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Agenda Item 11

Bath & North East Somerset Council

MEETING: Health and Wellbeing Board

MEETING DATE: | 26" March 2014

5 Year Strategic Plan 2014/15- 2018/19, Better Care Plan and

TITLE: Operational Plan 2014-16

WARD: All

AN OPEN PUBLIC ITEM

List of attachments to this report:

Appendix 1: Operational Plan 2014-16

Appendix 2: Better Care Fund Plan

Appendix 3: Draft 5 Year Strategic Plan 2014/15 to 2018/19
None of the appendices are exempt from publication.

1 THE ISSUE

1.1 Everyone Counts: Planning for Patients 2014/15 to 2018/19 (December 2013)
NHS England set out the requirement for Clinical Commissioning Groups to
develop a 5 Year Strategy, a 2 Year Operational Plan and a plan for
implementing the Better Care Fund. This is on the basis of an identified Unit of
Planning, which for us is the coterminous area for which both the Council and
CCG have responsibility. Provider organisations and NHS England were also
asked to develop their plans for hospital, specialist and primary care services at
the same time, to enable whole system triangulation of plans.

1.2 The Clinical Commissioning Group (CCG) was required to develop a 5 Year Plan

to demonstrate how the NHS England Vision for ‘high quality care for all, now
and for future generations’ will be delivered. There is a focus on outcomes
through the NHS Outcomes Framework.

1.3 The Operational Plans must focus on the first two years of delivery of the
strategic plan and demonstrate delivery of key performance metrics related to
the 7 outcomes; the NHS Constitution pledges; activity levels and
implementation of the Better Care Fund.

1.4 The Financial Plans cover the 5 years of the strategic plan with higher levels of
detail for the first two years, and demonstrate how the CCG will deliver its
commissioning objectives whilst meeting its financial targets and duties.

1.5 The Better Care Plan is attached as Appendix 2 and demonstrates the build up
to full implementation in 2015/16, showing how the national conditions are being

met and how risks, including to NHS services, will be managed. The Better Care

Plan reflects strategic priorities for health and wellbeing, including those set out
in the Health & Wellbeing Strategy.
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2 RECOMMENDATION
The Board is asked to approve:

2.1 The Draft 5 Year Strategy, noting that the final submission of the Strategy will be
20™ June 2014 and further work is required in the interim in the following areas:

a) Public engagement — further sessions are planned in April and May to consult
members of the public regarding our plans.

b) Developing impact assessments

c) Detailed implementation plans

d) Strengthening our articulation of the case for change

e) Demonstrating we are addressing the national priorities fully

f) Consolidating the consistency and synergy between the 2 year operational plan
and 5 year draft strategy.

The final version of the Strategy will be brought back to the Health and Wellbeing
Board for approval in May 2014.

2.2 The Better Care Fund Plan attached at Appendix 2 which will be submitted on 4™
April 2014.

2.3 The Draft Operational Plan which will be submitted to NHS England on 4™ April
2014. This is provided for information only. Some elements of this plan are still
progressing e.g. contract values and we expect some details to change before
submission but we do not anticipate any material changes to the headline
figures.

3 RESOURCE IMPLICATIONS (FINANCE, PROPERTY, PEOPLE)
3.1 The resource implications are fully detailed in all 3 plans.

4 STATUTORY CONSIDERATIONS AND BASIS FOR PROPOSAL

4.1 This report responds to the national guidance received by the Clinical Commissioning
Group from NHS England - A Call to Action (July 2013) and Everyone Counts: Planning
for Patients 2014/15 to 2018/19 (December 2013).

4.2 Fundamental elements of the plan include reducing health inequalities and developing
health and social care system sustainability.

5 THE REPORT

5.1 The purpose of the plan is to identify our strategic vision for the next 5 years and
describes our role as a high performing CCG to lead our health and care system
collaboratively through the commissioning of high quality, affordable, person centred
care which harnesses the strength of clinician led commissioning and will empower and
encourage individuals to improve their health and wellbeing.

6 RATIONALE

6.1 The CCG and Council are working to a national timetable which requires:

Printed on recycled paper Page 4



(1) Plans to be approved by the Health and Wellbeing Board, Council and CCG Board
and Council of Members by 31 March 2014,

(2) Submission of 2 Year Operational Plans and Draft Strategic Plans and Better Care
Fund Plan to NHS England by 4™ April 2014.

(3) Submission of the final 5 Year Strategy to NHS England by 20" June 2104.

7 OTHER OPTIONS CONSIDERED

7.1 The 5 Year Strategy provides the rationale for the key strands of our plans.

8 CONSULTATION

8.1 The draft plans have been developed and endorsed by a broad range of
partners, including representatives from: provider organisations; primary care;
the third sector; Healthwatch BaNES; the HWB; the Local Authority, including
public health; NHS England; and Wiltshire CCG.

8.2 The Council's Section 151 Officer has been consulted on proposed use of the
Better Care Fund.

9 RISK MANAGEMENT

9.1 Arisk assessment related to the issue and recommendations has been
undertaken, in compliance with the Clinical Commissioning Group’s decision
making risk management guidance. The 5 Year Strategic Plan, Better Care
Fund and Operational Plan each include an analysis of the risks.

Contact person

Simon Douglass, Clinical Accountable Officer, BaNES Clinical
Commissioning Group

Jane Shayler, Telephone 01225 396120 in relation to the Better
Care Plan.

Background
papers

A call to Action NHS England (July 2013)

Everyone Counts: Planning for Patients 2014/15 to 2018/19 NHS
England (December 2013).

Please contact the report author if you need to access this report in an alternative

format
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Seizing Opportunities — Our Two Year Operating Plan

1. Introduction

This plan details how the aspirations set out in our 5 Year Strategy will be delivered in the first two
years of the plan 2014-2016. It needs to be read in conjunction with the full 5 Year Strategy which
sets out in much greater detail:

e Our Vision

e Our Priorities

e The National and Local Context

e Qur Strategy

e  Our Commitment to Quality

e Plans for delivery in years 3-5

e Enabling Plans

e Governance arrangements

e Communication and Engagement
2. Our Vision

When we embarked on our journey to become a Clinical Commissioning Group (CCG), we
encapsulated our strategic vision in the statement ‘Healthier, Stronger, Together’. Bath and North
East Somerset CCG (BaNES CCG) has been established for a year, and this vision is all the more
relevant.

We believe that our role as a high performing CCG, is to lead our health and care system
collaboratively through the commissioning of high quality, affordable, person centred care which
harnesses the strength of clinician led commissioning and will empower and encourage individuals
to improve their health and wellbeing status.

3. Context

Our 2-year Operational Plan for 2014-16 and our 5-year strategic plan begin with a strong
foundation on which to build future success. We have a track record of working in synergy with our
local authority colleagues and have been jointly commissioning integrated health and social care
services for many years.

Our 2 and 5-year plans will aim to deliver an ambitious programme of priorities that will mean:

e Empowered individuals, carers and communities who are supported, confident and able to:
o take increasing responsibility for their own health and wellbeing;
o manage their long term conditions;
o be part of designing health and social care services that work for the people that use
them.

e Enhanced and integrated primary, community and mental health services, support and
expertise working 24/7 with clusters of populations in order to respond to health and
wellbeing needs close to home and ensure that hospital admissions are driven by the need
for specialist and emergency treatments

2
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e Innovative and widely integrated and utilised pathways of care understood for each long
term condition and including self-management, transition, urgent and contingency planning
elements as routine

e Afocus on the most vulnerable, at risk, frail or excluded citizens as a matter of priority
regardless of age

e Local people of all ages who have worked with clinicians and practitioners to design, inform
and then have access to information that enables them to be confident in the quality and
safety of services and, where they are not confident, to voice and raise concerns easily

e Integrated information and care record systems that facilitate the delivery of integrated
health and care services

e Services that represent excellent value for money, measure by quality and effectiveness of
outcomes as experienced by the people who use them.

4. Our Strategic Priorities

Through our stakeholder engagement events, we have prioritised what we see as key
transformational projects:

e Prevention, self-care and personal responsibility

e Long Term Condition Management (focusing initially on Diabetes to develop a model of care

that we will then roll out more widely to other LTCs)

e Musculo-skeletal services

e Interoperability of IT systems

e Urgent Care

e Safe, compassionate care for the frail older people

This operational plan sets out the work we will be undertaking in the first 2 years of the 5 year
strategy and consists of a mixture of “business as usual initiatives”, pre-existing priorities and
initiatives that support our longer term End State Vision for the health and care system in B&NES.
The plans build on existing programmes of work and respond to the areas identified where our
commissioning activities will have a beneficial impact to the quality of patient care and where
efficiencies in the system can be improved. A continued focus on the quality of healthcare in B&NES
will remain at the heart of what we do, supported and underpinned by a greater focus on patient
engagement and involvement.

We have set out the elements of this strategy in terms of a 2 year operational plan so that it can be
presented on one page — see Appendix 1. This plan represents the transitional period where we
focus on delivering the plans we already had in train, whilst starting to create the foundations for
the transformation work streams. Appendix 2 highlights the specific actions and initiatives over the
2014-16 associated with the 6 transformational projects described above.

5. Better Care Fund

Our commitment to the model of pooled and aligned budgets and common commissioning goals
was re-affirmed in April 2013 in a partnership agreement between the CCG and Council. This model
covers the whole of our shared agenda but is most fully realised around adult services, including
mental health, learning disabilities, physical and sensory disability, carers and our elderly frail
population. The Health & Wellbeing Board provides strong local leadership, holding the whole
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system to account for improving health and wellbeing outcomes, with a particular focus on
prevention and early intervention. For B&NES the Better Care Fund acts as a further enabler and
structure to build on and expand existing joint commissioning and provision. Our focus for the future
is on further alignment of resources that influence the wider determinants of health and wellbeing.

We have framed our thinking about local whole-system integration in the context of the emerging
“House of Care” model for B&NES which we will continue to develop and embed over the next five
years. Key components of our integrated system are:

Step down accommodation

Support for carers

Independent living service

Community Cluster teams

Social care pathway redesign

Integrated reablement

Well-being college

Social prescribing

Liaison Services — alcohol, mental health primary care, psychiatric
Intensive home from hospital support

VVVVVYVYVYYVYYVY

The Better Care Fund has been a key enabler in developing and enhancing our integrated model of
care, being used to secure new service development that have, in a number of cases been piloted
and evaluated against key outcomes and, also to increase capacity in key health and social care
services, including that are or will be accessible on a 24/7 basis.

We have identified a range of additional projects, using the new contribution from health resources
into the Better Care Fund, which enable us to build and expand on the success of these existing
schemes to further develop integrated services which benefit service users and their carers and
enable more effective use of resources across health and social care.

The Better Care Fund Schemes can be categorised into the following groups:

7 Day Working

Protection of Adult Social Care Services
Integrated Reablement & Hospital Discharge
Admission Avoidance

Early Intervention & Prevention

YV VYVYV

We are confident that in the longer term, by further embedding and developing our model of
integrated care, we will relieve pressures on our acute services and help to eliminate the costs that
arise from failures to provide adequate help to those at greatest risk. Over time, we expect there to
be a reduction in the volume of emergency and planned care activity in hospital through enhanced
early intervention and preventative services and improved support in the community

6. National Requirements - Everyone Counts: Planning for Patients 2014/15 to 2018/19

Our plans aim to meet the requirements set out in the planning guidance in respect of delivering
transformational change through the 6 models of care:

4
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Citizen participation and empowerment

Wider primary care, provided at scale

A modern model of Integrated Care

Access to the highest quality urgent and emergency care
A step-change in the productivity of elective care
Specialised services concentrated in centres of excellence

Whilst maintaining the focus on essentials:

Quality

Access to services — convenient for everyone
Driving change through innovation

Value for money, effectiveness and efficiency

Whilst we recognise there is a requirement for the CCG to evidence that it is addressing in some way
all 6 transformational models of care in order to create a sustainable health and care system in
B&NES, our local approach to these areas will be differential based our assessment of where need is
greatest and where a focused delivery approach is required.

We will be aiming to make progress in delivering the national requirements in the first two years of
the plan as detailed below. The actions identified in Years 1 and 2 have been selected because they
are either a national or local priority or because they have been identified as key steps to support
delivery towards our 5-year plan.

6.1. Citizen Participation and Empowerment

5 Year Strategic | e Patients and their carers will feel supported to be able to navigate their way

Ambitions: around the health and social care system, with access to good information
and supported to manage their own care.

e Local people of all ages will have worked with clinicians to design, inform
the commissioning of services within B&NES

e Patients are confident in the quality and safety of services in BANES and,
where they are not confident, to voice and raise concerns easily

Operational e Further roll out of the Family and Friends Test
Actions for Years e Implementation of Personal Health Budgets from 1° April 2014 and
1&2 prepare for the move to PHBs to patients with Long Term Conditions

e Fully embed the CCG’s Patient and Public Involvement Group in
commissioning processes

6.1.1 Roll out of Family & Friends Test
In February 2014, we were successfully awarded £120,000 by NHS England to establish a Friends and

Family Test Pathway between Primary, community and secondary care with a focus on those
patients registered with heart failure
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The second wave adoption of the Friends and Family Test (FFT) is proposed to assess the perception
of quality of care at all significant touch points on the care pathway for heart failure patients in
B&NES using the FFT question plus an additional validated question set underpinning the FFT. This
will give an understanding of patient perception of the core domains of patient experience and the
core domains of patient health state. The project will be called Heartfelt and will track patients along
a care pathway where multiple care provider organisational boundaries are crossed and explore the
best ways to test patient experience through the use of the FFT.

Working in partnership, touch points along the heart failure pathway have been identified.
The Touch points are:

e General Practices- Nine BaNES GP Practices are piloting the pathway
e Heart failure Specialist Nurses- Sirona Care and Health CiC
e Cardiology inpatients and some outpatients at the Royal United Hospital.

e Heart failure patients in the Emergency Department at the Royal United Hospital.

Fundamental to the proposal is the use of a real time data capture and reporting system that
enables data capture through multiple channels (ipads, telephone contact etc). Real time visibility of
results and reports are available and the views are controlled by the permissions allocated to the
individual user. The pilot has recently commenced and data will be available shortly

6.1.2 Implementation of Personal Health Budgets

From April 2014 patients in receipt of Continuing Heath Care (CHC) Funding will have the right to ask
for a Personal Health Budget (PHB). Working collaboratively with the Local Authority, good progress
has been made within the CCG developing robust governance and monitoring processes for
implementing Personal health Budgets in line with the NHS England Quality Markers. This will
ensure that the safety of patients is paramount.

Administrative and care planning processes have been tested to ensure that the patient experience
of PHBs is positive and that PHBs can be delivered cost effectively. The aim is to embed the
principles of personalisation.

From April 2015 people with long-term conditions must have a personalised care plan which could
include a PHB if the CCG think the individual would benefit.

6.1.3 Embed the CCG’s Public and Patient Participation Group

Throughout March 2014 we have been recruiting to the CCG’s Public and Patient involvement
Group, Your Health, Your Voice. Patients and members of the public are being offered two different
ways to get more involved in the CCG.

Core members will form a committee of 10 to 15 people who will meet every two months to review
the current work of the CCG and ensure that patient voice is at the heart of the CCG’s decision
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making. The intention is for the committee to be representative of the BaNES population and
contain a mix of ages and backgrounds from across BaNES.

Associate members will not be required to commit to regular meetings but will be able to provide
feedback to the CCG on a regular basis through e-mail, post and phone. We expect our network of
associate members to continually expand as we encourage more people to get more involved in the
planning of their local health services.

6.2. Wider Primary Care, Provided at Scale

5 Year Strategic Ambition e Enhanced primary, community and mental health services will
be provided 7 days a week, where required and built around
clusters of population of 30-50,000 people

e Sustainable model of primary care in B&NES through
federated working

Operational Actions Years e Develop a Primary Care Strategy in conjunction with NHS

1&2 England

e Complete a review of primary care based community services

e Finalise our plans for the utilisation of the £5 per head monies
to support GP manage the over 75s

e Develop the practice nurse workforce

6.2.1 Developing a Primary Care Strategy for B&NES

The role of Primary care in B&NES is integral to the delivery of both our 2 year operational plan and
five year strategy with a particular emphasis on its contribution to support the delivery of enhanced
primary, community and mental health services provided 7 days a week where appropriate. Our
strategy assumes the development of community based services around clusters of practice
populations of 30-50,000. During 2014/15 we will work closely with NHS England, the newly
appointed Wessex LMC and Bath Emergency Medical Services Plus (BEMS+) to develop a primary
care strategy in B&NES.

Practices in B&NES have submitted a bid to the Prime Minister’s Challenge Fund to provide
extended patients access and progress towards 7 day working and to improve web and telephone
access for patients. Practices also propose to work with Skills for Health to fully understand the
present skill mix across primary care and develop models for enhancing skill mix to support the
move of work from secondary care into the community.

If successful, the CCG will work closely with BEMS+ and Practices to ensure there is on-going
synergy with the CCG’s 2 and 5 year plans. If the bid is not supported through the national process
we will consider what local support can be provided from the CCG and NHS England to make
progress in years 1 and 2 towards our strategic ambitions.

Page 14




In 2014/15 we will also: -

e Review in conjunction with NHS England community based primary care services (Locally
Enhanced Services) to ensure best outcomes, quality and value for money

e  Work with NHS England to make emerging Local Professional Networks a Success

e Review our approach to engaging with member practices and Clusters to ensure there is an
on-going and two way dialogue

6.2.2 Utilisation of the £5 per head monies for over 75s

By the end of May we will have finalised proposals for the utilisation of £5 per head monies to
support GPs to manage the over 75s. In BaNES, local GP practices have been providing an enhanced
Primary Medical Service to nursing homes since December 2011 via a Local Enhanced Service (LES)
agreement. The service aims to deliver high quality and pro-active care to nursing home residents,
many of whom have multiple and complex needs. The service has been re-commissioned for a
further 3-year period and we propose to use part of these monies to fund this service.

Further options under consideration include: increasing primary care support for the community
cluster teams with enhanced care planning; regular health checks; frailty scores; increasing the
numbers of patients with special patient notes, including end of life care plans, which can be
accessed by other agencies; patients to have information packs detailing useful support services and
voluntary agencies.

By 1* June 2014, all registered patients over the age of 75 will be contacted by their GP to confirm
who will be their named GP.

Our activity assumptions for non-elective activity take account of the impact of the Community
Cluster Schemes and our planned work to improve care for people with Long Term Conditions. The
impact of the £5 per head per head investment is reflected in our 2 and 5 year activity planning
assumptions. In 2015-16 we are assuming an 11% reduction in admissions for over 75’s.

6.2.3 Developing Practice Nurses

The CCG Nursing and Quality Directorate is proactively working with the NHS England steering group
on the Community Nursing Strategy Prevention and population health work stream. This includes
supporting the continued development of practice nurses as part of the larger primary healthcare
team working in GP Practices. The aim over the next two years is to identify the workforce planning
needs for the future by working in partnership with the universities and to support practice nurses
with further training and experience to provide them with opportunities to apply for senior nurse
positions, including nurse practitioner level where they will manage their own caseloads.

6.3. A modern model of Integrated Care

5 Year Strategic Ambitions:- | ¢ Enhanced and integrated primary, community and mental health
services working with clusters of populations to respond to
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health and well-being needs close to home
e |nnovative and integrated pathways of care understood for each
long term conditions

Operational Actions Years 1 | ¢ Fully embed the Community Cluster Team Model and Active

and 2 Ageing service and re-designed adult social care pathway

e Begin preparations for the re-commissioning of community
services

e Developing our response to delivering Safe, Compassionate Care
for Older People

o Delivering SEND reform

Our model for integrated care is articulated fully in our plans for the Better Care Fund (BCF).
Building on the model of pooled and alighed budgets and common commissioning goals our
commitment to integration was re-affirmed in April 2013 in a partnership agreement between the
CCG and Council. The BCF will act as a further enabler and structure to build on and expand existing
joint commissioning and provision.

6.3.1 Embedding the Community Cluster Team Model

We plan to embed the Community Cluster Team Model, including the active ageing service and
implement a redesigned adult social care pathway during 2014-16 (see BCF). We are considering a
range of options to strengthen the primary care support for frail older people using the £5 allocation
as set out in Section 5.2.2.

6.3.2 Recommissioning Community Health & Social Care Services

We are planning to undertake a full re-commissioning of community services based on a revised
specification. Stakeholders including GPs will be involved in developing the vision and model for the
new service which would become operational during 2016.

6.3.3 Safe Compassionate Care for Frail Older People

We have identified providing Safe, compassionate care for the frail older person as one of the key
transformational projects within our 5 Year Strategy. Our 2 Year Operational Plan on a page at
Appendix 1, which details the plans for this group of patients.

We have framed our thinking about local whole-system integration in the context of the emerging
“House of Care” model for B&NES (see: “Delivering better services for people with long-term
conditions — Building the house of care, The Kings Fund, October 2013), which we will continue to
develop and embed over the next five years. The Better Care Fund will be a key enabler in
developing and enhancing our integrated model of care, being used to secure new service
development that have, in a number of cases been piloted and evaluated against key outcomes and,
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also to increase capacity in key health and social care services, including that are or will be accessible
on a 24/7 basis.

6.3.4 Special Educational Needs Reform (SEND Reform)

We will become responsible for Special Educational Needs Commissioning from September 2014.
We have plans to implement the reform of education, health, social care planning to include:

e A Local offer of services for 0-25 age group

e Co-ordinated assessments

e Integrated plans 0-25

e Personal budgets

We are planning to invest recurrently to support the introduction of these reforms in 2014/15. The
Joint Planning arrangements are being overseen by the Joint Commissioning leadership Team (JCLT).

6.4 Access to the highest quality urgent and emergency care

5 Year Strategic Ambition e Deliver a sustainable and resilient urgent care system that
ensures that patients are treated at the right time, by the
right person in the right setting

Operational Actions Years 1 e Embed and evaluate the impact of the new Urgent Care

&2 Centre, Out of Hours and Homeless Service on the Urgent
Care System

e Demand and escalation planning - Evaluate and sustain
winter pressure scheme initiatives that can evidence a
positive impact on our system

e Assess requirements and impacts of the Keogh Review

e Review and agree Special Patient Notes usage across the
local health system

Urgent Care has been identified as one of our transformational work streams within our 5 Year
Strategy. We will be building on the successful work already undertaken to further improve and
streamline the system and ensure sufficient capacity to respond to increasing demands from an
ageing population and an increase in the number of people living with long term conditions.

6.4.1 Embedding the new Urgent Care Centre, Out of Hours and Homeless Service

From the 1° April 2014, B&NES will have a new integrated urgent care service provided by Bath
Doctors Urgent Care. This represents a significant change to the location and delivery of local urgent
care services as the GP led health centre at Riverside will be replaced by an Urgent care Centre at
the front door of the RUH. During 2014/15 we will aim to ensure that these new service
arrangements are fully embed and evaluated.
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In 2014-16, we aim to review the role of the minor injury unit, and to continue to explore
opportunities to develop ambulatory care pathways across primary and secondary care. Agreement
has been secured on the use of the 70% threshold monies. In 2014/15 these monies will be invested
in the RUH to support continuation of their successful application in 2013/14 in enhancing front
door support to A&E (see section related to access). Other developments are detailed in our
Operational Plan on a Page — see Appendix 1.

6.4.2 Demand & Escalation Planning

During 2013/14 the CCG has led a more robust approach to Demand and Escalation planning across
our local health and care system. This has been part of our response to managing winter pressures.
During 2014/15 we will identify those initiatives that can evidence a strong impact in supporting
local providers to manage winter pressures and support through headroom monies where
appropriate.

6.4.3 The Keogh Review- Urgent and Emergency Services

In January 2013, Professor Sir Bruce Keogh announced a comprehensive review of the NHS urgent
and emergency care system in England. During 2014/15 the Urgent Care Working Group will begin
to assess the implications of the emerging proposals from this review and their impact on the future
of urgent care provision in B&NES and surrounding areas.

6.4.4 Special Patient Notes Project

Special Patient Notes (SPNs) provide specific information relevant to a patient with complex health
and social needs. These are seen as an important mechanism for sharing information between
providers of care but there problems currently with the way these are developed, accessed and
maintained. We have agreed to establish a Task and Finish group to develop phased project plans,
scope the SPNs already in place, develop guidance on the purpose and content of SPNs, data cleanse
existing SPNs, incentivise practices to increase the use of SPNs and develop processes to share SPNs
across services and the urgent care system.

6.5 A step-change in the productivity of elective care

5 Year Strategic Ambition: e Innovative pathways of care will be in place with self-care and
personalised care planning at their core

e To deliver more cost effective and where appropriate community
based pathways

Operational actions Years 1 o Review of 3 key elective pathways
and 2 e Establish referral management support service across B&NES

6.5.1 Review of Key Pathways of Care
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In 2014/15 we will be reviewing ophthalmology, pain management and the fibromyalgia
(rheumatology) pathways. Our objective is to reduce activity pressures in these areas on acute
services and find more effective community based approaches to supporting patients.

6.5.2 Reviewing and Redesigning Musculo-skeletal Services is one of the transformational work
streams within our 5 Year Strategy. We are planning to develop proposals for an integrated
Musculo-Skeletal service, working with existing providers, on an incremental basis but with a
consistent aim to maximise quality, and achieve a step-change in productivity.

6.5.3 Referral Support Service in B&NES

We will be establishing a Referral Support Service for BaNES, a ‘one-stop-shop’ for selected
secondary care referrals from GP surgeries that will benefit patients, GP practices and
commissioners. It will have a number of benefits, whilst supporting the concept that GPs maintain
independent, clinical judgement:

Support fully informed patient choice.

Support the aim of “right clinic, first time’.

Reduced administrative burden in practices.

Provides a rich source of referral information that supports pathway usage and policy
development, and its implementation.

6.6 Specialised services concentrated in centres of excellence

We will continue work with NHS England on the commissioning of specialised services to ensure that
service delivery and changes consider the whole of the patient pathway and not just the specialised
service aspects and to understand the potential impacts of specialised commissioning service
developments on our local providers.

During 2014/15 we expect to contribute to the following service issues working through the BGSW
Specialised Commissioning Collaborative Forum.-

Vascular Services Re-configuration
CAMHs

Cystic Fibrosis services
Radiotherapy

Spinal Surgery

We have recently received the “Plans on a Page” of the Strategic Clinical Networks and we have
reviewed these to ensure there is alignment with our plans. For 2014/15 and will need to continue
to consider how we secure on-going representation to these fora within our capacity constraints.

6.7 Meeting Other National Requirements: -

6.7.1 Information & Innovation
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Interoperability of IT systems is one of the key transformational projects within our 5-year strategy.
The CCG recognises the potential benefits that arise through exploiting clinical data and makes a
clear reference to this in the IM&T strategy. During 2014/15 work to complete the Data Strategy will
develop across the three themes of Routine administrative data, User data & My data. While the
linking of hospital and GP data through care.data has been paused, we are maximising the use of
similarly combined data for risk stratification and population profiling. This is now in place across all
practices in the CCG and represents a valuable asset in understanding the health of the population.

Contractual levers are included with robust Information Schedules and Data Quality Improvement
Plans in place with local providers ensuring their use of NHS Number.

The main acute trust has access to digital records in approximately 50% of practices in BaNES. A web
portal is being developed in collaboration with the RUH to allow practices to view a limited set of
data, starting with patients who are fit for discharge.

The current social care record does not enable the use of the NHS Number as the primary identifier.
However, by April 2015 Sirona Care and Health will move to a single, integrated care record by April
2015. 2014/15 BCF non-recurrent funding will be used to support the transition of the adult social
care record to this single, integrated record, which is likely to be that currently used by acute and
about half of primary care providers.

Improvements in local Information Systems and improvements in how we use Information
Management and Technology will directly lead to improvements in patient care. Our community
health and social care provider Sirona will work in partnership with our GP practices to review
patients in a multi-disciplinary setting. The outcome of these reviews, including any decisions or
referrals made will be digitised and made available in the health record available to both the GP and
health and social care partners. This will ensure a consistency of care across the primary and
community sectors.

Building on this, we have identified the sharing of Special Patient Notes as a key intermediate step
on the path to full interoperability. During 14/15 we will develop the route to the sharing of this
specific patient information between primary care and all other relevant providers using a single IT
system.

Technology Libraries — Sirona Care & Health is working with a number of partners including Bath
Institute of Medical Engineering to offer technology to support people with dementia to maintain
independence. The launch of the library was held on 3" April 2013 and an independent website
went live on 12" July 2013 to showcase the products available
(http://memorytechnologylibrary.co.uk).

We have piloted the use of telecare in the management of heart failure patients for a small group of
patients. Public health colleagues are reviewing the evidence base to determine where we might
wish to invest in telehealth and telecare to maximise the benefit for patients.

In addition to the Nurse Technology Fund bid for FFT, in February 2014 we submitted two other
expressions of interest bids to the Nurse Technology Fund. Supported by us, the BaNES practice
nurses and practice managers worked hard to identify shared priorities across all practices in order
to improve patient experience and care. The bids were for
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1: SurgeryPods to support improved health checks
2: Dopplex Huntleigh Ability to support the early identification peripheral arterial disease

6.7.2 Access to services — convenient for everyone

We are planning to deliver all the NHS Constitution Targets in 2014-16. There have some areas of
performance concern in 2013/14 regarding 4 hour waits, ambulance response times, mixed sex
accommodation breaches and some waiting time targets for access to treatment for cancer patients.
Appendix 2 details our performance in delivery of the NHS Constitution in the current year.

The Urgent Care Working Group will lead and manage movement towards delivery of system wide
operational resilience plans with capacity and management systems supporting flow across the
whole of the urgent care system. These changes will impact on waiting times in the emergency
department and the use of beds, including the need to accommodate patients in mixed sex
accommodation.

New penalties are being introduced for poor performance in delivering the Category A targets by the
ambulance service. We are investing in an enhanced service to support the non-conveyance of
patients, where appropriate and to deliver improved performance for the Category A targets to
meet locally agreed trajectories across the 2 years of the contract. These improvements will also
contribute to a reduction in attendances at the emergency department.

We have recently undertaken a review of the impact of non-recurring allocations made in 2013/14.
We are committed to investing the threshold monies, i.e. 70% of the marginal tariff and £966K of
proposals have now been assessed as being required all year round. A number of the schemes for
which funding has been agreed from 2014/15 will support 7 day coverage. These include additional
Emergency Department Consultants; support for the Older Person’s Unit; Surgical Admissions Unit;
medical ambulatory care; critical care and the Assessment and Consultant Evaluation Unit.

Our plans for the Better Care Fund will enable continuation of 7-day hospital social work services &
the core reablement service, which is focused on hospital discharge both of which are currently s256
funded. Implementation of the Community Cluster model will see further enhancement of 7-day
services to support discharge, including the District Nursing Service and the Access Team. Patients
requiring an urgent response regarding potential admission to the “virtual ward” will be seen within
two hours by a member of the Multi-Disciplinary Team (MDT). Patients requiring planned
interventions will be seen within 24 hours. The expanded integrated reablement service funded
from the BCF will operate from 07:00 hours to 23:00 hours, seven days a week. The emergency
response replacement care service for Carers is accessible 7-days a week and established protocols
are in place and recognised by emergency services and primary care.

During 2014-15 we are funding increased capacity in the out of hours emergency response service
for social care, including the Approved Mental Health Practitioner service in light of the significant
increase in activity over the past 12-months, which we are now satisfied is a longer-term trend. This
service interfaces with the adult social care services provided by Sirona Care & Health and Avon &
Wiltshire Mental Health Partnership NHS Trust.
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6.7.3 Outcomes and Ambitions

Everyone Counts is a commitment from NHS England to improving outcomes in five key domains:

1. Preventing people from dying prematurely, with an increase in life expectancy for all
sections of society

2. Making sure that those people with long-term conditions, including those with mental
illnesses, get the best possible quality of life

3. Ensuring that patients are able to recover quickly and successfully from episodes of ill-health
or following an injury

4. Ensuring that patients have a great experience of their care

5. Ensuring that patients in our care are kept safe from harm and protected from all avoidable
harm

The domains have been translated into a set of specific measurable outcome ambitions that will be
the critical indicators of success, against which progress can be tracked. Our trajectories for the first
two years of the plan are detailed in Appendix 3 — Measures of Success.

6.7.5 Parity of Esteem

A current system weakness common with many other health and social care communities is that we
think of people with mental health problems in B&NES as opposed to thinking about the mental
health of people in B&NES.

To respond to the Parity of Esteem requirements set out within Everyone Counts the challenge for
the CCG, our local providers and other stakeholders is to consider more widely the mental health of
people in B&NES through our strategies, planning, contracting and performance management . This
approach will require:-

e Workforce development plans to show how providers will change their skill mix and support
training for staff

e The assessment of someone's mental health and offering psychological support should
become routine

e Mainstreaming prevention, promotion and self-management

This change of approach will require a cultural and operational shift driven through commissioning
processes. Our 2 year operational plan includes a number of service developments that evidence
our intent to have a greater focus on parity of esteem.

These include:-

e Establishment of a Well-being College in 2014/15 — jointly commissioned between the Local
Authority, Public Health and CCG.

The establishment of Peer Support Workers in Acute Mental health settings

Piloting of an on line counselling service for Young People

Investing recurrently in mental health liaison support in the RUH

Rolling out social prescribing
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Our 2014/15 investment plans include a total investment of £0.469m directly in mental health
related services, with a further £0.340m in supporting dementia related projects and further
investment in integrated projects addressing mental and physical health needs.

7. Our Commitment to Quality

Quality is integral to everything we do as a CCG and we are committed to providing a culture of
continuous improvement and innovation with respect to patient safety, clinical effectiveness and
patient experience. As reflected in both A Call to Action and Everyone Counts, we will ensure that
quality is central to our local plans. This commitment is underpinned by sustained and effective
collaboration within primary, community and secondary care and in partnership with other agencies
and organisations and with the public

Improving quality is a wide-ranging agenda and in order for it to be implemented efficiently and
effectively it is essential to maintain awareness with regards to the diversity of health and care in
BaNES. We will build on developing trust between partners and the public with a willingness to
share good practice whilst learning from adverse experience and enhancing our knowledge and
skills. Learning from the Francis Report, Winterbourne View and the Berwick Report reminds us that
improving quality is as much about our behaviours and attitudes to our patients as it is about
ensuring services improve.

7.1 What is quality

Quality may be defined as the continuous improvement in effectiveness, experience and safety of
health and social care services for the people of Bath & North East Somerset (BaNES) provided
within available resources. The three subdomains of quality are:

7.2 Patient Safety

The first dimension of quality must be that we do no harm to patients. This means ensuring that
within the services we commission the environment is safe and clean and that avoidable harm such
as excessive drug errors or rates of healthcare associated infections are reduced. To achieve this aim
we will work, in partnership, and listen to our patients and staff to ensure that commissioned
services are provided by the right people with the right skills that are in the right place at the right
time

7.3 Effectiveness of care (which encompasses cost effectiveness, equality and diversity),
This means understanding success rates from different treatments for different conditions
7.4 Patient/ service user/ carer experience (accessibility, acceptability and appropriateness)

Quality of care includes the compassion, dignity and respect with which patients are treated. It can
only be improved by understanding patient satisfaction with their experience and to achieve this,
consideration is given to a wide range of information
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7.5 Quality Strategy and Delivery Plan

The CCG Quality Strategy and Delivery Plan for 2014-2016 is aligned to this Operational Plan and
contains more detailed milestones on how we will achieve our goals. Our quality objectives for
2014/15 and 2015/16 are set out in our Operational Plan on a Page at Appendix 1.

Our commitment to quality is central to the CCGs values and we will not tolerate sub standard care.
Over the next two years we will build on existing strengths to :

e Adopt a person-centred approach that includes treating individuals, including children and

young people, their family and carers courteously and with compassion, involving them in

decisions about their care, keeping them informed and learning from them

Focus on continually improving the quality of services

Be credible, creative and ambitious on behalf of our local population

Work collaboratively and be respectful of others

Be alert to the needs of all our population, particularly those who are most vulnerable

Establish a positive, open and fair and lifelong learning culture

Ensure that the values underpinning equality, diversity and human rights are central to our

policy making, service planning, employment practices and community engagement and

involvement

e Achieve continuous improvements in person centred care which is safe, effective, timely,
efficient, equitable and that outcomes are measurable and that areas of variation are
reduced

e Operate with integrity and trust

e Ensure staff are properly inducted, trained and motivated and there is a high level of staff
satisfaction and opportunities for innovation

e Empowering staff with responsibility and freedom to deliver safe care

7.6 The Patients’ Experience

Public and Patient Engagement (PPE) is a core priority for the CCG and is integral to its quality and
patient safety responsibilities because it is about the quality of care and the experience that patients
have of the NHS whilst receiving care. The CCG is committed to achieving a modernisation and re-
shaping of services for BaNES and is engaged in the NHS England’s ‘The NHS belongs to the people: a
call to action’ with further events planned. Consultation with the public over each proposed change
is at the very core of all new service proposals and a ‘Your Health, Your Voice’ Group has been
established

Engaging with individuals including children and young people and delivering equality, diversity and
human rights is embedded throughout the work of the CCG and this partnership is integral to
achieving our objectives. Our participation activities will take into account barriers associated with
language, age, access to information and disability etc. We will plan our participation to ensure it
reaches people who find it more difficult to get their views heard as well as being mindful of those
disadvantaged and minority groups such as Gypsies and Travellers for instance to ensure services
which suit their circumstances are, where possible, specifically tailored for them
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7.7 Quality in Commissioned Services

The CCG commissions services from a number of providers and is associate commissioner, working
in partnership with the lead CCG for others. The Quality, including patient safety, patient experience
and clinical effectiveness of provided services is assured through quality schedules, commissioning
for quality and innovation indicators (CQUIN), monitoring of the quality impact of cost improvement
schemes and site visits of our major providers

Our Quality Strategy details how we respond to the Francis Report. We work with our providers
through the appropriate mechanisms to support them in implementation of the Francis Report and
the Compassion in Practice and Berwick recommendations in particular:

* Learning from complaints.

* Requirement for candour.

* Nurse training in compassionate care, leadership and culture re-enforcing values and
standards.

* Ensuring the right staff, with the right skills in the right place and supporting a positive staff
experience

* Each patient to have an allocated named nurse for each shift.

* Healthcare support workers to be distinguishable from registered nurses.

Through their Quality Account our key providers of secondary, community and mental health and
learning disabilities health care have demonstrated a commitment to improving outcomes for BaNES
patients, in relation to improving patient experience, reducing admissions and further reducing
avoidable harm. The CCG will work closely with its providers of health care to ensure that they
achieve this commitment to our population and that the local action as required within the
implementation plan for ‘Compassion in Practice’ National Nursing, Midwifery and Care Givers
strategy is reflected in the services we commission

The quality schedules into which each year we will build increasingly Specific, Measurable,
Achievable, Realistic and Timely (SMART) Quality and Outcome measures and the Commissioning for
Quality and Innovation (CQUIN) indicators allow for early identification of failing services and
specialities and the mechanisms for early identification is via the contractual mechanism in the first
instance and then on to the CCG Quality Committee and Commissioning College and the CCG Board
or more rapid escalation if required

The CCG also liaises with others in the system such as Care Quality Commission (CQC) and where
there are significant concerns about the quality of services, these may be shared. In certain and
unusual circumstances it may be necessary to decommission services that do not provide a high
quality service and to reinvest in services that do meet the requirements

7.8 Improving Patient Outcomes

It is essential when reviewing services and then deciding priorities that the CCG draws upon data
from a variety of sources, both hard (quantitative) and soft (qualitative) data, and to triangulate this
data to obtain a rounded view of quality. This analysis will also include identifying where there is
unwarranted variation in quality within the BaNES area compared to comparator areas elsewhere.
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7.9

7.9.1

Examples of recent initiatives with expected patient outcome measures

Compassion in Practice

In February 2014, the CCG was successfully awarded £15,000 by NHS England to set up a staff
development project designed to improve compassion in practice. Providers have worked

collaboratively to deliver a programme that will be accessed by Health Care Assistants (HCAs) and

support staff working at the Royal United Hospital (RUH), Royal National Hospital for Rheumatic

Diseases (RNHRD), Dorothy House Hospice and Sirona Care & Health. This will be achieved through:

A suite of Master Classes —aligned to the End of Life Care Pathway

Facilitated Action Learning Sets — to support more focussed discussion on topics within a
smaller group size, will allow for broader depth of learning, discuss applications to own
practice and provide a network of facilitated supervision of practice.

Outcome measures include

7.9.2

Evaluations of the Master Classes

Evaluations of Action Learning Sets

Pre post evaluation questionnaires of HCAs, Support Workers and managers to establish
impact of learning and effect on care provision

Care plans and documentation will be evaluated by staff groups from the Action Learning
Sets

Commissioning for Quality and Innovation (CQUINS)

The CCG is working with providers to review essential service standard and to set goals for quality

improvement as part of the Commissioning for Quality and Innovation (CQUIN) framework for
2014/15. Our CQUIN focus for 2014/15 is:

End of Life Care

Heart failure

Sepsis Management
Antimicrobial prescribing
Care of frail older person

Our proposals for the Quality Premium are detailed in Appendix 2. These include the national

requirements with our local proposals for:

Reducing the potential years of life lost from causes considered amenable to healthcare
Improving access to psychological therapies.

Reducing avoidable admissions.

Friends and Family Test rolled out.

Improving reporting of medication-related safety incidents.

Assessing actively ageing people for frailty and adding them to the frailty register if
appropriate.
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7.9.3 Safeguarding Vulnerable Children, Young people and Adults

Working with partner organisations and health providers to protect vulnerable children, young
people and adults is a key priority for BaNES Clinical Commissioning Group. Some patients and
members of the public may be unable to uphold their rights and protect themselves from harm or
abuse. They may have greatest dependency on our services and yet be unable to hold services to
account for the quality of care they receive. In such cases, we have particular responsibilities to
ensure that those patients receive high quality care and that their rights are upheld, including their
right to be safe.

The CCG Adult and Children’s Safeguarding service is designed to ensure that the B&NES population
are in receipt of safe, high quality services. Integral to this is assurance for people who use services,
and their carers that the delivery of services is based on the following themes:

Strategic clinical leadership
Quality care

Partnership working

Robust contract management

a0 oo

We are working with our partners including local police, social care, education, care homes and
other local statutory and voluntary organisations and with our GP practices and other health care
organisations to strengthen arrangements for safeguarding adults and children in BaNES. Within the
CCG, Children’s and Adults’ safeguarding issues are considered in detail at the Serious Incident,
Complaints and Safeguarding Committee which reports to the Quality Committee and, in turn, to the
CCG Board.

We are the major commissioner of local health services for the BaNES community and therefore
responsible for safeguarding quality assurance through contractual arrangements with all provider
organisations. All BaNES CCG contracts for commissioned services include safeguarding adult and
children standards

Acknowledging that the Local Authority remains the safeguarding lead, the CCG Safeguarding Action
Plans also considers work that the CCG can usefully achieve by pooling resources, producing joint
policy and procedures, and working together where it makes sense and is appropriate to do so.

7.9.4 We have identified our safeguarding priorities for 2014/15 and 2015/16:

We will ensure that BaNES CCG continues to meet all its statutory safeguarding children
responsibilities and is compliant with the NHS England Accountability and Assurance Framework,
and that the safer recruitment processes are complied with

Working with both children and adult health and social care services and families, we will develop
strengthened strategies in health and in partnership for helping children and families cope with
transition and change and minimise the risk of harm occurring during transition

We will work with GP Practices in strengthening their engagement with safeguarding children and
adults processes by:
e Developing a training programme in partnership with NHS England Area Team

20
Page 27



e Support the implementation of the general practice-based domestic violence and abuse
(DVA) training support and referral programme (ldentification & Referral to Improve Safety-
IRIS) which has been funded by the CCG in partnership with the Police and Crime
Commissioner

Prevent: is one of the four elements of ‘Contest’, the government’s anti-terrorist strategy. The Adult
Safeguarding Lead has been working with Providers to ensure they all recruit named Prevent leads.
Prevent is now included in the National NHS Contract for 2014/15 and has accordingly been added
to the Adult Safeguarding strategy.

There is also continued engagement with Public Health to ensure the Joint Strategic Needs
Assessment (JSNA) appropriately identifies the needs of the whole population including those with
Learning Disabilities and that these needs are incorporated into the commissioning strategy. This
ensures the CCG will continue to implement the important requirements of Transforming Care: a
national response to Winterbourne View Hospital

8. Financial Plan 2014-16

8.1 Financial Strategy

Our financial strategy, as set out in our 5 year strategy document, ‘Seizing Opportunities’, is
designed to support the achievement of our priorities for the local health and care community whilst
meeting all our statutory financial duties and targets. The key elements of the strategy are, in
summary:
e realistic, risk based financial planning and management
e use of clinical intelligence, comparative data and procurement mechanisms to continually
test whether resources are well directed
o effective use of the resources, levers and incentives available to us, including investment,
disinvestment, transitional funding, and emerging contractual and payment flexibilities
e a proactive and collaborative approach to designing and delivering change, sharing risk
and gains equitably
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8.2 2014/15 and 2015/16 Financial Plan

The tables below provide a summary of the financial plan which supports delivery of our 2 year
operational plan for 2014/15 and 2015/16. The 2014/15 plan also constitutes our proposed budget
for the year. It should be noted that further non-material detailed adjustments will occur as
contract values are confirmed and other minor issues resolved.

2014/15 Plan

Recurrent Non-recurrent Total

£000 £000 £000
Sources of Funds
Commissioned Services Allocation (211,985) 0 (211,985)
Running Costs Allocation (4,655) 0 (4,655)
Other Anticipated Allocations 0 (3,062) (3,062)
Total Sources of Funds (216,640) (3,062) (219,702)
Applications of Funds
Commissioned Services 166,492 4,169 170,661
Primary Care & Prescribing 29,206 960 30,166
Running Costs 4,654 0 4,654
Reserves 9,094 1,930 11,023
Total Applications of Funds 209,446 7,059 216,505
Planned Surplus (7,194) 3,997 (3,197)

2015/16 Plan

Recurrent Non-recurrent Total

£000 £000 £000
Sources of Funds
Commissioned Services Allocation (215,589) 0 (215,589)
Running Costs Allocation (4,178) 0 (4,178)
Other Anticipated Allocations 0 (3,197) (3,197)
Better Care Fund Allocation (3,345) 0 (3,345)
Total Sources of Funds (223,112) (3,197) (226,309)
Applications of Funds
Commissioned Services 171,812 1,975 173,787
Primary Care & Prescribing 30,626 618 31,244
Running Costs 4,176 0 4,176
Reserves 11,319 3,519 14,838
Total Applications of Funds 217,933 6,112 224,045
Planned Surplus (5,179) 2,915 (2,264)
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The plan assumes the following, in accordance with the planning requirements of ‘Everyone Counts’:

income in accordance with the notified resource allocations for commissioned services
and running costs

running costs expenditure within the notified allocation, including delivery of a 10% cost
reduction in 2015/16

in 2014/15 a net decrease on Acute Services contracts of 1.2% against the 2013/14
recurring forecast out turn, comprising a 4% efficiency target and 2.8% inflationary uplift.
In 2015/16 the net decrease is assumed as 1.1% due to provider inflation of 2.9%

an equivalent net decrease on the majority of Non-Acute based contracts of 1.8%, with
efficiency targets at 4% and inflation recognised at 2.2%

non-demographic growth for Continuing Health Care and Prescribing within the nationally
recommended range

a planned surplus of 1% (£2.197m) in 2014/15 with an additional £1.000m relating to
maintaining the additional surplus generated in 2013/14. In 2015/16, a planned surplus of
1% (£2.264m) with the £1.000m released within the position and assumed as non-
recurrent investment capability

headroom set aside for non-recurrent investment at 2.5% in 2014/15 (£5.300m), with 1%
of this to support transformation including preparatory work associated with the Better
Care Fund. In 2015/16 we are only required to hold headroom of 1% (£2.189m)

general contingency of 0.5% (£1.099m) in 2014/15 and 1% (£2.263m) in 2015/16

£5 per head to support practices in transforming the care of patients over 75

CQUINs funded at 2.5%

increased demand due to population growth of 0.77% in 2014/15 and 0.66% in 2015/16
the additional investment required of the CCG to create the full value of the Better Care
Fund in 2015/16

We have assessed the impact of the above assumptions and of our QIPP and investment schemes on

activity for each provider to ensure contractual and system-wide activity plans are consistent.

Where we anticipate activity changes, the financial impact is based on a costed assessment of the

movement in activity.

8.3 Investment Plans

Within our plans we have set aside monies for investment in unavoidable cost pressures and to

support delivery of our commissioning priorities. We have a robust Prioritisation and Investment

Framework and scrutiny process to ensure approved investments meet key criteria relating both to

alignment with our operational and strategic priorities and to deliverability.

We approved investments, as summarised at Appendices 4 and 5, under the following headings

through this process:

non-recurrent proposals suitable for funding from headroom
previously committed or otherwise unavoidable investment
recurrent proposals delivering quality and/or value for money improvements
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We also concluded that it would be prudent to hold uncommitted recurrent and non-recurrent sums
to meet emerging in-year investment priorities, including seasonal pressures in urgent care and
proposals which were not fully developed for consideration at plan stage.

We have recognised other sources of investment in our plans, as follows:

£5 per head of population for GPs — this has been set aside in our 2014/15 plan and we will agree
plans for its use with our GP practices which fairly reward extra work undertaken in support of the
over 75s which delivers measurable benefits. We will focus particularly on implementing the
accountable lead professional role and in reducing emergency admissions for this age group. Our
priority areas for use of this funding include continuation of our successful nursing home enhanced
service, engagement with the community cluster model, and the use of Special Patient Notes.

Quality Premium — the value of quality premium relating to 2013/14 which we will receive during
2014/15 is as yet unconfirmed, so we have excluded both funding and expenditure from our
financial plans at present. We intend to apply the full value available to engaging non-GP primary
care contractors and third sector organisations in our work to support frail elderly people.

Readmissions — we have committed to reinvest funding withheld from providers in respect of
avoidable readmissions in services which are linked to improvement in this area. Our current areas
of focus are the Acute Care of the Elderly Unit at RUH and community-based reablement services.

Non-elective threshold — we have committed to reinvest funding withheld at 70% of the full cost of
non-elective activity above a set threshold, to support providers in schemes linked to effective
management of emergency activity.

8.4 Resource Releasing (QIPP) Plans

Our resource releasing (commissioner QIPP) schemes for 2014/15 and 2015/16 are summarised at
Appendix 6, along with the investments required to deliver them, giving the net contribution made
by each scheme. Schemes have been identified to the required level of £3.967m in 2014/15 and
£4.179m in 2015/16. Resources released through QIPP are reinvested to fund areas of
improvement, development or growing demand.

Provider efficiency targets are set at £6.192m for 2014/15 and £6.109m for 2015/16, giving a total
efficiency gap for the health community of just over £10.000m each year.

8.5 Better Care Fund

Our plans include the CCG’s contribution to creating the Better Care Fund for BaNES to a value of
£12.049m in 2015/16. We have built on our existing financial commitments to the delivery of
integrated care locally, and have jointly agreed plans which complement both CCG and Council
financial plans through alignment with established and emerging QIPP, savings and investment
projects.
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8.6 Running Costs

We plan to manage our delivery capability within our allocated funding envelope for running costs.
This will decrease by 10% in 2015/16 and we have developed proposals for reducing our costs to
within the revised allocation, through reduction of spend with our commissioning support provider,
review of our staffing structures and the balance of our capacity, and efficiency savings on non-pay
items. The impact of these is included within our total QIPP plan for 2015/16.

8.7 Capital Expenditure
Having reviewed our priority programmes of work in consultation with NHS Property Services, we do

not anticipate any significant changes to existing estate as a result of our plans and have not
included any capital expenditure in our financial plan. Our focus in 2014/15 is to work with NHSPS
to ensure excess or underutilised space is either disposed of or tenanted, removing costs of vacant
space chargeable to the CCG. This forms part of our resource releasing plans.

8.8 Cash and Balance Sheet

We have prepared initial cash flow and balance sheet forecasts for 2014/15 and 2015/16, and do not
anticipate any difficulties with either cash flow or working capital during the planning period.

8.9 Financial Risk and Mitigation

We have reviewed the financial plan for 2014/15 and 2015/16 in detail to assess and quantify the
level of risk to delivery. Five areas of potentially significant risk have been identified:
e increased demand in non-elective activity above that anticipated in the plan, and including
acuity as well as volume factors
e under-delivery of QIPP schemes
o tariff not delivering the expected level of deflation when applied to local activity
e service-specific risks including the Urgent Care Centre new service model and the
complexity surrounding services provided by the RNHRD
e under-delivery of our running cost savings target

Financial mitigation of the consequences, should any of these risks materialise, will be achieved
through:

e use of general and specific contingency reserves

e diversion of uncommitted investment funds

e review of planned investments for potential delay or reduction in costs

e over-delivery or bringing forward of alternative QIPP schemes

e risk-sharing arrangements with partner organisations

9. Improving Care in Year’s 1 and 2 of the Plan

Our 5 year strategy represents a “build-on” to the work we have previously undertaken on urgent
care, long term condition management and the development of community services but also signals
a new and greater focus on how the CCG supports and influence the role of Prevention and Self care
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across the system and focus on some of the “enablers” and changes that are required across the
system to improve performance and secure sustainable local services.

The CCG has developed a one page summary of our 2 Year Operational Plan on a Page, which details
the key initiatives in 2014-16 based on areas of care. This can be viewed at Appendix 1. The plans
include a mix of initiatives, those which build on the work already started in the current year and
those which start to implement the 6 priority work streams within our 5 Year Strategic Plan.

The diagram at Appendix 2shows the progress we expect to make during the period of the
operational plan to implement our strategic priorities.
Something here re measuring success
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10. Risk Management

Risk and Mitigation
In relation to the delivery of CCG’s 2 year Operational Plan there are a number of key risks which

have been identified as follows:

Risk

Mitigation

Urgent care system performance — sustaining
delivery of the 4 hour target and system
resilience with a particular risk associated
with the patient flow changes associated with
the Southmead move.

Oversight and leadership of the Urgent Care
Working Group.

Agreement on on-going funding to support
winter pressure initiatives that have proved
to be effective.in 2013/14.

A continued focus on demand and escalation
planning.

GP engagement - reduced GP engagement
into the commissioning process against a
backdrop of increasing GP workloads and
competing pressures

CCG to review its engagement process with
practices and GP Clusters.

RNHRD — the future of services provided by
the RNHRD remains subject to the RUH’s
Foundation Trust application and
confirmation of Monitor’s view on the range
of options to ensure continuity of service
provision. there are on-going uncertainty
about timing h this process

CCG to continue to work closely with the
RNHRD and, Monitor.

The CCG will aligh commissioning objectives
for Rheumatology and other services with the
potential sequencing of changes to local
provision.

Capacity and Capability to deliver the CCG’s
2 year operational plan priorities.- The CCG
has an ambitious programme of work and
may not have sufficient capacity and skills to
deliver the operational plan.

Internal review of CCG capacity and structure
in April 2014.

Impact assessment of plans to be carried out
jointly with Central Southern Commissioning
Support Unit.

27
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G¢ abed

11. Assurance and Approvals

Everyone Counts: Planning for Patients 2014/15 to 2018/19 sets out the arrangements for the assurance of plans should contribute to the development of

plans and who is responsible for ensuring their work triangulates with these plans. The

National Condition Produced Formal Evidence of how our
By Assurance plans meet the condition

Plans to be jointly agreed - | Operational Plan — produced by CCG NHS England to provide formal CCG Board sign-off on

Providers and Local assurance. 27/03/2014 and

Authority to contribute to
development

Triangulation by :

Providers

HWB

Local Authority and Unit of
Planning

Health & Wellbeing Board
sign-off 26/03/2014 of 5
Year Strategy, Better Care
Fund and Operational
Plan.

Full Council (18/02/2014)
delegated sign-off of the
Better Care Plan to the
Health & Wellbeing Board
in consultation with the
Council’s Chief Executive,
Leader and Cabinet
Member for Resources
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Bath and North East Somerset Clinical Commissioning Group “Operational Plan on a Page” 2014 - 2016 Appendix 1

OUR VISION AND MISSION

Healthier, Stronger, Together

“to lead our health and care system collaboratively through the commissioning of high quality, affordable, person centred care which harnesses the strength of clinician led commissioning and
empowers and encourages individuals to improve their health and well being status”.

SERVICE PLANS

Urgent Care: Long Term Conditions & Frail Older Person:
» Embed the new integrated urgent care centre and out-of-hours services model »Embed community cluster model, active ageing service & redesigned adult social care pathway
» Review the role of the minor injury unit in light of the new service model and NHS 111 »Work with primary care to continue to improve dementia diagnosis rates
» Complete the DVT procurement and ensure new service is mobilised by September »Evaluate impact of dementia challenge fund initiatives with view to commission long-term
» Explore opportunities to develop ambulatory care pathways that work across primary and > Establish diabetes working group, design new pathway and agree requirements to meet the
secondary care needs of the growing number of people with diabetes
» Evaluate the impact of the 2013/14 winter pressure initiatives with a view to »>Review the falls and bone health pathway in light of the roll out of the active ageing service
commissioning on a substantive basis to create additional capacity in the system »Develop clinical model for IMPACT (community COPD service) to support patients with non-
» Commence the vulnerable adults out-reach worker service as a two year pilot cystic fibrosis bronchiectasis in the community in conjunction with Sirona and RUH
» Ensure the on-going development of the urgent care system is integral to the »Implement the NHS England model ‘Safe compassionate care for frail older people using an
development of out of hospital services to support the frail elderly and people with long integrated care pathway’
term conditions to ensure pathways are joined up
End of Life Care:
el el o > Electronic Palliative Care Coordination System (EPaCCS) is embedded across all
> Review z'and B rehabilitation p'athwayfs of care ) . . . organisations to ensure patients are managed appropriately
»Further integrate primary/ community services e.g. talking therapies & primary care liaison > Ensure all end of life patients have advanced care plans in place and do not attempt

»Scope options for improvement of acute mental health inpatient environment

»Implement Wellbeing College pilot alongside independent evaluation

»Move towards parity of esteem in all services, ensuring equal focus on improving mental Planned Care:

health as physical health & patients with mental health problems do not suffer inequalities > Develop proposals for an integrated MSK service, to include pain management and a

community model for Rheumatology in conjunction with current providers.

Jointly review Ophthalmology services with the RUH and Wiltshire CCG.

Work with the newly appointed Macmillan GP to develop shared care and primary care

support for cancer patients. This will focus on early diagnosis and cancer survivorship

following treatment.

» Set up a Referral Support Service across BaNES. This will be supported by Map of Medicine
which will be fully implemented across all GP practices during 2014/15.

> Review the provision of physiotherapy services across BaNES and then develop a service
specification in preparation for the re-tendering of the community services contract.

pulmonary resuscitation (DNAR) orders in place

Primary Care: >

» Complete a review of local enhanced services to ensure they are “fit for purpose”. >

» Continue process of quality review of primary care in conjunction with NHS England and
support practices to reduce variation

» Develop a local Primary Care Strategy

» Bed in new relationships with LMC and provider organisations

» Work with NHS England to make emerging Local Professional Networks a success with
primary care contractors

Children’s Services:

»Work to reduce paediatric non-urgent appointments (planned care) Maternity and New Born:
>Ensure health visitors, school nurses, CAMHS in-patient bed provision meet local needs » Work with providers and Wiltshire CCG as lead commissioner to embed the newly procured
»Work with education & social care to implement the Special Education Needs and Disability maternity service

(SEND) Reforms for children and young people aged 0-25. » Work with providers, GPs & health visitors to agree and implement pathways ensuring close
»Improve diagnostic pathway & support services for children/ young people with Autistic communication

Spectrum Conditions » Review ambulance transfers and transfers from community centres to hospital care
> Pilot on-line YP counselling service part of support package around emotional H & WB
»>Ensure that all commissioned services adhere to local safeguarding standards Learning Disabilities
> Consider a new model for children’s general community nursing service » Primary Care to continue to offer annual health checks to adults with LD (+ LD nurses)
»>Develop strengthened strategies in health and in partnership for helping children and > Improve access to screening and reducing health inequalities

families cope with transition and change » Embed commissioning and service delivery of LD mental health services into mainstream

contracting with AWP.

Medicines Optimisation » CCG to maintain joint commissioning arrangements with LA as lead commissioner, utilising
» Improve quality of Clinical Medicines Reviews for our most vulnerable pooled budget
» Continue work on getting best value from CCG commissioned high cost drugs » Ensure that recommendations arising from Winterbourne View serious case review are
» Improve appropriate utilisation of antibiotics in our health system implemented locally with clear actions and lead responsibilities
» Roll out Electronic Prescription Service successfully across health community » Develop local response in relation to the findings of the Confidential Inquiry into Premature
» Maximise the benefits of Medicines Optimisation Services in Community Pharmacy Deaths of people with learning disabilities

QUALITY OBJECTIVES

Quality objectives - We Will:

» Adopt a patient-centred approach that includes treating patients, families and carers courteously and with compassion, involving them, keeping them informed and learning from them
» Foster a culture of continuous improvement and innovation with respect to patient safety, clinical effectiveness and patient experience
» Work collaboratively with our local providers to ensure that staff are delivering high quality, safe , compassionate care for all with increasing focus on frail older people
» Ensure that both patient and staff satisfaction with local services is monitored and that areas for improvement are identified and implemented at the earliest opportunity
» Ensure there is consistent access to effective treatments for patients in line with evidence based clinical policies, underpinned by clinical practice audit.
» Ensure our research, evaluation and development programmes contribute to improving outcomes and spreading innovation
» Ensure that equality, diversity and human rights values underpin and are central to our policy making, service planning, employment practices and community engagement and involvement
» Continue to establish effective early warning systems to ensure detection and prevention of serious failures and harm
» Establish a positive, open and fair and lifelong learning culture and ensure that staff are properly inducted, trained and motivated
» Ensure the principles and values of the NHS Constitution and NHS Mandate are integral to everything we do by providing safe care & ensure people experience better care
Safety outcomes: Effectiveness outcomes: Patient/ service user/ carer experience outcomes:
» Reduce incidence of VTE » Reduce emergency admissions within 30 days of discharge » Improve patient experience to top quartile and
» Reduce incidence of community wide pressure » Increase number of social care providers who have completed a maintain high performance
ulcers in BANES satisfactory Quality Assurance process » Improvement in social care users experience of
» Reduce the number of bed days occupied as a » Improve the outcomes for people using mental health and LD services our services and related quality of life
result of avoidable infection » Implementation of new QOF and impact on referral management » Increasing the number of people who die in the
» Improve quality of safeguarding practice by » Implement vascular health checks programme place of their choice
ensuring lessons learned and actions agreed as a » Maximise functional recovery in hospital for elderly care patients » Improving the quality of life for people with long
result of safeguarding interventions are » Improve outcome on Friends and Family Test (FFT) including staff term conditions
implemented by agreed timescales survey
» Analyse key health problems » Citizen participation and empowerment
»> Develop self-care strategy » Interoperability — integration of information systems
» Create health inequalities framework » Organisational Development Plan
» Identify current and new high impact programmes > Integrated care - e.g. House of Care
» Identify appropriate outcome and process metrics » Personal Health Budgets
» Commission agreed priority programmes — mix of primary & secondary prevention > Primary Care Development including referral support for General Practice

Page Q-fommissioning Support

Contractual levers including incentivising innovation, improvement and integration
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PRIORITY WORKSTREAMS - 5 YEAR STRATEGY

Anticipated Progress during 2014 — 2016

2014/15

APPENDIX 2

2015/16

Prevention including Self Care

Analyse key health problems

Create health inequalities framework

Develop self-care strategy

Prioritise and set goals with partners

Identify high impact programmes (current and new)
Plan resources

Identify appropriate outcome and process metrics
Commission agreed priority programmes — mix of
primary and secondary prevention

Deliver agreed support to existing programmes

Improving Diabetes Care

6¢€ abed

Establish diabetes task force group which includes
patient and Diabetes UK representatives

Review of joint working arrangements with
neighbouring CCGs

Benchmarking, prediction of future activity and spend
and note the review of current service provision
Establish evidence based model and appraise funding
mechanisms

Pilot current proposal for cluster based virtual wards
in primary care with consultant input

Establish strategy to prevent diabetes with Public
Health and the Local Authority

Explore a ‘one stop shop’ for 9 care checks to
promote self care

Review community Diabetes Specialist Nurse pilot
and consider future commissioning options
Review and evaluate pilot

Musculo-skeletal Service Review and
Redesign

Establish Project Group to oversee MSK
workstreams

Review current service specifications, activity and
baselines assumptions by provider

Stabilise current Rheumatology service
arrangements working with Monitor

Review of hip & knee pathway

Review & agree changes to Pain management
&Fibromyalgia Rheumatology pathway working
with existing providers

Scope potential for wider MSK pathway reviews

Review physiotherapy provision in BaNES as
part of preparation for community services tender
Review of other Rheumatology pathways
working with existing providers

Pilot alternative pathways

Start procurement of relevant community
services as part of tender for community service
re-provision




2014/15

2015/16

Improving Interoperability of Patient
Record Systems

Establish Governance & Project Team

Appraise technical options & existing solutions
Develop a shared vision for the health system and
the IM&T strategy to support it

Identify resource requirements and potential
funding sources

Establish scope of systems to support integrated
care planning

Develop consent model

Development of Business Cases

Improving Urgent Care

Ot abed

Embed & assess the impact of the Urgent Care
Centre on the urgent care system

Monitor impact of Southmead Hospital move on
system and urgent care flows

Review role of the MIU at Paulton

Review & agree Special Patient Notes usage
across local health system

Identify priority ambulatory care pathways for
development

Evaluate the 2013/14 winter pressure schemes
Pilot Admission avoidance Scheme e.g. Raising
the Threshold Project

Fully embed Demand & Escalation planning
Embed new DVT pathway & service

Re-specify the role of the MIU as part of
community services re-procurement
Implement revised ambulatory care pathways
Assess further scope for admission avoidance
e.g. support for residential homes

Review frequent attenders

Commission winter pressure schemes on a
substantive basis

Evaluate effectiveness of admission avoidance
initiatives

Safe, Compassionate Care Frail Older
People

Full service commencement of the new community

cluster model.
Redesigned social care pathway with expanded
reablement service.

Review the impact of the new model and refine.
Look at opportunities to align other services to
the clusters to support people with long term
conditions




NHS Bath and North East Somerset Clinical Commissioning Group
Measures of Success 2014/16

Appendix 3a

3 NHS CCG Outcomes Indicator Set (selected) - National Metrics that the NHS have chosen for CCGs to set local ambitions (not in quality premium)

Domain
/ reference

Description

baseline

Local Ambition

2014/ 15

Plans for Delivery
2015/ 16

Improve the health related quality of life for people with long term
conditions

21

Recovery following talking therapies for people of all ages
Estimated diagnosis rate for people with dementia

Patient experience of primary care - average number of negative
responses per 100 patients

Increase the number of people having a positive experience of hospital
care. (Average number of negative responses per 100 patients)

b

Incidence of health care associated infection - C. difficile

77.4
(2012/13)

47%
(2012/13)
58%
(2012)

3.8
(2012)

123
(2012)

46
(2013/14 ytd)

77.6

50%

60%

121

the

Embed new Community Cluster Team Model, Establish a diabetes
pathway group to re-design local services, Develop clinical model for
community COPD service

Progress integration of primary care liaison and talking therapies
provision

Improve diagnosis rates for people with dementia working with
primary care and community dementia support workers

Review of community based primary care services, work with
practices on support for over 75s, work with practices on extended
access through PM Challenge fund

77.8

55%

67%

36

119 Impact of CQUIN schemes. Roll out of Family and Friends Test.

(Awaiting national setting of target). In 2013/14 the CCG set up a
Health Care Acquired Infection (HCAI) collaborative to keep local
providers focussed on reducing C.Difficile and other HCAL.

4 Better Care Fund - National Health and Social Care indicators to measure the impact of the Better Care Fund spend, with locally set ambitions and a new local indicator.

Metrics  Description

baseline

Performance for payment in

April 2015

Plans for Delivery
October 2015

Permanent admissions of older people (aged 65 and over) to residential
and nursing care homes, per 100,000 population

Proportion of older people (65 and over) who were still at home 91 days
after discharge from hospital into reablement / rehabilitation services

Delayed transfers of care from hospital per 100,000 population (average
per month)

Avoidable emergency admissions (composite measure) (Number per

100,000 people)

5 Patient / service user experience

Proportion of people beng case managed by the Community Cluster
Teams with a personalised care plan and lead accountable professional

6- Local

971
(2012/13)

86% (120/140)
(2012/13)

3.51%
(2012/13)

1573
(2012/13)

n/a

3.02%

(04-12/14)

708

(04-09/14)

75%

The schemes will all support this metric:
* Social care assessments and packages of care can be put in place in
a more timely way to avoid the need for care home admissions. In
the absence of this service at weekends, when demand for hospital
beds can increase, care home placements can be used as a means of
expediting discharges.
«

Re-abl and

plans can
be put in place in a more timely way to enable patients to return
home with appropriate support, again avoiding the need for a care
home placement.

* A broader focus on

936

and supporting living
employing a range of approaches including Personal Budgets/Direct
Payments as well as community and voluntary sector solutions will
alter culture and practice to place less emphasis on residential care.
* Accounting for population changes during the reporting period we
would expect to make a 3% improvement against this metric.

The schemes will support this metric:

* Capacity can be focussed on discharge planning and resources
mobilised to ensure that discharges are safe, co-ordinated and well
supported by other associated services e.g. voluntary sector.

* Capacity can be focussed on community re-ablement and resources
mobilised to ensure that independent living arrangements are safe,
co-ordinated and well supported by other associated services e.g.
voluntary sector.

* Growth in the service overall and a widening of access criteria is
likely to result in a slight drop in current performance (84%) against
this metric, however we anticipate that performance will settle at the
England average for the baseline year of 83%.

83% (455/550)
(2014/15)

The BCF schemes will support this metric:

* A range of schemes will focus attention and effort on reducing
length of stay and improving the timeliness of discharges from both
acute and community settings.

* Re-ablement services which ‘push’ people out of hospital and
effective support which ‘pulls’ them back into the community will
impact positively on length of stay.

* Our current trajectory shows significant improvement against this
metric since 2012/13 (3.51%) and we would expect, with the
application of further resource, to improve this further to the England
median of 2.61%.

2.62%
(01-06/15)

The BCF schemes will support this metric:

* Schemes which manage, stabilise and decrease any emerging risks,
care and support needs and will impact positively on emergency
admissions.

* Targeted support to maintain safety and wellbeing at home post
discharge will help to boost performance against this metric.

* We already perform well on emergency admissions (top quartile)
and would therefore expect to see small improvements against this
metric with a reduction of around 150.

708
(10/14 - 03/15)

We have chosen to use the national metric once available

the BCF schemes will support this metric

* The establishment of the multi-disciplinary weekly meetings will
provide actively integrated working of health and social care services,
enabling smoother pathways of care.

* This will ensure that a whole range of services are in place to avoid

90% and peoples capacity to remain

in their own homes.

*2014/15 is the implementation period for the new community
cluster service and the targets are set to monitor that each cluster
and GP practice are building this new process into their business as
usual.

1 National Quality and Safety Standards (selected) - with National targets where available

2013 /14 year

ipti Plans for Deliver:
Reference  Description Target 0 date n ivery
This is measured using the monthly snap shot from the NHS Safety Thermometer. The
5.3RUH Incid ¢ " ired 23and 4 I ¢ " 2 y Median for the RUH for July 2012- January 2014 stands at 0.5%, which is lower
3 no targe! n/a
ncidence of newly acquired category 2,3 and 4 pressure ulcers B (better) than the national median of 1.2% prevalence of patients with newly acquired
pressure ulcers. This issue will continue on the Quality agenda for improvement.
i There have been no never events with the providers where we are lead commissioner
Quality 5 Number of Never Events 0 o G i i i
this year so far and expect this to continue.
o . The RUH are meeting their VTE risk assessment trajectory, achieving 96% for Q3 .
Local SRUH  Percentage of all adult inpatients who have had a VTE risk assessment 95% 95% | G
There is a 1 month data lag.
v ) ) The performance has improved across the year at the RUH and is expected to
Quality 11 RUH  WHO Surgical Safety Checklist completed for 100% of procedures 100% 100% | G N
continue at standard.
Quality 13 RUH  Fracture Neck of Femur - % in theatre within 36 hours 80% 81% G The RUH performance for this standard needs improved robustness in 2014/15.
CB_A15 Healthcare acquired infection (HCAI) measure - MRSA 0 3 HCAI collaborative. Focus on antimicrobial prescribing.

page 2 of 2
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Appendix 4

NHS Bath and North East Somerset Clincial Commissioning Group
2014/15 Total Planned Investments

Investment agreed in 2013/14

Unavoidable cost pressures

Acute emergency care schemes

Winter pressures

Pooled budget additional investment

Primary Care and CCG Innovation Fund
CHC Risk Pool - National mandate

Primary Care Development

Night support workers

Stroke Early Supported Discharge Service Expansion
Psychiatric Liaison — Emergency Department
Startback pathway

Other investments

Held for Emerging in year priorites

Total Planned Investments

Page 43

Non Rec

Rec £000 £000 Total £000
279 551 830
95 278 373
966 966
450 450
609 609
500 500
824 824
960 960
158 158
109 109
116 116
112 112
626 231 857
473 202 675
2,240 5,300 7,540
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Appendix 5

NHS Bath and North East Somerset Clincial Commissioning Group
2015/16 Total Planned Investments

Priority Areas

Diabetes & Other LTC Pathways
Interoperability

Frail Elderly

Self-care & prevention
Musculo-skeletal

Urgent Care

Priority Areas Subtotal

Other Investments

Primary care development
Continuation of existing schemes
Innovation fund

Other

Held for in-year emerging priorities
Other Investments Subtotal

To be identified

Total Planned Investments

Page 45

Non Rec
Rec £000 £000 Total £000

0 50 50

100 50 150
150 350 500

0 100 100

200 50 250
100 150 250
550 750 1,300
500 460 960
690 724 1,414
250 0 250
300 50 350
200 205 405
1,940 1,439 3,379
0 0 0
2,490 2,189 4,679
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NHS Bath and North East Somerset Clincial Commissioning Group

2014/15 and 2015/16 Planned Savings

Planned Care

Surgical direct admits/surgical assessment unit
Referral Support Service

Urology Pathways

Ophthalmology Pathways

Contract management: lucentis recording
Musculoskeletal review

Community Continence Service

Total Planned Care

Unplanned Care & Long Term Conditions
Community cluster team model

Urgent care redesign - contractual and activity
Raising the threshold

Night support worker service

Urgent Care - Over 75s

Ambulance contract review

Diabetes Pathway

Urgent Care - Ambulatory Care

Total Unplanned Care & Long Term Conditions

Improving Medicines Management

Implement best practice in secondary care

Better use of medicines in nursing homes

New ways of purchasing and supply - various products
Local practice based savings plans

Category M savings

Medicines review in Sirona community model

Acute prescribing on-costs

Prescribing Initiatives

Total Improving Medicines Management

Mental Health

Self-harm reduction

Demography Impact management

Peer support workers in MH inpatient units (see investment 10)
Wellbeing initiatives

Total Mental Health

Improving Learning Disabilities
Package of individual schemes delivered through LD pooled budget

Total Improving Learning Disabilities

Other

Retendering of PTS services

Removal of CQUIN for high cost drugs with all acute trusts
Disposal/occupancy of vacant properties

CHC/Personal budgets

Contract management/data quality

Over 75s - Primary care initiative

Running costs reduction plan

Total Other

Total Commissioner QIPP

Appendix 6

201516

Net saving
£000

(450)

(261)
(222)

(933)

(250)

(150)

(a00)

(150)

(150)

Lonans
Investment Gross saving Net saving
£000 £000 £000
(201) (201)
200 (560) (360)
(49) (49)
(148) (148)
(103) (103)
(1 (1
200 (1,061) (861)
367 (500) (133)
(953) (953)
64 (90) (26)
(70) (70)
(70) (70)
(175) (175)
431 (1,858) (1,427)
(40) (40)
(150) (150)
(40) (40)
58 (250) (192)
(60) (60)
(10) (10)
(120) (120)
58 (670) (612)
5 (36) (31)
(127) (127)
5 (163) (158)
(139) (139)
(139) (139)
(272) (272)
(55) (55)
(79) (79)
(200) (200)
(163) (163)
(770) (770)
694 (4,661) (3,967)
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Appendix 2

Bath & North East Somerset

Better Care Plan

2014/15 - 2018/19
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Chapter 1 Our Inspiration

“It’s much easier of course to think that there is a pill that will cure, rather than to
decide to go and put on your coat and hat and walk down the street and find
something, that’s much more challenging, that’s why you need help to do it. But in the
long run much more rewarding because you will make friends from doing that” (Older
Person feedback in relation to services that help to address social isolation)

“It’s a lot better than being in hospital. It’s just like home from home. You can’t beat it.

It has helped me come back to the reality of life with the support | have had.” (Stroke
Survivor, talking about Step Down from Hospital Service)
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Chapter 2 Our Vision

Our vision is to provide care and support to the people of Bath & North East Somerset
(B&NES), in their homes and in their communities, with services that support people to take
control of their lives and reach their potential and are characterised by:

Empowered individuals, carers and communities who are supported, confident and
able to:
o take increasing responsibility for their own health and wellbeing;
o manage their long term conditions;
o be part of designing health and social care services that work for the people that
use them.

Enhanced and integrated primary, community and mental health services, support and
expertise working 24/7 with clusters of populations in order to respond to health and
wellbeing needs close to home and ensure that hospital admissions are driven by the
need for specialist and emergency treatments

Innovative and widely integrated and utilised pathways of care understood for each
long term condition and including self-management, transition, urgent and contingency
planning elements as routine

A focus on the most vulnerable, at risk, frail or excluded citizens as a matter of priority
regardless of age

Local people of all ages who have worked with clinicians and practitioners to design,
inform and then have access to information that enables them to be confident in the
quality and safety of services and, where they are not confident, to voice and raise
concerns easily

Integrated information and care record systems that facilitate the delivery of integrated
health and care services

Services that represent excellent value for money, measure by quality and
effectiveness of outcomes as experienced by the people who use them.
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Chapter 3 Delivering Our Vision

The starting point for our vision of the future is predicated on existing levels of integration
within B&NES. Commissioning of adult and children’s health and social care has been
integrated since 2009. Commitment to the model of pooled and aligned budgets and
common commissioning goals was re-affirmed in April 2013 in a partnership agreement
between the CCG and Council. Our commitment to this model covers the whole of our
shared agenda but is most fully realised around adult services, including mental health,
learning disabilities, physical and sensory disability, carers and our elderly frail population.
The Health & Wellbeing Board provides strong local leadership, holding the whole system to
account for improving health and wellbeing outcomes, with a particular focus on prevention
and early intervention.

Since 2009, provision of community health and social care services for adults has been led
through a single management structure. From October 2011 the community services formerly
provided by the PCT and Council have operated as an independent Community Interest
Company (Sirona Care & Health CIC). Integrated health and social care services to people
with mental health problems are provided by multi-disciplinary teams that are co-located
through partnership arrangements between the Council, CCG and Avon & Wiltshire Mental
Health Partnership NHS Trust (AWP). For B&NES the Better Care Fund acts as a further
enabler and structure to build on and expand existing joint commissioning and provision.

We see daily the benefit of close working between health, social care and third sector
partners and we know from our experience the energy required to maintain an integrated
approach to care. Our focus for the future is on further alignment of resources that influence
the wider determinants of health and wellbeing. To this end, we will maintain a focus on
developing patterns of behaviour in our communities that promote active aging, positive
reablement and strong, empowered citizens.

In the current climate we believe that harnessing the good will, commitment and energy of our
partners and our communities to co-produce solutions will deliver the best outcomes for local
people.

Our plan for whole system integration is ambitious and ground-breaking, reflecting and
building on the established integration of commissioning and provision. Our plans
encompass not only mental health, physical health, social care, public health and housing but
also further alignment of the resources, services and partners that influence the wider
determinants of health and wellbeing. \We have looked far beyond service and organisational
boundaries to ensure community connectivity, mutual learning and support.

Our Transformation
In order to create a community where individuals have the power to choose and control their
own integrated solutions, we are embarking on a radical and exciting transformation of the

way we all work together. Key elements of this transformation are:

e Putting power in the hands of the individual — power to decide, power to ask, power to
share information.
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o Systems, processes, pathways and solutions that are: flexible; coordinated,;
communicating; connecting; offering choice; simple and easy to access; efficient; and
focused on wellbeing and maximising independence.

e Hearing the voice of the individual — “nothing about me without me”, self-directed,
engaging the ideas and stories of older people today and tomorrow.

Our vision and plan for whole system integration has been developed and endorsed by a
broad range of partners, including: The Care Forum, host of Healthwatch B&NES; the Royal
United Hospital Bath; Dorothy House Hospice; Sirona Care & Health CIC; Curo Housing
Group; Age UK B&NES; Avon & Wiltshire Mental Health Partnership NHS Trust; B&NES
Council and BaNES Clinical Commissioning Group. B&NES Health & Wellbeing Board is the
Sponsor of our 5-year programme, the implementation of which will be overseen by a
Programme Board, with members reflecting the breadth of our partnership and which will
report to the H&W Board.

Our Compact

We will articulate and underpin our commitment to whole system integration by developing a
local integration compact, which sets out how we all work together to improve outcomes for
local people. Our initial exploration of what we understand by “whole system integration” gives
us a platform on which to base our compact. Large or small; public, private or third-sector;
commissioner, provider, service user or carer; our individual perspectives are diverse but our
understanding of whole system integration has a high level of resonance.

Our compact, seeks to align the “I” statements in Making It Real: Marking progress towards
personalised, community based support with “We” statements that set out our commitment to
the people and communities we serve and to the way in which we will work together.

Our compact is likely to include:

¢ \We will share our power and believe the most important person to share power with us

is the individual.

We will integrate pathways and services around individuals.

We will support individuals to identify their Personal Guide who might be a family
member, friend, neighbour, voluntary sector or ‘professional’ person who would agree
to adopt this role. We will train Personal Guides and support them to help individuals
to develop their personal Life Map, which clearly articulates their wishes and identifies
their likely support needs and how they would like these to be met.

o \We will respect the role and position of the Personal Guide as advocate for the
individual and they will be treated as an equal partner within the integrated system.

e We will formally recognise the role of Personal Guide and will, to some degree, be
willing and able to forego our own individual agency need to further assess and
evaluate once there is an agreed personal Life Map protocol in place.

¢ We will take into account a person’s whole life, including physical, mental, emotional
and spiritual needs.

o \We recognise that there is really important cultural change associated with whole
system integration and will use a variety of means to support that cultural change.

o We will further develop Living Life to the Full: A Joint Older People’s Strategy for
B&NES as a fully integrated strategy for people aged 65+ and align our individual
plans with the principles set out in this integrated strategy.
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¢ Whilst our initial emphasis may be on those older people with the highest risk profile,
we will not lose sight of the value of focusing energy and attention on prevention, early
intervention, reablement and self-care. This will include provision of integrated support
to carers so that they feel they are not struggling to cope alone and can take a break
from their caring responsibilities.

o We will actively seek to harness the wider community offer, extending integration
beyond organisational or service boundaries, focusing on people within their natural
communities, including promoting positive opportunities for interaction between young
people and older people.

e There is life beyond our 5-year programme - we will engage with people aged 50+ to
understand what we should be designing for the future. We will engage and involve
young people. We will, harness their skills and creativity as well as influencing and
being influence by the culture of future generations.

Your House of Care

We have framed our thinking about local whole-system integration in the context of the
emerging “House of Care” model for B&NES (see: “Delivering better services for people with
long-term conditions — Building the house of care, The Kings Fund, October 2013), which we
will continue to develop and embed over the next five years. Key components of our
integrated system are described in the diagram below along with the overall aims and
objectives we are seeking to achieve. The Better Care Fund has been a key enabler in
developing and enhancing our integrated model of care, being used to secure new service
development that have, in a number of cases been piloted and evaluated against key
outcomes and, also to increase capacity in key health and social care services, including that
are or will be accessible on a 7-day or 24/7 basis.
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Community Cluster Team Model

The overarching aim is to deliver an integrated approach from virtual teams which are aligned
with the five practice clusters in B&NES in order to respond in a sustainable way to the
increasing volume, complexity and acuity of older people and those with long term conditions.

The key objectives are to:

¢ Provide better coordinated services giving GPs and community staff more time to provide
face to face care for those with greater need

¢ Increase focus on early intervention to prevent people’s health and social circumstances
deteriorating

o Utilize the risk stratification tool proactively to identify people who are at most risk of loss
of independence or hospital admission

¢ Develop a sustainable model of care that responds to the growing pressure of more and
sicker people being cared for in the community

¢ Prevent hospital admission and admission to long term institutional care as well as
facilitating timely and safe discharges from acute and community hospitals

e Support patients with long term conditions to self-care and feel self-empowered in the
management of their condition

There is a high degree of inter-operability between the community cluster model and social
care pathway redesign, which includes increased Social Work capacity funded from the Better
Care Fund ensuring input into integrated, personal care plans and multi-disciplinary planning.

Social Care Pathway Redesign

The overarching aim is to deliver an integrated service that will support and safeguard older
and vulnerable people to remain independent through timely interventions that contain,
stabilise, decrease and/or de-escalate emerging risks, care and support needs. This will
involve a shift in focus and of resources to the ‘front end’ of the social care pathway to place
greater emphasis on prevention and early intervention.

For those who appear to be in need of social care services, within the current eligibility
framework, a short-term, intensive period of integrated reablement to reduce or delay the
need for a long term package of care and support will be offered. This significant expansion
of the reablement service is being funded from the Better Care Fund pooled budget, with
early implementation, anticipated to be from July 2014, to be funded from Council reserve.

For those with the most complex needs the model will focus on in depth assessment, support
planning and regular review to avoid the need for hospital/residential admission or escalation
of need.

In facilitating these fundamental changes in the adult social care pathway, the key objectives
are to:
e Enhance opportunities for co-producing solutions with potential service users and
carers
e Be explicit about the intended outcomes of interventions, placing a stronger emphasis
on the achievement of independence
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e Prioritise the development of enabling approaches, in the broadest sense, as well as
specific service interventions to support recovery

¢ Challenge the assumption that services will always continue at the same level for
relatively long periods of time

e Promote a culture within adult social care that engenders independence and
community inclusion

e Empower people to remain in control of their own lives by extending self-directed
support and direct payments

Hospital discharge initiatives

The following initiatives were tested as extended research pilots and, following evaluation,
which included service user engagement, joint-funding will continue as part of our Better Care
Fund plan.

e Step Down Accommodation, Care & Support — delivered through a partnership
between Sirona CIC and Curo Housing Group; and

¢ Intensive Home from Hospital Support — delivered through a partnership between Age
UK and Care & Repair HIA.

Both these initiatives, delivered through partnerships of local Voluntary, Community & Social
Enterprise (VCSE) organisations, have been evidenced to reduce length of stay in hospital
and delayed transfers.

Liaison Services

We are already investing in a range of innovative liaison services as follows:
e Mental Health Primary Care Liaison;
¢ Alcohol liaison provided by the Specialist Drug & Alcohol Services based at the Royal
United Hospital (RUH);
e Primary Care provided Care Home Liaison;
¢ Psychiatric liaison service provided by AWP based at the RUH.

These services play a key role in securing a model of integrated care that is not limited to
community health and social care services but extends across the system to embrace acute,
primary, secondary, and specialist services ensuring that individuals’ experience is one of
seamless service delivery with the organisations delivering those services taking a holistic
and co-ordinated approach. We will keep capacity within liaison services under review,
utilising additional Better Care Fund monies as and when appropriate.

Wellbeing College Pilot

The Wellbeing College Pilot is the first step in a system wide transformation project and,
depending on the results of the pilot, may lead to a full open tender being released in 2016.
As well as being a vehicle for increasing the levels of early intervention to address health and
social care needs and increasing the capacity of the local community in self- management of
long term conditions, the Wellbeing College Pilot is intended, if the model is successful
following this proactive market testing and development phase, to be an essential element of
the transformation of all local health, public health and social care services.
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The overarching aim of the Wellbeing College Pilot is to contribute to our ability in B&NES to
actively facilitate 'whole life' recovery and wellbeing based support and resilience within the
community to enable people to stay out of hospital, in their own homes and communities, and
near to their social networks wherever possible.

Mental Health Reablement

B&NES has one of only two adult of working age Mental Health reablement services in the
country. This, along with community support services and the addition of three pre-
crisis/respite beds in a community setting will enhance the ability of community services to
intervene early without escalation into secondary mental health services. It is proposed to
pilot this model over two years as an addition to existing services to ensure consistency and
enhance value for money.

The current draft Crisis Concordat 2013 written by a range of national organisations and led
by clinicians emphasised the need to have step-up and step-down facilities and teams to help
avoid admission to hospital and to prevent crises from occurring.

The DoH’s early policy implementation guide (PIG) for Early Intervention Services (EIS)
advises that avoidance of lengthy hospitalisation can be facilitated through the provision of
community respite units. These facilities provide a local, low stigma setting where crises or
impending crises, not requiring formal admission, can be effectively contained and which can
also promote expedient discharge from hospital.

Social Prescribing

Social Prescribing can be defined as providing “a pathway to refer clients to non-clinical
services, linking clients to support from within the community to promote their wellbeing, to
encourage social inclusion, to promote self-care where appropriate and to build resilience
within the community and for the individual” (Developing a Social Prescribing approach for
Bristol, Dr Richard H Kimberlee, University of the West of England, October 2013).

A social prescribing initiative has been operating in Keynsham since 2009. The service has
demonstrated an improvement for people in mental wellbeing and general wellbeing; and a
trend was identified towards a reduction in the use of NHS resources after 12 months of
clients’ engagement with the SP scheme.

The intention is to review learning from both the local service and from other models in order
to extend the evidenced benefits of a holistic social prescribing service across Bath and North
East Somerset with a particular focus on our local pockets of social deprivation.

11
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Emotional Health & Wellbeing for young people

The School Health Unit Survey (SHUE) and the Primary and Youth Parliaments in 2013 have
highlighted increased concerns among children and young people around self-esteem and
emotional wellbeing and resilience. We wish to test the provision of an open access on-line
counselling service that young people can access from 10am to midnight daily, which would
supplement the current Primary Child and Adolescent Mental Health (PCAMHS) and CAMHS
services.

The pilot will be provided by Mindfull, a national programme helping young people to improve
and sustain positive mental health, emotional resilience and wellbeing.

Support for Carers

The B&NES Joint Adult Carers Commissioning Strategy, agreed by the Health & Wellbeing
Partnership Board (the precursor to the Health & Wellbeing Board), is underpinned by a
pooled carers budget, which has been in place since April 2012.

The overarching aim of both the national and local Carers Strategy is: Carers will be
universally recognised and valued as being fundamental to strong families and stable
communities. Support will be tailored to meet individuals needs enabling carers to maintain a
balance between their caring responsibilities and a life outside of caring, whilst enabling the
person they support to be a full and equal citizen.

Key objectives set out in the Strategy, which are in line with the high level outcomes to be
achieved for carers set out in “Recognised, Valued and Supported: next steps for the carers
strategy” (Department of Health, 25 November 2010) are to:

e Support those with caring responsibilities to identify themselves as carers at an early
stage, recognising the value of their contribution and involving them from the outset
both in designing local care provision and in planning individual care packages;

¢ Enable those with caring responsibilities to fulfil their educational and employment
potential;

¢ Provide personalised support both for carers and those they support, enabling them to
have both a family and community life;

e Support carers to remain mentally and physically well.

The provision of integrated care and support to carers provides a very strong foundation for
delivering both our overall vision for Bath and North East Somerset but also key requirements
of the Care Bill 2013-14 when it comes into law.
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Chapter 4 Engagement

Our vision and plan for whole system integration was developed and endorsed by a broad
range of partners, including: The Care Forum, host of Healthwatch B&NES; the Royal United
Hospital Bath; Dorothy House Hospice; Sirona Care & Health CIC; Curo Housing Group; Age
UK B&NES; Avon & Wiltshire Mental Health Partnership NHS Trust; B&NES Council and
BaNES Clinical Commissioning Group. B&NES Health & Wellbeing Board is the Sponsor of
our 5-year programme.

The Joint Health and Wellbeing Strategy, which was agreed in September 2013, was
informed and shaped by a formal consultation period, which launched on 30 April and ran
until 7 June 2013. Consultation responses were received from a range of stakeholders
including health and social care providers and VCSE sector organisations, members of the
public and service users.

Engagement on the Better Care Fund plan has being aligned with consultation on the CCGs
operational and strategic plans. Specific engagement took place with the Health & Wellbeing
Board Strategic Advisory Group which comprises representatives of the large local health and
social care providers, and is chaired by the Chair of the H&W Board. The role of the Better
Care Fund as part of the CCG’s 5-year Strategic Plan was included within the second
stakeholder workshop on 27" February, which focused on agreement and content of priority
workstreams, and the third stakeholder workshop on 13" March, which reviewed proposed
governance arrangements.
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Chapter 5 Governance

The governance structure underpinning the implementation of ‘Seizing Opportunities’, the
CCG’s 5-Year Strategy will include the implementation of our Better Care Plan. These
arrangements reflect the views expressed during the stakeholder consultation, that
transformational change can be delivered more successfully, maximising benefits for all the
participating organisations if the change programme is managed on a system wide basis. The
proposed programme management arrangements are based on sound change management
principles, the philosophy of Managing Successful Programmes (MSP).

A Transformational Leadership Board (“the Board”) will oversee implementation and be
accountable to the participating organisations governing bodies. The Board is accountable to
the participating organisations governing bodies and will report to the Health & Wellbeing
Board. The governance structure is illustrated in diagrammatic form in Annex 4.

These specific governance arrangements sit within the context of a Joint Working
Agreement between the Council and CCG. A Joint Commissioning Leadership Team meets
monthly, providing assurance to the Council Cabinet, CCG and Health & Wellbeing Board
that commissioning intentions and plans are aligned and will deliver agreed priorities and
strategic objectives. The partners have also recently established a Joint Committee for the
Oversight of Joint Working, which monitors and reviews the effectiveness of the partnership
arrangements and the outcomes delivered.

Lead commissioners have signed individual agreements giving them formal accountabilities
to act across and on behalf of both partner organisations. Embedded processes for
integrated performance management and risk-assessment and mitigation will provide a
sound platform on which to build in order to support oversight by the Health & Wellbeing
Board and assurance to all partners.
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Chapter 6 The financial implications

In developing our plans for jointly funded services from 2014/15 onwards, our starting point
has been the scale and scope of our existing transfers from health to the Council and the
integrated services that they support. \We have reviewed the existing plans for application of
that funding and have concluded that the schemes which it supports are aligned with the aims
of the Better Care Fund and are demonstrating a level of success which justifies their
continuation.

We have identified a range of additional projects, using the new contribution from health
resources into the Better Care Fund, which enable us to build and expand on the success of
these existing schemes to further develop integrated services which benefit service users and
their carers and enable more effective use of resources across health and social care. A
summary of schemes to be funded from the Better Care Fund is included at Annex 5.

We have assessed the impact of our Better Care Fund plans on local health services, in
particular the acute sector, to ensure our success is not delivered at the cost of destabilising
the important services provided by our partners in this sector. The system benefits from our
well-established foundation for the creation of the Better Care Fund, in that we have for some
years now used existing flexibilities to progress the development of integrated care initiatives
and support for social care services, most notably s75 and s10 pooled budgets and s256
transfers in excess of nationally mandated levels. This has demonstrated that the
introduction of schemes supported by all parties, at a well-managed pace which recognises
realistic timing differences between the introduction of new approaches and the realisation of
benefits, is achievable without destabilising otherwise sustainable providers whose income
may reduce as a result.

We have quantified the impact as requiring the CCG to deliver QIPP (resource releasing)
schemes in 2015/16 at a level which is approximately 25% higher than in the previous year or
in subsequent years, at 1.8% of total income compared to 1.4% in other years. There is also
an increase in the value of schemes impacting directly on acute health care services,
attributable to a range of factors including the creation of the Better Care Fund. The impact is
manageable to this level through the existence of two factors:

o Transfers in excess of the nationally mandated minimums are already in place locally,
with the funding relating to these released from other services at a managed pace in
prior years

e The CCG has elected to use monies released from the reduced requirement to hold
headroom for non-recurrent schemes from 2015/16 to fund part of the increased Better
Care Fund contribution. Whilst this mitigates the direct impact on acute providers, we
recognise that there is an indirect impact in that this reduces the monies available to
support the development of transformative ideas within the health system

We believe this level of impact on acute providers can be managed without destabilising
otherwise sustainable organisations, if mitigated by careful sequencing of financial flows. We
will use the capability offered by the Better Care Fund and by remaining CCG headroom
investment to support providers to respond to change in a phased manner which sustains
safe and stable services through periods of transition. This will include supporting providers
to reduce or reshape their cost base in response to reductions in income, and supporting
reasonable periods of double running whilst change initiatives take effect.
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We are confident that in the longer term, by further embedding and developing our model of
integrated care, we will relieve pressures on our acute services and help to eliminate the
costs that arise from failures to provide adequate help to those at greatest risk. Over time, we
expect there to be a reduction in the volume of emergency and planned care activity in
hospital through enhanced early intervention and preventative services and improved support
in the community.

We intend to continue with our existing pooled budget arrangements but do not envisage

incorporating them fully into the Better Care Fund in its first full year of operation. We will
keep this under review during 2014/15 and if we believe a consolidation is deliverable in a
sustainable way, we will progress this.

Managing financial risk

We recognise the risk that not all initiatives included in the Better Care Fund plan may deliver
the quantitative improvements envisaged, or may deliver to a lesser scale or at a slower pace
than planned. A specific risk attaches to the Better Care Fund in that 25% of the value is
attached to demonstrably improved outcomes, and funding may be diverted to alleviate
pressure on other services if outcomes are not delivered. Both the Council and the CCG
have robust processes for managing financial risk, which will be applied, should the need
arise, to ensure that successful schemes are able to continue alongside the diversion of any
funding.

To mitigate financial risk this we will have the following arrangements in place:

e Regular monitoring of financial and performance metrics through both the Council’s
and CCG'’s internal reporting mechanisms, alongside the wider project governance
arrangements described above

e A clear understanding that schemes not demonstrating delivery of either qualitative or
quantitative objectives will be subject to review and may be terminated

¢ Use of non-recurrent funding sources to manage reasonable timing differences and
double running costs

o Use of contingency reserves to support recurrent gaps

16

Page 64



G9 abed

Annex 1 Meeting the national conditions

The table below provides a short statement confirming how our Better Care Plan meets the national condition and/or references
where further information/evidence can be found in the Plan.

National Condition

Definition

Evidence of how our plans meet the condition

Plans to be jointly agreed

The Better Care Fund Plan, covering a minimum of the pooled fund specified
in the Spending Round, and potentially extending to the totality of the health
and care spend in the Health and Wellbeing Board area, should be signed off
by the Health and Well Being Board itself, and by the constituent Councils and
Clinical Commissioning Groups.

CCG Board sign-off 27/03/2014
Health & Wellbeing Board sign-off 26/03/2014.

Full Council (18/02/2014) delegated sign-off of the Better Care
Plan to the Health & Wellbeing Board in consultation with the
Council's Chief Executive, Leader and Cabinet Member for
Resources

Protection for social care
services (not spending)

Local areas must include an explanation of how local adult social care
services will be protected within their plans.

See page 20 “Protection for Social Care Services’.
References: Annex 5
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National Condition

Definition

Evidence of how our plans meet the condition

As part of agreed local plans,
7-day services in health and
social care to support patients
being discharged and prevent
unnecessary admissions at
weekends

Local areas are asked to confirm how their plans will provide 7-day services to
support patients being discharged and prevent unnecessary admissions at
weekends.

BCF will enable continuation of 7-day hospital social work
services & the core reablement service, which is focused on
hospital discharge both of which are currently s256 funded.

Implementation of the Community Cluster model will see further
enhancement of 7-day services to support discharge, including
the District Nursing Service and the Access Team.

Patients requiring an urgent response regarding potential
admission to the “virtual ward" will be seen within two hours by a
member of the Multi-Disciplinary Team (MDT). Patients requiring
planned interventions will be seen within 24 hours.

The expanded integrated reablement service funded from the
BCF will operate from 07:00 hours to 23:00 hours, seven days a
week.

The emergency response replacement care service for
Carers is accessible 7-days a week and established protocols
are in place and recognised by emergency services and primary
care.

During 2014-15 we are funding increased capacity in the out of
hours emergency response service for social care, including
the Approved Mental Health Practitioner service in light of the
significant increase in activity over the past 12-months, which we
are now satisfied is a longer-term trend. This service interfaces
with the adult social care services provided by Sirona Care &
Health and Avon & Wiltshire Mental Health Partnership NHS
Trust.
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National Condition

Definition

Evidence of how our plans meet the condition

Better data sharing between
health and social care, based
on the NHS number

Local areas should confirm that they are using the NHS Number as the
primary identifier for health and care services, and if they are not, when they
plan to.

The current social care record does not enable the use of the
NHS Number as the primary identifier. However, agreed plans
are in place for Sirona to move to a single, integrated care
record by April 2015. 2014/15 BCF non-recurrent funding will
be used to support the transition of the adult social care record
to a single IT system that supports this single, integrated
record.

Ensure a joint

approach to assessments and
care planning and ensure that,
where funding is used for
integrated packages of care,
there will be an accountable
professional

Local areas should identify which proportion of their population will be
receiving case management and a lead accountable professional, and which
proportions will be receiving self-management help - following the principles of
person-centred care planning. Dementia services will be a particularly
important priority for better integrated health and social care services,
supported by accountable professionals.

The Community Cluster Team model (see page 9) and, in
particular, weekly Multi-Disciplinary Team (MDT) meetings, will
support personalised care planning, identification of the lead
accountable professional and communication/information
sharing including a single record.

The focus of the service will be those older people and people
with long term conditions who are most at risk of loss of
independence or hospital admission, as identified using the risk
stratification tool.

We have selected as our local metric, the number of people
from this population, who have a personalised care plan and
lead accountable professional.




Protection for Social Care Services

Protecting social care services in B&NES means ensuring that those in need within our local
communities continue to receive the support they need, in a time of growing demand and
budgetary pressures. Whilst maintaining current eligibility criteria at “Substantial” under Fair
Access to Care Services (FACS) criteria is one aspect of this, our primary focus is on further
developing integrated care and support which help ensure that individuals remain healthy and
well, and have maximum independence, with benefits to both themselves and their
communities, and the local health and social care economy as a whole. By proactively
intervening to support people at the earliest opportunity and ensuring that they remain well,
are engaged in the management of their own wellbeing, and wherever possible enabled to
stay within their own homes, our focus is on protecting and enhancing the quality of care by
tackling the causes of ill-health and poor quality of life, rather than simply focussing on the
supply of services.

Section 256 funding is currently allocated to offset pressures arising from demographic
change and sustain the current level of eligibility ensuring the provision of timely assessment,
care management and review and commissioned services to clients who have substantial or
critical needs and information and signposting to those who are not FACS eligible. Having
already recognised the value within the health and social care partnership of investing in
social care services to support better management of need for health services, we intend to
continue with this approach. Provision has been made to sustain this level of investment in
2014/15 and from the Better Care Fund in 2015/16 in order that this level of offer be
maintained, both in order to deliver 7 day services and in particular as the new Care Bill, once
enacted, requires additional assessments to be undertaken for people who did not previously
access Social Services. The Better Care Fund is to be invested in the expansion of integrated
reablement services (see page 9-10) and in lower level early intervention and preventative
services, including for people who are not FACS eligible
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Annex 2 Outcomes & Metrics

Detailed Key Performance Indicators and Metrics for each initiative are set out in individual project plans, which will be appended as
part of the final submission documentation for the Better Care Fund. Better Care Fund mandated outcomes and metrics and our own
local metric are set out in Annex 5. Key outcomes and metrics are summarised in the table below.
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Metric NHS Social Care BCF Current Baseline 2014/15 Target

Outcomes | Outcomes | Mandated (as at...)

Framework | Framework Metric
Permanent admissions of older people (aged 65
and over) to residential and nursing care homes v v 971 936
per 100,000 population. Domain 2 (2012/13)
Proportion of older people (65 and over) who were 83
still at home 91 days after discharge from hospital v v 86% (120/140) (455 /5‘%0)
into reablement Domain 1 (2012/13)
Delayed transfers of care from hospital per
100,000 population (average per month). v v 3.51% End Q2 - 3.02%

Domain 2 (2012/13) End Q1 (2015/16) - 2.62%
Avoidable emergency admissions
v 1573
v

Domain 3 (2012/13) 708
Patient and service user experience
(we have chosed to use the national metric once 4 4 v i th
available) Domain 4 Domain 3 ¢ ¢
Percentage of people being case managed by the
Community Cluster Teams with a personalised v v Baseline to be End Q2 -75%
care plan’ Domain 2 Local metric established End Q4- 90%

! Subject to agreement with Sirona of the definition, monitoring and reporting requirement, prior to final submission of the Better Care Plan by 4" April 2014.

1
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Annex 3 Managing Risk

The table below provides details of the key risks associated with the Better Care Fund and mitigating actions.

Description Impact Probability | Mitigating Actions

Further embedding and developing our established 2014/15 will be used to test and refine our assumptions, with a focus on developing

integrated care model fails to translate into the detailed business cases and implementation plans.

required reductions in acute and nursing/care home High Medium

activity in 2015/16, impacting the overall funding

available to support core services and future

schemes.

The introduction of the Care Bill, currently going We have undertaken an initial impact assessment of the effects of the Care Bill and

through Parliament will result in a significant increase will continue to refine our assumptions around this, in the light of detailed modelling

in the cost of care provision from April 2016 onwards Hi . and as we develop our detailed implementation plans during 2014/15.

. o o igh High

that is not fully quantifiable currently and will impact

the sustainability of current social care funding and

plans.

The complexity of the programme will stretch the The Transformational Leadership Board will review progress on a regular basis and

management capacity of the health and social care continuously review strategic and operational priorities. There is sufficient

system Medium Medium management capacity in the system so the governance structure has been

designed to share implementation responsibilities within a best practice programme
structure based on MSP principles

The strategic plan is predicated on the achievement The Transformational Leadership Board will recognise the importance of the 2 year

of short term efficiency improvements to invest in window. The strategy builds on the current productivity programme that is already

long term integrated care initiatives that will the High Medium achieving efficiency improvements and specific workstreams are designed to

system to address demand in a more efficient and 9 accelerate achievement of additional economies so that the longer term initiatives

effective way. Failure to succeed in the first two can start early for later payback.

years will severely impact overall success

The health and social care system cannot afford The Programme Management Office will need to sequence the achievement of

‘double running costs’ of both new and old clinical workstream milestones alongside the achievement of productivity improvements.

models and pathways. Individual organisations will be expected to support reduction in capacity and
Medium Medium associated costs as new services are introduced and to do this in a way that

safeguards service continuity. The early productivity improvement programme is
designed to generate financial headroom that can be used alongside the Better
Care Fund to accelerate the pace of early transformation work
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Annex 4

TRANSFORMATIONAL LEADERSHIP BOARD

BATH
BaNES ROYAL SIRONA AVON & BANES NHS DOCTORS WILTS
e UNITED CARE&  WITSHIRE . /(0 EngLanD — BEMS URGENT CCG
HOSPITAL HEALTH PARTNERSHIP CARE
A A A A A A N A A

Seizing Opportunities
Programme Board
Your Health, Your
Voice Patient and Membership:
Public Engagement * 1 CEO/AO for each partner organisation
Group * Director of Public Health Healthwatch
* Director of People and Communities
* Representative from Healthwatch
* Leads for Workstreams

» 31 Sector representative Sl oar e
* Patient representative inical Reference

Workstreams — Project Boards * Programme Director f Group

Chief Officers

Regulators

Prevention, including self care

Improving Diabetes Care Programme
Management
Musculoskeletal Service review and redesign Office and Programme
: - ) Enablers: -
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Annex 5

Summary of schemes to be funded from the Better Care Fund

Better Care Fund

Funding Streams:
Council Reserve
Sub Total

National Framework Funding
Local Reablement
14/15 BCF Allocation

Balance transfer*

Disabled Facilities Grant
Social care capital
Carer's Breaks

Better Care Funding

Sub Total

Total

BCF Schemes

7 day working
Admission avoidance
Care Bill Implementation

Hospital discharge

Integrated reablement
Integrated reablement and hospital discharge
Prevention and early intervention

Protection for adult social care services

Implementation of new adult social care pathway - Expansion of the
Integrated Reablement and Rehabilitation Service

Increased capacity in the Approved Mental Health Practitioner
Service & DOLS

Increased capacity in the Learning Disabilities Social Work Service

Mental Health Reablement Beds

Social Prescribing

Disabled Facilities Grant

Social care capital
Integrated Care & Support

Adult Social Care demographic change & Preventative Services

Total

Balance

2014/15 2015/16 Description

£000 £000
2,234
2,234 0
2,612 2,612 Existing mandated s256
900 900 CCG Reablement funding
608 608
*Balance of DCLG NHS allocations to BANES, subject to
125 125 .
confirmation
552
406
234
6,612
4,245 12,049
6,479 12,049
350 350 Service developments including adjustments to the Sirona
contract
208 208 Targeted rural domiciliary care service aimed at admission
avoidance
654 47 Includes contribution to client finance
327 342 Handyperson, Step Down & Intensive home from hospital
500 500 Sirona - Re-ablement & Rehab
209 209 7 day working - Hospital SW & Core re-ablement
100 100 OP Independent Living Service
1,613 1,575 Sirona demographics, safeguarding & employment inclusion

Pathway re-design reducing and / or delaying the need for more

AU AU complex health and social care interventions

Strengthening Councils duty to fulfil its requirements for

Jelt Jelt Deprivation of Liberty Safeguards
168 168 Building capacity to carry out reviews and safeguarding
Providing a 3-bedded Adult of working age pre-crisis/respite
100 100 ;..
facility
Social Prescribing to enable clinicians and health workers redirect
100 100 suitable patients away from the NHS and towards opportunities in

their local community

Essential adaptations to give disabled people better access to
essential facilities within the home

Capital funding to contribute towards social care community

552

406 ~ %
projects
2,242
3,000
6,479 12,049
0 0
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Foreword

The NHS constitution makes our task as leaders of the NHS clear as stated in its opening lines.
The NHS belongs to the people.
It is there to improve our health and wellbeing, supporting us to keep mentally and physically well.

This document describes the vision of how the health services for the people of Bath and North East
Somerset needs to change over the 5 years from 2014 to 2019, but also how this will be achieved.
This represents a step change in the way the NHS has operated as for the first time we are setting a
detailed plan for 5 years as opposed to 1 or 2 years. While it comes at a time of unprecedented
prolonged financial challenge to the health and social care sector, twinned with rapidly rising demand,
it also represents a huge opportunity to create a system that operates in a way better suited to the
21st century than the model inherited at its outset in 1948.

As NHS Bath and North East Somerset CCG we need to show this with clarity of direction in our role
as local system leaders, while working closely with both our partners in the commissioning of related
services and providers of health and social care. Indeed, as our strap line "Healthier, Stronger,
Together" indicates, we do not see this as a CCG responsibility alone. At all times we will keep in
focus our patients and public.

So in the fashioning of this plan, we have built on our very close working links with the council as
demonstrated by the long established partnership and joint commissioning arrangements, to agree a
Joint Health and Wellbeing Strategy, as produced by the Health and Wellbeing Board. This being
based on a much wider base than purely health issues, underpins our belief (supported by evidence)
that there is much beyond the traditional health model that impacts directly on the health of the
population.

We also recognise the importance of a breadth of ownership of the plan, both in its creation and
implementation. We have, therefore, worked to co create these plans by involving the people and
organisations who have an important stake in the delivery and performance of local health and social
care. This has included hospital, community, mental health, primary care, voluntary sector and
housing services, amongst others. We have had an initial meeting with the public and more will take
place in the coming weeks.

It is critical to the success of the plans and vision we have, for the public and patients to be central to
their conception, development and implementation. So we will shape the services around patients in
design and delivery, with as much of this provided locally in their communities as is feasible and
appropriate.

Plans are only documents and will make no difference if they do not become reality. So we have
spent significant effort in developing robust mechanisms to oversee the implementation of the plans. It
is essential that they do deliver the ambitions articulated in these plans for us to meet the
responsibility we have for our population as set out in the NHS constitution.

For us to meet the challenges outlined above, it will require two distinct elements for success.
Ambition and imagination. | hope that as you read this, you will feel reassured that we are describing
a vision that meets both those descriptions.

Dr lan Orpen — Chair
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Chapter 1 Seizing Opportunities — Seizing Opportunities — An
Executive Summary

Our Vision

When we embarked on our journey to become a Clinical Commissioning Group (CCG), we encapsulated
our strategic vision in the statement ‘Healthier, Stronger, Together’. Bath and North East Somerset CCG
(BaNES CCQG) has been established for a year, and this vision is all the more relevant.

We believe that our role as a high performing CCG, is to lead our health and care system collaboratively
through the commissioning of high quality, affordable, person centred care which harnesses the strength
of clinician led commissioning and will empower and encourage individuals to improve their health and
wellbeing status.

Seizing Opportunities

There can be no doubt that all health and social care systems in England, whatever their starting point,
face unprecedented challenges in the years ahead. We believe that the 5 year strategic plan is a key
milestone in the development of the BaNES CCG and the evolution of clinical commissioning in our
health system. We will use this platform to extend our ambitions.

We start the strategic planning process with a strong foundation on which to build future success. We
have a track record of working in synergy with our local authority colleagues and have been jointly
commissioning integrated health and social care services for many years. This is most evident in the
range of integrated community services, which will be increasingly focused around our practice clusters
based in Bath City, Keynsham and the Chew Valley area, and Norton Radstock in the future.

We have clear evidence of effective clinical engagement and leadership in partnership and collaboration
with providers, delivering accelerated change and improved outcomes: for example; enhanced nursing
home care; a highly effective hip and knee pathway; a more robust urgent care system. We have
engaged local providers in the development of this strategy and believe that the strength of existing
relationships and broad consensus for our plans sets the foundation for successful implementation of our
strategy.

Our Joint Strategic Needs Assessment (JSNA) tells us that we perform well on the majority of outcome
measures applied to CCGs and are in the top 10% for many. We serve a generally healthy and wealthy
population that has some of the happiest people in the country. However, we have pockets of deprivation
and poor outcomes which are equivalent to some of the worst performing areas in England and despite
overall good clinical outcomes, and we continue to face the challenges of an ageing population. By 2021
we will see a 27% increase in the number of patients aged 75-79 and a 39% increase in those aged over
90. This does not mean that our ageing population should be seen as a burden but that we need to
ensure that we can support older people to have happy healthy B&NES, supported by the right kinds of
services that are responsive to their needs. The increasing prevalence of long terms conditions and the
number of patients with multiple conditions will create increasing cost pressures and demands on local
services.

We face challenges in our provider landscape, with over-provision of elective care and a geographical
position where our acute main provider delivers care across several CCG areas, requiring alignment of
commissioner plans. We still have areas of significant clinical variation in both primary and secondary
care services demonstrated through variability in referrals and admission rates.

The financial context is also set to become more challenging, as demographic and national and local
economic pressures continue to impact on the scale and nature of demand for services and the level of
resource available to meet it. Although we are fortunate to have inherited a stable financial legacy from
the outgoing Primary Care Trust, we anticipate that the financial challenge faced by the whole health
economy over the next five years will be in the region of £60m, taking into account both provider and
commissioner resource utilisation gains needed to offset rising costs. We will meet this challenge by
deploying a range of financial, contractual and cultural approaches to ensure our use of resource is
maximised to deliver the safest and most effective care for patients at the best obtainable value.
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To address the challenges we face our 5 year vision has at its centre patients who are supported to
manage their long term conditions more effectively and experience high quality care in safe environments
with care delivered closer to home where it is appropriate to do so.

We will achieve this by continuing to focus on urgent care, further development of community teams built
around practice clusters in order to deliver joined up long term condition management and personalised
care planning and efficient use of elective care pathways with strong referral support.

Central to the delivery of our five year vision is our commitment to quality and a continued focus on the
quality of local services, being alert to the needs of all of our populations, particuarly the most vulnerable,

Over the next 5 years, we will see delivered an ambitious programme of priorities that will mean:

e Enhanced primary, community and mental health services will be provided 7 days a week, where
required and focused on our practice clusters of populations

e Specialist and hospital based services will be supporting community based services with their
expertise and provide care for those with complex needs

¢ Innovative pathways of care with self-care and personalised care planning at their core

o Patients and their carers will feel supported to be able to navigate their way around the health and
social care system supported by their local community, navigators and volunteers.

e The challenges of a significantly tougher financial environment will be met by alternative and more
efficient models of care and a greater reliance on self-care and personal responsibility

Our Priorities

Through our stakeholder engagement events, we have prioritised what we see as key transformational
projects:

e Increasing the focus on prevention, self-care and personal responsibility

e Improving the coordination of holistic, multi-disciplinary Long Term Condition management (focusing
initially on Diabetes)

e Creating a stable, sustainable and responsive Urgent Care system

e Commissioning integrated safe, compassionate pathways for frail older people

¢ Redesigning Musculo-skeletal pathways to achieve clinically effective services

e  Ensuring the interoperability of IT systems across the health and care system

Our five year plan builds on existing programmes of work; including those set out in our two year

Operational Plan and responds to the areas identified where our commissioning activities will have a
beneficial impact to the quality of patient care and where efficiencies in the system can be improved.
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Delivering Change

As clinical commissioners, we are committed to introducing a more agile and dynamic model of
commissioner-led change to underpin the achievement of this plan. We do not believe that we can rely on
confrontational models of contracting to deliver the scale of change required at the pace that is required.
This may include the use of different models for commissioning services with a greater focus on an
outcomes based approach.

We will use the full range of commissioning levers available to us:

Service Performance Management:

We will use service performance management to drive greater benefit from the healthcare services we
have already commissioned. We will adopt and evidence-based approach to evaluation and performance
management and this may require us to collect new sources of information that provide clues about the
impact of our services on patients and the scope for improvement.

System Performance Management:

We will develop a locally agreed and clinically-derived set of Key Performance Indicators (KPIs) that
enable us to have a comprehensive perspective of the ‘health’ of our health system. We will want to
measure success not by absolute benchmarks of these KPIs but by continuous improvement. We will
deliberately create indicators that can only be achieved through co-operative working, collaboration and
integration.

Investment and dis-investment:

We will seek to invest in new pathways and services where they deliver improved outcomes and
experiences at lower unit cost. We will work with providers and patients to establish new models of care
that carry the confidence of both and test the case for change through evidence, analysis and
consultation. We will expect providers to work together to introduce new models of care and realise the
expected benefits. As we introduce new models of care, we will manage the cessation of the historic
pathways that are being replaced. As a health system, we must commit to minimise the duration and cost
of any double running costs identified in the case for change.

Commissioning Applications

Case Population-
Management based

Disease Planning
Management

High
Disease
Burden

Screening/

Single High Impact Prevention

Disease

Outcome
Monitoring

Other Patients (accessing

healthcare) Resource

Allocation
and
Efficiency

General Population (not currently
accessing healthcare)

Making It Happen

We acknowledge the very positive response of our stakeholders to the development of our 5 year plan
and this has demonstrated a broad level of enthusiasm for our vision and commitment to its delivery.
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We have designed a governance structure that will underpin the implementation of our key priorities and
is based on sound change management principles and the philosophy of Managing Successful
Programmes (MSP).

TRANSFORMATIONAL LEADERSHIP BOARD

BATH
BaNES ROYAL SIRONA AVON & BANES NHS DOCTORS WILTS
o UNITED CARE&  WILTSHRE ' 0 pyglanp — BEMS URGENT cce
HOSPITAL  HEALTH  PARTNERSHIP CARE

A A A N A A A

Seizing Opportunities
Your Health, Your Programme Board
Voice Patient and Membership:
Public Engagement * 1 CEQ/AO for each partner organisation
Group * Director of Public Health - Healthwatch
* Director of People and Communities
* Representative from Healthwatch
* Leads for Workstreams

» 31 Sector representative s
* Patient representative Inical Reference

Workstreams — Project Boards * Programme Director f Group

Chief Officers

Regulators

Prevention, including self care

Improving Diabetes Care Programme
Management
Musculoskeletal Service review and redesign Office and Programme
i N i Enablers: -
Improving Interoperability of Patient record systems g Reporting on delivery or
) * Benefits Management resource issues
Improving Urgent Care C N

ommunication ... Reporting on progress and

Safe compassionate care for frail older people Stakeholder Management scrutiny of the Programme

Better Care Fund

Our 5year Transformational Leadership Board (TLB) will oversee the different work streams within the
scope of the 5-year plan and will be led by the CCG. It will comprise a multidisciplinary group of Directors
and Clinical Leaders from our constituent organisations. The TLB will be supported by a Programme
Management Office [PMQO] led by a programme director. The PMO will ensure that progress and benefits
of the work streams are tracked and variances, risks, dependencies and issues are identified, managed
and addressed.

The adequate resourcing of this governance structure will be vital to ensure the successful delivery of our
key priorities and other work streams that will evolve and develop in the future. Stakeholders
acknowledge that support for this will need to be a community responsibility, shared across the health
and care economy. The adoption of this principal of widespread “buy-in” echoes the approach we have
had with our Urgent Care Working Group and will ensure a greater level of commitment from the
community.
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Conclusion

Our 5 year plan reflects an ambition to take full advantage of our good starting position, our well-
developed relationship with the Local Authority, strong and effective clinical leadership supported by
excellent senior management and administrative support. We are committed to achieving top decile
performance in our outcomes and ensure that we will be relentless in our focus on improving patient
experience, quality and safety of care and a thriving health and social care community that is financially
stable.

Simon Douglass
Clinical Accountable Officer
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Chapter 2 Our Strategy on a Page

We have condensed the most salient elements of our strategy so that it can be presented on one page
that sets out:

Our Vision — How we understand our role in the health and care economy
Our Focus — How we will channel our efforts to achieve our vision
Our Approach — The way in which we commit to commissioning services and ‘doing business’

Our Priorities — The areas of care that we have chosen to prioritise to achieve the greatest impact for
our population

Enablers — the systems, processes and infrastructure that we believe we need to develop to achieve our
goals

For Patients — An explanation of what we believe will feel different for patients in five years’ time.
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which harnesses the strength of clinician led commissioning and empowers and encourages individuals to improve their health and
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Chapter 3 Introduction to Our CCG

In this chapter we set out:

Our vision for Healthcare in BaNES in 2018/19

e Ourvalues
e  Our commitment to quality
e Our approach to leadership and culture

The Overarching Vision for Healthcare in BaNES in 2018/19

Our vision is to provide care and support to the people of Bath & North East Somerset (B&NES), in their
homes and in their communities, with services that support people to take control of their lives and reach
their potential and are characterised by:

e Empowered individuals, carers and communities who are supported, confident and able to:
o take increasing responsibility for their own health and wellbeing;
o manage their long term conditions;
o be part of designing health and social care services that work for the people that use them

e Enhanced and integrated primary, community and mental health services, support and expertise
working 24/7 with clusters of populations in order to respond to health and wellbeing needs close
to home and ensure that hospital admissions are driven by the need for specialist and
emergency treatments

e Innovative and widely integrated and utilised pathways of care understood for each long term
condition and including self-management, transition, urgent and contingency planning elements
as routine

e A focus on the most vulnerable, at risk, frail or excluded citizens as a matter of priority regardless
of age

e Local people of all ages who have worked with clinicians and practitioners to design, inform and

then have access to information that enables them to be confident in the quality and safety of
services and, where they are not confident, to voice and raise concerns easily

e Integrated information and care record systems that facilitate the delivery of integrated health and
care services

e Services that represent excellent value for money, measure by quality and effectiveness of
outcomes as experienced by the people who use them.
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In Chapter 7 we set out the specific interventions that we have planned and explain how we intend to
implement the shift in resources.
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Our Values

We believe that it is important to be transparent about the way in which we make decisions, and to
continue the dialogue between commissioners and providers to ensure that we have a balanced system
that can be tuned to respond to the future needs of our population. We will continue to work with
providers to ensure that each understands the role it can play in achieving our collective vision for care
services by 2018/19 and we will create a receptive environment in which providers can thrive and
become more efficient.

Patients will be at the core of everything we do and we will strive to engage patients in the design and
commissioning of services, as well as in their own care planning and management.

Our Values

Focus on continually improving the quality of services

Be credible, creative and ambitious on behalf of our local population

Work collaboratively and be respectful of others

Be focused, committed and hard working

Operate with integrity and trust

Be alert to the needs of all of our population, particularly those who are most vulnerable

o0k wd -~

Our Commitment to Quality

We recognise the centrality of quality in the guidance that has prompted the development of this strategy,
in both A Call to Action and Everyone Counts, and are committed to ensuring that quality is central to our
local plans.

Improving quality is a wide-ranging agenda and in order for it to be implemented efficiently and effectively
it is essential to maintain awareness with regards the diversity of health and care in BaNES. It requires
the development of a co-operative approach within both primary and secondary care and in partnership
with other agencies and organisations and with the public. There is a need to foster trust and a
willingness to share good practice, lessons learnt from adverse experience, knowledge and skills. It is
essential that arrangements are simple, practical, non-threatening, inclusive and negotiated. It is
essential that, in order for key result areas to be achieved that all stakeholders including our patients,
their families and carers are consulted, allowed to prioritise and to set a pace of change that is
comfortable and achievable by all.

We expand on our commitment to quality later in this document.

Leadership and Culture

We have strong clinical leadership that demonstrates zero tolerance of poor care. The CCG Quality
Committee, working in conjunction with the appropriate CCG Clinical Leads and Senior Commissioning
Managers, is attempting to achieve a coordinated approach to achieving quality across the organisation
and in partnership. It will align its work with the “Your Health, Your Voice’, our Public and Patient
Engagement Group and is aligned with the other Board level-committees. We will continue to work in
partnership with HealthWatch, the Council and its Health and Wellbeing board, NHS England,
neighbouring CCGs, the public and other key stakeholders to continually improve the quality of services
for residents in BaNES.

Clinically led Commissioning

Fundamental to the delivery of our 5 year vision is effective clinical engagement at all levels. Clinical
relationships between commissioners and providers at both strategic and operational levels underpin this
and we have worked hard at establishing this as the new norm over the last few years. Our Clinical
Director and other clinicians on the board have taken the lead in interacting directly with clinicians in
acute, community and primary care providers to shape the redesign of services to ensure that changes
are in line with clinical need that alter over time.
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Examples of this include heart failure management which has moved from a silo based approach with
episodic care at its heart, to a passport model where the patient holds a record of their care plan and
takes it with them whenever they interact with health services. This will allow clarity over their individuals
plans, better communication and clinical management, as well as reduced unnecessary admissions and
investigations and/or treatment. This approach has been developed only by close working between
clinicians across the various sectors and involvement of patients to ensure it meets their needs in its
design.

It has led onto it being used as a pilot for an extension of the friends and family test where direct
feedback about the service is obtained at a range of different places in the patient’s experience.

The benefit of having clinical buy in means it is easier to adopt the practice elsewhere as evidenced by
using heart failure and use of this model as a basis for a CQUIN both for us and neighbouring CCGs.

With the influence that clinician led commissioning has brought, this sort of change to clinical practice
with better quality at its centre has become achievable, and it is our vision that we will build on this
successful collaboration coupled with a focus on patient engagement and participation to reap the
maximum benefits of clinical led leadership.

How we will commission services

We have invested time as a Clinical Commissioning Group in agreeing our collective understanding of
what excellent commissioning looks like, and determining a set of key principles and values which will
define the way in which we lead the health care system.

We believe that our primary role as commissioners is to deliver change that drives improvements in the
performance and productivity of systems and services so that the patients we serve have healthier and
longer lives.

Although there is a temptation to look towards bigger, bolder and more radical change schemes or seek
confidence in a high volume of schemes we believe that our strategy is best be achieved by a number of
prioritised carefully sequenced change programmes that will release early benefit.

We will be more sophisticated in driving performance, sequencing change and using clinical and patient
engagement:

e To tune our system to the demand that is placed upon it

e To ensure our pathways are designed so that patients are eased from sub-optimal to more
appropriated care setting and that there are multiple opportunities to do this along each pathway

¢ To embed support for health management and self-care within provider contracts

e To align incentives for improved outcomes and nullify the impact of perverse incentives

e To putin place the enablers of integrated working and care delivery.

We are keen to define a new model of commissioning that plays to the strengths of the CCG. This means
more reliance on clinical engagement, partnership working and clinical productivity improvement. We do
not believe in confrontational approaches to commissioning that have the potential to slow
implementation. This will require a different approach.

Similarly, we will expect providers to seize the opportunities they have to deploy more efficient and
effective models of care, exploit new technologies where there is a clear investment case and drive

benefits through co-operative working with other organisations for the benefit of local people.

We believe this 5 year plan enables us to seize the opportunities of strong historic performance to make
a step improvement in the care delivered to local people.
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Chapter 4 The Population We Serve and the Services We
Commission

In this section we set out:

e Our understanding of our population and the significant characteristics of their health
and wellbeing

e  Our current provider landscape

e How we currently use our financial resources

e Our stakeholders’ view of challenges in the system

Our Population

Latest population estimates indicate that BaNES has a resident population of 177,643; a small increase
from census estimates of 176,000. This slight increase is partly due to an increase in the number of births
and in life expectancy. In addition, the area has seen an increase in migration from both international and
national sources. The resident population is lower than the GP registered population of 197,040."

The population age and sex profile remains largely consistent compared with previous years, with a
49%/51% male/female split. The age profile is largely consistent with the UK as a whole, except for the
20-24 age bracket which accounts for 10% of the population as opposed to 7% seen nationally. A larger
proportion of people are in this age bracket range are as a result of the student population at two
universities in BaNES."

The 2011 census showed our population to be 90% White British, with the next two largest groups being
3.8% (approx 6,600) Other White, and 2.6% (approx 4,500) Asian or Asian British descent. Bath and
North East Somerset is less ethnically diverse than the UK as a whole but more so than the South West.”

The population of BaNES is expected to increase to 185,663 (a 5.8% increase) by 2021. Notable
changes are expected in the following age ranges:1

e 19% increase (to 10,379) in the 5-9 population
e 17% and 15% reductions in the 35-39 and 45-49 populations
¢ Asignificant aging population
- 32% increase (to 9,425) in the 70-74 age range
- 27% increase (to 7,590) in the 75-79 age range
- 39% increase (to 2,335) in the 90+ age range
Overall, BaNES is one of the least deprived authorities in the country, ranking 247" of 326 English

authorities and 49" out of 56 Unitary Authorities. Although the level of deprivation is lower than average,
approximately 3,800 children live in poverty.
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At a small area level there are differences in deprivation within BaNES (Table 1).

Table 1: Deprivation levels in BaNES by LSOA and percentage population

National quintiles of % local population living in
deprivation No. of LSOAs in BaNES these areas
1 (least deprived) 48 41.7
2 33 28.7
3 20 17.4
4 9 7.8
5 (most deprived) 5 4.4

Five geographical areas are within the most notable 20% of the country across a range of data: Twerton
West, Whiteway, Twerton, Fox Hill North and Whiteway West.

Our Health

Life expectancy in BaNES is higher for both men (80 years) and women (84 years) than the regional and
national averages. Generally BaNES performs better than or similar to England on the majority of the
indicators that address healthy lifestyles, health improvement, and healthcare and premature mortality,
although there are a number of indicators where outcomes need to be improved. Given the relative good
health that our population experiences as a whole, an increasing focus for our work will be to develop
programmes aimed at reducing avoidable differences in health outcomes between different sections of
our population; and to develop a strategy with underpinning strands of work that promote self-
care/personal responsibility for health.

Infant, children and young people’s health

The proportion of 4-5 year olds classified as being overweight or obese in 2012/13 was 23.2% (approx.
440 children). Although this figure fluctuates slightly year on year, it remains similar to the flgure for
2006/07. Local rates are slightly above South West (22.9%) and national (22.2%) flgures

Hospital admissions for alcohol in the under 18s has risen in recent years. Rates of alcohol-specific
hospital stays for under 18s show an increasing trend rising from 78.9/100,000 in 2007/08-2009/10
(pooled) to 85.7/100,000 (27 admissions) in 2008/9-2010/11 (pooled). Th|s is against a falling trend
nationally from 61.8/100,000 to 55.8/100,000 in the same time perlod

Adult health and wellbeing

Smoking prevalence in BaNES is 16.2% (23,269 smokers aged 18+) which is lower than the England
rate of 19.5% (2012 data). Smoking prevalence amongst routine and manual groups is 25.6% locally
compared with a national rate of 29. 7%.% The proportion of women who are smokers at time of delivery is
also lower than national rates, at 9.4% (183 women) compared with 12.7%. Locally we are below target
on smoking quitters. This is in line with a national and regional drop in people accessing NHS stop
smoking services. Although local smoking prevalence rates are lower than regional and local averages,
smoking is a major risk factor for a number of causes of death and disability and so remains a priority.

Uptake of the NHS Health Check programme varies between practices and is lower than the natlonal
average (43.9% compared with 48.1%). Uptake locally has reduced, mirroring national trends.*

Self-reported levels of wellbeing show that a smaller proportion of the BANES population report that they
have low levels of happiness and low levels of satisfaction compared with national levels. LocaIIy BANES
has similar levels of high anxiety compared with national rates — 22.2% compared with 21%.”

Disease and poor health

Hospital admission as a result of self-harm has risen from 229/100,000 (408 stays) in 2009/10 to
280.8/100,000 (495 stays) in 2011/12 Rates for England have risen only slightly in that time from
198.3/100,000 to 207.9/100,000.° Admission rates for self-harm need to be considered within a wider
context, as they are not an indicator of the prevalence of level of self-harm.
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The prevalence of diabetes has been steadily increasing locally, regionally and nationally. Locally
recorded prevalence for 2012/13 is 4.59%; 7,460 people aged 17 and over registered with diabetes
mellitus on GP reglsters

The BaNES emergency admission rate for alcohol-related liver disease has fallen significantly from an
outlier position of 31.3/100,000 (50 admissions) in 2010/11 to 15.9/100,000 (25 admissions) in 2012/13.
The current local rate is now below the current national rate of 25.2/100,000.”

Cause of death and life expectancy

Local data on suicide rates suggests an increasing trend from 7.4/100,000 in 2001-03 to 8.7/100,000 (46
people) in 2010- 12 This is against a slight drop nationally from 10.5/100,000 to 8.5/100,000 over the
same time perlod

Over the last ten years, the all-cause mortality rate for men has fallen. The all-cause mortality rate for
women in the same period shows no clear trend." Life expectancy in BaNES is higher for men (80 years)
and women (84 years) than regional and national averages.

There are significant variations in life expectancy related to socio-economic inequality. Life expectancy is
7.1 years lower for men and 4.4 years lower for women living in the most deprived areas of BaNES than
in the least deprived areas. For men, life expectancy is significantly lower than the BaNES average in
Twerton. As this is the only ward where life expectancy for men is statistically significantly lower, much of
the inequalities in life expectancy for men across BANES are linked to this area. Life expectancy for
women is significantly lower than the BANES average in High Littleton, Mendip and Paulton.?

Collectively, a small number of causes of death contribute to the overall life expectancy gap between the
most and least deprived quintiles in BaNES (Table 2).

¢ Amongst men, the difference in life expectancy can be largely attributed to cancer, particularly lung
cancer (24% of additional deaths); circulatory diseases (20%); digestive diseases, particularly chronic
liver disease including cirrhosis (19%); and respiratory diseases, particularly COPD (16%).

¢ Amongst women the difference in life expectancy can be Iargely attributed to cancer (23%),
circulatory (15%), digestive diseases (12%) and COPD (11%)

Table 2: Breakdown of the life expectancy gap between the most deprived quintile in Bath and North East Somerset and
the least deprived quintile in Bath and North East Somerset, by cause of death, 2009-2011°

Male Female
Number of Number of
Number of excess Number of excess
deaths in deaths in deaths in deaths in
most most | Contributio most most | Contributio
Broad cause of deprived deprived n to the deprived deprived n to the
death quintile quintile gap quintile quintile gap
Circulatory 137 34 19.5% 135 9 14.8%
diseases
Cancer 154 44 24.1% 130 24 22.6%
Respiratory 68 26 16.2% 65 11 11.2%
diseases
Digestive 37 30 18.5% 37 14 11.6%
diseases
External causes 35 20 12.8% 15 9 4.4%
Other causes 80 3 9% 144 26 27.2%
<28 days 0 2 2 8.2%

BaNES has a premature death rate of 290.5/100,000. Comparlng the under 75 mortality rates of BaNES
with England rates for the main causes of premature death gives an indication of the burden of premature
mortality in BaNES. The results show that BaNES performs well, with under 75 mortality rates for CVD,
respiratory disease, cancer and lower disease that are well below the national average (Table 3)
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Table 3: Under 75 mortality rate/100,000 (DSR), 2012”

BANES England
CVvD 44.15 65.47
Respiratory disease 15.49 27.44
Cancer 100.56 123.26
Liver disease 10.84 15.4

The Public Health England Campaign; Longer Lives, highlights the burden of premature mortality in
England by comparing rates of pre 75 mortality in different local authorities across the country. The
results give two contrasting pictures for BaNES. When compared to the whole country BANES performs
well, falling either into the best or second best quartile for all indicators. However, when compared to local
authorities with similar levels of deprivation, performance is poor, coming out second worst for liver

disease and worse than average for cancer and overall premature mortality.8
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Current Provider Landscape

We have engaged providers in early strategy discussions and received support for our vision and
ambition. We believe that our providers have a readiness to change and are prepared to work in
partnership with us to achieve our vision. However, we understand that the sequencing of change
programmes and the change levers that we wish to employ will determine the success we have as an
economy.

We have a complex provider landscape in and surrounding B&NES. Several of our local providers are
still aspirant Foundations Trusts, including the Royal United Hospital, Bath, North Bristol NHS Trust and
Avon and Wiltshire Mental Health Partnership Trust. The RNHRD, the smallest FT in the country has
been financially challenged since 2008 and is subject to formal intervention from Monitor. We also have
a well-developed market for elective care with a high number of independent sector providers including
BMI Bath and Circle Bath and ITSC provision provided by Care UK at Emerson’s Green and Shepton
Mallet. This means that there is some over provision of elective capacity.

The maijority of our patients access urgent and elective care services from the RUH, although for many of
our patients in Keynsham and Chew Valley, UHB and NBT will be their nearest local acute provider.
Specialist tertiary services are primarily provided by University Hospitals Bristol and North Bristol NHS
Trust.

There is a long-standing history of collaboration and joint commissioning between health and social care
commissioners in BaNES. Commissioning of adult and children’s health and social care has been
integrated since 2009 with aligned budgets and common commissioning goals. Our commitment to this
model covers the whole of our shared agenda but is most fully realised around adult services, including
mental health, learning disabilities, physical and sensory disability, carers and our elderly frail population.
These arrangements are supported by pooled budgets for Learning Disabilities and Children’s Services
and a series of 256 arrangements. This joint working has been mirrored since 2009 by the provision of
community health and social care services for adults through a single management structure. Since
October 2011, the community services formerly provided by the PCT and Council have operated as an
independent Community Interest Company (Sirona Care & Health CIC).

Integrated health and social care services to people with mental health problems are provided by multi-

disciplinary teams that are co-located through partnership arrangements between the Council, CCG and
with Avon & Wiltshire Mental Health Partnership NHS Trust (AWP).
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Primary Care Provision

General Practice

There are 27 GP practices within the CCG area; all lists are open, signifying that supply is at least
matching demand. Provision is evidenced as being high quality through annual QUOF scores and by
low exception reporting rates. There is a narrow range between highest and lowest QUOF scores
compared to the national average: 10% (which reduces to 4% if the bespoke University practice is
excluded), compared to 22% nationally. This indicates that performance is reliably high. There are a
high number of training practices and recruitment is not considered a problem locally.

The CCG Quality Profiles (July 2012), indicates that B&NES CCG performance for the ability to see a
GP fairly quickly indicator is worse than the national picture by a degree that is unlikely to be
explained by random chance. However, the ability to book ahead for an appointment indicator is
better than the national picture.

All 27 practices are aligned to a commissioning cluster within the CCG with the following population
distribution by cluster.

BANES CCG 199274
Norton/Radstock 49451
Bath West 40150
Bath Central 39323
Chew/Keynsham 38762
Bath East 31588

"as at January 2014

Dental Services
There are a high number of dental practices for our population size: 36 practices including 2 corporate
groups and a range of independents. There is no overall market domination by any single group.

Pharmacists

We have 38 local pharmacies spread across our local communities. There is aspiration and capacity
to increase the role of the community pharmacist in health promotion and early intervention in minor
illness.

Opticians
We have 32 optometry providers, a relatively high number for our population size.
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Urgent & Elective Secondary Healthcare Provision

Royal United Hospital, Bath NHS Trust (RUHB) is the main provider of local secondary acute
hospital care and held in high affection by local people. From the 1% June 2014 the RUH will be the
main maternity provider for our local population providing both acute and community maternity
services. The RUH also provides more specialist tertiary services in certain specialties. The Trust is
currently progressing through its Foundation Trust application with Monitor for the 2" time. Itis
anticipated that the Trust will achieve Foundation Trust status by the Summer of 2014.

Although we commission the majority of our secondary care activity from Royal United Hospital Bath
NHS Trust, BaNES patients represent only 33% of the trust’s total activity. Wiltshire CCG, Somerset
CCG and NHS England, as Specialist Commissioners, hold associate interests. Wiltshire CCG
commissions 36% of the trust’s activity and from 1% April 2014 will commission services through a
separate contractual arrangement with the RUH. It is important to note this arrangement given the
potential impact of any redesign projects on neighbouring CCGs. Cross CCG collaboration will be
required on any major service changes.

Performance against certain key targets has been historically challenging particularly for A&E and
waiting time targets although performance has improved significantly during 2013/14. The RUH and
wider Bath health community was identified as a “challenged health community” in terms of A&E
performance and received £4.4m of winter pressure monies in 2013/14.

The quality of services delivered by RUH has been the subject of attention from the Care Quality
Commission and the CCG alike. The RUH was identified as a medium risk organisation for new style
of CQC reviews and was one of? 18 pilot sites in December 2018. The most recent inspection and
report (March, 2014) determined that services delivered by the Trust are safe and effective. Key areas
for improvement have been highlighted and an improvement plan with input from commissioners has
been put in place. We continue to work in partnership with the Trust to ensure that services delivered
for our population are of the highest quality.

Royal National Hospital for Rheumatic Diseases provides Secondary care rheumatology services,
Chronic Fatigue Services, Specialist Pain Management and a number of diagnostic services. The
Min, as it is locally known, has a national reputation and was early Foundation Trust. The Trust has
been struggling with financial viability for a number of years and its future of the Trust is currently
under discussion with Monitor and Commissioners.

North Bristol NHS Trust and University Hospitals Bristol NHS Foundation Trust (UHB) provide
for patient choice in secondary care and for more specialised tertiary services.

Significant service moves between the two North Bristol Trust sites; Frenchay and Southmead are
planned to take place from May 2014. This is expected to have an impact on the RUH, with some and
BaNES and South Gloucestershire CCG patients who may have previously chosen Frenchay
Hospital, choosing the RUH rather than Southmead. North Bristol is also seeking FT status with an
aspiration to complete its application during 2014.

Bath Doctors Urgent Care

Out of Hours GP Services, an Urgent Care Centre at the front door of the RUH and provision for the
Homeless will be provided by Bath Doctors Urgent Care from the 1 April 2014. This is a new
provider to the area who successfully bid for this new model of integrated services in 2013. They are
part of Vocare Group, a leading care provider in the North East providing GP Out of hours, 111
Services, a GP practice and Urgent Care Centre and Walk in Centres.
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Independent Sector Providers

Emerson’s Green and Shepton Mallet Treatment Centres

The Independent Sector Treatment Centres (ISTCs) at Shepton Mallet and Emersons Green (EGTC)
provide choice in elective surgery. EGTC is currently operating under a nationally commissioned
contract which is due to expire in September 2015. The CCG is working with the local CSU supporting
these contracts, on plans for service provision post September 2015.

BMI Bath Clinic and Circle Bath Private Hospitals

BMI Bath Clinic and Circle Bath private hospitals in and around Bath also provide additional choice for
provision of elective care in certain specialties. Recent years have seen growth in the market share of
these two providers and a significant variance of forecast outturn activity against plan is expected for
2013/14. The top three specialties responsible for this shift are general surgery, ophthalmology and
orthopaedic elective care. Their services are well liked by patients and enjoy positive patient
feedback.

Mental Health Provision

Avon and Wiltshire Mental Health Partnership NHS Trust for specialist mental health services
Is the main provider of specialist in patient and community mental health services? The Trust has
been challenged both financially and in service terms but has a new management team and following
investment from commissioners is now providing care which demonstrates fidelity to the DH model.
The Trust is currently reviewing its timescale to progress into the Foundation Trust pipeline.

Services for adults with Learning Disabilities

The CCG and local authority operate joint commissioning arrangements with a pooled fund for
commissioning local health and social care services which are delivered by a wide range of providers.
Specialist community health services are provided by Sirona Care and Health who also support
primary and secondary care, and AWP mental health services when necessary. Future demand for
services is predicted to increase as people with profound and multiple learning disabilities live longer,
and the population of older adults with learning disabilities rises.

The focus of services is primarily to promote individual support that enables people to live as
independently as possible, whatever their level of learning disability or complexity of need, and to
reduce health inequalities through access to all local health services with appropriate support.

South West Ambulance Service NHS Foundation Trust (SWASFT)

Ambulance provision is provide by South West Ambulance foundation Trust who assumed
responsibility for the ambulance services for our patients and formerly provided by Great Western
Ambulance Services on the 1% February 2013. The Trust provides ambulance services to a wide
geographical areas covering, Bristol, B&NES, Gloucestershire, North Somerset, South
Gloucestershire, Swindon, Wiltshire and Scilly Isles, Cornwall, Devon and Somerset and Dorset.
Whilst performance targets are achieved at aggregate Trust level, local performance against key
national standards has been poor in 2013/14.
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Community Health and Social Care Provision

Sirona Care & Health Community Interest Company (CIC)

Sirona is the main provider of community health and adult social care services. Formed in October
2011 following the requirement for PCT’s to divest themselves of their provider functions, Sirona
provides an integrated model of care and a wide range of services including District Nursing teams,
community health and social care teams, Community Resource Centres and Community Hospitals in
Bath and Paulton. As well as being an integrated community health and social care provider, Sirona is
a Community Interest Company which means they have to invest any surplus in local services for the
benefit of the BaNES population.

The PCT agreed a 5-year contract with Sirona, which runs until March 2016. The contract is a tri-
partite agreement between the PCT, local authority and the provider and delivers a range of
integrated services. In January, the CCG and Local Authority agreed to the re-tendering of these
local services.

Housing Provision

Curo Housing

Formed following the transfer of council housing stock, Curo are the largest social housing landlord in
the area. The organisation is highly entrepreneurial and has a strong reputation locally. Among other
services, they provide the independent living programme which is commissioned by the local
authority.
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How We Use Our Resources

A key component of the CCG’s financial strategy is to maximise the use of resource by ensuring costs
incurred are those which deliver the safest and most effective care for patients at the best obtainable
value. We expect the financial challenge for the health community to be in the region of £60m for the
5 years of our plan, so achieving this is essential to enable us to continue commissioning the care our
population need. In Chapter 8 of this document we provide a detailed synopsis of our financial plan.
Here we provide an over view of how we use our resources for our population.

We have used analysis contained in the Commissioning for Value packs, CCG and Local Authority
Outcomes packs, Levels of Ambition Atlas, and local analysis of activity and spend to identify areas
which present the opportunity for both quality improvements and financial or productivity benefits.
spend more on people over 65 years old than any other age group.

The chart below shows the breakdown of our total 13/14 commissioned spend into estimated age
bands, and the models the impact of population change in future years on spend.

Spend against population by five year age band

Spend Population
£30,000,000 25000

I Current
£25,000,000 D spend

£20,000,000 2018/19

Projected
Spend

15000

£15,000,000

Current
Population

10000
£10,000,000

5000 ____7018Pop'n

Projection

£5,000,000

£0

Despite accounting for just 18% of the population, over 65s account for over 53% of CCG
commissioning spend. Over the next five years, the over 65 population will increase by approximately
8.7% compared to a 1.6% increase in the population aged 65 and under. We expect impact of
population growth overall on spent to be 5.3% and contribute to our anticipated financial gap by 2018.

We spend more on acute and maternity services than any other type of care

The chart below shows our expenditure across all types of care. Over half of our commissioned
spend is allocated to acute and maternity services that have traditionally been provided in hospitals,
with 11% of funding allocated to community services.
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Financial Plan 2014/15
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The chart below shows the breakdown, by type of care or POD (Point of Delivery), of resources
allocated to acute services. The majority of this spend, 42% is on Non Elective care, or unplanned
admissions and accounts for £28m across all providers.

BaNES CCG All Age Spend, All Providers by POD (April 2013 - Jan 2014)

£2,730,649
£5,285,529

£5,614,071

£4,082,311

£10,754,317

£10,156,686

B ARE M P Daycase M IP Elective M IP Non Elective ® OP First ® OP Follow-up = OP Procedure

This pattern of spend is broadly repeated in the over 65 years age group, for whom Non Elective
admissions account for 49% of total acute spend across all providers. As this section of our
population is forecast to increase, we must start work now to sure up the sustainability, capacity and
responsiveness of our urgent care systems. We must also seek to ensure that we have systems and
pathways in place to prevent the deterioration of older people’s health and accidents such as falls to
prevent significant numbers of older people being admitted for avoidable reasons.
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BaNES CCG Over 65 Spend, All Providers by POD (April 2013 - Jan 2014)

£1,385,961
£2,388,569
£2,110,409

£1,130,153
£4,796,730

£5,359,834

m ARE ® P Daycase M IP Elective mIP Non Elective ®m OP First m OP Follow-up = OP Procedure

Non Elective Care

The table below shows the most common specialties for Non Elective admissions across both
demographic groups, over 65s and All Age.

Top Ten Specialties for Non Elective Admissions over 65 years

Description PBR Cost
General Medicine £6,708,610
Rehabilitation £1,840,817
Trauma + Orthopaedics £1,628,286
General Surgery £1,164,946
Geriatric Medicine £865,497
Cardiology £830,328
Stroke Medicine £625,942
Accident + Emergency £612,839
Gastroenterology £433,014
Respiratory Medicine £275,164

Top Ten Specialties for Non Elective Admissions All Age

Seizing Opportunities: A Five Year Strategy — Draft Page 102



The Population We Serve and the Services We Commission

Description PBR Cost

General Medicine £8,734,693
Trauma + Orthopaedics £2,764,347
General Surgery £2,698,615
Obstetrics £2,376,237
Rehabilitation £1,932,271
Paediatrics £1,439,958
Accident + Emergency £1,319,823
Cardiology £1,058,860
Geriatric Medicine £903,705

Stroke Medicine £703,277

Across both demographic groups the spend is highest in the General Medicine Specialty, with Trauma
and Orthopaedics and General Surgery also areas of high spend.

For our over 65 population, the table below shows the most common reason for admission by HRG. It
is likely that a number of these admissions will be preventable. (Note. the next iteration of this
document will summarise the evidence base for this in more detail).

Atlas of Variation and Commissioning and Value
The NHS Atlas of Variation in Healthcarel aims to reduce unwarranted variation, increase value and
improve quality through the use of benchmarking.

The Atlas is a set of methods and tools that can be used to plan and implement changes that will
improve the quality and/or reduce costs across a range of conditions.

The Commissioning for Value Pack2 identifies where to look for opportunities in both quality and
spending through the use of benchmarking. The approach taken is to look at the evidence from the
AoV with a view to increasing quality and/or savings.

The CfV states:

The programme areas that appear to offer the greatest opportunity in terms of both quality and
spending are: Cardio Vascular Circulation Problems Endocrine, Musculoskeletal System Problems,
Nutritional and Metabolic Problems, Trauma and Injuries.

The programme areas that appear to offer the greatest opportunity for quality improvements are:
Musculoskeletal System and Cardio Vascular Circulation Problems.

The programme areas that appear to offer the greatest opportunity for spending are: Musculoskeletal
System Problems and Cardio Vascular Circulation Problems.

! www.rightcare.nhs.uk (November 2011)
2 Commissioning for Value: NHS England Gateway ref: 00525 (NHS England, Public Health England
and NHS Right Care)
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Opportunity Key Relative opportunity to increase value identified in CfV Insights Pack

CC-Q Cardio Circulation - Quality

CC-S Cardio Circulation - Savings
EN-Q Endocrine - Quality

EN-S Endocrine - Savings

MSK - Q Musculoskeletal System - Quality
MSK - S Musculoskeletal System - Savings
NM-Q Nutritional and Metabolic - Quality
NM-S Nutritional and Metabolic - Savings
TI-Q Trauma and Injuries - Q

TI-S  Trauma and Injuries - S

Opportunity

CC-Q CC-S EN-Q EN-S MSK-GMSK-SNM-Q NM-S TI-Q TI-S
Programme Focus

The Atlas of Variation’s methods and tools and the Commissioning for Value Pack have been
instrumental in the development of the CCG’s Five Year Strategy and Two Year Operational Plan.
The CCG has also taken into account evidence provided by local providers and stakeholders.
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Chapter 5 The Case for Change

In this section we set out:

e The national context for change, including Everyone Counts planning guidance
e The case for change in BaNES

National Context

This is a challenging environment for commissioning health and social care.

Nationally, the demands on health and care services are increasing as people live longer with more
complex long term conditions. Patient expectations continue to rise, despite confidence in the NHS
brand suffering as a result of high profile system failures such as Mid Staffs and Winterbourne. The
Berwick Review into Patient Safety has helped to place the focus on quality at the fore of NHS policy,
and providers and commissioners alike face intense scrutiny in this area. There is also a universal
drive to increase productivity and efficiency that necessitates radical changes in the way we structure
our workforce, such as the move to 7 day services; all at a time of limited or no growth and significant
financial challenge.

Everyone Counts

In response to these challenges NHS England published Everyone Counts in December 2013,
following a Call to Action. The guidance marks a watershed in the planning of health and care
services by mandating that CCGs engage with Local Authority commissioning colleagues, as well as
providers, in to work as a Unit of Planning and ensure that there is a system wide approach to plans.
The guidance also marks the shift away from short term annual planning cycles and gives CCGs the
freedom to take a longer term five year approach to strategic planning.

Everyone Counts is a commitment from NHS England to improving outcomes in five key domains:

1. Preventing people from dying prematurely, with an increase in life expectancy for all sections of
society

2. Making sure that those people with long-term conditions, including those with mental ilinesses,
get the best possible quality of life

3. Ensuring that patients are able to recover quickly and successfully from episodes of ill-health or
following an injury

4. Ensuring that patients have a great experience of their care
5. Ensuring that patients in our care are kept safe from harm and protected from all avoidable harm
The domains have been translated into a set of specific measurable outcome ambitions that will be

the critical indicators of success, against which progress can be tracked. Additionally, there are three
further areas in which NHS England expects to see significant focus and rapid improvement.
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We have developed our strategy to achieve these ambitions, the themes of which are reflected
throughout this document.

e ducing Health lnequaht
v L NHS Ambitions

. Securing Additional Years of Life

Improving Quality of Life for Patients with LTCs
Reducing Amount of Avoidable Time Spent in Hospital
Higher %’age of Elderly Patients Living Independently
. Better Patient Experience in Hospital

. Better Patient Experience Out of Hospital

Eliminating Avoidable Dea

Our strategy is anchored in achieving change in six priority areas whilst maintaining high quality
services and improving outcomes across the board:

Increasing the focus on prevention, self-care and personal responsibility

Improving the coordination of holistic, multi-disciplinary Long Term Condition management
(focusing initially on Diabetes)

Creating a stable, sustainable and responsive Urgent Care system
Commissioning integrated safe, compassionate pathways for frail older people
Redesigning Musculo-skeletal pathways to achieve clinically effective services

Ensuring the interoperability of IT systems across the health and care system

The interventions that we have developed for each of these areas are anchored in achieving the six
aspirational characteristics of a health and care system in 2018/19.

Citizen Participation and Empowerment

Modern models of Integrated Care

Wider Primary Care, provided at scale

Access to the Highest Quality Urgent & Emergency Care
Delivering a Step Change in the Productivity of Elective Care

Specialised Services Concentrated in Centres of Excellence

We describe our proposed interventions in Chapter 6 of this document.
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The Case for Change in Bath and North East Somerset

We do not have the same challenges locally that some other Health and Care economies have, but
we recognise nonetheless that we need to prepare our economy for the challenges of future years.

We have inherited a strong financial position from the predecessor PCT. However, we recognise that
existing service models and patterns of spend are not sustainable in the context of future
demographic and financial pressures. We have estimated that £60m of efficiency savings need to be
achieved from a health perspective from directly commissioned services and from Providers’ Case
Releasing Efficiency Plans by 2020/21. BaNES Local Authority, a key partner with whom we have
strong joint commissioning arrangements, face similar financial challenges with savings requirements
of £27m over the next 3 years and we also expect welfare reform to result in a reduction of £40m from
the local economy.

Our population is generally healthy and wealthy and our outcomes consistently strong. However, we
know that there are pockets of poorer outcomes and inequity that correspond to areas of both rural
and urban deprivation. We also know that over coming years we will face demographic changes
locally that reflect some of the challenges facing the national health and care economy. For example,
an increased proportion of the population will be over 75, and increasing numbers of patients with
multiple long-term conditions including diabetes and dementia.

What this means for our strategy

In this chapter, we will set out our rationale for shifting resources from down stream, costly
interventions in the acute care setting, including specialist care, to more affordable, high quality
upstream services. This encompasses preventative care as well as effective community support for
those with long term conditions and an increasing level of frailty.

Our values enshrine our commitment to working collaboratively: therefore we will ensure that we will
support the local authority and public health to achieve improvements in the local economy, social
care and individuals' lifestyle choices to ensure that we see a shift of investment into upstream
services, shown in the diagram below.

Why we need to change
The impacts of comorbidity are significant:

o Of those aged over 65, half have at least three chronic conditions and 1 in 5 have five or more
chronic conditions

e In deprived areas, multimorbidity is more common and happens 10-15 years earlier and there
are more people with mental as well as physical long term health problems

° In the over 65s, we believe that 17% of admissions are due to adverse drug events

The current paradigm for delivering care, both in secondary and primary care results in a siloing of
care, and guide lines encourage us to view patients from a single disease perspective

If we are to address all these factors, it is clear that we must focus on the influences that lead to an
increased risk of developing long term conditions: socio-economic factors, deprivation, poor lifestyle
choices resulting in obesity, smoking and alcohol related diseases as well as effective support of
those of us with a long term condition.

To this end, we need to focus on personalised care planning and intensive support to make sustained
lifestyle changes- good evidence exists for this in relation to type 2 diabetes and COPD. The effective
collaboration between the third sector, primary, community and secondary care will give us the
greatest possible chance of successfully supporting people with multimorbidity.
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The left shift of resources will therefore need to be supported by all our stakeholders if we are to
successfully address the challenges of demographic change, multimorbidity and tighter resourcing of

both health and social care.

Self Management

Locality Teams

Risk Profiling Third Sector
Provision

LTC Management :
Primary Care

and Cancer

Speciality clinic

Planned procedures

Quality of Life

[ £1 ] £10 I £100 [ £1000

Cost of care per day
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Public Engagement Events :-A Call to Action

A ‘Call to Action’, published in 2013 in anticipation of ‘Everyone Counts’ encouraged CCGs to engage
with stakeholders and representatives of the public in the early stages of strategy development and
sought people’s views to help shape the future of NHS health services in the Bath and North East
Somerset area.

Three engagement sessions were held in different locations across Bath and North East Somerset:

16" October 2013 9am-1pm British Royal Society for Literary

24" October 2013 6pm-9pm Centurion Hotel, Midsomer
Norton

30" October 2013 1pm-4pm Fry’s Centre, Keynsham

The events were well attended with approximately 80 people attending from a variety of
organisations.

The meetings provided an update regarding achievements in the first 6 months since the CCG was
established, a high level description of future plans and priorities and the background to the national
‘Call for Action’.

Those present were also asked to participate in discussions with the theme of ‘Looking after Yourself’.

One strong, consistent theme emerged across all of the engagement and consultative events we
have held so far, which was that the audience want to retain the NHS and that it must, for the most
part, be kept free at point of delivery.

However, there was also resistance to privatisation or at least a wish to limit the amount of private
sector involvement in the NHS. Knowing that they could depend on a high quality, reliable service
that was not driven by commercial motives was important to most of those who responded.

More specific themes also emerged across events which were:-

e That the vital contribution the voluntary sector makes must be more highly valued and better
used;

e That preventative care should be improved and should incorporate more self-care and
education for patients and carers;

e Thatimproved levels of integration across health and social care providers were needed,
incorporating more team working and better co-ordination of care so that services and
pathways are seamless. In fact, that this is essential for change because it is a basic
expectation but which currently does not exist;

e That the right staff/services need to be used in the right way. There is a feeling of insufficient
self-care, under-use of pharmacists, over-reliance on GPs and over-use of emergency
services; with the need to “break the people expect prescriptions cycle”

e That there should be more focus on community services, particularly for those with long term
conditions and for the elderly. The idea of ‘hospital at home’ is welcomed, if with caution, and
there is a perception that a lost ‘community spirit’ needs to flourish once again;

e That there is a need for complete transparency over the extent of the financial challenge
ahead, a requirement for the public to be educated as the real cost of the service being
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provided and for attitudes of entittement to be changed. That this can only be achieved
through public and patient involvement and collaboration with commissioners.

e That there needs to a greater focus on the needs of carers and mental health service users,
especially young people with mental health needs

e Local people want more public engagement processes and joint decision making particularly
in the commissioning processes and procurements

People who took part in our events want to see a more joined up health and social care service that
uses the skills and expertise of the voluntary sector to full effect. They also want to see more of a
focus on keeping people well and preventing ill-health than the NHS provides at the moment.

They want to see all of this in the context of keeping the NHS free, for the most part, at the point of
use and not ceding state control of the health service to the commercial sector.

On-going consultation with the public

The first wave of ‘Call to Action’ events were held in the autumn. A further event was held on 13"
March to engage the public with our developing strategy. We intend to continue to hold a series of
further events during April and May 2014 with the public and our stakeholders so that they continue to
be involved, providing them with the opportunity to hear and see our plans through traditional events,
meetings and focus groups.

Digital Engagement

We will upload initial content which describes our 2 and 5 year plans and we will seek online feedback
from people for a period of 30 days. Following that period, we will report on the consolidated feedback
and our responses in our final 5 year plan. As our plans develop we will continue to report on
progress via our online engagement tool, maintaining interactive communication with people who
have signed up to its membership.

Engaging with Other Stakeholders - Providers and other Commissioners

Three engagement workshops were held with all key local providers, the Local Authority, NHS
England, 3" Sector representatives and Health watch. The purpose of the sessions was to discuss
and test our plans to lead the local health care system to a place of sustainability, improved outcomes
and providing high quality health care against a background of constrained resources over the next
five years.

The first session on the 12" February provided us with an opportunity to set out our vision and
emerging priorities for Bath and North East Somerset over this time frame. We set our intent to build
on existing integrated service arrangements in B&NES, developing our focus on urgent care and long
term condition management and to tailor our commissioning plans based on evidence based
approaches. The day resulted in clear support for our emerging strategy and the discussion groups
very effectively helped to develop our focus.

During the second session on 27" February we considered 6 potential priority work streams for a
focused health and system wide approach over the next 3 to 5 years. These areas were:-

¢ Increasing the focus on prevention, self-care and personal responsibility

e Improving the coordination of holistic, multi-disciplinary Long Term Condition management
(focusing initially on Diabetes)

e Creating a stable and sustainable Urgent Care system that can respond to changes in demand
e Commissioning safe, compassionate and integrated care for frail older people
¢ Re-designing Musculo-skeletal services to improve their efficiency

e  Ensuring the interoperability of IT systems across the health and care system
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There was a high level of consensus around the need to develop a greater level of personal
responsibility, self-care and improved lifestyle choices and maximising opportunities for all our roles in
influencing this across the system and we now have a clear sense of our priorities that, if delivered
effectively will secure good services for local people. This echoes the themes raised at the ‘Call to
Action’ engagement events with the public in the autumn of 2013.

The third and final session on 13" March brought together the leadership teams from stakeholder
organisations to agree the governance structure for the delivery of the strategy.

This approach will build community interest and ensure we're talking about what matters to individuals
who may only want to discuss one particular issue which is important to them or specific to their
location. The approach will allow for a continuous dialogue which flows both ways — either on an
individual level, or direct to community interest groups.
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Chapter 6 Improving Care for the People of BaNES

In this section we set out our plans to improve six priority areas:

Increasing the focus on prevention, self-care and personal responsibility

Improving the coordination of holistic, multi-disciplinary Long Term Condition
management (focusing initially on Diabetes)

Creating a stable, sustainable and responsive Urgent Care system
Commissioning integrated safe, compassionate pathways for frail older people
Redesigning Musculo-skeletal pathways to achieve clinically effective services

Ensuring the interoperability of IT systems across the health and care system

In preceding chapters we have set out:

The local demography and the most significant needs for the population of BaNES
The current demand and capacity pressures

How we use our resources

What benchmarking data tells us about our resource utilisation

An overview of the likely financial pressures facing BaNES CCG and the wider health and social
care community over the next 5 years.

This analysis underpins our reasoning for choosing the six priority areas that we have selected, on the
basis that:

Whilst we have strong and better than national average performance in many areas we believe
that against the national outcomes measures performance in the top decile is achievable over a
5-year period

We need to continue to focus on improving the urgent care system to ensure patients are treated
in the right place and to achieve sustainable performance on measures such as the 4-hour target
and length of stay

We need to continue to focus on long-term conditions and find ways to manage future demand
pressures that will be experienced in these areas

We need to find new ways to manage the demands associated with an ageing population and
treat and care for patients in non-acute settings

We need to develop our approaches to self-care and prevention to further improve outcomes on
conditions that are amenable to health care

We will need to develop our approaches to commissioning to consider how we continue to
reduce inequalities within BaNES

We will need to find new ways to engage patients in the decisions that impact their health care,

help patients and carers to take greater responsibility and involving patients from the outset in
our commissioning processes is essential
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Improving Care for the People of BaNES
This means that:

e  We will need to dis-invest in acute services over time

e We will need to increase our investment in primary and community provision

¢ We will want to encourage further integration of primary, community and mental health services
¢ We will promote self-care, personal responsibility

e  We will encourage the role of volunteers, navigators
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Our Commitment to Quality

Chapter 7 Our Commitment to Quality

Quality in Everything we do

Our commitment to quality is central to the CCG’s values and we are committed to providing a
culture of continuous improvement and innovation with respect to patient safety, clinical effectiveness
and Patient experience. We strive to embed these within all of our commissioned services as well as
within the organisation itself As reflected in both A Call to Action and Everyone Counts, we are
committed to ensuring that quality is central to our plans and this is underpinned by effective
partnership working.

We seek to achieve high quality clinical services by ensuring patient pathways are evidenced based
and clearly demonstrate how patients progress, as planned, towards achieving the best possible
outcome.

The lessons learnt from the Francis Report, Winterbourne View and the Berwick Report are that
quality is as much about our behaviours and attitudes to patients as it is about the transactions we
make in ensuring service improvement. Improving quality is a wide-ranging agenda and in order for
this to be implemented efficiently and effectively it is essential to maintain awareness with regards to
the diversity of health and care requirements of our population in BaNES. It requires the development
of a co-operative approach with our key areas being achieved through the involvement of our
stakeholders including patients, their families and carers. They help us to set a pace of change that is

comfortable and achievable by all.
What is quality?

Quality may be defined as the continuous improvement in effectiveness, experience and safety of
health and social care services for the people of Bath & North East Somerset (BaNES) provided
within available resources.

The three subdomains of quality are:
1. Patient safety

The first dimension of quality must be we do no harm to patients. This means ensuring within the
services we commission the environment is safe, clean and avoidable harm such as excessive drug
errors or rates of healthcare associated infections are reduced. To achieve this aim we will work, in
partnership, and listen to our patients and staff to ensure that commissioned services are provided by
the right people with the right skills that are in the right place at the right time.

Consideration is given to several indicators including:

Serious incidents

Reported safety incidents and ‘whistleblowing’ concerns
Management of safety alerts

Outcomes of Coroners Inquests

Updates on Provider’s safety strategies

Healthcare associated infections

Safeguarding Serious Case Reviews

2. Effectiveness of care (encompassing cost effectiveness, equality and diversity),
This means understanding success rates from different treatments for different conditions including.

Hospital readmissions

National Institute of Clinical Effectiveness (NICE) compliance
Appraisals

Clinical Audit and effectiveness outcomes

Outcome measures

Pathway development
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Research and Development

Innovation and initiatives

Policy updates

Seven day service measures

Just as important is the effectiveness of care from the patient’s own perspective which may
be measured through patient-reported outcomes measures and patient reported experience
measures (PROMs and PREMs). Examples include improvement in pain-free movement after
a joint replacement, or returning to work after treatment for depression. Clinical effectiveness
may also extend to people’s well-being and ability to live independent lives.

3. Patient/ service user/ carer experience (accessibility, acceptability and appropriateness)

Quality of care includes the compassion, dignity and respect with which patients are treated. It can
only be improved by understanding patient satisfaction with their experience and to achieve this,
consideration is given to a wide range of information including;

Complaints, Concerns and Compliments

Ombudsman reports

Care Quality Commission (CQC) reviews

Claims and Litigation

Patient experience group updates- Your Health Your Voice’
Innovation

Patient and public engagement feedback

Equality and diversity requirements

Patient related outcomes

Compassion in Practice outcomes

Patient and staff satisfaction information including the NHS Friends and Family Test

The Current System
Quality structures in Bath and North East Somerset CCG will continue to:

» Adopt a patient-centered approach that includes treating patients, their family and carers
courteously and with compassion, involving them in decisions about their care, keeping them
informed and learning from them.

«  Provide a framework where everybody assumes responsibility for the quality agenda.

« Establish a positive, open and fair and lifelong learning culture.

« Ensure that the values underpinning equality, diversity and human rights are central to our
policy making, service planning, employment practices and community engagement and
involvement

* Achieve continuous improvements in patient centred care which is safe, effective, timely,
efficient, and equitable and that outcomes are measurable and that areas of variation are
reduced.

* Meet the needs of the population it serves

*  Ensures staff are properly inducted, trained and motivated and there is a high level of staff
satisfaction

The Patients’ Experience

Public and Patient Engagement (PPE) is a core priority for the CCG and is integral to its quality and
patient safety responsibilities We are committed to achieving a modernisation and re-shaping of
services for BaNES and are engaged in the NHS England’s ‘The NHS belongs to the people: a call to
action’ with further events planned. Consultation with the public over each proposed change is at the
very core of all new service proposals and this is reflected in the setup of the ‘Your Health, Your
Voice’ Group.

We recognise patients are the "experts" in the care they receive and are at the centre of service
planning and delivery. Through improved partnership, people, including children and young people
with their families will be able to exercise their rights, roles and responsibilities to best effect in
delivering and receiving healthcare of the highest quality.
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Engaging with patients and delivering equality, diversity and human rights is embedded throughout
the work of the CCG and in our partnerships as it is integral to achieving our objectives. Our
participation activities will take into account barriers associated with language, age, access to
information and disability etc. We will plan our participation to ensure it reaches people who find it
difficult to get their views heard.

We work closely with Healthwatch as this is an independent body made up of patients and others
from the local community. Their core remit is to find out what patients and carers think about the
services they use, to monitor the quality of services from the patient perspective and to work with the
CCG to bring about improvements. Direct feedback includes using patient surveys, focus groups and
complaints and we are open and transparent in publishing what we receive. Our Healthwatch
representative is also a proactive member of the CCGs Quality Committee.

Another forum we use to integrate patient views is through the involvement of a lay member on our
Board. This will allow members of the public, patients and carers to communicate directly with the
CCG’s Board.

Patients, their families and carers want to be safe, listened to and involved in decisions about their
care. We seek to meet these needs and make a difference as this provides us with the necessary
drive to improve care and identify improved outcome, for example;

local ownership of improvement initiatives,

willingness to learn from situations where there have been unexpected incidents,
complaints,

listening to the users of services and other colleagues

The Quality Committee

The Quality Committee is accountable for the clinical governance and quality functions of the CCG
and reports to our Board. It provides assurance on the quality of services commissioned. It works
closely with the other CCG Board level Committees to ensure there is alignment of activity and to
avoid duplication

A number of subgroups and/or standing agenda items have been aligned to the CCGs Quality
Committee to provide regular assurance reports to the Committee. This ensures that the Quality
Committee has oversight of the following areas on behalf of the CCG Board and information both
qualitative and quantitative is triangulated: to achieve a more rounded picture of a service.
Benchmarking data is also considered.
»  Safeguarding children and young people and Looked After Children (aligned to the Local
Children’s Safeguarding Board)
« Safeguarding Adults (Aligned to the Local Adults Safeguarding Board)
«  Serious Incidents, never events and homicide reports/unlawful killing
« Patient experience reports including complaints reports, patient survey results and the NHS
Friends and Family Test
* Quality of care in providers i.e. performance against quality schedules/CQUINs/Quality
Accounts and patient and staff satisfaction outcomes
» Information Governance and Caldicott
* Research Governance and evaluation to improve outcomes and spread innovation
» Infection Prevention and Control with a zero tolerance of MRSA bloodstream infections and
ongoing focus on reducing Clostridium difficile infections
*  Quality of care in care homes
*  Quality of primary care provision
« Priorities set out in the Operating Framework ‘Everyone Counts’ relevant to quality
« External assurances via audit reports, peer reviews and inspection reports i.e. Care Quality
Commission (CQC), Monitor, National Sentinal Audit Outcomes
Quality impact assessment of service redesigns
Quality impact assessment of Provider Cost Improvement Programmes
 Equality and Diversity
Safe and effective medicines management
« Compliance with NICE where appropriate and relevant
Implementation of the recommendations from the key publications including the ‘Francis
Report’, the ‘Berwick review into patient safety’, The National Quality Board’s How to ensure
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the right people, with the right skills, are in the right place at the right time and Transforming
Care: A national response to Winterbourne View Hospital
« Compassion in Practice and supporting providers through the adoption of the 6Cs

The Committee functions are aligned with the “Your Health Your Voice’ Public and Patient
Involvement Group and with the other Board level-committees. The CCG will continue to work in
partnership with the Council, with NHS England, with neighbouring CCGs, the public and other key
stakeholders to continually improve the quality of services for residents in BaNES

Quality in Commissioning:

BaNES CCG takes very seriously the need to provide equitable services across BaNES which meet
the needs of the population and we are striving to secure improved outcomes and high quality care
through our activities in all three stages of the commissioning cycle — planning; securing and
monitoring. The challenge is to ensure that its residents have equitable access to health care which is
effective and of a proven quality by involving people, including children, young people, their families
and carers in the planning stage, identifying where outcomes could be improved, and understanding
what changes are needed to maximise improvements.

In the securing phase we will contract with our providers for improved outcomes and consistently high
quality services for every patient. It is through the monitoring of these contracted services that we will
seek to understand whether improved outcomes and high quality care are being delivered or not, and
we will take appropriate action in the interests of the communities we serve. The CCG must also
ensure that patients and their carers are involved in decisions about their own health and have the
information available to enable them to make an informed choice.

It is essential that a balance is achieved between locally identified priorities and centrally determined
targets. The process of planning and commissioning will ensure that all stakeholders and special
interest groups are involved and that there is a local focus on the implementation and achievement of
national standards and performance targets. This systematic approach to commissioning services
clearly offers the opportunity to build stronger quality arrangements into the process.

Although many health outcomes in BaNES are on average better than national outcomes, there are
often wide differences between different parts of the area, with the poorest health frequently
experienced by vulnerable groups and people living in more deprived areas. Therefore, when
implementing changes to local services and looking at new ways of working, the CCG will work
closely with its partners to consider the needs of different communities.

In order to achieve the CCGs strategic objectives and to ensure plans are made appropriately and in
a co-ordinated way to change, reconfigure, invest in and disinvest in services, a planning and
commissioning process is required. This process needs to be inclusive to involve the planning,
commissioning and monitoring of all services provided to the population of BaNES

Many of the health services provided to the population of BaNES are delivered in partnership with the
Council and the third sector organisations. It is also important therefore that the planning of services
involves a multi agency approach and so the process must not only involve the various organisations
but also users and carers to plan services in a way that reflects the needs of the local population.

Quality of care in provider services and in primary care

* The CCG commissions services from a number of providers and is associate commissioner,
working in partnership with the lead CCG for others. The quality and safety of provided
services is assured through quality schedules, commissioning for quality and innovation
indicators (CQUIN), monitoring of the quality impact of cost improvement schemes and site
visits of major providers.

«  From April 1% NHS England became responsible for planning, securing and monitoring an
agreed set of primary care services. The CCG has a statutory responsibility to support NHS
England improve the quality of primary medical care and a number of initiatives are in place to
support the improvement of quality of primary care

»  Through their Quality Account our key providers of secondary, community and mental health
and learning disabilities health care have demonstrated a commitment to improving outcomes
for BaNES patients, in relation to improving patient experience, reducing admissions and
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further reducing deaths. The CCG will work closely with its providers of health care to ensure
that they achieve this commitment to our population.

« Each major provider contract has a clinical quality and outcomes group (CQOG) that meets
on a regular basis and reviews a range of quality indicators that are included within the quality
schedules and CQUIN indicators for each contract. These include patient safety issues,
safeguarding, complaints, serious and untoward incidents, indicators of quality improvement
and service quality.

« These indicators and CQUINSs reflect national, regional and local priorities that arise from
provider performance issues, local quality improvement priorities and priorities set annually
within the NHS Operating Framework- ‘Everyone Counts’. Some of these metrics are
measured across all our providers such as the way we measure compliance with infection
control, NICE guidance, CQC essential standards and Equality and Diversity monitoring and
some are far more specific to the type of treatment and care that is provided.

* The CCG wishes to continue work in partnership with its providers and other commissioners.
To prepare for the 2014-2015 CQUINSs, a successful CQUIN multi-agency planning event took
place in October 2013 and future events will be planned

*  The quality schedules into which we will build increasingly SMART Quality and Outcome
measures and the CQUIN indicators allow for early identification of failing services and
specialities and the mechanisms for early identification is via the contractual mechanism in
the first instance and then on to the CCG Quality Committee and Commissioning College and
the CCG Board

« The CCG also liaises with others in the system such as Care Quality Commission (CQC) and
where there are significant concerns about the quality of services, these may be shared. In
certain circumstances it may be necessary to decommission services that do not provide a
high quality service and to reinvest in services that do meet the requirements

Improving Outcomes

It is essential when reviewing services and then deciding priorities that the CCG draws upon data
from a variety of sources, both hard (quantitative) and soft (qualitative) data, and to triangulate this
data to obtain a rounded view of quality. This analysis will also include identifying where there is
unwarranted variation in quality within the BaNES area compared to comparator areas elsewhere.
Data sources that are available to us and that we will use include:

e National Quality Dashboard and NHS Choices

e Performance data supplied by providers as per the contract e.g. performance against the
National Quality Requirements for out of hours services and indicators set out in the Service
Specification.
NHS England commissioning data e.g. CCG OIS (
Data on the quality of primary care e.g. GP Patient Survey
CQC warning notices and inspection activity or Patient and staff satisfaction surveys
Results from Clinical Audits undertaken by providers
Deanery / Local Education and Training Board reports
Monitor risk ratings
Healthwatch intelligence
Output from peer reviews
Quality Accounts
Staff feedback e.g. from surveys
Public Health England Intelligence
Health Service Ombudsman complaints data
Information provided to the Quality Surveillance Groups from Health and Wellbeing Boards,
Safeguarding Boards, Clinical Networks and Senates
Benchmarking data e.g. Primary Care Foundation
e Learning from safety incidents_which providers should be reporting to the CCG as part of the

contract reporting dataset.

Safeguarding Vulnerable Children, Young people and Adults

Working with partner organisations and health providers to protect vulnerable children, young people
and adults is a key priority for BaNES Clinical Commissioning Group. Some patients and members of
the public may be unable to uphold their rights and protect themselves from harm or abuse. They may
have greatest dependency on our services and yet be unable to hold services to account for the
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quality of care they receive. In such cases, we have particular responsibilities to ensure that those
patients receive high quality care and that their rights are upheld, including their right to be safe.

We are working with our partners including local police, social care, education, care homes and other
local statutory and voluntary organisations and with our GP practices and other health care
organisations to strengthen arrangements for safeguarding adults and children in BaNES. Within the
CCG, Children’s and Adults’ safeguarding issues are considered in detail at the Serious Incident,
Complaints and Safeguarding Committee which reports to the Quality Committee and, in turn, to the
CCG Board.

BaNES CCG is the major commissioner of local health services for the BaNES community and is
responsible for safeguarding quality assurance through contractual arrangements with all provider
organisations. All BaNES CCG contracts for commissioned services include safeguarding adult and
children standards.

Children and Young People Safeguarding

For children and young people, the key legislation includes the Children Act 1989 and the Children
Act 2004 Sections 11 and 13 of the 2004 Act have been amended through the Health and Social Care
Act 2012 so that the NHS Commissioning Board (CB) (now known as NHS England) and CCGs have
identical duties to those previously applying to Primary Care Trusts (PCT) and Strategic Health
Authorities (SHA) — i.e. ‘to have regard to the need to safeguard and promote the welfare of children
and to be members of Local Safeguarding Children Board’. The revised edition of Working Together
to Safeguard Children (2013) sets out expectations as to how these duties should be fulfilled.
Safeguarding Vulnerable People in the Reformed NHS Accountability & Assurance Framework (2013)
provides further guidance on accountabilities for safeguarding children in the NHS

Adult Safeguarding

The term Safeguarding Adults covers everything that assists an adult at risk to live a life that is free
from abuse and neglect and which enables them to retain independence, well-being, dignity and
choice. It is about preventing abuse and neglect, as well as promoting good practice for responding to
concerns

The CCG Adult and Children’s Safeguarding service is designed to ensure that the B&NES population
are in receipt of safe, high quality services. Integral to this is assurance for people who use services,
and their carers that the delivery of services is based on the following themes:

a. Quality care
b. Partnership working
c. Robust contract management

Acknowledging that the Local Authority remains the safeguarding lead, the CCG Safeguarding Action
Plans also considers work that the CCG can usefully achieve by pooling resources, producing joint
policy and procedures, and working together where it makes sense and is appropriate to do so.

Key safeguarding priorities for 2014-2016

The challenges for safeguarding over the next five years is to continue to develop, expand and embed
safeguarding practice within the core work of the CCG; and to further develop partnership working
with the local authority, local health providers, the CQC and NHS England.

We will ensure that BaNES CCG continues to meet all its statutory safeguarding children
responsibilities and is compliant with the NHS England Accountability and Assurance Framework, and
that the safer recruitment processes are complied with

We will work with GP Practices in strengthening their engagement with safeguarding children and
adults processes by:
e Developing a training programme in partnership with NHS England Area Team
e Support the implementation of the general practice-based domestic violence and abuse
(DVA) training support and referral programme (ldentification & Referral to Improve Safety-
IRIS) which has been funded by the CCG in partnership with the Police and Crime
Commissioner
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Clinical Supervision policy: This will be developed in collaboration between adult and children
safeguarding teams, alongside a programme of supervisory visits for provider safeguarding leads.

Prevent: is one of the four elements of ‘Contest’, the government’s anti-terrorist strategy. The Adult
Safeguarding Lead has been working with Providers to ensure they all recruit named Prevent leads.
Prevent is now included in the National NHS Contract for 2014/15 and has accordingly been added to
the Adult Safeguarding strategy.

There is also continued engagement with Public Health to ensure the Joint Strategic Needs
Assessment (JSNA) appropriately identifies the needs of whole population including those with
Learning Disabilities and that these needs are incorporated into the commissioning strategy. This
ensures the CCG will continue to implement the requirements of Transforming Care: a national
response to Winterbourne View Hospital.

Research and Development

Research and Development activity is one of the essential elements that applies to all of the
characteristics of every successful and sustainable health economy to improve quality, access,
innovation and value for money

The 2005 research governance framework for health and social care and the governance
arrangements for research ethics committees, updated in 2012, set out standards for carrying out
research in the NHS and the NHS England Research and Development Strategy (Draft) 2013-2018
Research is everybody’s business is currently at consultation stage

The Health and Social Care Act (2012) places a clear duty on the Secretary of State, the NHS
Commissioning Board (now NHS England) and Clinical Commissioning Groups to promote research
on matters relevant to the health service, and the use in the health service of evidence obtained from
research. Particularly relevant for CCGs are provisions of the sections 6, 17 (para.13) and 26
(para.14Y) of The Act, referring to research matters relevant to the health service and the use in the
health service of evidence obtained from research.

When procuring services, and monitoring and renewing contracts, the CCG must ensure providers
have processes in place to facilitate recruitment of patients into research studies. There is also a need
for commissioners to have in place a process to meet the treatment costs of research for patients who
are taking part in research funded by Government and research charity partner organisations. As part
of this requirement the CCG must ensure there is appropriate engagement with the National Institute
of Health Research Clinical Research Network and the Academic Health Science Network

Ensuring that Research and Development across the whole patient pathway, including with partners
in local government and Public Health England is essential for the CCG as this, will contribute to
improving outcomes and spreading innovation and economic growth.

As part of the NHS National Institute of Health Research (NHIR), the Western Comprehensive Local
Research Network (WCLRN) provides quarterly performance reports to the CCG summarising the
research activity within the CCG and local NHS R&D approval times

The CCG commissions a research and development service from the University of Bath. The
University of Bath actively pursues research bids in conjunction with academic partners and ensures
that its research practices are in accordance with research governance principles and guidance.
Forty two projects are currently registered with the University and the annual report is awaited. This
will include information on research key performance indicators to include patient recruitment rate and
level of Research and Development activity. However, the service has advised the CCG that it is
above target in recruiting patients to research studies in the BANES area in 12/13.

Research within providers
NHS Providers are required in their Quality Accounts to provide a statement on the number of
patients receiving NHS services provided or sub-contracted by the provider that were recruited during

year to participate in research approved by a research ethics committee. The CCG reviews these
Quality Accounts annually
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Academic Health and Science Networks (AHSNs)

The development of Academic Health and Science Networks (AHSNs) was recognised as a centre for
innovation which could bring together research, education, informatics and innovation to translate
research into practice. Dr lan Orpen - CCG Chair is a member of the West of England AHSN and
regularly reports updates to the Board.

NHS Health Education South West Clinical Academic Training Programme

Health Education South West (HESW) is undertaking a programme of work to enable practitioners
gain experience and training equipping them to develop a clinical academic career which ensures that
knowledge gained through research is applied to practice.

HESW is developing two programmes of work in Liaison with the Higher Education Institutions to
support this initiative:

e Clinical Academic Training Programme Internships
e Research Innovation and Improvement Capability Project

Both of these pieces of work are directed towards nurses, midwives and allied health professionals.
Funding will be allocated to organisations to support individuals at postgraduate level and the
following areas for the project align to the CCGs strategic priorities:

e Patients and clients with dementia
e Meeting the needs of the frail elderly
e Delivering care closer to home

A CCG Pharmacist is being supported by the CCG to apply to undertake a MRes Clinical Research
Studentships for a project which will be based within primary care in BaNES.
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Chapter 8 Our Financial Plan

In this chapter we:

e Summarise the financial strategy of NHS BaNES CCG over the forecast period 2014/15 to
2018/19

e Detail the assumptions within and outputs of the financial plan

The context

The existing financial position of the CCG is characterised by:

e Astable financial position founded on the predecessor PCT’s history of achieving financial
balance and delivering savings targets year on year, and linked with allocation levels identified as
above target for our population

e Key local providers emerging successfully from periods of financial challenge and difficulty in
meeting targets

o Established use of section 75, section 10 and section 256 flexibilities to support integrated
commissioning and provision and the associated delivery of improved quality seamless services
representing better value for money

Our available financial resource to deliver our commissioning priorities over the next five years will be
influenced by:

. Limited increases in allocation as a result of national economic constraints and a national
commitment to move all CCG’s allocations closer to the target level for their population

e Demographic growth which is below the national average overall, but shows a disproportionate
increase in the oldest members of our population, who are likely to be more frequent and more
intensive users of health services

¢ Anincrease in the numbers and life expectancy of people with complex or multiple disabilities or
conditions, who are also likely to have a higher level of need for health services

e The local effect of national economic constraints in areas which impact on health service use,
including a £27m savings target faced by our Local Authority partners and an estimated £40m
adverse impact on the local economy of welfare reform

Our vision is to create a sustainable health system within a wider health and social care partnership in
which we are confident that the following principles hold true:

e Resources are used to deliver the safest and most effective care to meet patients’ mental and
physical health needs at the best obtainable value

e Providers are able to thrive because they are paid fairly and equitably for delivering good quality,
value for money services which meet the needs of our population

o Core services are delivered at a scale which protects clinical quality, maintains accessibility and
choice for patients, and allows providers to operate as efficiently as possible

¢ Change is achieved through a shared understanding and ownership of goals, delivery
mechanisms and risks, supported by clever use of incentives and flexibilities

e The Better Care Fund is well established as a truly effective method of expanding and
consolidating integrated care, reaching far beyond its initial mandated scale, and drawing
strength from the involvement of a wide range of partners

42 Page 141




Our Financial Plan

The key elements of our strategy to deliver this are:

e Realistic financial planning to meet both commissioning objectives and statutory duties and
targets, which takes into account risks, sensitivities and delivery capacity and anticipates how
these will be managed

¢ Active management of the provider market, where appropriate in collaboration with our Council
partners and other health commissioners

e Use of the levers and incentives available to us to encourage and facilitate innovative change in
line with our commissioning strategy, for example by supporting pilots to test the effectiveness of
proposals where no evidence exists, or though aligned CQUIN schemes across providers

o Effective use of our non-recurrent resources to support providers in responding to change, for
example by allowing a phased reduction in costs to maintain stability as income reduces, or by
funding additional costs to ensure a smooth and safe change to a new service model

o Exploiting the particular opportunities offered by the Better Care fund to develop further a broad
based and sustainable integrated care system

e Resolution in taking difficult decisions, for example to disinvest in an ineffective service where
this is in the best interests of patients and of the wider health and social care community

e A move away from traditional approaches to both delivering and paying for care, where this best
supports improvements in quality and cost-effectiveness. We will look towards the use of
emerging innovative contracting and payment mechanisms such as Single Accountable Provider
contracts, use of tariff flexibilities, and subscription based payment models

e Seeking an equitable sharing of risks and gains between partners within the system, where they
work together to deliver beneficial change

e Use of clinical intelligence, stakeholder intelligence, analysis of comparative and other data, and
procurement mechanisms to continually test whether resources are directed to best effect

Financial Plan Forecasts

We have developed our financial plan to support the achievement of our strategic commissioning
objectives and the delivery of the transformation programmes focused on our six priority areas
outlined in chapter 6 within a sustainable and successful health economy, whilst meeting our statutory
financial targets and duties.

A summary of our planned Income and Expenditure position, for the outturn year 2013/14 and the
forecast years 2014/15 to 2018/19, is set out in the table below.

Revenue Resource Limit

£000 13/14 14/15 15/16 16/17 17/18 18/19
Recurrent 212,204 216,640 | 223,112 | 226,981 | 230,697 | 234,477
Non-Recurrent 7,778 3,062 3,197 2,264 2,293 2,331
Total 219,982 219,702 | 226,309 | 229,245 | 232,989 | 236,808

Income and Expenditure

Acute 118,455 109,980 | 106,368 | 105,371 | 103,127 | 100,935
Mental Health 22,100 23,148 | 23,031 | 22,768 | 22,908 | 22,985
Community 22,043 22952 | 22,574 | 22,495 | 22,408 | 22,375
Continuing Care 13,560 14,581 | 21,814 | 22,115 | 22,213 | 22,199
Primary Care 28,104 30,166 | 31,244 | 32,292 | 33,441 34,698
Other Programme 8,215 9,925 | 12,575 15,454 | 20,083 | 24,743
Total Programme Costs 212,477 210,752 | 217,606 | 220,273 | 224,179 | 227,935
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Running Costs 4,440 4,654 4,176 4,164 4,149 4,135
Contingency - 1,099 2,263 2,292 2,330 2,368
Total Costs 216,917 216,505 | 224,045 | 226,952 | 230,658 | 234,438
£ 000 13/14 14/15 15/16 16/17 1718 18/19
Surplus/(Deficit) Cumulative 3,065 3,197 2,264 2,293 2,331 2,370
Surplus/(Deficit) % 1.39% 1.46% 1.00% 1.00% 1.00% 1.00%
Net Risk/Headroom 1,836 1,913 592 630 668
Risk Adjusted Surplus/(Deficit)

Cumulative 5,033 4177 2,885 2,961 3,038
Risk Adjusted Surplus/(Deficit) % 2.29% 1.85% 1.26% 1.27% 1.28%

The forecast financial position presented above is based upon the following key assumptions:

Revenue Resource Limit: for 2014/15 and 2015/16 is the notified resource allocation for the
year. We have applied the national growth assumption of 1.8% for 2016/17 and 1.7% each year
thereafter.

Running costs: for 2014/15 and 2015/16 is the notified resource allocation including a 10%
decrease in 2015/16, reducing by a marginal amount each year thereafter, in line with the
national guidance.

Provider efficiency: 4% p.a. in line with the national guidance.

Provider inflation acute: in line with the update to Everyone Counts guidance, issued on 24
January 2014 (2.8%, 2.9%, 4.4%, 3.4%, 3.3% 2014/15 to 2018/19 respectively).

Provider inflation non-acute: in line with Everyone Counts guidance (2.2%, 2.2%, 3.0%, 3.4%,
3.4% 2014/15 to 2018/19 respectively).

Primary care prescribing inflation: 4% p.a. based on local determination (in range of the
national assumption).

Continuing Health Care inflation: 2% p.a. based on local determination (in range of the
national assumption).

Demographic growth: based on ONS 2011 mid-year population projections, modelled at HRG
level for Inpatients and Specialty level for Outpatients.

General contingency: 0.5% in 2014/15, then.1% p.a. which meets the minimum national
requirement.

Non-recurrent headroom: set aside at 2.5% in 2014/15, with 1% to be applied to transformative
schemes including preparatory work associated with the Better Care Fund. Set at 1% in
subsequent years, in line with national requirements.

CQUIN: Available to providers at 2.5% p.a. in line with the national guidance.

£5/head for GP practices to support their work with over 75s: in line with national guidance.
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e  Surplus: 1% p.a. in line with the national assumption, with a further £1.0m in 2014/15 relating to
maintaining the additional surplus generated in 2013/14. Recurrent underlying surplus in excess
of 2% in line with national requirements

. Better Care Fund: CCG contribution to establish the Fund at a value of £12.0m in line with the
published allocation requirement.

e Activity: where we anticipate activity changes resulting from the above assumptions and our
QIPP and investment schemes, the financial impact is based on a costed assessment of the
movement in activity

QIPP

As identified in the bridge above, to achieve our 1% annual surplus, whilst delivering the change
associated with our commissioning priorities, we have a resource releasing (commissioner QIPP)
requirement of £19.1m over the period 2014/15 to 2018/19.

We have developed delivery plans to release resources to this level which align with our vision for the
future shape of services. A summary of the plans identified to date, the remaining gap, and of provider
efficiency requirements showing the total savings challenge for the health community, is presented in
the table below. Whilst provider efficiency requirements will be delivered through internal cost
improvement initiatives, it is essential to ensure that these are understood alongside commissioner
QIPP plans.

Commissioner QIPP
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Total Health Community Savings

10,159

10,228

10,275

9,499

9,362

Our 2014/15 plans focus largely on the completion of schemes already in place, which are consistent
with the overall direction of our strategic priorities but not all directly linked to their delivery. Our key
areas of change are redesigned elective care pathways, referral support, the opening of the Urgent

Care Centre, and the community cluster team model. In subsequent years our plans are more

directly aligned to the six specific priority areas we have identified, although we continue to test all

areas of spend to ensure any resources not being put to best use are identified and released.

Investments

We have set aside recurrent and non-recurrent funding to support delivery of our strategic priorities

and to address unavoidable cost pressures during each year of our plan. The value of funds

earmarked for general investment and a summary of our plans for using them is provided in the table

below.

Recurrent Investments

£000 14/15 15/16 16/17 17/18 18/19
Acute contracts 300 125 - - -
Community 513 425 292 142 100
Local Authority 25 - - - -
Mental Health 815 741 167 242 250
Primary Care Services - 650 492 142 100
Other programme services 114 349 249 449 450
Better Care Fund - 7.845 - - -
Sub Total 1,767 10,135 1,200 975 900
Held for in year priorities 473 200 200 200 200
Investment to be identified - - 830 1,095 1,210
Total Recurrent Investment 2,240 10,335 2,230 2,270 2,310
Non-Recurrent Investments

£000 14/15 15/16 16/17 17/18 18/19
Acute contracts 1,777 1,024 1,128 567 100
Community 486 158 167 67 67
Continuing Care Services 824 50 - - -
Mental Health 422 83 67 67 67
Primary Care Services 960 618 167 67 67
Other programme services 629 51 499 449 399
Sub Total 5,098 1,984 2,028 1,217 700
Held for in year priorities 202 205 200 200 200
Investment to be identified - - - 848 1,403
Total Non-Recurrent Investment 5,300 2,189 2,228 2,265 2,303
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In addition to these general investment sources, we recognise the following:

£5 per head of population for GPs — this has been set aside recurrently from 2014/15 and we will
agree plans for its use with our GP practices which fairly reward extra work undertaken in support of
the over 75s which delivers measurable benefits. We will focus particularly on implementing the
accountable lead professional role and in reducing emergency admissions for this age group.

Quality Premium —we have excluded both funding and expenditure from our financial plans at
present because the annual value we might receive is unknown. We intend to apply the full value
available to quality-related initiatives in line with our strategic priorities and to use the opportunity to
focus on areas which may be less successful in attracting funding from other sources.

Readmissions — we have committed to reinvest funding withheld from providers in respect of
avoidable readmissions in services which are linked to improvement in this area, for as long as such
funding is generated through the application of tariff rules.

Non-elective threshold — we have committed to reinvest funding withheld at 70% of the full cost of
non-elective activity above a set threshold, to support providers in schemes linked to effective
management of emergency activity, for as long as such funding is generated through the application
of tariff rules.

Better Care Fund

We have agreed a plan with our Council partners which commits to preserving and building on our
existing financial commitments to the delivery of integrated care to create the Better Care Fund as a
minimum at the nationally mandated value. Alongside this we will sustain our existing pooled budget
arrangements and will consider whether and to what timescale the creation of a larger and more
encompassing Better Care Fund might be beneficial. Our priority is to use the stability afforded us by
our historical investment in integrated care and the sophistication of our joint commissioning
arrangements to ensure the additional funding committed to the Fund in 2015/16 is able to deliver
effective transformational change for service users, patients and their carers, reducing the pressures
on both social care and acute health care services.

Capital Expenditure

Having reviewed our priority programmes of work in consultation with NHS Property Services, we do
not anticipate any significant changes to existing estate as a result of our plans and have not included
any capital expenditure in our financial plan, except for one low value capital grant. Our focus in the
early years of the plan is to work with NHSPS to ensure excess or underutilised space is either
disposed of or tenanted, removing costs of vacant space chargeable to the CCG. This forms part of
our resource releasing plans.

Balance Sheet and Cashflow

We have prepared balance sheet and cashflow projections for 2014/15 and 2015/16. We do not
anticipate any difficulties with either working capital or cashflow during the planning period.

Financial Risk and Mitigation

We have reviewed our financial plans to assess and quantify the level of risk to delivery, and to
ensure a sufficient value of available mitigations is in place to manage any risks which materialise
whilst sustaining a balanced financial position and continuing to deliver our commissioning priorities.
We will undertake more detailed sensitivity analysis on our financial planning assumptions in the
course of finalising our strategic plan.

We have identified a number of areas of potentially significant risk throughout the planning period:

e Unanticipated demand in excess of that directly linked with demographic change, particularly in
non-elective activity, and including acuity as well as volume factors

e QIPP plans do not deliver the expected activity shifts or reductions and corresponding cost
release

o Tariff does not deliver the expected provider efficiencies locally
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e Running costs are not contained within the notified allocation due to higher than anticipated legal
or procurement costs, or failure to deliver planned cost reductions

¢ Newly designed and introduced services do not have the expected impact or volumes

The following actions have been identified to avoid, manage or mitigate the impact of those risks
which materialise. We will:

e Maintain an appropriate level of general and specific recurrent contingency reserve

e  Divert uncommitted investment funds

e Postpone approved investment schemes due to start in year

e  Prioritise uncommitted spend to enable prompt and flexible response to either limitation or opportunity
e Identify future year savings schemes which can be accelerated if required, or introduce new schemes

e Enterinto risk and gain sharing arrangements with partner organisations

e Bid for funding from additional sources in where it is available to meet specific risks or pressures,
for example winter funding
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Chapter 9 Better Care Fund

In this section we set out:

e Key implications for main providers in delivering the system vision are understood and
articulated, such that it is clear how the changes required by each, over the period work in
concert to achieve the end state.

e That there is a robust and specific plan to allocate the Better Care Fund to improve integration of
health and social care in accordance with the national guidance. The plan clearly supports
delivery of the strategic plan and contributes to the delivery system transformation

e Enabling Plans grouped into five areas:
oD

Workforce

IT infrastructure

Estates

R&D

We have a longstanding history of integrated commissioning with the Local Authority in BaNES. Our
commitment to the model of pooled and aligned budgets and common commissioning goals was re-
affirmed in April 2013 in a partnership agreement between the CCG and Council. This model covers
the whole of our shared agenda but is most fully realised around adult services, including mental
health, learning disabilities, physical and sensory disability, carers and our elderly frail population.
The Health & Wellbeing Board provides strong local leadership, holding the whole system to account
for improving health and wellbeing outcomes, with a particular focus on prevention and early
intervention. For BaNES the Better Care Fund acts as a further enabler and structure to build on and
expand existing joint commissioning and provision. Our focus for the future is on further alignment of
resources that influence the wider determinants of health and wellbeing.

Our vision and plan for whole system integration has been developed and endorsed by a broad range
of partners, including: The Care Forum, host of HealthWatch B&NES; the Royal United Hospital Bath;
Dorothy House Hospice; Sirona Care & Health CIC; Curo Housing Group; Age UK B&NES; Avon &
Wiltshire Mental Health Partnership NHS Trust; B&NES Council and BaNES Clinical Commissioning
Group.

We have framed our thinking about local whole-system integration in the context of the emerging
“House of Care” model for BaNES which we will continue to develop and embed over the next five
years. Key components of our integrated system are:

Step down accommodation

Support for carers

Independent living service

Community Cluster teams

Social care pathway redesign

Integrated reablement

Well-being college

Social prescribing

Liaison Services — alcohol, mental health primary care, psychiatric
Intensive home from hospital support

VVVVVVYVYVVYVYY

Impact of The Better Care Fund
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We have identified a range of additional projects, using the new contribution from health resources
into the Better Care Fund, which enable us to build and expand on the success of our existing
schemes to further develop integrated services which benefit service users and their carers and
enable more effective use of resources across health and social care.

The Better Care Fund Schemes can be categorised into the following groups:

7 Day Working

Protection of Adult Social Care Services
Integrated Reablement & Hospital Discharge
Admission Avoidance

Early Intervention & Prevention

VVYVYYV

We have assessed the impact of our Better Care Fund plans on local health services, in particular the
acute sector, to ensure our success is not delivered at the cost of destabilising the important services
provided by our partners in this sector, and believe it to be deliverable without destabilising otherwise
sustainable organisations .

We are confident that in the longer term, by further embedding and developing our model of
integrated care, we will relieve pressures on our acute services and help to eliminate the costs that
arise from failures to provide adequate help to those at greatest risk. Over time, we expect there to
be a reduction in the volume of emergency and planned care activity in hospital through enhanced
early intervention and preventative services and improved support in the community.
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Chapter 10 Impact on the Health Economy and Assessing
Our Progress

This section is under development. It will set out:

e Key implications for main providers in delivering the system vision are understood and
articulated, such that it is clear how the changes required by each work in concert to achieve the
end state

Activity
Financial Resources
Workforce

What will feel different for patients and the public

e The framework for how we will monitor our progress and assess our success in achieving an
improvement in outcomes

The Impact of the 5 Year Strategy on the Health and Care Economy

We continue to develop detailed plans for our six priority areas and to strengthen the synergies
between the Two Year Operational Plan and this Five Year Strategy to ensure continuity of our story.
We want to ensure that the implementation plans to deliver our proposals are robust and have the
support of the stakeholder organisations who will form part of our delivery team. These organisations,
together with our patients and the public, will be those most likely to be impacted by our change
programme. As a result, this section will develop iteratively before the 4" April and 20" June
submission dates.

Throughout this strategy we have referenced our intention to continue to champion the promotion of
integrated health and social care commissioning and delivery of services and our aspiration to shift
resources from costly acute based services ‘upstream’ to focus on prevention and sub threshold
interventions and where possible commission high quality services at lower unit costs that enable us
to continue to meet the needs of our population within the bounds of our financial allocation.
As we continue to develop our implementation plans we will be mindful to consider the ‘type’ of care
provided and the setting and skill mix required to provide that care, rather than focusing on specific
institutions. Given this we will develop this section on impact under the following headings:

1. Activity

2. Financial Resources

3. Workforce

4. What will feel different for patients and the public

We will develop a framework for assessing our progress against our ambitions that allows us to
measure success.
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Chapter 11 Enablers

In this section we set out Enabling Plans grouped into five areas:
oD

Workforce
IT infrastructure

Estates

Enabling Plans

We have developed an ambitious strategy for the next five years and a challenging programme of
transformation change to achieve this. Although we recognise that we are starting from a position of
strength, we understand that successful implementation will require a number of enabling
programmes across the health and care system.

We believe that these programmes can be grouped into five categories:

e OD

e  Workforce

e IT infrastructure

. Estates

Organisational Development

The CCG will develop its organisational development plan to ensure it is well placed to deliver the
changes required across the system over the next 5 year period. We will need to apply best practice
methodologies but also approaches and techniques that may be new and unfamiliar to us.

At the time of authorisation our Organisational Development plan reflected the 5 Domains that CCG’s
were required to evidence to demonstrate our ability to deliver our statutory functions. These were:-

e  Clinical focus and added value

¢ Engagement with patients and communities

e Capacity and capabilities

e Collaborative arrangements

e Leadership capacity and capability

These 5 areas are still relevant and applicable to the CCG’s and wider health and social care
community’s effective delivery of our 5 year plan. The following table summarises some of the

mechanisms we will use ensure that delivery is supported through effective organisational
development processes.
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Domain Area

Mechanisms to Support

Clinical Focus & Added Value

Clinically led pathway and sub-groups linked to each
initiative

Review of CCG led engagement processes with
practices and primary care

Engagement with patients & Carers

Development of role of CCG’s Patient & Public
Engagement group

Refresh of CCG’s Public and Patient Engagement
Strategy

Develop a CCG - Patient centred organisational
development framework

Capacity & capability

Development of Programme management and project
management capability across the system

Development of a cohort of change and facilitation
experts via Leadership SouthWest

Review of CCG Organisational Structures and role of
commissioning support functions to underpin delivery

Collaborative Arrangements

Creation of a Transformational Leadership Board

Shared programme management arrangements for
shared priorities

Leadership Capacity & Capability

Build  Organisational = Development  skills and
Competencies

Review of talent management across the system

Review of Organisational Development requirements
across organisations and across the system

Workforce

We recognise that we have a number of key strategic workforce issues to address if we are
successfully to implement our 5 year Strategic Plan. Our internal CCG Leadership Team and its
workforce must be equipped and ready to lead and deliver the stretching range of commissioning
initiatives and responsibilities outlined in our plan, and our partner provider organisations must re-
shape their current and planned workforces to meet the changing requirements for service provision
which we have described in our strategic commissioning intentions.

Of particular relevance to provider workforce planning, our Strategic Plan calls for:

e Enhanced primary, community and mental health services provided on a 7 day a week basis,
focused on our practice clusters and delivering care closer to home wherever appropriate
e Specialist and hospital based services supporting community based services with their

expertise

e Innovative pathways of care with self-care and personalised care planning

Our stakeholder events have helped us to prioritise a number of key project areas which we know will
impact upon provider staffing models, including a focus on:

e Prevention, self-care and personal responsibility
e Long Term Condition Management, focussing initially on diabetes to develop new models of

care

e Musculo-skeletal services, and

e Urgent care
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Each of these key workstreams will require a change in the way we deliver healthcare to the people of
the BaNES area, whether it is a change in location, or in the hours of service access, or indeed a
fundamental change in the nature of the care we provide. And some of the elements of service re-
design will in turn necessitate a change in the nature and the skill set of the workforce deployed to
deliver the service.

We anticipate that the shape of our providers’ professionally trained workforces will therefore need to
adapt over time to reflect the new approach, and we recognise the need to work closely with the Local
Education Training Boards so that we can contribute to the debate about the volumes and the content
of future professional training programmes.

Developing our CCG Workforce and Organisation

We recognise that our staff represent our greatest asset. We also know that our success as an
organisation depends upon our ability to create a supportive and highly productive environment which
directly aligns our strategic commissioning objectives with those of our employees.

Our aim then is to create an engaged, highly motivated and skilled workforce; thriving in a challenging
and stimulating environment as we lead the development of the whole healthcare system in BaNES.

We will achieve this by developing a clear workforce plan as an enabling plan to our Strategic Plan.
This will identify the new or enhanced skills we will require as commissioners so that we may seek to
recruit, retain and develop people with the best skills, knowledge and potential and who reflect our
organisation’s core values and behaviours.

During our first year as a new commissioning organisation we have had a clear emphasis upon
supporting, involving and developing our staff to help them do the best possible job for us.

We have therefore focussed upon communicating and engaging our staff through:

e regular all-staff meetings

e structured team briefings

e amonthly newsletter

e Clinical Chair updates, and

e developmental multi-disciplinary project-work opportunities

And in the coming months we plan to run a staff engagement survey in order to provide staff with
another opportunity to express their views and contribute to the development and the success of this
organisation.

We have established an organisation-wide Performance Management process which directly links
individual objectives to the goals and outputs of our annual Business Plan. We will build on this to
ensure objectives are also aligned to our longer-term goals described in our Strategic Plan.

The performance management process is supported by the production of a Personal Development
Plan for all of our staff, and we will be working towards the creation of a Learning and Development
Plan to address identified development needs for the coming year. This plan must and will include
addressing the changing skills needs for our commissioning staff who are charged with leading,
developing and performance managing the local healthcare system.

Alongside this, with our Central Southern CSU partner we have established a Training Needs
Analysis process which identifies and meets all statutory and mandatory training requirements.
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Our intention is now to build on these foundation stones to focus on talent management and
succession planning for the future. Our aim is to achieve a positive blend of ‘growing our own’,
together with going out to market for the recruitment of key - sometimes scarce - skills.

We will also continue to focus upon Executive Team and Board development, building further on the
workshops we have already run to begin addressing this.

Developing the Provider workforce to deliver future models of healthcare delivery

Whilst there are undoubtedly staffing pressures in the local healthcare system right now, the required
developments and changes in the design and delivery of healthcare called for by our Strategic Plan
will inevitably create significantly greater pressure on our provider organisations to re-think current
staffing models. Resources will need to be realigned to create a flexible, skilled and responsive
workforce which is able to meet the changing needs of our local population.

We recognise that the ambitions we have outlined in our 5 year Strategic Plan will impact significantly
upon the workforces of all of our providers, as we disinvest in established sectors and seek to invest
more in other sectors of the healthcare system. Resources will inevitably move from acute, hospital
(and bed) -based services, to community and primary-care settings.

More specifically, we have indicated a wish to focus on reviewing and redesigning certain care
pathways and delivery models — particularly MSK, diabetes and Urgent Care. We recognise that this
work will impact upon a number of hospital based specialities, including orthopaedics and
rheumatology amongst others.

We welcome the opportunity to work collaboratively with our local providers on this important issue.
We will ask them to work with us in assessing the impact of our plans upon their current staffing
models and to tell us how they plan to address these consequences. We would also want to see an
understanding of the potential risks involved in this transition, and to have confidence in the
contingency plans to maintain safe and high quality services throughout.

Our intention therefore is to work closely with our main providers to support this service redesign

programme, and to support them in preparing for the significant operational and staffing changes

which will be required, including the identification of the new skill sets required to support the new
care pathways and models of healthcare.

As Commissioners, we will further support this programme of work by establishing a sound reporting
framework built on clear people management indicators to give us the assurance that this staffing
transition is being well-managed throughout the period of change.

Structure of the CCG and Commissioning Support

The CCG is a relatively small lean organisation consisting of 43 employers and 34 whole time
equivalents. Our running costs budget is £4.6m (check 14/15 fig) and will need to reduce by 10% from
April 2015.

Following our first year of operation we are in a position of reflecting on the structure of the CCG and
the provision of commissioning support functions in response to the requirements of delivering both
our 2 year operational plan and our 5 year strategy.
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At the point of authorisation and our current split of in-house support and support shared or
commissioned with the B&NES Local Authority, Wiltshire CCG and from a Commissioning Support

Unit (currently Central Southern Commissioning Support Unit) is as follows:-

CCG (In house)

Share with Wiltshire

CCG

Share with Local
Authority

Commissioning
Support

Strategic Service
Planning & QIPP
Delivery

Organisational
Development

Medicines
Management

Commissioning
Support Management

Individual Funding
Decisions

Adults Safeguarding

Children’s
Safeguarding

Communications &
Patient Engagement

Integrated
commissioning:-

Children’s Services

Mental Health

Learning Disabilities &
People with Sensory
Impairment

Community Health &
Social Care Services

CHC/FNC*

Via contract with
Sirona CIC

Contracting & Provider
performance
management

Business Intelligence

Financial support
services

Support for Quality
assurance

Service re-design
support

Procurement

Corporate Services

(PALS, Complaints &
FOI)

HR & Workforce

We anticipate agreeing a Service Level Agreement with Central Southern Commissioning Support
Unit beyond September 2014 to March 2016 to create stability in the commissioning system and to
enable current arrangements to further develop. This will include a detailed review of service

specifications, ways of working and joint organisational development activities.

It is anticipated that the CCG may make some changes to the configuration of some of these
arrangements in light of a review of our current and future needs.

Commissioning support functions will need to evolve in response to the requirements of our 5 year plan
and a joint impact analysis will be carried out by June 2014 as part of the final submission of our plan.
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Estates

We have considered the impact of our strategic plans and priority programmes for delivery on the
health economy estate in consultation with NHS Property Services, who own and manage the non-
acute estate within the BaNES area, and with the acute providers responsible for their own estate.
The starting position is of some excess and underutilised capacity in community-based estate, and an
identified requirement to reconfigure use of the acute estate as part of the long-term solution for the
services currently provided by the RNHRD, and to allow for more effective use of the RUH site.
Following the principle of ensuring resources are put to the most effective use, our plans include the
intention to:

o Dispose of properties which have no potential to support delivery of the health community’s
plans. We anticipate NHS Property Services disposing of a number of residual Learning
Disabilities properties and terminating a lease for a former mental health property by the end of
2014/15. This will remove charges incurred by the CCG for the cost of vacant clinical properties
in the BaNES area, releasing the funds for reinvestment

e  Use our commissioning knowledge to support NHS Property Services in identifying suitable
tenants for underutilised space in community properties to be retained. We expect instances of
this to occur throughout the planning period and it is our intention to minimize any gaps in
occupancy through effective communication and coordination. This will remove or avoid charges
incurred by the CCG for the cost of vacant clinical space, releasing funds for reinvestment in
patient care

o  Work with acute providers to support estate plans which align with our commissioning strategy
and the health community’s longer term goals, understanding and assessing the service and
resource impact of changes from a system leader perspective. We anticipate that acute providers
will use their own capital and estates resources to facilitate changes to their own property, with
commissioners supporting the management of transition risk if necessary

e  Work with Local Authority and primary care partners to explore opportunities for shared or varied
use of the wider health and social care estate as detailed delivery plans develop

We have not identified any aspect of our priority programmes for delivery which requires significant
change to existing estate during the five year planning period, although some areas may be put to
different use over time. We will therefore focus our activities on ensuring the existing estate is of the
right size, with each area occupied to the best effect.

IT Infrastructure

Our IMT strategy recognises the need for an excellent Information Management & Technology (IMT)
infrastructure of information, tools & technologies in order to support our employees as we deliver our
goals. We want our team to see technology as liberating them to work effectively and imaginatively.

We anticipate agreeing a new SLA with Central Southern CSU in September 2014 enabling us to
build on the economies of scale such a service can offer in this technical field. Working in partnership
with CSCSU we will exploit new technology to enable a more flexible workforce. We will review the
network operating at our St Martins site as well as the hardware offering to staff. These changes will
be adopted with the support of appropriate policies in Information Governance and Information
Security and the development of a Bring Your Own Device (BYOD) strategy and policy. This will
assure our IMT security while we benefit from innovation.

Governance of the IMT programme will adapt to ensure IMT is embedded in all commissioning
developments. Potential benefits from technology and an awareness of the need for strong
information governance will become part of how services are commissioned. We will use data as part
of the commissioning process to ensure that as an organisation we take action on the basis of fact
and evidence. We will ensure we have implemented robust monitoring of our actions to understand
their impact.

The effectiveness of, and strategy for, our IMT infrastructure will be monitored and adapted within our
IMT Steering Group.
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Chapter 12 Delivery and Governance Arrangements

We have developed our strategy in partnership with local commissioning and provider organisations

and are confident in the level of support across the health and care system for the change
programmes we have outlined in chapter 6 of this document, focused on our six priority areas.

We have designed a governance structure that is rooted in sound change management principles and
the philosophy of Managing Successful Programmes (MSP). The governance structure was signed off
by senior leaders of our health and care system at the final workshop on 13" March 2013.

A

TRANSFORMATIONAL LEADERSHIP BOARD |
BATH i

BaNES ROYAL SIS SYONLS BANES NHS DOCTORS  WILTS i
b UNITED  CARE&  WILTSHRE '\ % ENGLAND URGENT cCe i
HOSPITAL  HEALTH  PARTNERSHIP CARE ;

A A A A A A A A i

Seizing Opportunities

Your Health, Your Programme Board
Voice Patient and Membership:

Public Engagement » 1 CEO/AQ for each partner organisation

Group * Director of Public Health

* Director of People and Communities

* Representative from Healthwatch

* Leads for Workstreams

* 3 Sector representative

* Patient representative

Workstreams — Project Boards

Programme Director '

Prevention, including self care

Improving Diabetes Care Programme
Management
Musculoskeletal Service review and redesign Office and Programme
Enablers:

Improving Interoperability of Patient record systems

* Benefits Management
Communication
Stakeholder Management

Improving Urgent Care

Safe compassionate care for frail older people

Better Care Fund

Chief Officers

Healthwatch

Regulators

Clinical Reference
Group

Key

Reporting on delivery or
resource issues

Reporting on progress and
scrutiny of the Programme

A Transformation Leadership Board will be established with membership from partner organisations —
see programme structure above. The Leadership Board will be chaired by the Clinical Accountable
Officer of the CCG and the membership will include the CEQ'’s of constituent organisations and the
clinical leaders of the work stream project groups. The Transitional Leadership Board is accountable
to the participating organisations governing bodies but will also report to the Health and Wellbeing

Board.

The Leadership Board will oversee the delivery of the overall programme and the contributions of the
individual work streams. The priority work streams for delivery of the 5 year strategy have been
developed and endorsed by stakeholders but there may be additional work streams which providers
feel would also benefit from system wide management and delivery. The Better Care Fund will also be
managed via these governance arrangements to ensure appropriate integration within the strategy.
The role of the group may evolve over time to address other system-wide issues for which there is

currently no suitable forum.
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The Steering Group will be supported by a Programme Director and Programme Management Office
(PMO). The PMO will support the Transformational Leadership Board ensuring progress and benefits
are tracked and variances, risks, dependencies and issues are identified, managed and addressed
across the whole programme. The costs of this support will be apportioned across the participating
organisations on a proportional basis consistent with the anticipated benefits to these organisations.

The CCG Patient and Public Engagement Working Group- ‘Your Health, Your Voice’ will ensure the
patient voice is heard across all areas of the programme and to commission the development of
specific pieces of engagement and consultation work as required by individual work streams. A
communications lead will work within the PMO to ensure there are regular and consistent updates of
progress to the wider group of stakeholders and organisations with a role to scrutinise.

A more detailed description of these arrangements with Terms of Reference for the Transformational
Leadership Board has been prepared.
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Chapter 13 Implementation Plans

We do this last...

Within the context of our governance arrangements for delivery of our strategic plan priorities, we will
develop implementation plans for each project or group of associated projects within each of the six
priority areas.

We are committed to maximising the strengths of collaborative working between health and social
care system partners, and recognise the crucial contribution of provider stakeholders in delivering our
plans in an effective and timely manner. We will engage with key stakeholders to create, sign off and
progress our implementation plans.

We will ensure implementation plans for each priority area recognise, where relevant, the need to
develop key enablers and supporting functions, and will ensure that multiple requirements relating to
enablers and supporting functions are managed in a coherent manner.

We will develop our detailed implementation plans using structured project management approaches
which are relevant and proportionate to the scale of each project, in accordance with accepted
change management principles and using good practice techniques and tools such as the NHS
Change Model. Development and delivery of the implementation plans will be supported by a
capable and experienced Programme Management Office function.

We envisage that our implementation plans will include the following:

Clear articulation of individual roles and responsibilities

Description of which stakeholders are engaged with the project and to what degree
Delivery accountability mechanisms

Reporting mechanisms including monitoring of progress, risks and issues

Detailed delivery plans which include sequenced actions and recognise interdependencies
Key milestones

Qualitative and quantitative key performance/delivery indicators

Benefits realisation criteria

Assessment of any transitional impact of implementation and the resource required to manage it
An operationalisation or handover plan to ensure smooth transition to a live service
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Chapter 14 Communications and Engagement Plan

In this section we set out:-

¢ How we have engaged on the development of our five year strategy

e What were the key messages we have heard from the Public and Stakeholders and how
these have informed the development of our strategy

e  Our Plans for further on-going engagement during April and May.

Citizen Participation & Empowerment

“We must put citizen and patient voice absolutely at the heart of every decision we take in purchasing,
commissioning and providing services”.

Tim Kelsey, national Director of Patients and Information, NHS England
In this Section we will:-

e Discuss how we will develop our approach to Citizen Participation & Empowerment through:-
e Personal Health Budgets
e Patient Choice & Decision Making

Our Approach to Encouraging Citizen Participation

The findings from our engagement activities described in Chapter X provide a framework for us to
consider how we will take forward Citizen Participation & Empowerment. To continue to support the
public mandate for change within the local NHS, we need a seismic shift in how we engage with
individuals and communities. Our ambition is to continue to hold regular events with our stakeholders
and members of the public, providing them with the opportunity to hear and see our plans through
traditional events, meetings and focus groups. However, we need to ensure that a wide range of
perspectives are heard and we therefore have plans to ensure local activity is flourishing, co-
ordinated, accessible and appealing across our entire demographic - and most importantly, which
flows both ways.

Our patients, members of the public and stakeholders have told us they want to be involved in
the following ways:

e By an approach/channel which suits them; reflecting their individual interests and lifestyle
e To keep them up to date and allow them to ‘dip in and out’ when it suits them

e By providing a variety of options to make their views heard

e To be kept informed about what others think

e To receive feedback about what has been done as a result of their input and involvement.

To achieve these aims we intend to further develop and our engagement activity through the
establishment of a Patient and Public Involvement Group , “Your Health, Your Voice “ and our

online patient communication which supports B&NES CCG to:

e Build a community of interest through membership
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e Engages with people on their chosen topic of interest

e Tracks relationships and member activity

e Records and analyses feedback from online, social media and other engagement activity
o Let’'s people know the outcomes

e Creates a continuous dialogue that is available 24/7

As a result this will:

e Build community interest and involvement

e Improve accessibility and increases participation by broadening our reach and the variety of
channels in which the public can engage through

o Ensure we're talking about what really matters to the public

e Share outcomes; enabling continuous and flowing dialogue

e Capability to track, connect, record and analyses activity, behaviours, demographic etc. which
will feed into reporting.

Participants will be able to:

e Register as a member and choose the topics of interest

e Get updates and be involved in surveys, polls, events, documents, consultations and other
activities

e Give their view online - it all counts

e Respond anonymously if they prefer

e Invite the CCG staff to their community group and discuss issues in person

o Get feedback about what has happened as a result of their involvement

The benefits to the CCG mean that we will:

e Access quick and cost effective community dialogue and feedback

o Ability to target different groups and individuals for specific topics, e.g. Long term conditions

e Reach new audiences through multiple platforms and new media

e Gather a body of evidence on patient and public activity and participation

e Use tools to analyse and report on online AND traditional engagement, e.g. focus groups,
meetings, correspondence - to save time and money

e Promote and easily publish outcomes - what is heard and what is done as a result.
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References (Note these currently only relate to the Population At A Glance section and will
need to be tied in properly at the end)

1.

BaNES JSNA http://www.bathnes.gov.uk/services/your-council-and-democracy/local-research-
and-statistics/wiki

Public Health Outcomes Framework Data Tool http://www.phoutcomes.info/

Local Alcohol Profiles for England http://www.lape.org.uk/data.html

NHS Health Checks http://www.healthcheck.nhs.uk/interactive _map/

PHE Health Profiles http://www.apho.org.uk/default.aspx?QN=HP_FINDSEARCH2012

PHE Segmentation Tool
http://www.lho.org.uk/LHO Topics/Analytic Tools/Segment/TheSegmentTool.aspx

Health and Social Care Information Centre https://indicators.ic.nhs.uk/webview/

PHE Longer Lives http://longerlives.phe.org.uk/#are//par/E92000001
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Glossary and Abbreviations

This section attempts to clarify some of the terminology and common abbreviations that may be used
in the document

Abbreviation Description

Acute Care Acute care refers to short-term treatment, usually in a hospital, for patients with any kind
of iliness or injury.

ADHD Attention Deficit Hyperactivity Disorder —problems with attention, hyperactivity that are
inappropriate.

AQP Any Qualified Provider This is an approach to commissioning where any provider who is able to
deliver a specific service and meet the required minimum standards cab be listed as a possible
provider. Patients choose which provider on the AQP list they wish to see. No provider is guaranteed
any volume or exclusivity. AQP was previously referred to AWP(any willing provider). The change in
name reflects the emphasis on providers meeting sufficient standards

Authorised CCG that is established and has fully satisfied the NHS Commissioning Board of the
matters set out in the Act as is necessary in order for an application to be granted

AWP Avon & Wiltshire Mental Health Trust Major local provider of mental health service.

CQC Care Quality Commission This is an organisation funded by the Government to check all
hospitals in England, to make sure they are meeting government standards and to share their findings
with the public.

Coronary Heart Disease CHD

CQOG Clinical Quality and Outcomes Group A joint initiative between the national Caner Intelligence
Network (NCIN) and the National Cancer Action Team to encourage, establish and maintain
operational links between those producing data on the activity, perform and outcomes of cancer
services and those responsible for improving the quality of cancer services in the NHS

CMT Community Mental Health Team

COF Commissioning Outcomes Framework A proposed framework of indicators. Will provide
transparency and accountability about the quality of services that CCGs commission and the
outcomes achieved for their local populations. CCGs commission and the outcomes achieved for their
local populations. CCGs will be able to use information on baseline performance against these
indicators, to help identify local priorities and create commissioning plans that are meaningful at local
level.

CSU Commissioning Support Units Commissioning Support Units provide commissioning and
technology support services to a range of commissioners and providers across the NHS

CQUIN Commissioning for Quality and Innovation

CSI Commission for Social Care Inspection Former inspection/registration body for social care, now
incorporated in CQC

Council Health and Well Being Board Forum where council chiefs, the NHS and other experts join
forces to tackle a borough’s health inequalities

DH Department of Health Government department responsible for health and social care.

EoLC End of Life Care
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EPP Expert Patient Programme.

Established legal term meaning a CCG is created as a statutory body under the Health & Social Care
Act 2012. CCGs covering the whole of England must be established by April 2013, when PCTs are
abolished. Established CCGs may be (fully) authorised with conditions, or established in shadow
form.

FOQ Act The Freedom of Information Act gives everyone the right to access information held by
public services.

Foundation Trust NHS Foundation Trusts are not directed by government so have greater freedom to
decide, with their governors and members, their own strategy and the way services are run. They can
retain their surpluses and borrow to invest in new and improved service for patients and service
users.

GDS General Dental Services Mainstream dentists

GPLHC GP Led Health Centre

GPwSI GP with Specialist Interest

HCAI Health Care Associated Infections

Health Inequalities Differences and gaps in standards of health from area to area, often linked to
poverty and other social issues

HWB Health & Wellbeing Board Health & Wellbeing Boards are being established in every upper-tier
local authority to improve health and care services and health and wellbeing of local people. They will
bring together the key commissioners in an area, including representatives of CCGs, directors of
Public Health, Children’s Service and Adult Social Services, with at least one democratically elected
councillor and representative of Health Watch. The Boards will assess local needs and develop a
shared strategy to address them, providing a strategic framework for individual commissioner’s plans.

Incidence The number of new cases of a disease within a given time period

Independent Community Interest Company A limited Company which exists to benefit the community
rather than private shareholders

ISTC Independent Sector Treatment Centre Private centres that have a contract with the NHS to
perform certain treatments

IT Information Technology Computers and associated technology

Integrate A principle of this programme which refers to creating more co-ordinated care for the patient,
making sure all parts of the NHS and social services work more closely and effectively together.

JSNA Joint Strategic Needs Assessment These are the primary process for local leaders to identify
local health and care needs and build a robust evidence base on which local commissioning plans
can be developed

KPI Key Performance Indication Targets that are agreed between the provider and commissioner of
each service, which performance can be tracked against

LA Local Authority

LAA Local Area Agreement. A document which sets out the priorities agreed between central
government and a local authority and other key partners
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LES Local Enhanced Service A primary care service contract that has been designed to meet a local
need and is negotiated and offered to all local GPs in addition to their core contract.

Length of Stay Period that a person is in hospital

LSP Local Strategic Partnership formed between the council and its key partners, including the NHS,
POLICE, Voluntary Sector and local business sector to agree and deliver the Sustainable
Communities Strategy

LTC Long Term Conditions There are around 15 million people in England with at least one long term
condition — a condition that cannot be cured but can be managed through medication and/or therapy.
There is no definitive list of long term conditions — diabetes, asthma, coronary heart disease, chronic
obstructive pulmonary disease (COPD) and mental health issues can all be included.

MH Mental Health

MOU A Memorandum of Understanding is a document describing a bilateral or multilateral agreement
between parties.

MIU Minor Injuries Unit

Monitor Currently the independent regulator of NHS Foundation Trusts. Until 2016, it will have a
continuing role in assessing NHS Trusts for a Foundation Trust status and for ensuring that
Foundation Trusts are financially viable and well led. Under the recent NHS changes Monitor will
adopt a new role as economic regulator for healthcare and competition regulator for health and social
care.

Morbidity a diseased state, disability, or poor health due to any cause.

Mortality rate a measure of the number of deaths (in general or due to a specific cause) in a defined
population, scaled to the size of that population, per unit time.

Multi-disciplinary Team These are groups of professionals from primary, community, social care and
mental health services who work together to plan a patient’s care.

NHSCB The NHS Commissioning Board is to be created under the Health & Social Care Act 2012 to
be responsible for arranging for the provision of health services in England.

NHSCBA the NHS Commissioning Board Authority is a special health authority set up in October
2010 with the purpose preparing for the creation of the NHSCB

NHS Constitution The Constitution establishes the principles and values of the NHS in England. It
sets out rights to which patients, public and staff are entitled and the pledges which the NHS is
committed to achieve, together with the responsibilities which the public, patients and staff owe to one
another to ensure that the NHS operates fairly and effectively. All NHS bodies and private and third
sector providers supplying NHS services are required by law to take account of this Constitution in
their decisions and actions.

NHS Continuing Healthcare NHS Continuing Healthcare is a package of care that is arranged and
funded solely by the NHS, where an individual is assessed as having a primary health need. The
National Framework for NHS Continuing Healthcare sets out the process for establishing eligibility for
NHS Continuing Healthcare, the principles of care planning and dispute resolution relevant to the
process. NHS bodies and local authorities have a responsibility to ensure that the assessment of
eligibility for the NHs Continuing Healthcare and its provision take place in a timely and consistent
manner.

NRLS National Reporting and Learning System. The system enables patient safety incident reports to
be submitted to a national database. Most incidents are submitted to the NRLS electronically from
local risk management systems. This data is then analysed to identify hazards, risks and opportunities
to improve the safety of patient care.
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NSF National Service Framework A set of NHS guidelines indicating best practice in a given service.
NICE National Institute for Clinical Excellence () Non departmental public body of DH in the UK which

develops and publishes policies on clinical guidelines, technology in NHS, Clinical Practice, guidance
for public sector workers on health promotion and guidance for social care services and users

Non Elective Medicine Treatment for illnesses that is not planned, including severe pneumonia, flare-
ups of inflammatory bowel disease, severe asthma attacks and worsening of COPD, needing
admission to hospital.

Non Elective Surgery Surgery that is not planned and which is needed for urgent conditions

Operating Framework National (and/or regional) framework setting out targets, priorities and
expectations of NHS organisations on an annual basis.

OD Organisational Development () Work concerned with developing and improving the organisation —
its structures, systems or working, skills and culture — to undertake its more role more effectively.

OOH Out Of Hours Services operating outside of normal working hours

Overview & Scrutiny Committee (O&S or OSC Local Authority Committee with the power to scrutinise
performance and changes in health and care services.

ONS for National Statistics.

Outpatient A patient who attends an appointment to receive treatment without actually needing to be
admitted to hospital, unlike an inpatient. Outpatient care can be provided by hospitals, GPs and
community and providers and is often used to follow up after treatment or to assess for further
treatment.

Package of Care A term used to describe a combination of services put together to meet a person’s
assessed healthcare needs. It outlines the care, services and equipment a person needs to live their
life in a dignified way

PALS Patient Advice and Liaison Service A free service to support and signpost patients.

Patient Pathway or Journey This is the term used to describe the care a patient receives from start to
finish of a set timescale in different stages. There can be integrated care pathways which include

multi-disciplinary services for patient care.

Patient Care Trust Administrative body responsible for commissioning primary, community and
secondary health services from providers until March 2013

PCT Cluster Bath & North East Somerset and Wiltshire PCTs working with a shared Board — the
accountable NHS organisation for 2014/2015

PBC Practice Based Commissioning An initiative to directly engage GPs and other clinicians in the
commissioning work of the PCT

Prevalence The proportion of individuals in a population who have the disease at a specific instant or
during a specified time.

Primary Care Services which are the main or first point of contact for the patient, provided by GPs,
community providers ETC

PCT Primary Care Trusts PCTS commission primary, community and secondary care from providers.
To be replaced by CCGs in April 2013

Programme Budgeting A way of assessing investment in health of the population.
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PROMS Patient Reported Outcome Measures

Public Health The science and art of preventing disease, prolonging life, and promoting health through
the organised efforts of society (Acheson 1988)

QUIPP Quality, Innovation Productivity and Prevention Over 2011-12 to 2014-15, the NHS will face
significant additional demand for services arising from the age and lifestyle of the population, as well
as the need to fund new technologies and drugs. To meet this challenge, the NHS needs to deliver
recurrent efficiency savings of up to £20 billion by 2014 2014-15 Quality, Innovation Productivity and
Prevention (QUIPP) is the response to the challenge of improving the quality of care the NHS
delivers, whilst at the same time making these savings

QOF Quiality and Outcomes Framework. The QOF is a voluntary incentive scheme that rewards GP
practices for implementing systematic improvements in quality of care for patients, based on their
performance against indicators. The QOF is part of the General Medical Services Contract

Quality Premium This will be an element of income which is linked to the performance of the CCG. It
is proposed that the quality premium will be paid to the CCG from the NHSCB if it performs well. The
Health and social care Act 2012 now states that Regulations may prescribe how any payment made
to a CCG in respect of quality may be spent, including the distribution amongst the CCG’s

Rate The number of observed events per total number in whom this event might occur over a
specified time period, often expressed as per 1,00 or per100,00 (persons, male, female, children etc.)

Registered Population Is the population registered with a general practice constituent practice of a
PCT

RNHRD Royal National Hospital for Rheumatic Diseases Specialist NHS Hospital (Foundation Trust)
RTT Referral to Treatment The period of time to the start of specialist treatment.

RUH Royal United Hospital NHS Trust Local acute hospital in Bath, serving B&NES and parts of
Somerset and Wiltshire

Secondary Care Hospital or specialist care that a patient is referred to by their GP or other primary
care provider

SEND Special Educational Needs. Any learning difficulties which calls for Special Educational
provision to be made.

Senior Commissioning Managers SCMs

Service Level Agreement (SLA). A service level agreement is a negotiated agreement between two
parties. It is not commonly legally binding although it may form part of a formal contract. SLAs would
commonly include definition of services, performance measurement, problem management and
termination agreement.

UCC Urgent Care Centre A centre that is open 24 hours a day, seven days a week these centres will
treat most illnesses and injuries that people have which are not likely to need treatment in a hospital.
This includes chest infections, asthma attacks, simple fractures, abdominal pain and infections of the
ear, nose and throat.

VFM Value for money
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