we will improves services for patients

Helping people to recover
from episodes of ill-health or
following injury

People enter hospital or sustain injury and suffer ill health for a variety
of reasons but there are some recurring themes which can be seen to
be on the increase in society at large. WCCG are working with all our
provider organisations to reduce the time taken for people to recover
and to provide the appropriate level of support in the right care setting

Ensuring people have a
positive experience of care

WCCG is working to deliver a health economy where our customers

experience is consistently in the upper quartile.We will work with patient

groups to identify and rectify shortcomings in the model of care on
which patients base their experience(s)

[Treating and caring for
people in a safe environment
land protecting them from
avoidable harm

There are a number of elements that need to come together to provide
a consistently safe environment for patients and carers:
- Respect
- Compassion
- Sensitivity
- Diligence
This subject is covered in more detail in the Section Safety and Quality
later in the document

Eliminating long waiting
times

We will closely monitor the consistent achievement of the 18 week
target, striving to reduce the number of people waiting >26 weeks to as
close to zero as possible and the number waiting > 52 weeks to zero.
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Indicator What WCCG will do

More responsive care: urgent| In line with the NHS England guidance WCCG will work closely with
and emergency care provider trusts to ensure that patients are not spending excessive
amounts of time on trolleys awaiting transfer from Ambulance crew care
to Hospital A&E care or left on trolleys in hospital A&E’s for long periods
of time.

Mental Health WCCG will work closely with a range of organisations, voluntary and
mainstream providers to ensure access to mental health provision. We
will also be working closely with our Mental Health providers to develop
and refine services for people with mental health problems. We will
regularly review service provision and standards to ensure we are
meeting the needs of service users.

Keeping our promises: WCCG will enforce the NHS England’s pledge to patients cancelled at

reducing cancellations short notice i.e. on or after the day of admission, for non clinical

reasons, they will be offered a new date that shall be binding within 28

days - or the patients treatment will be funded at the time and hospital
of the patients choosing.

Finance Wolverhampton PCT had a history of strong financial performance,
having regularly delivered financial balance.
WCCG has got a target of approximately £18.5 million cost reduction to
be delivered over the next three years, as part of our QIPP and
modernisation plans

QIPP We have developed a QIPP plan, which has identified detailed
proposals for 13/14 with future years still being refined. Specific details
and values for QIPP schemes can be found later in the document. The
delivery of QIPP is fully integrated within the day to day workings of the
CCG’s Development Delivery Groups (DDG’s).A robust programme
management approach will ensure rigorous performance management
of the schemes.

The outcomes framework is the single most important tool for holding CCG’s to
account. We have therefore used it to inform our case for change, our future plans,
and our emerging mechanisms to monitor our performance and that of our partners,
so that we achieve our vision of delivering the Right care in the Right place at the
Right time.

We have aligned the NHS Outcomes Framework, Public Health Outcomes
Framework and Adult Social Care Outcomes Frameworks in our planning and work
with our partners.

We have been actively monitoring the development of the Commissioning
Outcomes Framework, which we have incorporated into our approach to planning
specifying, procuring and performance managing services for Wolverhampton.

28



We commit to identifying at the earliest available opportunity any drift from the
required outcomes in order to apply whatever corrective action is necessary to
return to plan.

4.3.Local Context

4.3.1.0verview

The CCG will commission the majority of services from two NHS providers; the
Royal Wolverhampton NHS Trust (RWT) and the Black County Partnership NHS
Foundation Trust.

As lead commissioner for healthcare services across Wolverhampton, we also need
to support the ambitions of the local council in respect of health and lifestyle
initiatives, leading to tangible reductions in Health Inequalities.

It is therefore important and correct to appreciate the strategic intentions of those
providers in order to ensure alignment and partnership.

In line with national policy, there is a heavy emphasis on delivering high quality, safe
and effective services, Right care across all providers in the Right place at the
Right time.

4.3.2.Wolverhampton City

The overarching aim of the council is to achieve ‘Prosperity for all’, which will be
achieved by creating opportunities that encourage enterprise, empower people and
re-invigorate the city.

The health specific issues are to create a city where people benefit from good
health and live longer. Through empowering people and communities, it is hoped to
tackle problems with alcohol, obesity, smoking and poor lifestyles. These issues are
being led by the Health and Wellbeing Board (HWBB)

Mental health prevalence is particularly high — with 1 in 3 people in receipt of
incapacity benefits due to poor mental health.

4.3.3.0ur view as a clinical commissioner

As lead healthcare commissioner for Wolverhampton City, we will continue to
actively engage and work in partnership to ensure the achievement of these
healthcare targets and goals. We will commission services that will actively support
and encourage our population to lead healthier lives, which will lead to a growth in
life expectancy and reduce pressures across the entire health economy.

4.4 RWT

The Trust has an operating budget of £374m with 6,500 staff. It has a good track
record of both strong financial and non-financial performance.
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Through the TCS agenda, the Trust integrated with the Community Services from
Wolverhampton City PCT, in recognition of the opportunities to realise
transformational change through the vertical integration between acute and
community care.

The Trust appreciates that the changing landscape has a bearing on their future
and offers them an opportunity to work in collaboration with Commissioners in way
which is patient focussed to deliver the Right care in the Right place at the Right
time

4.4 1.Foundation Trust Status

The Trust’'s application was deferred by Monitor in September 2012 for up to 12
months. The Trust has agreed an action plan with Monitor and the Trust
Development Authority (TDA) and is in regular contact with both parties. The Trust
continues to report on its performance to the TDA via the Single Operating Model
return and has submitted its Operating Plan which contains an overview of the
actions through to reactivation of its application. The Trust Chief Executive has
discussed the deferral with the Chief Clinical Officer of the CCG and with the
Overview and Scrutiny Committee of the local authority.

A new Chair commenced on 6th March and the process has commenced to recruit
Non —Executive directors that will return the Board to full complement by June. The
Trust will agree with the TDA the elements of review required as described in Stage
3 of the Accountability Framework to enable the TDA to provide assurance to
Monitor prior to reactivation of the Trust’s application. The CQC conducted an
unannounced inspection at the Trust in January 2013 and has published its final
report which shows the Trust as being full compliant across all domains reviewed
with no actions required. The Trust continues to work with its shadow Governors to
ensure it is taking account of the role governors have in a foundation trust.

The CCG continues to support RWT’s FT application, the CCG and the Trust have a
productive relationship and there is a collaborative agreement between the
Commissioner and the provider for the modernisation of Healthcare services across
Wolverhampton - in which RWT will have a pivotal role. There is high level
agreement between the organisations around the long term financial strategy for the
health economy and also the major developments around the joint work for a new
Urgent care centre.

The CCG will continue to work with RWT to achieve the best clinical outcomes,
improve the patient experience and deliver a sustainable healthcare provision for
the city.
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4.5.Black Country Partnership (BCP)

Are a major provider of mental health, learning disability and community healthcare
services for people of all ages in the Black Country. They provide:mental health and
specialist health learning disabilities services to people of all ages in Sandwell and
Wolverhampton, Specialist learning disability services in Walsall, Wolverhampton
and Dudley and community healthcare services for children, young people and
families in Dudley

There are over 2000 staff working in the Trust. Staff carry out a wide range of roles,
working together to provide integrated care and support to all those using the
services.

Frontline staff working in the trust include: mental health nurses,psychiatrists, social
workers, healthcare support workers, health visitors, school nurses, allied health
professionals (such as psychologists, occupational therapists, and speech and
language therapists).

4.6.Wolverhampton City Council

Is the governing body of the City of Wolverhampton, England. The council offices
are located in the Civic Centre, which is located in St. Peter's Square in the city
centre.

The Labour party currently control the council and have been in majority on the
council since 1974, with the exceptions of 1978-1979, 1987, 1992-1994 and 2008—
2010.[2]

Councillor Mrs Christine Valerie Mills is Mayor of Wolverhampton for 2012/13.

Wolverhampton City Council was assessed in 2007 by the Audit Commission and
judged to be "improving well" in providing services for local people; this rating was
given to 59% of local authorities. Overall, the council was awarded "three star"
status meaning it was "performing well" and "consistently above minimum
requirements”, similar to 46% of all local authorities. It was noted that it was rated as
"good" for children's and young people's services.

The Vision Statement for the council is "Wolverhampton City Council, Leading,
Supporting and Inspiring our City. Proud to be of service today and rising to the
challenges of tomorrow”.

4.7 .Primary Care

Primary Care commissioning is the responsibility of NHS England. The CCG is
aware that delivery of primary care services is a key enabler to its strategy. The
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current variability in quality in primary care leads to variable performance and
variable patient satisfaction.

The CCG and NHS England’s AT will need to work together to ensure practices are
providing an acceptable minimum standard and are moving to becoming excellent
health care providers.

Both clinical effectiveness and patient experience are key domains of health care
quality.

If we are going to deliver ‘Right care in the Right place at the Right time’ it is
important to recognise the relationship between the two domains; considering them
together is an effective way for general practices and the CCG to understand the
quality of care that is being provided and to identify areas for improvement The two
domains are:

e the Quality and Outcomes Framework (QOF), which was designed to improve
quality by rewarding GP practices for meeting performance thresholds across a
range of indicators of clinical quality

e patients’ experiences of using their GP services, as measured by patient surveys
on issues such as ease of making an appointment, information received from the
practice, and consultations with staff.

Overall®, patients are satisfied with their GP: 85 per cent reported being satisfied
with the care they received at their practice, and said they would recommend it to
others. However, mean GP Patient Survey (GPPS) scores showed considerable
variation between the different domains of the patient experience. For example, only
50 per cent of patients were satisfied with the information they received from the
practice , whereas 72 per cent were satisfied with access, 93 per cent expressed
confidence and trust in practice staff, and 97 per cent said the practice premises
were clean®.

For patients, what matters is that their GP provides both a high quality of clinical
care and a positive all-round experience of using GP services.

Using the QOF indicators and other available benchmarking data, WCCG will work
closely with the AT to assure the delivery of high quality Primary Care consistently
across all our member practices and develop a robust primary care strategy.

Where performance falls short of standards that we should reasonably expect we
will, in collaboration with the AT, performance manage those practices that fall short
until they attain and maintain an acceptable level of consistent performance.

5 These figures represent the picture nationally
6 Source - The Kings Fund Data Briefing- Improving GP Services in England

32



What we must be absolutely attuned to is that if we want significant improvements in
the capability and capacity of GP’s to provide more services and interventions in
Primary Care and if we want to deliver our vision of ‘Right care in the Right place at
the Right time’ we must provide the appropriate support to enable practices to do
this.

4.7.1.Locally enhanced services

We currently hold contracts with GP practices for a number of Enhanced services —
(most practices participate in many of these services) These agreements will
continue for the next 6 months on the basis that they will continue to be
commissioned by NHS England — after this period they will need to be re-
commissioned by the CCG and contracts formalised on the Standard NHS
Contract. They will then be contract managed in the same way as other WCCG
health care contracts

4.7.2.AQP

The Any Qualified Provider (AQP) scheme means that, for some conditions, patients
will be able to choose from a range of approved providers, such as hospitals or
high street service providers.

Patients and GPs can choose a service based on what's important to them —
perhaps one that is closer to home, has a shorter waiting list or is reporting better
outcomes. WCCG will support GP’s and Patients who feel that the AQP scheme
offers them the opportunity of better outcomes.

These services will remain free for patients to use and access to them will be based
on clinical need, in line with the NHS Constitution.

Current service provision in Wolverhampton via the AQP scheme are:
e Audiology;
e Podiatry.
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The Case for Change
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5.The case for change

This section by definition is the lengthiest part of the document, as would be
expected. The Case for Change section contains the evidence base on which
WCCG has relied to inform and drive our planning, our commissioning intentions,
our consultations and ultimately our contracting proposals.

Within this section you will find significant amounts of evidence, data and
informatics that describe what Wolverhampton’s health profile looks like - and then
compares it with the rest of England to provide a benchmark. This evidence
provides the drivers for change, drivers that fuel our vision for Right care in the
Right place at the Right time.

The format in which the information is presented is also consistent with how it is
presented throughout England.

In this section you will find a mixture of narrative, data tables and graphs, it should
be noted that because the tables and graphs are imported as images some of the
information/data cells are empty, this is because the data is either not yet available
or is not collected as a matter of course at this point in time. Therefore because the
source tables has empty cells the image import also has empty cells and it has has
not been possible to reconstruct the images so that the empty cells are not visible.

We will endeavour to update the tables as quickly as we can once we receive the
relevant data. The data that is shown in this document is also available in the JSNA.

Each data table is located adjacent to the topic that it is associated with, for
example Fig 13 relates to 5.3 Demographics and describes the population mix
across Wolverhampton

5.1.Introduction

The case for change is fundamental in understanding the baseline assessment of
the health profile in Wolverhampton, in order for us to commission the correct
services in a sustainable manner. Four specific elements (see Fig 11) make up the
case for change and ensure that a holistic appraisal is considered.

The case for change has been constructed in collaboration with our stakeholders
and is congruent with the JHWBS. WCCG will continue to work with stakeholders in
communicating and agreeing the case for change, in order that it forms a
harmonious fixed point and assists the coordination of service developments and
quality improvements across the Wolverhampton health economy.
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Fig 11 - The case for change

5.2.Key Local Priorities

As part of our Authorisation process and the nationally mandated requirements for
planning WCCG was required to identify three key local priorities that we are going
to focus on for 2013/14, and possibly beyond.

We have used the evidence in the JSNA and have worked with the HWBB as well as
using other key health indicators to determine the areas of focus for the CCG which
are described in Fig 12 below and support and align with the principle of Right
care in the Right place at the Right time. The following pages and tables describe
the evidence base on which we have based the selection of the three Key Local
Priorities for WCCG.

Dementia - 75% of patients
discharged from C22 are seen and
reviewed by their own GP within

two weeks of receipt of the
discharge summary from C22. The

Diabetes - 75 % of moderate risk

Ui (T patients will have a care plan,

To reduce the number of avoidable

helping patients to better manage

admissions from Nursing Homes . e
their condition

underlying aim being to stabilise
patients at home avoiding

readmission. A further review will

be carried out three months
following the date of discharge

Fig 12 - WCCG local priorities
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5.3.Demographics

Wolverhampton’s population is approximately 250 0007. It is one of the most
densely populated places in the country, with nearly 9,000 residents per square
mile.

About a third of the population is of black and minority ethnic (BME) origin. The
biggest growth in the population is likely to be in this group with BME communities
constituting around one third of the city’s population by 2026.

Births have increased in the last 8 years leading to an increase in the 0-19 age
group. 75% of these births are in the most deprived areas. This contributes to
increased child poverty and intergenerational cycles of ill-health.

Wolverhampton is ranked 21st most deprived out of 354 local authorities.
Deprivation is not concentrated in a few areas — almost half of the city’s
neighbourhoods are amongst the 20% most deprived in the country

Social marketing tools demonstrate distinct groups that will respond to services and
health promotion in different ways.

Later pages go into more detail on the significantly different areas: ageing
population, high BME population, high deprivation, high fertility rates,
unemployment.

Demographic spine chart

Spine chart explanation:
Significantly lower than England average National average
Not significartly different from England average Won LApeers

Significantly higher than England average Worst [ 0—
No significance can be calculated 25th Percentile 75th

' Local .
Indicator Number National Range

% males 2010 118400
% population under 16 2010 46600
% population 65+ 2010 40500
% population white 2009 181700
% population asian 2009 32900
% population black 2009 12300
% population mixed 2009 7600
% population other 2009 4000
% population in poorest 20% from IMD 2010 82
% population in nchest 20% from IMD 2010 3
Fertility rate 2010 n'a
Unemployment rate at November 2011 11584
Percentage change in projected number of children at 2033 51100
Percentage change in projected number of working age at 2033 147100
Percentage change in projected number of older people at 2033 61300
Percentage change in projected number of all ages at 2033 259500

Fig 13 - Population demographic of Wolverhampton

7 a recent census (2011) estimated the population at 249 000 and GP responsible population at 262 000

R ———
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5.3.1.Wolverhampton Health Indictors

The following figure (Fig 14) describes the health profile of Wolverhampton, which
we have used in conjunction with a number of other evidence based documents
(see Figure 7) to inform the selection of our key local priorities (see Fig 12) and
subsequently our commissioning intentions.

NHS Wolverhampton CCG
Summary spine chart

The chart below shows the distribution of the CCGs on each indicator in terms of ranks. This CCGis
shown as a red damond. The yellow box shows the interquartile range and median of CCGs in the same
ONS dluster as this CCG. The dotted biue line is the England median. Each indicator has been
orientated so that better outcomes are towards the right (light biue).

This CCG is in the Cities & Services cluster

1a. Potential years of life lost (PYLL) from causes considered
amenable to healthcare

*

1.1 Under 75 mortality rate from cardiovascular disease

HN=-
¢

1.2 Under 75 mortality rate from respiratory disease

1.3 (proxy indicator) Emergency admissions for alcohol
related liver disease

1.4 Under 75 mortality rate from cancer

jin
L 2

*
I

2. Health related quality of life for people with long term
conditions
2.1 Proportion of people feeling supported to manage their
o condition
2.3i Unplanned hospitalisation for chronic ambulatory
~______sensitive conditions (adults)
2.3a Unplanned hospitalisation for asthma, diabetes and
epilepsy in under 19's
3a Emergency admissions for acute conditions that should
not usually require hospital admission
3b Emergency readmissions within 30 days of discharge
from hospital
3.1i Patient reported outcome measures for elective
procedures - hip replacement
3.1ii Patient reported outcome measures for elective
procedures - knee replacement
3.1iii Patient reported outcome measures for elective
procedures - groin hernia
3.2 Emergency admissions for children with lower
respiratory tract infections

*
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*
B
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4ai - Patient experience of GP services

*

4aii Patient experience of GP out of hours services

500

4aiii Patient experience of NHS dental services

5.2i Incidence of Healthcare associated infection (HCAI)
MRSA
5.2i Incidence of Healthcare associated infection (HCAI) C
Difficile

puunpppppaee
*

LR 2

|
!

Fig 14- Wolverhampton Health Indictors
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5.4. “The Big Six”

There are six conditions (“the Big 6” - see Figures 15,16 & 17 below) which account
for over half of the difference in life expectancy that exists between Wolverhampton
and England. When WCCG first started to examine Wolverhampton’s health profile
the “Big Six” were coronary heart disease, stroke, infant mortality, lung cancer,
suicide and alcohol-related liver disease (Director of Public Health, Wolverhampton
City PCT, 2011) - since then the rankings have changed. This is seen
disproportionally in the most disadvantaged communities. Deaths due to alcohol
and those occurring in infancy are the major reasons why life expectancy has not
improved. Wards which have seen improvements have only improved in line with
the national average.

In 2001-2005 Wolverhampton public health department carried out research into the
causes of death that accounted for the biggest share of the gap in life expectancy
to the national average. From this work six conditions were identified as priority
areas, these were; Infant mortality, CHD, stroke, lung cancer, alcohol related
mortality, and suicide.The following re-examination of the data seeks to determine if
these conditions still represent the most important causes of deaths that need to be
addressed in order to close the gap in life expectancy to the national average.
Further research was carried out in January of this year (2013) to determine if the
original findings are still valid today.

Rank Condition Numbers Rank Condition YLL

2 Lung cancer 426 2 Infant deaths 9000
£+ £ F |

3 Disease of the respiratory system 390 3 Suicide and injury undetermined 5812
I I B B . S
4 Stroke 329 4 Lung cancer 4295
I . I B . S
5 Alcohol related Liver mortality 185 5 Alcohol related Liver mortality 4293
-+ +
6 Suicide and injury undetermined 161 6 Disease of the respiratory system 4143
I . . T S E—
I Colorectal cancer 149 I Accidents 4125
£+ __+
8 Breast cancer 144 8 Stroke 3462
IS T I B . S
9 Diseases of the nervous system 137 9 Disease of the nervous system 2622
HEE . T . . m—"
10 Infant deaths 120 10 Breast Cancer 2240

Fig 15 -Top 10 causes of death and top 10 sum of YLL 2001-2005
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Rank Condition Numbers Rank Condition YLL

2 Disease of the respiratory system 403 2 CHD 7006
-_—-——-—_—_ee-Y D
3 Lung cancer 398 3 Alcohol related Liver mortality 5221

6 Colorectal cancer 150 6 Lung cancer 4078
I . . B .
7 Breast cancer 140 7 Suicide and injury undetermined 3231

8 Accidents 130 8 Stroke 2626
&%+ + £ ___F
9 Diseases of the nervous system 121 9 Disease of the nervous system 2281
S T . . . ——

10 Infant deaths 120 10 Breast Cancer 2269
T . T

Fig 16- Top 10 causes of death and top 10 sum of YLL 2006-2010
The original big six conditions were based on the potential for improvement if Years
Lost to Life (YLL) levels fell to those of the England and Wales average.

In 2006-2010 infant mortality tops the gap to the national average in terms of YLL;
this was also the case in 2001-2005. If the rate of infant deaths in Wolverhampton
had been equal to that of the national average in 2006-2010 then 736 YLL would
have been avoided. The big change during this period has been the increase in the
gap caused by alcohol related disease which has now replaced CHD in 2nd place,
as well as the fall in the gap due to suicide, with suicide now lying outside the big 6
in terms of gap to the national average for YLL. In total the top six conditions
account for 1,809 YLL out of a total gap to the national average of 2,708 (66.8%).

YLL annual potential improvement compared to
England and Wales

Rank Condition 2001 - 2005 2006 - 2010
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Fig 17 - YLL annual potential improvement compared to England and Wales
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In summary the CCG can take advantage of the density of the population in a
number of locations required to deliver services, services that have to be culturally

appropriate.

Inequalities need to be considered in all service developments and delivery
models. Service access and promotion development should take account of
intelligence provided from social marketing tools.

5.4.1.Risk factors

e Obesity, smoking, physical inactivity and high alcohol consumption are all risk
factors for circulatory disease mortality.

e Obesity, smoking, physical inactivity and high alcohol consumption are all risk
factors for cancer mortality.

¢ High alcohol consumption is a precursor to alcohol related mortality.

e Smoking in pregnancy (see Fig 18) and high rates of teenage conceptions
increases the risk of infant mortality.

¢ A bout of flu will reduce quality of life for people with long term conditions and
increase unplanned hospitalisation for chronic ambulatory care sensitive
conditions.

e Parental smoking are risk factors (see Fig 18) for emergency admissions for
children (particularly around asthma and lower respiratory tract infections).

e Obesity and smoking impacts on effective recovery following any health event -
Obesity can particularly effect recovery following hip or knee replacement.

@  syntemmy ot Englang e Nationalaverage
[ ] Not signitca England average Wton LApeers

O oo o sy e Worst /@7 oM
]

Noslgnifcance can oz calouaizd 25th Pecentile 75th

Local| Local| Eng| Eng
Number| Value| Avg| Worst

Prevalence of obese adults 2006-03 (estimated) nfal 2750 242[ 307 [ Eon

Smoking prevalence in adults Q3 1011- Q2 1112 nfa| 213] 203] 290 ¢ II‘I
Alcohol related hospital admissions rate per 100,000 2010-11 5707|2073.0]1895.013276.0 ¢ lli-
% of adults physically active Oct 2009-Oct 2011 nfa| 98] 12 &7
% of women smoking at delivery Q1 12-13 148) 18.3] 127 280
Flu immunisation uptake 65 and over 2011-12 {by PCT) 30141 706 740 648
Proportion of Reception children classified as obese 2010/11 126] 94| 146
Proportion of Year 6 children classified as obese 2010/11 595) 238 19.0[ 265
Under 18 conception rates 2010 55.5) 381 649

Indicator England Range

o oo [ oo [ro | —

o |co |[—

Fig 18 - Key prevalence indicators
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Encouraging uptake of public health commissioned services could reduce need for
specific NHS commissioned services and improve recovery and quality of life, i.e.
high quality, safe and effective services across all providers i.e Right care in the
Right place at the Right time.

Targeting specific groups e.g. pregnant women, people waiting for elective surgery
could lead to disproportionate returns on some NHS outcomes.

WCCG will work closely with providers and Public Health to ensure that we, as a
health economy, are providing effective education programmes that will help to
reduce the incidences of Smoking in pregnancy,Alcohol related hospital
admissions, and with GP’s to increase the uptake of the Flu jab by the over 65’s.

5.5.Preventing ill- health and dying prematurely

Life expectancy in Wolverhampton is in the bottom 20%. The gap between
Wolverhampton and the national average for men is two years and for women is 1.5
years. This is driven by “the big six” causes of death — infant mortality, coronary
heart disease, alcohol related mortality, respiratory disease mortality, lung cancer
and stroke.

There is currently little or no local data available for premature mortality for
secondary mental health users or people with learning disabilities. However,
national evidence suggests there is a 20 year mortality gap for men and a 15 year
mortality gap for women. Circulatory disease is a major cause of death.

Wolverhampton has high prevalence of risk factors for the big six causes of death
and therefore incidence of these diseases may grow causing either greater
morbidity and/or mortality.

Regional Key:

Nationalaverage
Significantly better than England average Wton L‘\peers

Significantly worse than England average Worst 25th Pecentile 75th Best
Nosianificance can be calculated |Needs source and discription|

Not significantl different from England average,

Local Eng
Number Worst|
Mortality from causes amenable to health care 2008-10 892 159.5
Male Life expectancy at 75 2007-09 n/a 9.5
Female life expectancy at 75 2007-09 n/a 11.3
Circulatory disease mortality under 75 2007-09 639 122.1
Mortality rate from Respiratory 2007-09 n/a 52.3
Alcohol related mortality all ages 2007-09 164 33.6!
Breast cancer sunvval at 1 year (Greater Midlands Network) 2001-03 4023 2 92.4
Breast cancer sunival at 5 years (Greater Midlands Network) 2001-03 4023 78.5
Lung cancer sunvival at 1 year (Greater Midlands Network) 2001-03 3264 23.0
Lung cancer sunvival at 5 years (Greater Midlands Network) 2001-03 3264 . . 5.3
Colon cancer sunvival at 1 year (Greater Midlands Network) 2001-03 2058 61.6
Colon cancer sunvival at 5 years (Greater Midlands Network) 2001-03 2058 42.2
ii |Cancer mortality under 75 2007-09 909 159.1
Premature mortality for secondary mental health services users
Infant mortality rates 2007-09 65 10.6
Perinatal mortality rates 2007-09 123| 14.7
Reduced premature mortality in people with learning disabilities

Indicator England Range
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Fig 19 - Mortality indicators
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As previously mentioned WCCG must focus on the big six causes of death. Giving
consideration to the areas where Wolverhampton's outcomes are significantly worse
than England in more detail (mortality from causes amenable to health care, life
expectancy, circulatory disease mortality, alcohol related mortality, infant mortality,
perinatal mortality and stillbirths) to develop interventions and initiatives that will
improve the outcomes in these areas.

By working with our providers and the local authority we will review the provision of

services that can have a direct impact on mortality rates and cancer survival rates
by making sure that

e GP’s refer early to increase the rates of early detection;

e Public health provides accessible and clearly understandable educational
information to the citizens of Wolverhampton about cancer, respiratory health and
other conditions that have a debilitating effect on people’s health and how to
improve it;

e Working with the secondary care providers to ensure that they facilitate “rapid
access” for suspected cancer sufferers to increase early diagnosis and thus
improve survival rates;

e We will constantly “horizon scan” to identify examples of new ways of working and
new detection methodologies and treatments that can be brought to bear.

5.6.Enhancing quality of life for people with long term
conditions

There is no data on health related quality of life for people with long term conditions
— however disability free life expectancy would measure the opposite. Disability free
life expectancy is low in Wolverhampton. The gap between Wolverhampton and the
national average for men is 3.4 years and for women is 3.3 years. This is driven by
some of the “big six” plus dementia, diabetes and depression.

Risk factors for emergency admissions for children include parental smoking, poor
diet and physical inactivity (illustrated by childhood obesity) and wider social
problems including poverty. Wolverhampton has significantly poorer outcomes for
all these indicators compared to England.

Employment opportunities can support recovery for people with mental health
problems. Wolverhampton currently provides less opportunities for employment
compared to England.
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Health relted qualt of Ife for peaple with ong tem condiions

Inlast 6 months, had enough Support rom senvices to help manage long-tem health conclton

Employment of peaple with long temn conalfions

| |Unplanned hosptal admissions forchronic ambultory care sensitive conditons (aduts)
i |Emergency admissions forchidren with asthma under 18 Aprl 2007 to March 2010

i |Emerggncy admissions for chidren wih epilepsy under 8 Aprl 2007 to March 2010

i~ |Emergency admissions forchicren with iabetes under 19 Apl 2009 to March 2010
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Fig 20 - LTC’s Indicators
We will support the commissioning of child and adult lifestyle services to improve
parent and child lifestyle choices and support multi agency work on the wider
determinants of health as identified by Marmot.

In addition to focussing on causes of reduced life expectancy we must also focus
on those conditions which also contribute to quality of life, such as dementia,
diabetes and depression.In line with our stated ethos of delivering high quality,
safe and effective services across all providers i.e Right care in the Right place at
the Right time.

There is no data for improved quality of life for those with dementia. However, we
know dementia is a growing concern nationally and Wolverhampton is no exception
to this.

The estimated number of people living with dementia in Wolverhampton is 2,940
people (POPPI 2010), which is approximately 7.3% of Wolverhampton'’s older
persons population. The number of people with dementia is expected to increase
by approximately 44%, over the next 20 years to 4,430 people. This represents an
increase of approximately 75 people per year. (further detailed information can be
found within the JSNA).

There is an issue with undiagnosed dementia.

e Working closely with Public Health we are proposing that NHS Health Checks,
(delivered by our GP’s) should “provide information designed to raise awareness
of dementia and of the availability of memory services which offer further advice
and assistance to people who may be experiencing memory difficulties, including
making a diagnosis of dementia” to adults aged 65-74 years.
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e This could include signposting to their GP anyone who shows any early symptoms
or risk factors for dementia. WCCG will ensure there is an appropriate review of
these people and ensure they are offered an appropriate pathway if diagnosed.

e We will also commission vocational support as part of mental health services.
Diabetes is another area where we have significant challenges in Wolverhampton-

The number of people with diabetes in the population at large is rising. Current
data indicates there are approximately 15,500 known diabetic patients within the
city. This will undoubtedly impact our referral rate, leading to more follow ups and
increased emergency admissions with increased length of stay for patients.

The current situation is that there are also a lot of undiagnosed cases of diabetes in
Wolverhampton, it is also the case that the complexity of the diabetic patient is not
always taken into account and there are a mix of patients in acute and primary care.
Not all patients have a clear care plan.

In 2011/12 there were 15,366 patients on the diabetes Quality Outcomes
Framework (QOF) register, approximately 5.9% of the total GP population. The
national prevalence for diabetes was 4.6%. Trend data suggests that the diabetes
prevalence is increasing year on year, prevalence in Wolverhampton is consistently
above the national comparators.

WCCG will:

e |dentify patients who are at high risk from diabetes and ensure they are followed
up in specialist care;

e Ensure patients who are at low risk are managed in primary care thus freeing up
specialist capacity and reduce follow ups and referrals;

e Reduce the number of emergency admissions and average length of stay for
these patients whom become part of this scheme;

e We will work towards every diabetic having an individual care plan, that has been
developed with their contributions fully considered;

e Patients with complex conditions will be managed through the Acute specialist
care team

e To improve the standards of care for patients with diabetes in Wolverhampton in
line with current evidence base;

e We will be working with GP’s to improve diabetic care.

45



5.7.Helping people to recover from episodes of ill-health or
following injury

e The rates of emergency admissions from our most deprived populations are
higher.

e The rates of emergency admissions from BME groups are higher specifically in
the Black and Asian populations.

Emergency hospial admissions: acute conditions usually managed in primary care 2008/09 U35

Emergency readmissions within 26 days of discharge 200609 A 12

i |Efective recowery following hip replacement Apr 2009 - Feb 2011

Efiective recovery following knee replacement Apr 2009 - Feh 2011
i |Efective recowery following hemia Apr 2009 - Feb 2011
Efictive recovery following vercose veins Apr 2009 - Feb 2011

Emergency admissions for children with lower respiratory tract ifections 2008-09

An indicator on recovery from njuries & trauma

An indlcator on recovery from troke

i |Proportion of patients with fragilty recovering to previous levels of mobilty af 30 days

[
Proportion of patients with fragity recovering to previous levels of mobilty at 120 days

£
0
-
[
=
0
>
0
0
0
Y
0
]
v
2
0
0
2
0
:
o
0
I
0

episopes of ill health or following injury

Proportion offered rehab following discharge from hospitl

Fig 21 - Recovery indicators
We need to transfer care from emergency care settings to primary care by focusing
on high need groups. Working closely with social care to support recovery following
discharge from hospital - high quality, safe and effective services across all
providers i.e Right care in the Right place at the Right time

If we are going to be successful with this we must consistently have more detailed
data on emergency hospital admissions.

5.8.Ensuring that people have a positive experience of care

Patient experience of care is positive in Wolverhampton, accepting that there are
gaps in the data sources.

Key objectives for 2013/14 are:

e To improve the capture of patient experience information and to use it to inform
and drive service improvement;

e Implement the recommendations in the Francis report that relate to patients
having a positive experience of care
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Patients satisfied with their GP practice 2010/11 260000

i
Patients experience of GP out of hours
Patients experience of NHS dental services

f

i

Patient experience of NHS inpatient care overall satisfaction of care 2010¢ 4197

Patient experience of outpatient care overall satisfaction 2009* 527000

Responsiveness to inpatients personal needs composite score 2010* 497

Patients experience of AGE*
Able to see doctor fairly quickly in past 6 months 2010-11 260000
Access to an NHS dentist within last 24 months March 2011 260000
Women's experience of matemity services

experience of care

Survey of bereaved carers

Patient overall experience of community mental health sendces 2010

4. Ensuring that people have a positive

An indicator of young peaples experience of care to be developed

Fig 22 - Patient experience indicators
5.9.Treat/care in a safe environment and protection from
avoidable harm

Patient care is provided in a safe environment for the areas we are currently able to
measure.

Patient safety incidents reported per cent per admission 2010°

Y% Patient safety incidents resulting in severe ham or death 2010*

Incidence of hospital related venous thrombogmbolism

Incidence of health care associated MRSA infection 2010111*

Incidence of health care associated C. dificille infection 2010-11

Incidence of newly acquired category 3 and 4 pressure ulcers

Incidence of medication emor causing Serous ham
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Fig 23 - Safety indicators
By continuing to monitor the environment and horizon scan for emerging themes,
issues and new ways of working to improve patient safety we will go some way to
achieving our stated aims which are high quality, safe and effective services
across all providers - Right care in the Right place at the Right time.

5.10.Age profile and projections

Main expected growth will be in the older age groups 60+ especially in the long
term up to 2035.
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In the short term the increase in births in Wolverhampton will lead to more pressure
on children’s services.

§2010-2015 m2010-2020 W 2010-2035

<
oh
=
)
-
v
Y
oh
)
-
=
&

0-19 20-38 40-59 60-69
Age range

Fig 24 - WCCG Age profile
With the largest percentage growth expected in the 60+ age group WCCG will have
to be mindful of the population profile when commissioning services, without
focusing too much on one particular cohort at the expense of another.

We are in the process of reviewing and evaluating our Intermediate care services
across Wolverhampton with a view to improving and streamlining the provision in
order to reduce the number of avoidable admissions into secondary care and help
the frail and elderly to have an improved quality of life and a better experience of
health care services.

A number of initiatives have already been scoped around Nursing Homes and Care
homes to prevent such admissions which will come online during 2013/14.

5.11.Ethnicity

e 32% of the population are from Black and Ethnic minority groups.
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e The age profiles of ethnic groups differ significantly. With more younger people in
the BME groups.

® White South Asian @® Black

@ Chinese or other @® Mixed Race
W 4

Fig 25 - Ethnicity indicators
The CCG will have to consider the ethnicity profile when commissioning services, to
ensure that they are culturally accessible and appropriately structured to cater for
the diversity of the City’s population.

For example cancer screening services should be culturally sensitive, so that
female patients feel that the service is accessible to them and sensitive to their
diversity and religious needs

Age profile by ethnicity

Proportion of population

White Black Asian
Ethnicity

H0-19 MW20-39 40-59 MW 60-79 W80+

Fig 26 - Age and Ethnicity indicators
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5.12.Deprivation
e \Wolverhampton is ranked as 21st most deprived out of 354 local authorities.

e Deprivation is not concentrated in a few areas — almost half of the city’s
neighbourhoods are amongst the 20% most deprived in the country.

e Deprivation is focussed in the North East and South East wards of the City.

e Deprivation is correlated with poor lifestyles, high morbidity and high mortality.

Index of Multiple Deprivation Score 2010

IMD Overall Quintile

[J 80.0-100 (3)
O 60.0-79.9 (20)
[ 40.0-59.9 (23)
W 20.0-39.9 (30)
W 0199 (82)

Communities.gov.uk

Fig 27 - WCCG Deprivation mapping
WCCG will have to consider the deprivation profile when commissioning services in
order to drive down inequalities. Disproportionate access in deprived areas could
be one way of helping to reduce health inequalities. WCCG will look closely at this
methodology with WCC and member practices to determine the added value of
increased access and develop effective interventions that will reduce inequalities

5.13.Fertility (birth rates)
In the last 10 years there has been a 30% increase in the number of births.

This is disproportionately in Wolverhampton’s most deprived areas with a 36%
increase in the two most deprived quintiles compared with a 17% increase in the
three most affluent quintiles.
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Number of births by deprivation quintile 2002 and 2011

Number of Births

m =

0-19.9 20.0-39.9 40.0-59.9 60.0-79.9 80.0-100

Deprivation Quintile

Fig 28 - Areas of deprivation Birth indicators
The CCG must consider births rates and the relationship with deprivation within its
commissioning decisions, ensuring that we provide appropriate access to maternity
services and sexual health services and advice.

5.14.Unemployment

After the spike in unemployment during the economic downturn, the position in
Wolverhampton is worsening, while England as a whole and West Midlands are
relatively stable.

Claimant count is only those who claim employment support allowance, true
unemployment will most likely be higher than this, however data is not available at a
Wolverhampton level and the claimant count is good indicator of the trend.

Unemployment is a risk factor for physical and mental health problem.

Claimantrate of unemployment 1992 to July 2012

Wolverhampton England West Mids

Fig 29 - Unemployment indicators

R ———
51



Unemployment is a highly emotive and political issue so rates of unemployment
must be carefully considered when commissioning services, it is well known that as
unemployment rises so demand on health services also rises, particularly in Mental
Health .

WCCG will ensure that easy and timely access to health services across
Wolverhampton is ever present so that people who are suffering from conditions
that may have been worsened by their employment situation can be provided with
the care they need, at the time they need it and in the appropriate setting- Right
care in the Right place at the Right time.

5.15.Life expectancy at birth trend

e For both males and females Wolverhampton is close to the trend for LA peers
groups.

e However, for women the gap to the England & Wales average has widened since
2000.

e For men the gap to the national average has remained constant over the last 10
years.

Life expectancy 1991-2010
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Fig 30 - Life expectancy indicators
WCCG will need to to work closely with the City Council to consider and understand
what drives the life expectancy gap between Wolverhampton and England and
Wales. Understanding what the drivers are in Wolverhampton will help to shape
initiatives that will reduce the gap.

With Public Health support and collaboration we will introduce initiatives that are
designed to improve peoples quality of life, such as more healthy environments,
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healthy places and healthy eating advice, safer better quality housing that does not
add to peoples health problems - and thus increases their life expectancy

5.16.Emergency hospital admissions: acute conditions usually
managed in primary care

Wolverhampton is considerably above the trend for England in regards to
conditions that could be managed in primary care.

Emergency hospital admissions: acute conditions usually managed in primary
care

™~

— ENGLAND

= Wolverhampton MCD

T T T T T T
2002-03 2003-04 2004-05 2005-06 2006-07 2007-08 2008-09 2009-10

Fig 31 - Inappropriate A&E admission indicators
WCCG has opportunities to move clinically appropriately services from secondary
to primary care, thus supporting “care closer to home”.We have to make sure we
maximise these opportunities to improve patients experience and affordability -
essentially providing high quality, safe and effective services across all providers -
Right care in the Right place at the Right time

WCCG is in the process, and in collaboration with RWT, developing a
comprehensive Urgent Care strategy which will provide an affordable, effective,
efficient and accessible urgent care service for Wolverhampton. This is designed to
provide the right care for the right patient in the right setting and to relieve the
pressure on the Emergency Department at RWT. this will redress the over
performance in Wolverhampton for acute conditions that can and should be
managed in Primary Care.

5.17.Reconfiguration of Pathology services

WCCG is part of the consortium that is looking to reconfigure the delivery of
pathology services across the North West, South West and East Midlands. The
forecast benefits related to improvements in service provision coupled with the
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anticipated financial efficiencies that will be realised make it an attractive
collaboration.

The project is being led by the NHS Midlands and East Strategic Projects Team.
The business cases have been fully developed and some modifications have been
made following the decision by a small number of CCG’s to withdraw from the
consortium for locally focussed operational reasons.

The project is moving towards the formal procurement stage which is expected to
take place in Quarter 3 of 20138.

WCCG will work collaboratively with local providers to ensure that the benefits of the
proposed new service are complimentary to our Acute service providers.

The Carter Report? clearly identifies the optimum service delivery model for
pathology services (community and secondary), through the formation of managed
networks.

Both of the previous SHA regions have confirmed substantial savings can be
achieved from creating provider networks and consolidating services. Savings of
approximately £63 million have been identified across the previous regions in their
respective pathology projects. West Midlands has identified £40 million and East
Midlands has identified £23 million. Both of these estimates are conservative and
below those envisaged in the Carter Report

5.18.Stroke Services

5.18.1.Current service provision

Stroke services are currently provided from the Acute Stroke unit at RWT with 23
beds, from this 3 beds are used as Hyper-acute and provide a hyper-acute service
to patients from Wolverhampton Seisdon, Cannock and Stafford, in 11/12 they dealt
with 693 confirmed strokes at RWT along with a number of stroke mimics. The
hyper-acute service starts in A&E with agreed protocols for FAST with West
Midlands Ambulance Service (WMAS).

They provide scans in A&E and a 24/7 thrombolysis service to patients who are
appropriate and meet the thrombolysis criteria.

From A&E patients are transferred to the acute stroke unit (ASU) and are monitored
in a hyper-acute bed initially for between 24 and 72 hours and then in an acute bed
for up to 7 days on average.

8 Correct at time this document was written
9 The review of NHS Pathology Services in England
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From the ASU patients are either discharged home during the first 7 days this is
either home with follow up from a Community Stroke Co ordinator or home with daily
support for up to 6 weeks from the early Supported Discharge (ESD) Team and
then a Community Stroke coordinator for ongoing care and 6 month follow up.

Patients not suitable for discharge home are transferred for inpatient rehabilitation to
The Stroke Rehab Unit at West Park Hospital for a period of rehabilitation they are
discharged again with ESD if they meet the criteria or with CICT and Outpatient
rehab if appropriate. All patients are seen within 72hrs of discharge by a Stroke
Coordinator and again as required but as a minimum of 6 weeks, 3 months 6
months and 12 months.

A 7 day TIA service is provided with high risk TIAs seen within 24hours and low risk
within 7 days.

5.18.2.Stroke Services Review

The review aims to work towards a step change in stroke care for people across the
Midlands and East by improving the quality of life following stroke and the
experience of patients. It covers the entire pathway of stroke care for adults, from
pre-hospital care through to rehabilitation/social care and end of life. Stroke services
have improved in the region and this review intends to, wherever possible, keep
good practice and only make changes that will lead to improvements.

Birmingham and Black Country Networks submitted their position with the review to
the EEAG last month. This indicated the need for further work to be done over the
coming year to agree the confirmed configuration. A draft response from the EEAG
has been received and a few points of accuracy have been raised — the final
feedback document will be made available in due course.

Analysis of provider financial returns are being reviewed at present and a report will
be prepared for the next joint CCG meeting. The two Networks have prepared a
governance structure to take the review forward, and discussions are taking place
to secure funds to support this work. The review process was handed over to the
CCGs and the new Strategic Clinical Networks at the end of March.

The way forward

WCCG as Commissioners are continuing to develop our proposals including
engagement/consultation requirements,following the 2013 Evaluation Project
Advisory Group meeting took place on 16th March.

Midlands and East SHA Board received a report at their final board meeting at the
end of March 2013 that informed them of where each system are with their plans,
outlining next steps for moving forward.
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NHS England (Area Team) and CCGs will receive a report advising of next steps for
taking forward the review in each area.

Towards the end of 2012 the Birmingham and Black Country Cardiovascular
Network wrote out to all CCGs requesting a Board level representative for the
Strategic Clinical Network. WCCG is represented by a governing body member on
this group which is being hosted by Sandwell and West Birmingham CCG.
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Health and Wellbeing
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6.Joint Health and Wellbeing Board and Strategy

Local Authorities are required under the Health and Social Care 2012 to formally
constitute a JHWBB. This board must be multi agency and it must sit in Public.
Central to the Governments vision is that decisions about services should be made
as locally as possible, involving people and communities who use them to the
maximum degree.

Strong local leadership is vital to this vision — local leaders and commissioners will
need to identify what the needs of the local community are and then establish how
those needs will be met, either through the services they commission, or through
joint working and collective action.

With effective partnerships benefits can be achieved not just for local services, but
more importantly to improve the health and wellbeing of the local community.

There is a clear expectation within the legislation that the JSNA and the JHWBS will
provide the basis for all health and social care commissioning in the local area, and
as stated above there will be a role for health and wellbeing boards to play in
promoting integrated services. This begins with the duty of the CCGs, NHS England
and the local authority to have regard to the relevant JSNA and JHWBS when
carrying out their respective functions, including their commissioning functions. The
bill also amends the NHS Act to make it clear that CCGS must involve health and
wellbeing boards in preparing their commissioning plans or revising them in a way
they consider significant.

6.1.Board structure and membership

The JHWBB is a City council statutory body which draws it membership from a
broad cross section of the city economy and community. The following list
describes the current standing membership of the Board and Fig 31 below
describes the structure of the Board within WCC.

e Cabinet Member — Health and Wellbeing (Chair)
e Cabinet Member — Children and Families

e Cabinet Member — Adults

e Shadow Cabinet Member — Health and Wellbeing
e Director of Community

e Director of Education and Enterprise

e Director of Public Health
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e Representative of Local Health Watch

e Wolverhampton Commissioning Consortia (3 representatives)

¢ West Midlands Police and Crime Commissioner (or representative)
e National Health Services Commissioning Board

e National Health Service Local Area Team

e University of Wolverhampton — School of Health + Wellbeing

e West Midlands Police — Wolverhampton Local Policing Unit

Clinical Commissioning Group
DR A Health and Wellbeing Board <~ — » Adult Safeguarding Board
Children's Safeguarding Board

Children's Delivery
Board (and Sub Adult Delivery Board
structure)

Universal ) L
- Prevention Re-ablement Specialist/ A f
services ] - ! Health Adult Children's
[ steering l [ steering l [ steering l [Acute steermgl [ Protection [ Lifestyle l Lifestyle l
group group group

group

Public Health
Delivery Board

————

Substance
misuse and
Alcohol

Sexual
Health

Fig 31 - Joint Health and Wellbeing Board Structures and sub-structures

6.2.Key principles that apply
There are a number of important principles that underpin the work of the JHWBB:

e They are a strategic body and must take account of the current and future health
and social care needs;

e Significant gains will be made if the JHWBB looks beyond needs to examine how
local assets, including how the local community itself can be used to meet
identified needs.

¢ JSNAs and the JHWBS are key to understanding inequalities in the local area and
the factors that influence them, including the wider determinants of health

e There should be a focus on the things that can be done collaboratively. These can
be identified by health and wellbeing boards working with other local agencies,
such as the Police, Fire service, Local business, Probation service, Local
councilors, the NHS - and understanding the added value of pooling resources
(including people) in order to achieve a greater impact across the local system
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e Joint health and wellbeing strategies should prioritise the “big ticket” issues that
require the greatest and most urgent attention, trying to fix everything at once will
merely dilute the effect of of the interventions

WCCG has three representatives on the JHWBB and has worked in close
collaboration with Wolverhampton’s JHWBB in the construction of the Joint Health
and Wellbeing strategy and in the determining the key local priorities.

Like the CCG the Local Authorities have had to identify three key local priorities that
they intend to address. WCC has identified:

e Alcohol;
e CVD;
e Reduce child poverty.

The case for change used for the two strategies is closely aligned and comparable
the table below (Fig 32) indicates their close alignment.

This pronounced alignment will complement the work of the two bodies and further
enhance the effectiveness of the strategies.

This collaboration will continue and will be reviewed in a timely manner to ensure
duplication is avoided and gaps are addressed.

PUBLIC HEALTH DELIVERY
BOARD HEALTH AND WELLBEING BOARD ADULT DELIVERY BOARD

Priorities Priorities Priorities
Wider Determinants D A
Fuel Poverty . . ementia
Child Development Wider determinants of Health Residential and Nursing Care
Alcohol and Drugs admissions
Health Improvement Dementia Long Term Conditions

Childhood Obesity . 5 Stroke recovery
Diabetes ! Mental Health DlagnOSIS and Early Employment of people with

Intervention long term conditions (Diabetes)
Prevention of Mortality Urgent Care Urgent Care
Deaths from chronic liver disease Mental Health

Falls prevention (Domestic abuse)
(Premature mortality of people with

Health Protection mental health needs
Survelliance, patient safety and quality ‘ Supported Housing

Responding to Public Health Indicators Reablement and Prevention

Wellbeing

CHILDRENS TRUST BOARD
Priorities
Child Poverty
Educational Inequalities

Health Inequalities

Fig 32 - Delivering the Health and Wellbeing Board priorities
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Quality and Performance
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7.Quality and performance

7.1.Treating and caring for people in a safe environment and
protecting them from avoidable harm

Hospital and other care environments should, by definition, be places of safety.
There have been far too many tragedies and serious untoward incidents reported in
hospitals and care homes that have made headline news in the media. Recent
public enquiries have identified numerous cases where the standard of care and
safety afforded to patients has fell far short of what should reasonably be expected
from the NHS, other healthcare providers and Social Service providers.

LOCAL APPROACH

1. Defined clauses and/or requirements
(co operation, care planning ,etc)

2. Schedules(service specifications,
quality requirements, information
requirements, etc

3. Enables finance & activity &
performance to be looked at separate to
quality

4. Enforced by Contract and Quality
team(s)

5. Review meetings/Visits

6. Quality indicators (nationally/locally
defined/CQUINS

7.Performance management &
sanctions (query,breach notice,
improvement plan, etc

Area Team

——
WCCCG Board

Quality and Safety Committee

NHS NATIONAL CONTRACT
CLINICAL QUALITY REVIEW
GROUP(S) (Monthly)

1. Acute and Community Services
2. Mental Health

SUB GROUPS & ASSURANCE
1. NICE assurance
2. Incident scrutiny
3. Quality review meetings
4. Performance indicators
5. Monthly quality reports

Fig 33- Quality framework

Quality Domains

SAFETY

SERIOUS INCIDENTS/NEVER EVENTS
INVESTIGATION AND LEARNING
INFECTION AND PREVENTION
SAFEGUARDNG
ALERTS

EXPERIENCE

SURVEYS
PUBLIC ENGAGEMENT
NHS CHOICES
CONSULTATIONS
PALS
COMPLAINTS
QUALITY MATTERS

EFFECTIVENESS

NICE
CQC REGISTRATION QUALITY VISITS
CONTRACTUAL CLAUSES
REVIEW MEETINGS
BENCHMARKING
EXTERNAL REVIEWS

WCCG will be vigilant and we will act when required to do so, Fig 33 above
describes WCCG's Quality framework which will be used to monitor performance

and drive improvement.

There are a number of elements that need to come together to provide a

consistently safe environment for patients and carers:

e Respect - having respect for our patients diversity and cultural needs; their
privacy - including protecting it as much as possible in large, open-plan hospital
wards; and for the decisions they make;

e Compassion - recognising when a patient and/or their relatives need emotional
support, rather than just delivering technical medical and nursing care;
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e Sensitivity - Demonstrating our sensitivity to patients' and clients' needs,
ensuring their comfort;

e Vigilance - remaining vigilant at all times to make sure we are consistently
delivering on the three previous points, holding organisations to account when
standards slip and imposing appropriate penalties for failure.

7.2.Primary care
e Significantly improving quality & Safety in Primary Care
e Maintaining the position of low antimicrobial prescribing

e Continuous improvement in quality through the CCGs Quality Infrastructure
including improving the reporting & learning from serious incidents

e Ensuring that people have a positive experience of care through plans to improve
experience as a result of surveys & feedback

e Strengthen the resources & support available providers in all aspects of quality

7.3.Mental Health

e Overcome problems currently experienced relating to delayed transfers of care
e Improve standards for new referrals to EIS for psychosis
e Help people to recover from episodes of ill-health or following injury

e Strive for continuous improvement so that people have a positive experience of
care

e Improve the proportion of patients assessed within 2 weeks of referral
e Improve the proportion of emergency referrals seen within 4 hours
e Improve partnership working between NHS & local government

e Actively engage with stakeholders during pathway & service redesign

7.4.Secondary care

e Continue to monitor & review mortality preventing people from dying prematurely
e Enhance quality of life for people with long term conditions

e Help people to recover from episodes of ill-health or following injury

e Strive for continuous improvement so that people have a positive experience of
care

e Treat and care for people in a safe environment and protect them from avoidable
harm
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e Reduce A&E re-attendance rates and A&E time to assessment rates
e Collaboratively improve health visiting services across the city
e Improve 4 week smoking quitters targets and cessation rates

e Make every contact count using opportunity to deliver brief advice to improve
health & wellbeing

e Improve partnership working between NHS and local government

e Actively engage with stakeholders during pathway & service redesign

7.5.Implementing the recommendations of the Francis Report

The Francis report is the result of the Public Enquiry carried out by Robert Francis
QC into the failings at Mid Staffordshire NHS Foundation Trust. Concerns about
mortality and the standard of care provided at the Mid Staffordshire NHS
Foundation Trust resulted in an investigation by the Healthcare Commission (HCC)
which published a highly critical report in March 2009. This was followed by two
reviews commissioned by the Department of Health. These investigations gave rise
to widespread public concern and a loss of confidence in the Trust, its services and
management.

The resultant report by Robert Francis has widespread implications for the NHS and
partner organisations, and further strengthens our determination to deliver the Right
care in the Right place at the Right time . It makes a number of key
recommendations all NHS Providers and Commissioners will have to take a very
hard look at their service provision in light of these recommendations and ensure
that they are fully implemented.

The recommendations contained in the Francis report are fully aligned to the
requirements of the NHS Outcomes Framework(s) and the “five offers” set out by
NHS England. There are in excess of 200 recommendations in the report, the key
(18) recommendations for Mid Staffordshire NHS FT set out by Francis are listed in
Appendix |, and whilst these are, in the main, specific to Mid Staffordshire NHS
Foundation Trust as mentioned previously their impact and relevance are applicable
to all providers and commissioners in the NHS

The Government published it's response to the Francis report on Wednesday the
26th of March 2013 - the key points of which are summarised below and in more
detail in the appendices:

e the introduction of new Ofsted-style ratings for hospitals and care homes overseen
by an Independent Chief Inspector of Hospitals and Chief Inspector of Social
Care;
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e a statutory duty of candour for organisations which provide care and are
registered with the Care Quality Commission;

e a review by the NHS Confederation on how to reduce the bureaucratic burden on
frontline staff and NHS providers by a third;

e a pilot programme which will see nurses working for up to a year as a healthcare
assistant as a prerequisite for receiving funding for their degree;

e nurses’ skills being revalidated, as doctors’ are now, and healthcare support
workers and adult social care workers having a code of conduct and minimum
training standards.

¢ WCCG commissioners have agreed a package of initiatives with RWT that will
improve quality indicators and clinical outcomes in relation to the
recommendations of the Francis report and the five NHS Offers

7.5.1.Position and proposed method of review for the Francis report

An internal review of the 290 recommendations has taken place within WCCG and
the local health economy to understand where there are opportunities and
requirements within the recommendations that will help to improve our care to
ensure that we commission for the high quality safe care in our city.

The review looked at categories to define where the recommendations could have
applications or implications. It is important to note that some of the
recommendations may fall into more than one category.

e Improving the patient experience of compassionate care, including quality and
satisfaction;

e Improving the health of our population;

Reducing the per capita of health care;

National applications;

Organisational applications;

Local Authority applications.

7.6.Care Quality Commission

WCCG will establish an integrated partnership approach to safety and quality,
working with Wolverhampton Council, Providers and the Care Quality Commission
(CQC) to develop and implement an inspection regime, both announced and
unannounced. Working closely with the aforementioned partners failing providers
will be held to account and a range of remedial actions and penalties will be
imposed where appropriate..
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The following two graphics below represent the latest assessment(s) published by
CQC relating to two of our key providers : RWT and the Black Country Partnership
and Penn Hospital specifically.

The Royal Wolverhampton NHS Trust (type of service: Hospital, Community health service, Diagnostic and/or
screening service, Urgent care service)

New Cross Hospital, Wednesfield Road, Wolverhampton, West Midlands, WV10 0QP | (01902) 307999

See our latest checks Tell us your experience

Specialisms/services
Diagnostic and/or

Summary of our latest checks on the standards you have the . :
screening services

right to expect
(Latest report published on 9 March 2013) Family Planning
services

Standards of treating people with respect and involving them in Maternity and
their care midwifery services

Standards of providing care, treatment & support which meets Services for everyone

people's needs Surgical procedures

Standards of caring for people safely & protecting them from Termination of

harm pregnancy

Standards of staffing Caring for children (0 -
18yrs)

Standards of management Caring for adults under
65 yrs

Caring for adults over
65 yrs

Local Authority Area
Wolverhampton

Fig 34 - CQC Assessment of RWT

Penn Hospital (type of service: Mental health, learning disability or substance misuse hospital service)
Penn Road, Wolverhampton, West Midlands, WV4 5HN

See our latest checks Tell us your experience

Specialisms/services

Dementia
Summary of our latest checks on the standards

you have the right to expect Diagnostic and/or
(Latest report published on 14 August 2012) screening services

Mental health
Standards of treating people with respect and conditions
involving them in their care Caring for adults under
Standards of providing care, treatment & support 65 yrs
which meets people's needs Caring for adults over

Standards of caring for people safely & protecting *x improvements 85 yrs
them from harm required Caring for people

whose rights are
restricted under the
Mental Health Act

Standards of staffing

Standards of management

Local Authority Area
Wolverhampton

Fig 35 - CQC Assessment of Penn Hospital
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The Trust has submitted a detailed action plan with timescales, milestones and
success criteria which has been agreed through the contract clinical quality review
(CQR) process. The plan is rigorously monitored through CQR meetings and BCP

FT has been able to demonstrate significant improvement and success against the
plan.

The CCG will continue to work with BCP FT to improve the quality of care delivery,
moreover the CCG is assured that the provider is taking the appropriate steps to
ensure the delivery of high quality services.
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Communications and Engagement

68

g gy

lewphysiology (EEG

X160} StaﬁSu
iy pp:‘s‘érvlcec
; 0 &




8.Communications and Engagement

Communications and engagement with patients, providers, the local authority and
other partners will form the cornerstone on which WCCG’s success will be built. The
most common cause of failure in organisations worldwide is poor or ineffective
communications and engagement.

WCCG intend to be an exception to this trait. We will engage closely and regularly
right across the health and wellbeing landscape in Wolverhampton and (where
appropriate) beyond.

8.1.The Patient Perspective

8.1.1.Involving patients and the Public

During our planning phase, WCCG engaged with numerous patient groups in order
to obtain the perspectives of our population, to inform and influence our
commissioning decisions and gauge support for our vision of delivering the Right
care in the Right place at the Right time. The feedback has been grouped into the
following themes and will be used to inform our case for change.

e Services are difficult to navigate;

e GP access is variable;

e There is significant variability in patient experience;

e Choice and the consistent delivery of high quality services are essential;
e Self management has a substantial part to play in healthcare;

e There is a recognition that services have to be sustainable;

e There is a strong appetite for patients to be involved in the commissioning of
services.

Based on the outputs of the various engagement events we have developed a new
culture of engagement at Wolverhampton CCG based on the premise of:

“No decision about you, without you”

We know that effective engagement with all stakeholders is essential to maintain
practice and public confidence, good relationships and trust. We have defined
engagement as a key characteristic of the way we work as a CCG. We have
developed comprehensive and embedded engagement, where practices, patients
and broader partners influence the decision-making process.

Our comprehensive framework for engagement ensures there are clear lines of
sight between the feedback we receive, and the Governing Body. Between the two
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————
are a range of engagement forums that both gather feedback and insights, and
assess this feedback. These forums create systematic dialogue with all of the
CCG’s key stakeholders and audiences and promote a ‘member culture’ where our
GPs and patients are not only just receiving information, but actively making
decisions and steering the direction of our commissioning organisation. Two-way
formal linkages exist between every tier and we believe this fosters a culture where
ideas come from the bottom-up and that we work with everybody on the basis of
equal partnerships, all within robust governance and accountability framework. This
diagram shows how we engage at every level. See the descriptions of each layer
below.

A comprehensive framework for receiving and acting upon feedback

Wolverhampton City CCG
Governing Body

1 x Healthwatch Chair
1 x RWH PPI Representative and 1 x BCP PPl Representative
1 x Practice Manager

JOInt Engagement E 1 x GP Governing Body Member
Assurance Group E 1 x Chief Commissioning Officer
! 2 x Patient Representatives
(J EAG) H 1 x Executive Lead for Patient Engagement
i 1 x PPl Manager and 1 x PPI Lay Member
1 x GP Locality Lead (rotational)

aMBH
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ayew
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GP Practice Partnership Patient and Public Partnership

1 x Practice Engagement Lead GP 1/2 Governing Body Members
1 x PPl Lay Member 1 x PPI Lay Member
1 x Practice Manager Lead 1 x Communications and Engagement Rep
1 x Communications and Engagement rep 3 x PPG Locality Representatives
3 x GP Locality Officers Associates (as required)
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54 GP practices 35 PPGs established out of a possible 54

Fig 36 - Patient and Public Engagement Framework

8.1.2.The Joint Engagement Assurance Group (JEAG)
Meets quarterly

As a Governing Body sub-group, this brings together feedback and representatives
from practices, patients, CCG staff, the public, community groups, stakeholders
and Patient Participation Groups to inform the work and commissioning of WCCG.

It will also signpost incoming intelligence to our partner organisations.

This group will be responsible for receiving strategy and proposals to endorse and
scrutinise in order to ensure that the CCG takes a systematic approach to
engagement in the commissioning cycle. It will set the CCG’s overall strategic
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engagement direction, advocate partner voice, ensure that the CCG meets its
statutory obligations with regards to communication and engagement, and
influence decision-making at the Governing Body and at every tier of the
organisation.

The group will work in partnership with the CCG and be an advisory group to the
Governing Body in matters related to engaging and communicating with patients
and the public. It will be a decision-making body that will ‘quality assure’ the levels
of patient and public engagement activities and have an overview of the day-to-day
communications and engagement operation, reviewing and agreeing the
communications and engagement team’s priorities and work plan.

Members of the group will be consulted and outcomes shared with them. The group
will also be able to provide advice on how to engage with a number of groups,
including those groups considered to be marginalised.

In the engagement framework the group has two-way linkages with quality and
commissioning committees. This will ensure patient experience feedback is
considered, analysed and understood at decision-making level. The group will
review patient experience reports, and sign off the patient and public engagement
annual report or Duty to Report before they are presented at Board.

Members will be able to raise their service related issues within this forum and
review impact against commissioning priorities and work streams.

8.1.3.GP Practice Partnership

Meets quarterly

As a member organisation, the CCG is made up of its constituent GPs, with
stewardship of the organisation given to the Governing Body and Executive. The
Governing Body is democratically elected, effectively representing the constituent
practices. This is essential to ensure practice involvement in the working and
development of the CCG and that members wishes and suggestions are taken into
account and members are actively involved in the development and decision
making processes. These decisions must be informed by a diverse range of views
and the rationale and approach for decision making must be clear and transparent
to all.

The GP Practice Partnership brings together clinical and non-clinical
representatives from our three locality groups for the North East, South West and
South East of the city with a combined membership of 52 member practices. The
three locality groups form the basis of a structure to enable the whole process to
culminate in governance and accountability. Bringing these groups together means
that ideas can be shared, problems addressed and consensus achieved on the big
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decisions — priorities, commissioning or otherwise, that the CCG needs to make.
Business cases will be brought to this group so they may be clinically scrutinised
and enriched. Quality issues, patient experience and other performance issues will
be debated here.

The purpose of the GP Practice Partnership is to support the overall aims of the
engagement strategy. The group will endeavour to develop together best practice
and provide a forum for exchange of information and collaborative working on

issues of clinical and patient concern.

8.1.4.GP Locality Groups

Meets quarterly

Practices are grouped into localities with protected time for regular quarterly
meetings. These meetings are attended by GPs or their representatives, usually
Practice Managers. The meetings are chaired by elected local chairs, usually GPs.
The CCG Governing Body will be represented by three members who will be
responsible to that locality and will be there as a conduit to and from the CCG. They
will help facilitate the meeting. The aim of these groups will not only be to discuss
CCG ideas and objectives and to decide on what needs to be progressed but also
they are there to pass ideas to the CCG and also to voice any concerns or
challenges. All meetings are minuted and these passed up to the CCG Practice
Partnership, which will ensure the voice of each locality is passed to the appropriate
committee of the CCG.

The Virtual Group ensures we can reach and engage with the city’s single-handed
practices. Mindful of the limited resources they have to spare on engaging with us,
we survey, collaborate and share information virtually with these members using
email, the intranet and special applications including Survey Monkey and scrolling
news ticker to ensure all members large and small and work with us as equal
members of our CCG.

8.1.5.Patient and Public Partnership

The Patient and Public Partnership comprises representatives from our PPGs,
Healthwatch, residents and other patient, carer and health groups across the city.
We call these our Patient Partners and membership comprises the broadest range
of public, patient and community members who will receive regular communications
from the CCG, but will also be actively engaged on issues important to them.
Selected Patient Partners will be invited to attend one or more of the monthly Patient
and Public Partnership meetings so the CCG can gain the broadest range of views
from key stakeholders Fig 37 below illustrates this particular element of the
framework.
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PPG
Localities
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Fig 37 - Patient and public engagement model
Selected Patient Partners will be invited to attend meetings so that the CCG can
gain the broadest range of views from key city stakeholders and interact. Patient
Partners will be involved in the design and delivery of services from the beginning.

The Associate membership has actively been involved in the development of local
services and continues to engage. The membership has been reviewed using the
MOSAIC toolkit and has been found to be closely representative of the population
profile of Wolverhampton.

Commissioning involvement opportunities will also be made available to all
members. This will include procurement, evaluation and monitoring of services.

8.1.6.Patient Participation Group (PPG) Localities

The purpose of our three PPG Localities is to support the overall aims of constituent
Patient Participation Groups (PPGs). The groups will work with PPGs and their
members to develop best practice for their PPG locally. The group will provide a
forum for exchange of information and collaborative working on issues of concern.

Priority issues will be taken forward to the Patient and Public Partnership by the
locality representatives.

73



Joint Engagement
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Patient and Public Partnership
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Fig 38- JEAG Locality model
All practices will be encouraged to develop PPGs and support will be available from
the communications and engagement team, with actions including marketing to
support recruitment, sharing information with the broader patient base via social
media, etc. Patients will be able to use their experiences to develop and improve
their local practice. They will be able to follow the DES format.

8.1.7.Case study - Working with patients to redesign urgent care

Reviewing and improving urgent care is a key priority for the CCG and an area we
have already done much work in.

The CCG, working with South East Staffordshire and Seisdon Peninsula CCG, and
RWT, are developing a joint urgent and emergency care strategy for the city. There
have been seven options developed and we are currently engaging on these
options, meaning we are asking for patient and public views on our proposals
before we go to full consultation.

The engagement process started in December 2012 when we asked 180 people
what their experiences of urgent care were. Themes that emerged included
confusion, with people not knowing where to go, lack of consistency, and
accessibility — especially with GP appointments.

The options were presented at a larger patient engagement event on 4 April, with
over 30 people attending to hear two of WCCG’s GP’s, the CCG leads, two senior
figures from RWT (one of which is an eminent clinician). Options ranged from no
change to full system redesign, with the relocation or removal of two walk-in centres.
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RWT’s clinician explained that the current system was borne out of ad-hoc
expansion of the system, with successive government policy responsible for
uncoordinated expansion of services leading to a confusing service for patients. He
then explained the way that people use services, it is partly because of this
confusion, means we not make best use of the scarce resources we have.

Workgroups then examined the seven options in detail, feeding back on each.
Finally, everybody was asked to choose their preferred option. The event provided
the opportunity for us to test our thinking and we valued the feedback received. A
couple of additional options were suggested and the Urgent Care Programme
Board will examine these.

RWT'’s clinician and one of the CCG’s GP’s closed the event thanking attendees for
the ‘lively and robust’ discussion. The future timescales were set out including the
full 12 week consultation process to take place between June and September 2013.

8.1.8.Case study - Heralding the launch of our CCG

The CCG’s launch event on 13 March provided a timely opportunity to explain the
NHS changes to patients and answer questions on what they mean for them.

Chairman Dr Dante De Rosa, Chief Officer Helen Hibbs and the CCG’s Lay Advisor
for Patient and Public Involvement each presented on themes covering the local
health context, our priorities and how people can get involved. Attendees
numbering over 130 then broke-off into workgroups to share their thoughts on what
our priorities should be. The event closed with a short film in which local patients, a
prominent local councillor, the Chair of the Health & Wellbeing Board, and the
incoming Chair of Healthwatch set out their hopes and aspirations for our CCG.

Through the session, the audience was quizzed on its understanding of the
changes and the role of the new CCG through voting handsets bringing an
interactive element to the event. To those who couldn’t attend, the event was being
live-tweeted through the CCG'’s twitter account so people at home could also join in.

Many people still have concerns and are unsure about the shake-up of the NHS.
The event aimed to explain these simply, going some way to provide reassurance
that the local NHS is safe in our hands.

8.1.9.Lay Advisor for Patient and Public Involvement

WCCG now has a Lay Advisor for Patient and Public Involvement, a new legal
requirement. The Post holder has been employed specifically for their experience of
promoting the patient voice. Having a seat on the Governing Body, this individual is
WCCG’s ‘critical friend’ ensuring our plans and priorities all build-in the views of
patients
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As might be expected, there’s far more to WCCG’s communications and
engagement strategy than the framework above. An annual plan of activities
including briefings, meetings, events and campaigns will help us to listen and
respond to feedback, and keep important partners and the public informed about
what we are doing. Everything from establishing the new WCCG website, holding
events, designing leaflets, posters and documents, starting regular briefings to
staff, members and stakeholders and working with the media all help us to build our
profile and relationships.

With a population of approximately 250,000 and a high percentage of Black and
Minority Ethnic residents (32%), ensuring everybody can have their say is no easy
task. If we are going to deliver our vision, Right care in the Right place at the Right
time we have to engage effectively with patients and their families. We are
committed to engaging with people on their terms and ensuring we reach
everybody, regardless of their ethnicity, disability, sexuality or area of interest. We
know not everybody has a computer or has the time to attend meetings. We have
created a range of ways for people to get involved that suit everyone.

8.2.Patient Partners

Our new membership scheme that allows patients to sign-up to receive information
on issues of most interest to them. If they choose, members will be given the
opportunity to take part in feeding back their views at local events in order to shape
the decisions that we make. Whether it’s identifying and setting priorities or buying a
new service, the Patient Partners scheme allows us to bring in unique patient
perspectives so every decision we make is in the very best interests of everyone we
serve.Patients input and engagement will help the CCG to assess how we are
progressing against our vision - Right care in the Right place at the Right time

To join the scheme:

Email: [insert]
Web: www.wolvescityccg.nhs.uk/patientpartner
Call us to be posted a leaflet: 01902 444 888

8.3.Patient Participation Groups

We have 35 PPGs across the city’s 521" GP practices. These are groups of local
patients who can help their GP make decisions but also look at larger plans
affecting services in the wider local area. All are free to join by contacting the local
practice receptions to find out more.

10 The GP responsible population is estimated at closer to 262 000
1 It should be noted as mentioned previously that one practice is migrating to Walsall due to a GP retiring
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8.4.Community Partners

Our ethos is to engage with communities on their terms. We will identify and reach
out to the city’s diverse communities, attending their meetings and the places they
convene. Twice yearly we will host a city-wide Community Partners’ meeting to test
our plans and priorities and work through areas of consensus and disagreement.

Our Lay Advisor, Chairman and CCG representatives also attends selected Patient
Participation Groups and Local Neighbourhood Partnerships, reaching local people
in discrete areas of the city.

8.5.Surveys, web and social media

We use a range of surveys, twitter, Facebook and the website to gain people’s views
and promote other ways that people can have their say. So that amongst other
things they can tell us if we are delivering the Right care in the Right place at the
Right time.

If you want to join us please contact us:

Web: www.wolvescityccg.nhs.uk/
Twitter @NHSinWolves
Facebook: NHS in Wolverhampton

8.6.Stakeholder engagement

We have talked in some detail about how we interact and engage with our GP’s, our
Patients and the Public at large. Obviously as an operational commissioning
organisation we will need to carry out a range and variety of stakeholder
engagement and management activities, which will have their own unique features
and profiles.These will include our relationships,communications and collaboration
which includes (but is not limited to) the following :

e Healthcare providers;

e The local authority;

e NHS England (specifically the AT);

e GP practices (operationally, for quality, for performance and feedback);
e AQP’s;

e Other CCG'’s.

The relationship between our engagement activities and our operational and
governance structures are set out below and overleaf (Figures 39 & 40) and are set
out in detail in our Communications and Engagement Strategy.
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Fig 39- Approach to engagement
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Additionally for all major projects and initiatives we will refresh our stakeholder
map(s) as stakeholders will move up and down the scale in terms of interest and
influence depending on the specific situation and circumstances Fig 41 below is
representative of what a stakeholder mapping exercise might look like at any given
point in time.
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Fig 41 - Typical stakeholder mapping
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9.Delivery Methodology and QIPP

WCCG will work differently to the former PCT. Its decision making and direction will
be firmly led by clinical commissioners. To enable this, WCCG has developed
commissioning communities — i.e. where clinicians, managers and other interested
stakeholders from commissioning come together to strategically lead
commissioning work streams and appropriately deal with key management issues.
A structured and disciplined approach to delivery enhances our chances of
delivering Right care in the Right place at the Right time. This will be particularly
important for collaborative commissioning and as a minimum will include:

¢ WCCG clinicians and managers.
e CSU managers.

¢ JCU managers and social care professionals.

9.1.Programatic approach

WCCG has adopted a programatic approach to the delivery of programmes and
projects based on the Prince2 and Managing Successful Programmes (MSP)
approach. The majority of the commissioning team have undergone Prince2 and
MSP training and are now accredited. The MSP approach to programme
management structures programmes into three distinct phases with an assurance
oversight running across all three phases. Fig 42 below describes the programme
phases.

Fig 42 - Programme phases

The commissioning of healthcare services will be led by a designated clinical lead
from the CCG Governing Body. They will have funded time to lead this service area
and our leadership development programme will support them to be fully equipped
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with the requisite commissioning and leadership skills to fulfil their clinical
leadership function.

e They will oversee the delivery of commissioning through a combination of
‘functional’ and ‘project’ work streams, utilising our programme approach.

e The clinical lead will be supported by an executive member of the CCG
management team who will be responsible for the strategic development,
resource management and delivery of the programme portfolio.

e The day to day business of commissioning will be delivered by the CCG
commissioning and redesign team — in collaboration with the Joint Commissioning
Unit (JCU) for collaborative commissioning issues and functions — and supported
by the contracting, procurement and business intelligence functions from the
Commissioning Support Unit CSU).

The commissioning community concept will be supported in part by the adoption of
a form of matrix working within the CCG. One of the key features of this will be to
adopt a programme approach to generic areas of commissioning (e.g., Planned
care, Urgent care, Long Term Conditions, Mental Health, etc). At the heart of each
programme will be a workstream group or Programme Board (see Fig 43 below)
managing the delivery of strategic goals.
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Fig 43- Programme Governance structure




Within the CCG, this will have the following key features:

e Everyone has a work portfolio split between ‘functional’ work and ‘workstreams’ or
projects.

e Workers are line managed for functional work.
e Workers report to a programme lead for workstreams.

e Workstreams are led by the appropriate CCG Clinical lead, an executive sponsor
and a programme manager.

e Each workstream will be fed by a limited number of task & finish groups and
standing committees.

There will be a need to establish appropriate work gateways to manage demand
more effectively against limited staff resources. Workstream groups will need to
prioritise within their strategic areas.

The Programme lead function works closely with all aspects of other Commissioning
Support Teams including quality assurance and risk, finance, contracting,
performance monitoring, and clinical governance and itself needs support from ICT
and Human Resources.

This model could also be adopted for areas where the JCU undertake the strategic
commissioning in areas such as mental health and where a JCU senior staff
member could be the programme manager. In addition, with a slight shift in
emphasis, existing fora could be utilised to become the strategic programme

group.
9.2.Virtual teams

One of the ways in which each strategic programme group could operate is through
the extensive use of small virtual teams set up to deal with a specific project, task or
set of issues.

In an environment where resources such as skilled and experienced staff are likely
to be at a premium and capacity is scarce, a flexible operating model will be
required.

CCG, CSU and JCU staff will need to work as part of project groups or task & finish
groups using a multi-disciplinary approach to managing and resolving issues.

These essentially are the teams that will deliver the work stream projects described
in the programme approach, managed by the day-to-day lead.

Project teams will be identified and resourced from the flexible resource pool at
initiation based on skills and availability using an estimate of time required to deliver
the project.
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The same principles for the core skills and competencies section apply to the JCU
as well.

Service
redesign/
Contracting

Strategic
Investment
&

Quality
&
Safety

Finance Workstream/
Project

Business Commissioning
& &
Performance Contracting

Fig 44 -WCCG Competency Areas
9.3.Core Skills and Competencies

The core skills and competencies required of the commissioning teams will cover:

e Management and delivery of functional and project activities to meet time-limited
quality and financial objectives;

e Adopt a programme approach to co-ordinate all aspects of the service area/
commissioning portfolio;

e Management of interpersonal relationships including occasional conflict
resolution, strong opposition or reluctance to change;

e Produce formal reports and deliver presentations to formal and informal groups or
committees and large groups of stakeholders / members of the public in a variety
of settings;

e Analyse performance and financial data;

e Develop clear commissioning strategies and service specifications, and review
business plans;

e Effective internal and external communication using a variety of media;

e Hold providers of services to account against agreed finance/ activity and quality
plans whilst maintaining positive working relationships;

¢ To act as the expert monitor to ensure VFM and delivery of the services;
e To deliver at best practice models for commissioning or service improvement;
e Provide partnership representation for the CCG on multiple working groups;

84



e Provide expertise to the CCG requiring service re-specification (redesign);
e Assigns staff roles & responsibilities on behalf of the CCG;

e To support commissioning governance arrangements across the local health &
social care economy;

e Be the main resource and identified management lead for commissioning (with
technical support from CSU Contract Management and Informatics Teams);

e Be responsible for Relationship Management with care providers;
e Contribute to Financial Efficiencies and Improved Quality (QIPP);
e Development of Project Initiation Documents (PIDS)/Business Plans;

e Develop, implement and manage recovery plans, action plans or remedial action
plans as required;

e | ead any Procurement Exercises (with technical support from CSU Contract
Management, Procurement and Informatics Teams);

e Respond to workstreams emanating from government departments or their
regional / local offices, the strategic health authority or NHS Commissioning
Board;

e Market Shaping.
9.4.QIPP

The QIPP agenda will be delivered using the programme management approach
that we have described in 8.1

In September 2012, WCCG comprehensively risk assessed its QIPP Programme
and aligned it to its Development and Delivery Groups (DDG's)as described in Fig
45 below;

™ Planned Care Clinical lead,Exec Lead,Programme Mngr

O Urgent Care Clinical lead,Exec Lead, Programme Mngr
Y,

O Long term conditions Clinical lead,Exec Lead,Programme Mngr

O Intermediate care and
Community Services

Clinical lead, Exec Lead,Programme Mngr

O Medicines management Clinical lead, Exec Lead, Programme Mngr

O Joint commissioning

and mental health Clinical lead, Exec Lead, Programme Mngr

O Contracts and

Commissioning Clinical lead,Exec Lead, Programme Mngr

O Corporate Clinical lead,Exec Lead,Programme Mngr

Fig 45- The DDG’s
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The table below summarises the QIPP targets currently incorporated in the CCG’s
Finance Strategy:

2013/14 2014/15 2015/16

£6.5M £6M £6M

Fig 46 - QIPP Targets 2013-16

The CCG has significant risk associated with its QIPP schemes. If schemes do not
deliver the level of recurrent savings described above this will jeopardise the
financial position of the organisation. If the target outturn position looks likely not to
be achieved , the Governing Body would be required to seriously consider delaying
or stopping planned work in order to avoid pressure on the financial position. This is
not a tenable position and therefore the organisation gives a significant importance
to the QIPP programme as this is the vehicle through which service is transformed.

The table below (Fig 47) describes the programme of work developed by the DDGs
to deliver the 2013/14 target of £6.5m. Some schemes pose a low risk to the
organisation as they have been incorporated into contracts for the new year whilst
others are not so far advanced and it is recognised that they may not deliver the
level of savings originally envisaged.

The CCG does not treat the management of QIPP savings as an annual event;
rather, the DDGs are continuously looking for opportunities to deliver new projects.
Therefore, if slippage occurs in the 13/14 schemes, there will be other schemes to
bring forward from future plans to close the shortfall in the planned savings.

B GPPschemes  Origalpian Plan as at May 2015
£000 £000
Urgent Care 1,068 1,739
Planned Care 1,900 1,550
Medicines management 750 752
Mental Health 1,000 1,000
Long term conditions 609 612
Intermediate care 800 417
Plans under development 403 460
Total 6,530 6,530
—

Fig 47 - QIPP schemes



9.4.1.Hot clinic

As part of the QIPP Programme at Wolverhampton City CCG, the Urgent Care
Delivery and Development Group have identified efficiency savings across a range
of areas.

The primary purpose of this project is to develop a Paediatric Hot Clinic for specific
clinical areas generating efficiency savings as well as an improvement in patient
experience.

In line with its QIPP Programme, the CCG must generate efficiency savings to
ensure financial sustainability.

Based on data from RWT 2012/13 activity, Paediatric activity is increasing especially
in specialty code 420 — non elective paediatrics

The justification for this project is to reduce avoidable costs as well as ensuring
patient’s safety and treated in accordance with their needs. Lower Respiratory Tract
Infection in Paediatrics is a priority for the CCG as documented in “Supporting
Planning 2013/14 For Clinical Commissioning Groups” Dec 2012, NHS England

9.4.2.Frequent Flyers

Pre-defined criteria will be set for each GP practice on the amount of patients they
are to target using data from MiCS Portal based on practice list size. It is estimated
that the 5212 practices across the city will target the top 200 frequent service users.

Each patient will be clinically reviewed by their registered GP and where necessary
a multidisciplinary review will take place. The individual patient will be referred to
alternative services as appropriate with the aim of reducing inappropriate use of
urgent care services.

9.4.3.GP alongside A&E

Aims to reduce pressure on the current A&E department (Consultant led service) by
diverting appropriate low risk activity to a Primary Care/GP led service. Patients will
continue to be triaged in A&E and where appropriate, patients will be diverted to the
alternative service based within the A&E setting. This service will run 7 days per
week and cover the core hours when activity in A&E is high.

9.4.4.Rapid falls assessment

Working with West Midlands Ambulance Service (WMAS), the CCG has developed
a scheme to reduce conveyance rates to the acute trust for patients who fall and
call 999. The scheme will see WMAS respond with a rapid response vehicle

2 One practice is aligned with Walsall CCG as mentioned earlier in this document
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equipped with hoists. The patient will be clinical assessment by the paramedic, and
only conveyed to the acute trust where necessary.

9.4.5.POLCV

The Procedures of Limited Clinical Value policy was developed by the Black
Country Cluster to identify procedures of limited clinical priority that the CCG will not
fund unless specific criteria are met; the policy incorporates evidence relating to
clinical and cost-effectiveness. The implementation of the policy will reduce
outpatient and inpatient activity and will provide assurance that: patients are
receiving appropriate health treatments in the right place and at the right time,
treatments with no or a very limited evidence base are not being used and
treatments with minimal health gain are being restricted. Therefore, implementation
of the policy has been reflected in the modelling for the 2012/13 activity plan.

9.4.6.Modernisation O/P

Wolverhampton City Clinical Commissioning Group (WCCG) has commenced a new
project with The Royal Wolverhampton NHS Trust. The project will see the two
organisations work together in a bid to ensure continued improvement to patient
experience and outcomes across a range of services which are increasingly in
demand. The aim is to maximise the patient’s appointment experience by making
sure they are seen in the most suitable clinical setting and that unnecessary
attendances are avoided by ensuring referral pathways are clearly defined.

The primary objective of this project is to reduce the number of avoidable outpatient
appointments at RWT by 3,000 per year, worth approximately £400k p.a. to RWT’s
commissioners and enabling approximately £200k per annum cost avoidance for
RWT. This programme will also deliver significant benefits to patients and staff, and
support on-going operational and financial performance improvement

9.4.7.Pathology

Community Pathology is defined as pathology services that are commissioned by
PCTs and CCGs, directly from existing pathology providers for their primary care
users that are within the disciplines of Biochemistry, Haematology, Microbiology and
Immunology. It includes GP direct access requests and Out Of Hours GP services.
It excludes Cytology, Histology and Acute Pathology services and Pathology
provided as part of block arrangements from community, mental health providers,
Independent Sector Treatment Services and prison services.

In March 2012, and in response to the Independent Review of NHS Pathology
Services in England (the Carter Report), PCT Commissioners across the East and
West Midlands Strategic Health Authorities (SHA) agreed to commission an Outline
Business Case (OBC) to review the options to deliver the Carter Report. All ten PCT
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Clusters were involved in the discussions and had input into the Outline Business
Case.

9.4.8.C2C

The nature of this project is for full implementation and appropriate contract
variation with regard to the Consultant to Consultant (C2C) Referral Policy.
Implementation of the policy will improve the patient experience and reduce activity/
costs resulting from inappropriate C2C referrals. Confirmation has been received
through Contracting and Commissioning that the Consultant to Consultant Referral
Policy has been implemented across the Trust. Therefore, full implementation of the
policy has been reflected in the modelling for the 2013/14 activity plan

9.4.9.High cost drugs in secondary care

Background
e Allowing for a substantial reduction in growth in spend from 2011 onwards.

e Requirement to fund new specialised drugs and devices as recommended by
NICE.

e Requirement to improve information systems for performance management from
the acute sector post 2012

e Reduce the rate of growth to implement and manage high cost drugs in
secondary care.

Patient Access Schemes (PAS) were developed by pharmaceutical companies as a
way of reducing the cost of expensive new medicines to the NHS (also known as
risk-share schemes). These schemes involve offering a rebate to trusts and are
seen as a way of improving access to new medicines, by improving their cost-
effectiveness and thereby enabling NICE approval. PAS’ are often complicated and
are patient specific which means they need to be tracked back through the system
to identify which PCT receives the rebate.

Project objectives
e Original projection was to deliver cost savings of 500K over 3 years

e Deliver cost savings of £218k for 2013/14 from PBRe (as many PBRe drugs will be
commissioned directly from NHS England.

e Improve the quality of information in order to benchmark levels of high cost drugs
prescribing

e Reduce the rate of growth in PBR-excluded drugs

e Ensure prescribing is consistent with NICE approved drugs
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e Improve the primary and secondary care interface and the quality of information
for the purposes of performance management

e Reduce the number of inappropriate / unnecessary Individual Funding Requests
(IFRs) and the cost of resources used to process them

e Produce pre-approval proformas for the use of all PBRe medicines
e Improve the management of Patient Access Schemes
e Projected target of £275K savings for 2012/13 revised to 330K

9.4.10.Prescribing efficiencies

Wolverhampton is performing well in relation to Better Care Better Value (BCBV)
indicators and scope for making savings on low cost drugs is limited. However on-
going monitoring and challenging of prescribing practice by prescribing advisers
could see significant potential savings over three years

Background
¢ Allowing for a substantial reduction in growth in spend from 2011 onwards;

e Requirement to fund new specialised drugs and devices as recommended by
NICE;

e Requirement to improve information systems for performance management from
the acute sector post 2012;

e Reduce the rate of growth to implement and manage high cost drugs in
secondary care.

e Project Objectives-

e Promoting & implementing procurement & medicines optimisation prescribing
efficiencies;

e Deliver cost savings of £134k for 2013/14 from vial optimisation projects.

9.4.11.Integrated respiratory

Respiratory Action Network for the benefit of Wolverhampton (RAINBOW), the Lung
Improvement Programme is already established within RWT based on a pilot
scheme further developed and accepted as an NHS Improvement Programme.

COPD exacerbations have a significant impact on urgent care services. Initial data
from the pilot project indicates that emergency admissions have been avoided
through the availability of urgent appointments through the Hot Clinic, therefore by
embedding the programme within healthcare services this should reduce the
number of emergency acute admissions and reduce the length of stay of those
patients that are admitted.
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9.4.12.Diabetes

A bespoke Diabetes Dashboard will be used to support the management of
diabetics and identify those at the most risk of moving towards the need for
secondary acute care.

The Dashboard will R/A/G rate known diabetic patients, Secondary care consultants
will liaise with Primary Care to ensure Green patients that are currently being
followed up in Acute, and transferred to primary care. Individual care plans will be
developed to improve the outcomes of patients.

9.4.13.Anti-coag /Stroke reduction

The review of the Anticoagulation Service will deliver:
e Improved Service specifications;

e Change of treatment for appropriate patients from Warfarin to new treatments.
Clinical outcomes would improve and would become more cost effective for these
patients. This will free up capacity within the service with frequent attenders
moving to new treatment. This will reduce the requirement for frequent monitoring
by the service and enable the service to support additional patients without
additional resource;

e Additional capacity within the service will meet identified unmet need within the
city. This will enable proactive optimal management of patients on AF registers by
GP practices. Patients identified of being at risk of AF will be proactively
screened.

In conjunction with this, the introduction of the Risk Stratification process and
Optimal Management index across all long term conditions, patients will identify
those patients that are not currently being managed within optimal clinical
parameters for their condition, therefore enabling clinicians to improve the overall
risk factors of patients, and reducing the risk of stroke.

9.4.14.Tele-health

Simple Telehealth and Flo (Advice & Interactive Messages (AIM) for health) will
allow patients with long term conditions to self-manage and monitor their condition
and symptoms, reducing the need to attend for routine appointments in primary
care. In addition, other improvements, such as improved concordance with
medication should contribute to reducing deterioration of long term conditions and
prevention of avoidable hospital admissions

9.4.15.Risk stratification

The principle of the risk stratification model is that people with LTC’s should not be
admitted to hospital unless the exacerbation exceeds the capacity of what can be
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provided in the community. The systematic process of Risk Stratification will identify
those high risk/ complex cases/ high intensity users which will then receive further
intervention from a facilitated MDT (by Community Matrons) to agree an individual
care plan.

The Optimal Management Index will identify those patients that are not currently
being managed within optimal clinical parameters for their condition, therefore
enabling clinicians to reduce the patients overall risk factors of patients,

The model will support outcomes based improvements in standards and quality of
care making services proactive rather than reactive. It is anticipated that by utilising
either individual or both elements of Risk Stratification and Optimal Management
Index that these components will support the following improvements:

e People with LTC’s:
e Improvement in the quality of care by proactively identifying patients;
e Personalisation/Self-management/Choice for people and carers;
e Increased independence/well-being and quality of life;
e Patients being Optimally Managed for their condition.
e The system:

e Assessment of physical/mental/social need and prioritising risk (at the right
place and at the right time);

e Improved system enablers (e.g. Data sharing and linked information
systems, access to services etc.);

e Prevention of hospital attendances & emergency admissions;
e Reduction in readmissions;

e Reduction in A&E attendances;

e Increased Value for Money.

9.4.16.Nursing homes support

The purpose of the programme is to create a co-ordinated approach across the
health and social care economy to support nursing homes. The overall objective of
the project is to improve service delivery and safety in nursing homes through co-
ordinated support. A joint approach to the work will result in reduced duplication,
better use of resources and a more focussed methodology.

The CCG is aware that work is being undertaken across the health and social care
economy to support nursing homes to better meet the needs of their residents. The
identified areas of work include:
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¢ Training and education opportunities;

e Admissions avoidance initiatives;

e End of life care initiatives;

e Stop the pressure initiatives;

e Improving quality in nursing homes initiatives.

The key milestones identified for the review are:

e Projects for inclusion identified;

e Project plans created for all projects;

e Project monitoring implemented.

Each project will work to its own clearly identified milestones.

The co-ordinated approach should improve the quality of care residents receive
whilst in nursing homes, reduce the number of emergency callouts, reduce the
number of A&E attendances from nursing homes and reduce the number of
avoidable acute admissions from nursing homes.

9.4.17.Falls

The purpose of the review is to improve the falls service across the health and
social care economy for the local population. Falls have a significant impact on
physical health, confidence and quality of life. Early identification and intervention
can prevent those at risk from falling and reduce the number of subsequent falls in
patients who have experienced a first fall.

A retrospective analysis of clients attending the falls service indicated that
approximately 35-45% of clients referred would be classed as low to moderate risk
and community based postural stability classes would be appropriate. The current
falls service will triage cases and refer on to the community based classes which
will be funded using social care for health re-ablement funding. Due to an
increasing frail and elderly population the number of falls that result in an admission
for hip fracture is expected to rise by approximately 20 per 100,000 each year. Data
relating to hip fracture admissions show that Wolverhampton is above the England
average. The review aims to identify changes to the service that will increase early
identification and intervention to prevent falls and hip fractures.

The key milestones for this project are:
e Research of best practice completed
e Community based stability classes implemented

e - Review of current service completed
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e - Proposal for changed developed

The changes to the falls service should reduce the number of A&E attendances the
resulting from a fall, reduce the number of acute admissions as a result of falls and
reduce the number of hip fracture admissions to acute care. Preventing falls and hip

fractures should also reduce the number of admissions to long term residential
nursing care.
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10.Governance

WCCG has established transparent and effective governance arrangements in
order to commission high quality, effective and sustainable services. This is
underpinned with well-defined accountability and reporting mechanisms. These
mechanisms provide the matrix that supports the formation and further
development of our plans.

Wolverhampton CCG Senior Leadership Team

Chair - Dr Dan deRosa

Chief Clinical Officer
Dr Helen Hibbs

Director of Strategy and
Solutions

Chief Financial Officer and

Chief Operating Officer Executive Nurse & Quality

Manjeet Garcha

 RichardYoung

__ Claire Skidmore

Fig 48 WCCG Leadership team

The governance arrangements are detailed within our Constitution and in summary:

e Accountability for quality lies with the Accountable Officer and is delegated to the
Executive Nurse

e Financial oversight is delegated to the Finance and Performance Committee

e The corporate governance mechanisms will ensure that the Chair, Chief Clinical
Officer, Chief Financial Officer and all other Governing Body members have a
clear brief

e The objectives of all WCCG officers and Clinical Leads are well defined through
the Terms of Reference of our Committees and other documents.

e The CCG will work with third parties including the local authority and other
statutory bodies in developing and implementing appropriate agreements in order
to improve and develop local services.

e The CCG will also work with NHS England to ensure that the services
commissioned by them are an effective and cost-effective part of the overall range
of services available to the people of Wolverhampton.
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The CCG has a framework (see Fig 33)which assures that the CCG implements its
responsibility for ensuring the quality and safety of patients.

10.1.Provider development

Close collaboration is the key to success for both commissioner and provider - one
cannot succeed at the expense of the other. So it is critically important that
commissioners and providers establish working arrangements that are productive
and that deliver a “patient first” approach that delivers improved clinical outcomes
as well as improving the efficiency of the service.

WCCG has three specific initiatives in train at the point of publication:
e The Joint Modernisation programme;
e The Joint Urgent Care Strategy;

¢ WCCG have also agreed a package of initiatives with RWT that will improve
quality indicators and clinical outcomes
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11.Commissioning

11.1.Commissioning intentions

The distinction between what have often been thought of as ‘primary’, ‘community’
and ‘acute’ health services has become less useful and the requirement to integrate
care across pathways based on patients and their needs is increasingly the focus
for clinical commissioners i.e. Right care in the Right place at the Right time

WCCG recognises that previously the construction of commissioning intentions has
been a reactive, confined and unscheduled procedure which has often resulted in
an inadequate platform for future planning. In response to this the CCG will
implement a proactive, systematic and dynamic process which will utilise the
Commissioning Cycle effectively and efficiently, be patient centric, apply and
adhere to an established timetable/schedule and engage with stakeholders.

The six overarching commissioning intentions which WCCG will enact in 2013/2014
are:

e The Commissioner will work with the Provider(s) in order to enact the PBR
guidance 13/14 (Gateway 17973);

e The Commissioner will work with the Provider(s) in order to implement schemes to
continuously improve quality;

e The Commissioner will work with the Provider(s) in order to implement system
wide service improvement;

e The Commissioner will work with the Provider(s) in order to agree revised
mechanisms for contracting, payments and activity;

e The Commissioner will collaborate with regional bodies in order to shape the
configuration of services;

e The Commissioner will work with the Provider(s) in order to realise efficiencies
from the use of medicines and technology.

11.2.Commissioning strategy

Recognising the pressures that the health economy faces, WCCG is developing an
overarching Commissioning Strategy based on the key drivers that have been
identified in the JSNA, by the Providers themselves, by the commissioning team, by
GP’s and the patients and the public themselves.
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Strategic development work within the CCG is at an advanced stage and
progressing well. We are focussing our strategic development on the following key
areas:

e Urgent care;

e | ong term conditions;
e Intermediate care;

e Modernisation;

e Mental Health.

11.2.1.Commissioning principles

WCCG aspires to be a “best in class” commissioner of healthcare services (Right
care in the Right place at the Right time), perceived as such not just in the locality
but across England as well. If we are to achieve this status we must adopt and
implement a range of key principles that will govern our approach to commissioning
on a consistent basis. The following list, although not totally exhaustive, describes
some of those principles:

¢ We will contract with and performance manage using the levers of, the national
standard NHS contract in its entirety;

e We will review service specifications to ensure that they meet local needs and
make the best use of up to date evidence and innovations in health care;

e We will apply rigorous and measurable quality requirements;

e We will apply rigorous performance reporting regimes requiring adherence to
national standards such as SUS and non SUS NHS number requirements;

e We will create realistic and seasonably adjusted activity plans for each service
line using currencies that enable benchmarking;

¢ We will promote innovation by entering into CQUINS which are truly innovation
focussed.

11.2.2.Urgent care

WCCG is working closely with RWT to jointly develop a sustainable and affordable
urgent care system for Wolverhampton. Like many other Acute trusts the
emergency department at RWT is under almost constant unsustainable pressure.
WCCG’s strategy for commissioning acute provision is to ensure that acute care is
still provided by acute providers, in an acute setting, but that non-acute elements of
each care pathway are provided in more appropriate settings, at a lower cost. This
will increase efficiency by aligning the care setting to effectively meet patient needs.
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We are mindful that the CCG’s strategy will not only impact on acute provision, but
also requires improved primary and community care to enable the shift in care
provision, so that patients can be appropriately managed in non-acute settings.
Likewise outpatient care will need to be delivered in an integrated way across the
health economy, supported by co-ordinated and communicated care plans.

The following figure (Fig 49) describes the current status and progress of the work;

Our vision is for an improved, simplified and sustainable 24/7 urgent and emergency care
system that supports the right care in the right place at the right time for all of our population.
Our patients will receive high quality & seamless care from easily accessible, appropriate,
integrated and responsive services. Self-care will be promoted at all access points across the
local health economies and patients will be guided to the right place for their care.

Strategy has been developed and is in draft format
3 Joint Urgent and ready to go to the DDG for comments, following

Full
implementation will

Emergency Care which there will be a number of stakeholder
commence Qtr 3

engagement events

Ensure improved and simplified arrangements for Urgent & Emergency care, Ensuring strong
patient-centred leadership in all access points of the urgent care system, Provide better value
for money and sustainability, Provide greater consistency and openness, transparency and
candour, Ensure improved quality, safety and standards, Ensure improved patient
experience,Provide greater integration & information, Promote No blame culture

—
In scope - Emergency Admissions, Emergency Department, Care Homes, Out of Hours,
WUCTAS, GP Practices, Walk in Centres,WMAS, Pharmacists, Urgent Social Care, Urgent Mental

Health, Urgent Community Nursing Teams, NHS Direct and 111
—

Fig 49 - Joint Urgent and Emergency Care progress status

11.2.3.Long Term Conditions (LTC’s)

The impact on patients themselves and the health economy of LTC’s cannot be
underestimated. Often those suffering with LTC’s struggle to lead a life that has a
quality that could be measured as comparable to other members of society.

There are a number of key contributors to the impact that LTC’s are having on the
health economy not just in Wolverhampton but nationwide:

e An aging population with increasing numbers of people living with dementia;

e Increasing numbers of people being diagnosed with Diabetes as a result of
lifestyle choices;

e Low physical activity levels;
e Smoking;

e Alcohol abuse.
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WCCG members have agreed that the current service provision is not economically
sustainable and does not align to the vision of Right care in the Right place at the

Right time.

To this end WCCG have determined the need to develop and implement a
comprehensive LTC strategy that will then be a key driver for the commissioning
agenda, ultimately informing the commissioning plan. The following diagrams (Figs
50-52) describe the current progress by the commissioning team around LTC’s,
Intermediate care and the Modernisation programme.

Vision - The creation of a sustainable and effective system to improve the quality of life for
patients with LTC's, leading to a reduction in referrals to Urgent care

Strategy has been developed and is in draft format

Full
implementation will
commence Qtr 3

0 Long term ready to go to the DDG for comments, following
conditions which there will be a number of stakeholder
engagement events

———————————a______________________________________________A——————————¢

Key aims: Consistent and sustainable risk profiling, A coordinated approach to the development
of personalised management plans through engagement of multidisciplinary teams for multiple
morbidities, Development of a systematic approach to improve early diagnosis of LTC's to
improve prevention and management, Standardised care pathways for LTC's, Increased
utilisation of assistive technology where appropriate, Empower self management

Diabetes, Dementia, Cardio vascular disease, Respiratory ailments and diseases, Cancer,
Chronic kidney disease, Chronic neurological conditions

Fig 50 - LTC’s Strategy development
11.2.4.Intermediate care

To provide effective health and social care interventions to support the people of
Wolverhampton to maximise their independence following a period of ill health or injury.

The intermediate care agenda within the organisation is at
an embryonic stage and the strategy is in the early stages of
development. Mapping of current intermediate care services
is underway and areas for improvement are being identified

during this process. A review of the CICT provision will be |Rlggfs]EialSie dlo]g!

O Intermediate undertaken to identify potential issues and areas for plan has not
Care improvement during the first six months of the year. A yet been
review of the falls service will be undertaken during developed
2013/14 to identify areas for improvement.
An implementation plan has not yet been developed.

Consultation dates and required stakeholder events will be

identified as part of the planning process.

The overarching aim is to develop a portfolio of services that prevent hospital admission,
facilitate discharge from acute care and prevent admission to long term care through targeted
short term interventions.

More detailed aims will be identified during development of the strategy.

Fig 51 - Intermediate care strategy development progress
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11.2.5.Modernisation

Vision - To review current outpatient pathways and to reduce outpatient attendances within the
Hospital setting. Ensuring patients are given the most appropriate treatment at he right place at
he right time

Status of the strategy - ie. When will it be published, when will
it go to consultation, what stakeholder events will be held -
The programme started in January 2013. Each individual
workstream/pathway will engage with appropriate
stakeholders i.e. Gastroenterology pathway - stakeholders

) . R .
inlcude GPs, Gastroenterologists, directorate managers,

Modernisation Outpatient Booking team, IT. Consultation / engagement with
patients and public will be managed by individual
workstream/pathway. For example with Gastroentereolgy we
are seeking advice regarding how GPs will manage patient
expectations within the new pathway.

The key aims are - reduction in outpatient appointments within the hospital setting, improved
patient experience, simplified pathways for GPs, secondary care clinicians and patients

In scope - Qutpatient appointments, all specialties, excluding 2WW/Fasttrack

Fig 52 - Modernisation strategy development progress

11.3.Commissioning intentions/allocations

The CCG has finalised it's commissioning plan based on the a structured process
as described below in Figure 53, and where necessary and appropriate we have
included a service design element to ensure that we commission services that
provide a high standard of care and are affordable within the available financial

envelope.

Review
current
service
provision
Decide
priorities
pa tie ng
Q
5
Strategic planning ©*
Design
Specify outcomes & < service
procure services o
Managing demand =%
and performance &
fc vo\ sh
. a|
2 \0 structupr: of
Ug woh supply

Fig 53 - Commissioning process
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The following table in Figure 54 is a summary of the CCG’s commissioning
allocation proposals.

Wolverhampton CCG LTFM Baseline Recurrent Non-Recurrent
Values

201314 LTFM £000s

Acute Non-Foundation Trust 151,286 151,917

Acute Non Foundation Trusts 10,538 10,538
Non Acute Foundation Trusts 5911 26,721
Non Acute Non Foundation Trusts 35,507 35,507

Fig 54 - Proposed Contracting allocations

11.4.Specialised commissioning

From April 2013, the NHS England will have responsibility for directly
commissioning all prescribed specialised services. ‘Prescribed’ specialised
services are those services which have been ‘tested’ against the four factors in the
Health and Social Care Act 2012 as suitable for commissioning by NHS England.

Funding for specialised services is held by NHS England who will directly
commission those services. Commissioning portfolio. The CCG is liaising with the
the Specialised Services Commissioning Team (SSCT) at NHS England, and its
local provider The Royal Wolverhampton Trust (RWT) to finalise the position and
ensure integrated service provision.

11.5.Collaborative Commissioning Arrangement

From 1st April 2013, WCCG will formally take on a significant proportion of the
commissioning responsibilities of the former Wolverhampton City PCT.

Among these commissioning responsibilities will be those services that have been
traditionally “jointly commissioned” between the PCT and the Local Authority
(Wolverhampton City Council).

The CCG document, “Collaborative Commissioning in Wolverhampton”, sets out a
high-level specification for the services, working methodologies / relationships,
governance arrangements and outputs/ outcomes that the CCG would wish to
achieve by contracting with WCC for the Council to provide the commissioning
functions for these services on behalf of the local health and social care economy.
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WCCG have set out their business proposals for undertaking the specified services,
these arrangements will be governed by a service level agreement (SLA) which will
be reviewed annually.

“Collaborative Commissioning in Wolverhampton” sets out WCCG'’s
arrangements for commissioning services for :

e Mental health;
¢ | earning Disabilities;
e Community Equipment and the Independent Living Service.

The document also sets out Wolverhampton City CCG’s intention to commission the
following Jointly Commissioned services:

e Intermediate Care (in part);

e Carers Support Services (including information / sign posting / respite care / short
breaks);

e Autism services;
e Dementia;
e Child Health Mental Services (CAMHS);

e Child Health services.

11.6.Governance and Accountability for Collaborative
Commissioning

The commissioning of collaboratively commissioned services will be will be led by
the relevant designated clinical lead from the CCG Governing Body.

Collaboratively commissioned services will be supported by the Director of Strategy
and Solutions within the CCG who will be responsible for the strategic development,
resource planning and delivery of the programme area and will be held to account
by the Governing Body.

The CCG will remain the accountable body for the agreement and operation of such
contracts; however the day to day commissioning arrangements arising from the
management and operation of those contracts will be managed by the JCU on
behalf of WCCG.

This will require 3-way or tripartite working across the CCG, the CSU and the JCU
where:

¢ WCCG will ‘hold’ the contract, but
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e The strategic development of services and commissioning / financial management
is undertaken by the JCU, and

¢ The contract monitoring, management, and the annual contract arrangements are
handled by the CSU.

11.7.The Joint Commissioning Unit

The Joint Commissioning Unit will be hosted by the Council. The joint
commissioning unit will:

e Maintain appropriate expertise to enable the production and implementation of
commissioning strategies and plans;

e Gather relevant intelligence about individual and community needs, market
conditions and community capacity;

e Prepare drafts of any planning or commissioning documents relevant to services
which are necessary to enable the Partners to fulfill their responsibilities or are
required by the Government;

e Prepare bids for funding from Government or other sources;

e Through the offices of the Joint Commissioning Unit, the CCG and WCC may
commission services from any suitable third party source to fulfill their
responsibilities under a section 75 Agreement or it's replacement , as an
alternative to providing them themselves.

11.8.RWT
The Trust has identified three priority delivery areas for 2013/14:

e Urgent Care: Promoting self care; Treatment in the Right place (ambulance
arrivals at A&E will be assessed within 15 minutes and doctors will aim to see
patients within an hour); Working with GPs; Reducing paediatric A&E and PAU
attends — with closer to home alternatives.

e Care of the Elderly: with a focus on Falls; Pressure Ulcers; Nutrition; Infections.

¢ End of Life Care: Choosing where to die; Improving Access; Supporting families
and carers.

The financial stability of RWT creates a stable platform and starting position across
the entire health economy.

The integration of acute and community care provides a great opportunity for
Wolverhampton, but national studies have shown the benefits are far from easy to
achieve and require a genuine ‘whole-system’ approach to planning and delivery.
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The approach to urgent care in respect of right place, right time is absolutely the
right direction of travel. The challenge for the health system will continue to be
educating and changing the attitudes of patients who see A&E as the first port of
call and transforming provision accordingly.

The focus of elderly care has rightly been on quality and getting it right first time:
these aspects of care are rightly now seen as the norm. However, the elderly
population is growing fast and this is an area of care that will require
transformational change in the future.

11.9.Black Country Partnership NHS Foundation Trust (BCP)

The Trust has a turnover in excess of £100m, a third of which is delivered across
Wolverhampton. It has a positive cash position, returning a surplus in 2011/12.

Through the TCS programme, the Trust has doubled in size, employing
approximately 2,000 people.

The Trust has identified four key goals it wishes to achieve:

e Reducing inequality across its geographic area;

e Improving and promoting the health and well being of local communities;
e Providing high quality care in the right place at the right time;

e Putting people and their families at the heart of care.

The financial stability of the Trust presents the opportunity to start from a solid base
across the entire health economy.

Reducing inequality aligns with the ambitions of the City and is generally accepted
as being the norm rather than the exception.

This needs to be viewed as a longer term strategy, but one that that presents huge
benefits for our population and the entire health economy.

Providing the Right care in the Right place at the Right time is absolutely the right
approach and is well recognised as the way to drive out efficiencies and improve
the safety and quality of care. We will need to work together to understand in more
detail what the implications of this is for our patient population.

Putting people and their families at the heart of care in a real sense is critical, and
has to start with a patient centred approach to planning for the health economy — it’s
only from the patient’s perspective that the politics and incentives of individual
organisations can be transcended. Mental health provision is undergoing a lot of
change and is coming under increasing business pressures. We will be working
closely with BCP and the Local Authority to jointly develop sustainable plans for the
next five years.
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12.Finance - Local and National background

WCCG has developed a stand alone Financial Strategy document and this
document (the ICP) should be read in conjunction with the Financial Strategy 13/14
- 15/16 , this section describes the headlines emerging from the Financial Strategy
document.

We have not sought to duplicate the Financial Strategy document within the ICP but
we have included the key components of the strategy in order to make sure that the
two documents are aligned.

12.1.WCCG

Whilst it is true that the NHS, so far in the life of this Parliament, has been protected
from the main raft of public sector budget cuts, with a settlement that provides for
an annual inflation uplift on existing budgets for the next two years. The service will
still need to deliver improvements in its financial performance - reduction in the cost
base and improvements in value added activities. We do know, that there are a
number of factors that make for a very challenging environment for the NHS some of
which include:

e Rising demand from an aging population , from increased “lifestyle” disease and
from increasing technological capability...estimated at as much as 2% pa;

e The actual cost of NHS inflation ( driven by technological advance) running ahead
of general inflation;

¢ VAT and National Insurance increases;
e Pay bill increase resulting from increments and Excellence Awards;
e Transfer of NHS resources to Local Government ( e.g. Public Health);

e Challenges to Local Government and other public sector partners resulting from
real budget cuts which may require actions that in turn have consequences for the
efficiency and effectiveness of NHS operations or indeed for demand for services.

12.2.Financial background - Local context

The following table (Fig 55) below illustrates the underspend reported in the PCT’s
annual accounts for the last three years.
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Year Surplus £000

2009/2010 19,365

2010/2011 15,692
2011/2012 19,682

Fig 55- WPCT Historical financial performance
2012/13 is the final year for the PCT and its strong financial position continues.
Current forecasts indicate that the PCT will close with a surplus in the region of
£15.3m. Much work has been done in-year to identify the split of the PCT’s budgets
to its successor organisations and monthly reporting has been arranged so that the
emerging CCG can review its own financial position.

In 2012/13, WCCG has budgets delegated to it of £358m. WCCG is on track to
support the PCT in achieving its target underspend position. It plans to meet its
share of the PCT’s QIPP target for the year and is also able to offset some of its

reserve underspends to support overspends within other PCT budgets.

The historic position of the PCT has meant that in previous years, the organisation
has been fortunate that it has had access to non recurring underspends brought
forward and has not had to rely on large scale efficiency programmes to ensure
financial balance. This position will not continue in the future however as the CCG
will have to make provision for its expenditure at a time when growth in NHS
allocations is slowing and cost pressures are increasing. The impact of these
factors is considered in the CCG’s financial plans and is factored into the CCG’s
assessment of risk within its financial position.

12.3.0verarching strategy

The CCG’s Financial Strategy is to make available the resource required to
transform the local healthcare system; improve the quality of life for the people of
Wolverhampton and contribute to reducing health inequalities across the City.

The commissioning of high quality services will be underpinned by a prudent
approach to financial management that provides assurance to the public that value
for money is delivered through the CCG’s actions.
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Hence a successful strategy will serve the CCG’s vision for Wolverhampton whilst
also delivering the organisation’s statutory financial obligations and having strong
regard for risk.

12.3.1.0bjectives

The CCG’s Finance Strategy sets out 8 financial objectives for the organisation:

e To ensure expenditure within a financial year does not exceed the allocated
budget;

¢ To ensure that revenue resource use and capital resource use do not exceed the
separate limits set for each;

e To ensure that the CCG’s revenue resource use on prescribed matters relating to
administrative costs (ie costs not relating to healthcare services) does not exceed
an amount specified by NHS England (ie the ‘running costs’ allowance);

e To ensure that the CCG adheres to any further limits set by NHS England in
relation to capital or revenue resource to reflect limits set by the Secretary of State
on NHS England;

e To provide financial information to NHS England as required to allow in-year
monitoring against budgetary and Parliamentary controls;

¢ To keep proper accounts and proper records in relation to the accounts, prepare
annual accounts and have these audited, and comply with any directions of NHS
England as regards accounts;

e To use a specified banking system (i.e. the Government Banking Service);
e To ensure adherence with Public Sector Payment Policy.

Delivery against the eight objectives will be reported regularly in the form of finance
reports that are presented to Finance and Performance (F&P) committee. The
objectives themselves will also be reviewed regularly to ensure that they continue to
meet WCCG's requirements. The CCG’s financial plan for 2013/14 to 2015/16 has
been constructed on a ‘most likely’ basis. In addition to this, two further scenarios?
have been mapped to consider the impact of both best and worst case
assumptions. In these scenarios, growth and inflation assumptions are flexed and
risks are altered to demonstrate the impact on the CCG’s position.

WCCG has been awarded funds for two different streams of expenditure;

e A ‘Programme budget’ is the CCG’s main source of funding and it is allocated to
pay for commissioning activities;

13 Included in the Finance Strategy but not the ICP
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e The ‘Admin budget’ is earmarked to fund the running costs of WCCG

The admin budget is capped and whilst admin underspends can be consumed
within programme areas, programme funds cannot underpin admin overspends.

The CCG’s budget over the next three years is set out in the table below. This
illustrates the ‘most likely’ position alongside best and worst case scenarios.

Most likely Worst case Best case

Income

Allocation forecast
Previous year carry forward

Growth

Expenditure
Forecast expenditure (LTFM)

Inflation

Efficiencies
QIPP Savings
Growth (Demographic plus other factors
CCG Developments

13/14
£M
309.5
10.7
7.0

14/15
£M
316.4
9.3
13

15/16
£M
328.7
9.0
74

13/14
£M
309.5
10.7
7.0

14/15
£M
316.4
0.7
3.2

15/16
£M
319.6
9.4
3.2

13/14
£M
309.5
10.7
7.0

14/15
£M
316.4
1.4
79

15/16
£M
324.3
16.7
6.5

3271

332.7

340.2

3271

3271

336.8

347.5

316.3
8.0
-11.5
6.5
6.6
5.2

318.7
8.0
-10.6
6.0
6.6
7.0

324.5
8.1
-10.7
6.0
13
79

320.6
8.0
-11.5
3.3
13
5.2

314.6
8.1
-11.6
6.5
58
5.2

314.8
8.0
-10.8
6.0
59
7.0

319.1
8.1
-10.6
6.0
6.3
7.9

318.1

328.7

331.2

In year surplus/(Deficit) 17 00 00
Cummulative surplus/(Deficit) 90 90 90

Fig 56 - Income and Expenditure’#
In the ‘most likely’ scenario, a realistic position is achieved along with a control total
that exceeds the current requirement to deliver a 1% surplus. Plans assume that
this level of underspend will be maintained and returned to the CCG in future years.
A contingency reserve is held in all years.

The CCG is able to accommodate a level of growth beyond its control
(‘demographic and other factors’) whilst setting aside additional funds for schemes
that will support its strategic priorities and other areas it highlights to receive
investment (‘CCG Developments’).

4 Finance and Activity schedules relating to the key contracts within the CCG’s expenditure are available in the
Appendices

R ———
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The key information and assumptions included in the ‘most likely’ model are
detailed below:

- )
2013/14 - Category Key Information/Assumptions
Resource Allocation , (income) Programme baseline £310.1m, Admin baseline

£5.9m, 2.3% uplift to CCG programme baseline
(confirmed by NHS CB),

Programme Spend 0.58% demographic growth (based on ONS
statistics)

2.5% additional growth in prescribing spend
12% additional growth in continuing care spend
1% additional contract growth

2.7% inflation across all programme areas except
for continuing care

4% inflation continuing care

4% tariff efficiency on secondary care contracts
3% efficiency in prescribing

2% efficiency in continuing care

Admin Spend Assumes all costs of pay awards, incremental drift
and inflation are managed within the target figure

2% recurrent funds lodged centrally, cases
constructed for non recurring application of these
funds,

1% contingency held (requirement for at least
0.5%),

Control total of £9m; as agreed with the Area Team

—

Fig 57 Key assumptions 2013/14

12.4 WCCG Financial Risk

The main challenges for WCCG to remain within budget are to manage activity to
contracted levels and to develop the Modernisation Agenda in order to deliver cash
releasing efficiencies to support modernising services.

WCCG will be operating in a challenging environment. The magnitude alone of the
QIPP scheme inherently holds risks. WCCG has identified risks which are contained
on the Risk Register but risks specifically related to finance can be summarised as
follows:

e Uncertainty and Government Policy changes may lead to stagnation in delivering
schemes;

e Loss of key staff, key knowledge, and insufficient resource to deliver WCCG’s
strategic agenda including QIPP;

e The magnitude and complexity of the change agenda may lead to WCCG taking
their eye off the day to day running of the CCG and thereby eroding into the solid
foundations laid by WCPCT,

e Lack of clarity regarding the future funding streams in terms of growth etc. may
lead to the erosion of the underlying financial position;

¢ All QIPP savings will be negotiated out of contracts. The ability to do so is
dependent to a large extent on real partnership working, the desire to improve
health services and the desire to share risks to maintain a stable health economy.
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Deviations from planned levels of activity can have a significant impact on the
CCG’s financial position.

In constructing its finance plans, consideration has been given to what risks the
CCG has and the following schedule identifies these risks for 2013/14 and
describes how they would be mitigated:

Full Value Probability of risk Potential value of risk
£/000 being realised £000

Contract overspend

(particular concern regarding Acute
emergency activity and mental health
reconfiguration)

Continuing care increase in costs due to
more complex cases

QIPP- slippage on schemes

NHS 111 - True cost of roll out not yet
known

Mitigation Full value Probability of success Expected value of
of Mitigation mitigation

Contingency £3,100.00 £1.00 £3,100.00
Extend QIPP 1,000 50% 500
3,600

v/

Fig 59 - Finance risks (QIPP)
There is also a further risk to the CCG that it may not have the 2% recurring funds

available to spend non recurrently. The CCG is expecting to have these monies
(£6.2m) top sliced and it is not yet known whether they will be returned.

Current plans to spend these monies in 2013/14 are detailed below

Already committed Specific schemes have been
commsssioned and cannot be ceased
without incurring costs e.g. Newtons,
Pathology. These schemes will result
in delivery of significant QIPP savings
and knowledge transfer into the CCG

Can be stopped/not started Funds to pump prime projects these
would have to be delayed and delivery
of QIPP would be impacted

May be Winter pressures if not available Flexibility to agree schemes to
manage surges in activity with
providers will be seriously
compromised

Fig 60 - Spending plans
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If the worst case happens and the CCG does not receive these funds back,
mitigations are as follows:

Further QIPP Extensions
Non-recurrent measures

Delay/reduce investment plans

N ———

Fig 61- Risk mitigation plans
Source: LTFM Submission Mar 8th 2013

Since the production of the 8th March LTFM, a further risk to the CCG has been
identified. When the CCG budgets were allocated in December 2012,
approximately £20m was top sliced from the PCT’s budget to reflect the loss of
responsibility for those specialised services that would transfer to NHS England.
Calculations to date suggest that the actual value of activity to be removed from
contracts could be less than £20m hence, there could be a significant cost pressure
to the CCG if this problem is not addressed.

This is a national issue, shared by all CCGs and the local finance and information
teams are currently working with specialised services colleagues and providers to
understand the budget transfers that are required and the corresponding impact to
CCG budgets. Any associated hit to the CCG’s budget in 2013/14 once budget
transfers are complete will need to be funded. This adds additional pressure to the
CCG’s finance position and, in particular the recurrent resource base.
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13.Risk

Datix is the CCG NHS system for reporting incidents and Risks. Once Risks are
reported on Datix the handler will manage the Risk and update it on a regular basis
until the Risk is closed. At this stage the relevant WCCG Director will view the Risk
and if satisfied that the final risk score is correct and completed, will give final
approval for Risk closure.

13.1.ldentification of risk

Risk to CCG programmes and initiatives are generally identified by the DDG’s where
there is consistent clinical presence and engagement. Each risk is discussed and a
preliminary score allocated. This scoring is later validated and assessed by the
CCG Risk manager and the Head of Performance.

When each new risk is identified the relevant DDG will agree the response
approach to the specific risk on the following response criteria:

WCCG Risk Strategy approach

Risk response strategy

Tolerate

[

Exit the Preventatwe) ( inancing J (Explore the) [ Makea )
risk olutlons upside of conscious
area the risk to decision to

{Correctlvej ( Insurance J see if there tolerate the
is an risk based
Capltal opportunity on the
‘( Directive ) ( markets ) to be CCG's risk
{ S roctive J (Contractual) \_ realised ) \_ appetite
transfer

Hybrid

Fig 62 - Risk response criteria
13.2.Recording risks

When new Risks are added, a Director is always notified as this field is mandatory
when completing a Risk and a manager has to be selected. If the Risk score is high
(12 or above and Red), this appears on the monthly Board Assurance Framework
report where the score is monitored, Red Risks are also reported on at a number of
CCG Meetings being the most severe type of Risk on the register.

The Risk scoring matrix is made up of a likelihood x impact rating (see Fig 63
below).

R ———
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Risk matrix

Risk Score = 25 = Red
«~

I\III 4 Risk = Likelihood x Impact
P 3 EG - Likelihood 3 x Impact 3
A = Risk score 9

C = Amber

T

Likelihood

Fig 63- Risk scoring matrix
There are a number of low scoring risks on the CCG Risk Register which are also
included on the Quality themed CCG Senior Management Team (SMT) meeting so
all open risks are always discussed at some point on a quarterly basis.

13.3.Risks to the delivery of this plan
13.3.1.Strategic
e That we fail to provide a genuinely transformational vision for the health economy;

e That we fail to change the model of care across the whole system and services
become unaffordable;

e That we fail to gain support for the change required through genuine collaborative
working with our stakeholders.

13.3.2.0Operational

e That demand and activity grows faster than we have forecast and therefore our
response will be insufficient;

e That integrated models of care are not planned appropriately and do not deliver
the intended clinical outcomes;

e That demand management schemes are unsuccessful and increase pressures on
acute services;

e That we fail to deliver our OD plan and as a result staff do not have the capacity,
capability, or motivation to deliver significant change within the health economy.

13.3.3.Financial

e That our QIPP programme does not deliver as forecast;

e That price efficiency is not matched by genuine cost reductions by our providers;
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e That our providers over-perform in response to rising demand and it is
unaffordable.
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14.Conclusion

14.1.Purpose and Challenges
14.1.1.0ur Purpose

Wolverhampton City Clinical Commissioning Group is wholly committed to
improving the health and wellbeing of our population. We will achieve this by
placing patients at the centre of our decision making and deliver this through the
newly established model of clinically led commissioning. This ICP sets out the vision
and mechanisms for achieving our vision of meeting the health needs of the
residents of Wolverhampton.

14.1.2.0ur Challenges

Our population is complex and requires us to be sensitive to the cultural as well as
the many health needs of the rich diversity of our communities. Deprivation remains
a stubborn issue with almost half of the city’s neighbourhoods amongst the 20%
most deprived in the country. Meanwhile, Life expectancy in Wolverhampton is in
the bottom 20%. The gap between Wolverhampton and the national average for
men is two years and for women is 1.5 years. This is driven by “the big six” causes
of death - as described earlier in the document. The causes of short life expectancy
also contribute to quality of life. WCCG will focus on improving the care for people
with long term conditions and — more importantly — develop strategies and initiatives
targeted at identifying and treating people with life-limiting conditions at an earlier
stage to help lengthen life and improve the quality of life.

WCCG will be operating in a financially challenging environment. The CCG will
remain within budget by managing activity to contracted levels and by developing
the Modernisation Agenda to deliver cash releasing efficiencies and promote better
clinical outcomes. As a PCT Wolverhampton has performed well financially over
recent years. There has been significant growth in spend over recent years but this
is unlikely to continue. Whilst the most likely case in WCCG’s LTFM shows it
breaking even, QIPP savings are necessary for ensuring that this is delivered and
service developments can take place.

The magnitude of the QIPP challenge inherently holds risks — we will need to retain
key staff knowledge and skills to deliver WCCG's strategic agenda for QIPP. We
need to ensure that the scope and complexity of the change agenda does not lead
to WCCG taking their eye off the day to day running of the CCG and thereby
eroding into the solid foundations laid by WCPCT.
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14.2.0Our Future

WCCG developed this ICP through an extensive and on-going process of
engagement with partners, stakeholders and staff. The strategy that underpins the
ICP reflects commitments to transformational change driven by our demographic,
financial and health needs case for change. It is also underpinned by a finance plan
that demonstrates a sustainable financial position for the next three years and
shows how resources will be used to meet patients’ needs and show value for
money for the people of Wolverhampton.

WCCG'’s priorities represent some of the most challenging areas for health
improvement in the city. Nevertheless they are key to the achievement of the overall
vision of ensure the Right care in the Right place at the Right time for all our
patients and progress has been made in each of the priority areas. A clear
performance management process is in place to ensure that our initiatives are
delivered and reviewed against planned improvement trajectories.

An OD plan (which is also a live and developing document) is in place to support
improved performance in each of the commissioning competency areas. This plan
addresses individual skills and training but also covers organisational behaviours
and process to ensure that WCCG systematically demonstrates high level
competency in all its activities.

Whilst recognising that we are working with many challenges, we are committed to
delivering transformational change in order to realise an efficient and effective
health care system in Wolverhampton, which is both affordable and provides the
highest service standards, which our population rightly expects and deserves. Our
programme of change will be led by clinicians and will operate in collaboration with
our stakeholders.

WCCG is committed to its vision and values. Reducing health inequalities and
creating a sustainable health economy particularly during recession remains a
significant challenge. This plan demonstrates how WCCG, working with others, will
meet this challenge.
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15.Next Steps

15.1.The WSP

The WSP for 2013-2016 , describes the strategic and operational intentions of
Wolverhampton City Clinical Commissioning Group (WCCG). It also seeks to
describe and demonstrate our understanding of the links between the local issues
and priorities for healthcare services that need to be commissioned for the
population of Wolverhampton and the key indicators in the NHS Outcome
Framework.

15.2. A different approach to planning, to achieve a different
result

We have developed the WSP and the ICP through a number of internal workshops
involving our clinical and non-clinical leaders. They were run in parallel with three
organisational development workshops, ensuring our development as an
organisation is focused on the capability and capacity we need to meet the
requirements of the health economy as a clinical commissioning organisation.

When we first assembled our clinical and managerial leads, we identified a number
of principles we wanted to characterise our approach to planning and our role
within the health economy in the future. They included:

e Meaningful involvement of stakeholders;

e Using leadership skills to lead the Health Economy not be led;

e Building robust sustainable relationships;

¢ To be proactive not reactive;

e Place quality at the top of our agenda and the patient at the top of the hierarchy.

Whilst remaining focused on delivery for 12/13, we have approached the
development of this plan with the express intention of achieving these principles by
developing a robust case for change for the health economy over the next five
years. Our discussions at our strategic planning workshops have repeatedly led to
the conclusion that a sustainable health system can only be built through a whole
system approach. This document represents one step in this process and defines
the development required for the CCG to ensure we are successful at it.
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Projects mobilising, resources being allocated , project documentation
completed and registered, KPI's online and active

Fig 64 - Current WCCG Status

15.3.0utcomes

It is critical that the conclusions, recommendations and supporting analysis/
modelling for this work are fully owned by system leaders:

¢ \WWe must continue to engage our stakeholders to develop our understanding of
current plans and shape our conclusions around further opportunity and potential
impact;

e \WWe must develop our quantitative analysis, working alongside our stakeholders’
finance and performance teams;

¢ We must test the plan to ensure that it delivers “right sized” and complementary
services across the health economy that will assist both us as a new CCG and our
providers to confront the medium and long-term financial challenge in an effective
way.

15.4.0ur Next Steps

Collaborating on plans is much more challenging than building them in relative
isolation. We recognise this challenge in our OD plan and consider our needs and
the development required for WCCG to ensure we are successful at it. We have
developed our strategic planning approach with our stakeholders — set out earlier in
this document.

e At the point of submission for Authorisation assessment, this plan represented our
progress at that point in time, since then we have been successful in constructing
that compelling case for change that informs our Whole System Plan (WSP);

e This plan was the final consultation document prior to April 1st with which we
engaged with our practices, partners, providers, patients and public.
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The ICP is deliberately a live document and, as such, it will be regularly updated
over the next three years to reflect progress on initiatives, national priorities/
directives, the advancement of the organisation and horizon scanning.

During this period, WCCG will also commence some of the strategic reviews
highlighted earlier within the plan which, together with the outcomes from the
continuing engagement activities will combine to provide our short to medium term
commissioning intentions.

Working in collaboration with all our partners we will further develop and refine our
financial planning and our medium to long terms QIPP programme to deliver the
service improvements and quality outcomes aspired to by the local health and
social care economy - and demanded by the patients and public of
Wolverhampton.

126



Appendices

m Meurology

HeumphySIology (EEG
Saft

127



16.Appendices

16.1.Appendix | - The Francis recommendations

Recommendation 1: The Trust must make its visible first priority the delivery of a
high-class standard of care to all its patients by putting their needs first. It should
not provide a service in areas where it cannot achieve such a standard.

Recommendation 2: The Secretary of State for Health should consider whether he
ought to request that Monitor — under the provisions of the Health Act 2009 —
exercise its power of de-authorisation over the Mid Staffordshire NHS Foundation
Trust. In the event of his deciding that continuation of foundation trust status is
appropriate, the Secretary of State should keep that decision under review.

Recommendation 3: The Trust, together with the Primary Care Trust, should
promote the development of links with other NHS trusts and foundation trusts to
enhance its ability to deliver up-to-date and high-class standards of service
provision and professional leadership.

Recommendation 4: The Trust, in conjunction with the Royal Colleges, the Deanery
and the nursing school at Staffordshire University, should review its training
programmes for all staff to ensure that high-quality professional training and
development is provided at all levels to and that high-quality service is recognised
and valued.

Recommendation 5: The Board should institute a programme of improving the
arrangements for audit in all clinical departments and make participation in audit
processes in accordance with contemporary standards of practice a requirement
for all relevant staff. The Board should review audit processes and outcomes on a
regular basis.

Recommendation 6: The Board should review the Trust’s arrangements for the
management of complaints and incident reporting in the light of the findings of this
report and ensure that it:

e provides responses and resolutions to complaints which satisfy complainants;

e ensures that staff are engaged in the process from the investigation of a
complaint or an incident to the implementation of any lessons to be learned all
part of the recommendation

e minimises the risk of deficiencies exposed by the problems recurring; and

e makes available full information on the matters reported, and the action to
resolve deficiencies, to the Board, the governors and the public.

128



Recommendation 7: Trust policies, procedures and practice regarding
professional oversight and discipline should be reviewed in the light of the
principles described in this report.

Recommendation 8: The Board should give priority to ensuring that any member of
staff who raises an honestly held concern about the standard or safety of the
provision of services to patients is supported and protected from any adverse
consequences, and should foster a culture of openness and insight.

Recommendation 9: In the light of the findings of this report, the Secretary of State
and Monitor should review the arrangements for the training, appointment, support
and accountability of executive and non-executive directors of NHS

trusts and NHS foundation trusts, with a view to creating and enforcing uniform
professional standards for such posts by means of standards formulated and
overseen by an independent body given powers of disciplinary sanction.

Recommendation 10: The Board should review the management and leadership of
the nursing staff to ensure that the principles described are complied with.

Recommendation 11: The Board should review the management structure to
ensure that clinical staff and their views are fully represented at all levels of the Trust
and that they are aware of concerns raised by clinicians on matters relating to the
standard and safety of the service provided to patients.

Recommendation 12: The Trust should review its record-keeping procedures in
consultation with the clinical and nursing staff and regularly audit the standards of
performance.

Recommendation 13: All wards admitting elderly, acutely ill patients in significant
numbers should have multidisciplinary meetings, with consultant medical input, on
a weekly basis. The level of specialist elderly care medical input should also be
reviewed, and all nursing staff (including healthcare assistants) should have training
in the diagnosis and management of acute confusion.

Recommendation 14: The Trust should ensure that its nurses work to a published
set of principles, focusing on safe patient care.

Recommendation 15: In view of the uncertainties surrounding the use of
comparative mortality statistics in assessing hospital performance and the
understanding of the term ‘excess’ deaths, an independent working group should
be set up by the Department of Health to examine and report on the methodologies
in use. It should make recommendations as to how such mortality statistics should
be collected, analysed and published, both to promote public confidence and
understanding of the process, and to assist hospitals in using such statistics as a
prompt to examine particular areas of patient care.
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Recommendation 16: The Department of Health should consider instigating an
independent examination of the operation of commissioning, supervisory and
regulatory bodies in relation to their monitoring role at Stafford hospital with the
objective of learning lessons about how failing hospitals are identified.

Recommendation 17: The Trust and the Primary Care Trust should consider steps
to enhance the rebuilding of public confidence in the Trust.

Recommendation 18: All NHS trusts and foundation trusts responsible for the
provision of hospital services should review their standards, governance and
performance in the light of this report.
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16.2.Appendix Il - Government response to the Francis report

The following is a transcript of the Secretary of State for Health the Rt Honourable
Jeremy Hunt MP:

With permission Mr Speaker, | would like to make a statement on the Government’s
response to the Mid Staffordshire NHS Foundation Trust Public Inquiry.

| congratulate my Rt Hon Friend and predecessor for setting up the Public Inquiry,
and for the many changes that he made foreseeing its likely recommendations.

| would also like to pay tribute to Robert Francis QC for his work in producing a
seminal report that | believe will mark a turning point in the history of the NHS.

Many terrible things happened at Mid Staffs, in what has rightly been described as
the NHS’s darkest hour. Both the current and former Prime Minister have
apologised. But when people have suffered on this scale, and died unnecessarily,
our greatest responsibility lies not in our words but in our actions.

Actions that must ensure the NHS is what every health professional and patient
wants — a service that is true to the NHS values, that puts patients first, and treats
people with dignity, respect and compassion.

The Government accepts the essence of the Inquiry’s recommendations and we will
respond to them in full in due course. But given the urgency of the need for change,
| am today announcing the key elements of our response so we can proceed to
implementation as quickly as possible.

| have divided our response into 5 areas:

e Preventing problems arising by putting the needs of patients first;
e Detecting problems early;

e Taking action promptly;

e Ensuring robust accountability; and

e | eadership.

16.2.1.Let me take each in turn.

e Preventing problems arising by putting the needs of patients first

To prevent problems arising in the first place, we need to embed a culture of zero
harm and compassionate care throughout our NHS. A culture in which the needs of
patients are central, whatever the pressures of a busy, modern health service.

As Robert Francis said,
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The system as a whole failed in its most essential duty — to protect patients from
unacceptable risks of harm and from unacceptable, and in some cases inhumane,

treatment that should never be tolerated in any hospital.

At the heart of this problem, the current definitions of success for hospitals fail to
prioritise the needs of patients. Too often the focus has been on compliance with
regulation rather than on what those regulations aim to achieve. Furthermore, the
way hospitals are inspected is fundamentally flawed, with the same generalist
inspectors looking at slimming clinics, care homes and major teaching hospitals —
sometimes in the same month.

So we will set up a new regulatory model under a strong, independent Chief
Inspector of Hospitals, working for the CQC. Inspections will move to a new
specialist model based on rigorous and challenging peer-review. Assessments will
include judgements about hospitals’ overall performance, including whether
patients are listened to and treated with dignity and respect, the safety of services,
responsiveness, clinical standards and governance.

The Nuffield Trust has reported on the feasibility of assessments and Ofsted-style
ratings, and | am very grateful for their thorough work. | agree with their conclusion
that there is a serious gap in the provision of clear, comprehensive and trusted
information on the quality of care.

So in order to expose failure, recognise excellence and incentivise improvement,
the Chief Inspector will produce a single aggregated rating for every NHS Trust.
Because the patient experience will be central to the inspection, it will not be
possible for hospitals to get a good inspection result without the highest standards
of patient care.

However, the Nuffield rightly say that in organisations as large and complex as
hospitals, a single rating on its own would be misleading. So the Chief Inspector will
also assess hospital performance at speciality or department-level. This will
mean that cancer patients will be told of the quality of cancer services, and
prospective mothers the quality of maternity services.

We will also introduce a Chief Inspector of Social Care and look into the merits of
a Chief Inspector of Primary Care in order to ensure that the same rigour is applied
across the health and care system.

We must also build a culture of zero-harm throughout the NHS. This does not mean
there will never be mistakes, just as a safety-first culture in the airline industry does
not mean there are no plane crashes. But it does mean an attitude to harm which

treats it as totally unacceptable and takes enormous trouble to learn from mistakes.
We await the report on how to achieve this in the NHS from Professor Don Berwick.
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Zero-harm means listening to and acting on complaints. So | will ask the Chief
Inspector to assess hospital complaints procedures, drawing on the work being
done by the Rt Hon Member for Cynon Valley and Professor Tricia Hart to look at
best practice.

Given that one of the central complaints of nurses is that they are required to do too
much paperwork and thus spend less time with patients, | have asked the NHS
Confederation to review how we can reduce the bureaucratic burden on
frontline staff and NHS providers by a third. | will also be requiring the new
Health and Social Care Information Centre to use its statutory powers to eliminate
duplication and reduce bureaucratic burdens.

16.3.2. Detecting problems quickly

Secondly, we must have a clear picture of what is happening within the NHS and
social care system so that, where problems exist, they are detected more quickly.

As Francis recognised, the disjointed system of regulation and inspection
smothered the NHS, collecting too much information but producing too little
intelligence.

We will therefore introduce a new statutory duty of candour for providers, to
ensure that honesty and transparency are the norm in every organisation. And the
new Chief Inspector of Hospitals will be the nation’s whistleblower in chief.

To ensure there is no conflict in that role, the CQC will no longer be responsible for
putting right any problems identified in hospitals: their enforcement powers will be
delegated to Monitor and the Trust Development Authority, whom they will be
able to ask to act when necessary.

We know that publishing survival results improves standards, as has been
shown in heart surgery. So | am very pleased that we will be doing the same for a
further 10 disciplines: cardiology, vascular, upper gastro intestinal, colorectal,
orthopaedic, bariatric, urological, head and neck, and thyroid and endocrine
surgery.

16.4.3. Dealing with problems quickly

The third part of our response is to ensure that any concerns are followed by swift
action.The problem with Mid Staffs was not that the problems were unknown; it was
that nothing was done.

The Francis report sets out a timeline of around 50 warning signs between 2001 and
2009.

Ministers and managers in the wider system failed to act on these warnings. Some
were not aware of them, others dodged responsibility. This must change.
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No hospital will be rated as good or outstanding if fundamental standards are
breached. And Trusts will be given a strictly limited period of time to rectify any
such breaches. If they fail to do this, they will be put into a failure regime which
could ultimately lead to special administration and the automatic suspension of
the board.

16.5.4. Accountability for wrongdoers

The fourth part of our response concerns accountability for wrongdoers. It is
important to say that what went wrong at Mid Staffs was not typical of our NHS, and
that the vast majority of doctors and nurses give excellent care day-in day-out. We
must make sure the system does not crush the innate sense of decency and
compassion that drives people to give their lives to the NHS.

Francis said that primary responsibility for what went wrong at Mid Staffs lies with
the board. So we will look at new legal sanctions at a corporate level for
organisations who wilfully generate misleading information or withold
information they are required to provide.

We will also consult on a barring scheme to prevent managers found guilty of
gross misconduct finding a job in another part of the system. In addition, we
intend to change the practices around severance payments, which have caused
great public disquiet.

In addition, the General Medical Council, the Nursing and Midwifery Council and
the other professional regulators have been asked to tighten their procedures
for breaches of professional standards. | will wait to hear how they intend to do
this, and for Don Berwick’s conclusions on zero harm, before deciding whether it is
necessary to take further action.

The Chief Inspector will also ensure that hospitals are meeting their existing legal
obligations to ensure that unsuitable healthcare support workers are barred.

16.6.5. Leadership and motivation of NHS staff
The final part of our response will be to ensure that NHS staff are properly led and
motivated.

As Francis said,

All who work in the system, regardless of their qualifications or role, must recognise
that they are part of a very large team who all have but one objective, the proper
care and treatment of their patients.

Today | am announcing some important changes in training for nurses. | want NHS-
funded student nurses to spend up to a year working on the frontline as
support workers or healthcare assistants, as a prerequisite for receiving
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funding for their degree. This will ensure that people who become nurses have the
right values and understand their role.

Healthcare support workers and adult social care workers will now have a Code of
Conduct and minimum training standards, both of which are being published today.

| will also ask the Chief Inspector to ensure that hospitals are properly
recruiting, training and supporting healthcare assistants, drawing on the
recommendations being produced by Camilla Cavendish.

And the Department of Health will learn from the criticisms of its own role by
becoming the first department where every civil servant will have real and
extensive experience of the frontline.

16.7.Conclusion

Mr Speaker, the events at Stafford Hospital were a betrayal of the worst kind. A
betrayal of the patients, of the families, and of the vast majority of NHS staff who do
everything in their power to give their patients the high-quality, compassionate care
they deserve.

But | want Mid Staffs not to be a byword for failure, but a catalyst for change.

To create an NHS where everyone can be confident of safe, high quality,
compassionate care.

Where best practice becomes common practice.

And where the way a person is made to feel as a human being is every bit as
important as the treatment they receive.

That must be our mission and | commend this statement to the House.
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16.8.Appendix Il - Activity
UNDER DEVELOPMENT - STEVE PHILIPS/LESLEY SAWREY
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