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During 2016/17 North East Lincolnshire CCG has made some significant strides forward in relation to a number of areas of service delivery and continues to provide an exemplar model in others. Our work in relation to supporting people with Learning Disabilities is leading the way in the field, with community based care in the locality being the standard operating approach for everyone.
We have also made inroads into the level of non-elective activity, meeting our ambitions for the locality in relation to reductions in non-elective admissions – we are bucking the trend in comparison with our neighbours within the STP area.
We are also making inroads into activity levels as a result of the demand management initiatives we have undertaken – we have the lowest level of referrals in our peer group and have reduced variation across GP practices in referrals. Our community Cardiology service is beginning to take effect and will continue to have impact next year. All of this is reflected in our agreed plans to recover our RTT position, which has been challenging this year.
Equally, there have been challenges related to performance around A and E, reflecting the challenges experienced by our key local provider, NLaG. Following close working together a plan has been put in place to recover the position during 2017/18.
We are proud to be able to say that we are forecasting to achieve financial balance over the next two financial years.
Our work as part of the National Diabetes Prevention Programme is leading the way in this area, with courses targeting patients identified as at risk of developing the disease. 
[bookmark: _Toc470259493]STP and Operational Plan Links

The Humber Coast and Vale Sustainability and Transformation Plan links closely to the NELCCG Operational plan – these links are outlined more specifically in the section below related to the Nine Must Dos and STP priorities
NELCCG is fully engaged in the development and delivery process for the STP and progressing initiatives which align to the overarching STP priorities.
Helping People Stay Well – NELCCG  is working closely with Public Health in NELC on smoking cessation, introducing a structured approach to Social Prescribing, implementing care navigation in primary care, and continuing our community based approach to falls prevention – for example included in our activity modelling are 50 fewer emergency spells related to fractured neck of femur.
We are also undertaking pioneering work in relation to Diabetes prevention.
NEL is one of the first 27 areas across the country to provide the National Diabetes Prevention Programme (Healthier You) aimed at supporting at risk patients, through an evidence-based behaviour change programme to reduce their risk of diabetes. 
Place based care – Work is ongoing to refocus primary care activity towards urgent care as well as reducing demand by enabling patients to access alternatives such as community pharmacy through a minor ailments scheme.  In addition to this, work is ongoing with a focus on a primary care long term conditions model – reductions in A and E attendances and admissions have been factored into our modelling for activity reduction. Alongside our work to support care homes and the out of hospital urgent care model, we are looking to achieve a 6% reduction in non-elective admissions.
Creating the best Hospital Care
Detailed work is ongoing with NLaG to explore service change across Northern Lincolnshire. The recent clinical options event undertaken as part of the Healthy Lives, Healthy Futures programme was part of this process. 
Supporting People with Mental Health problems
We are actively engaged with our local commissioner colleagues and providers to ensure that we are developing effective prevention and primary intervention services to enable our populations to maintain a good level of mental wellbeing. To this end our commissioning focus will be on community based services with a particular emphasis on reaching out to Black and Minority Ethnic groups to encourage appropriate take up of services.
Strategic Commissioning
We are actively engaged with commissioners across the HCV geographical area on planning for “at scale” commissioning particularly for specialties which struggle to recruit sufficient numbers of clinical staff for smaller patches. Priority areas are Dermatology and Ophthalmology – our activity planning reflects the need to rectify current problems with these specialties and deal with recent backlogs. 
Helping People through Cancer
Significant work has been undertaken to align with STP priorities in relation to early identification of cancers and in particular with relation to waiting times our plans take us towards achievement of national standards with the relevant levels of activity built into our plans.
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NELCCG is fully engaged in the STP planning process and has put in place internal mechanisms for ensuring that STP milestones will be met. 
The CCG is linked into all of the work stream initiatives outlined in the STP and the relevant actions linked to NELCCG are incorporated into our operational plan
For Example;
Helping people stay well – NELCCG is linked into the development of the Phase 1 programme led by Public Health
Place based Care – Primary care redesign is described in our primary care forward view submission and is actively underway
Pathway redesign regards elective and complex discharge – this is being addressed through our planned care work and urgent care pathway redesign
Social prescribing and community navigation – our social prescribing arrangements are well advanced and due for implementation early in the new financial year. Community navigation plans are incorporated in our approach to primary care
Work to implement the electronic care record is well advanced
NELCCG is fully engaged in the Multi-disciplinary locality team framework design and care market capacity reviews
Creating the best hospital care – NELCCG is actively involved in the review and options appraisals related to acute care and is leading work on Urgent and Emergency care in preparation for roll out from April 2017
Supporting people with Mental health problems – NELCCG is actively engaged in the development of HCV shared standards
Strategic Commissioning – NELCCG is actively involved in the planned strategic review
Helping people through cancer – detailed work is already underway to focus on the 62 day target for lung cancer and improve the pathway and diagnostic model. This builds on the strong position we already hold with relation to waiting times and the performance already achieved in relation to early identification.
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The CCG plan is built up from the 16/17 FOT and the recurrent impact of any non-recurrent actions agreed for managing the 16/17 position have been fully taken into account.  The CCG has a planned break-even position against its in-year allocation, and achievement of its control total in both 17/18 and 18/19. Alongside this the CCG is working with other CCGs, local authorities and NHS Providers in the Humber Coast and Vale STP to support the delivery of the local system financial control total. This builds on the work that we have been doing in Northern Lincolnshire over the past couple of years as part of Healthy Lives Healthy Futures and the Northern Lincolnshire Community Finance Plan.
The transformation (QIPP) schemes included in the CCG’s plan, build on the schemes started in 16/17 designed to reduce non elective activity. These schemes were all part of Healthy Lives Healthy Futures and are planned to be rolled out/fully implemented over the next two years, and have been developed using benchmarking information. These schemes are all reflected in the Humber Coast Vale STP plan.
All of these demand management measures have been taken into account in relation to our financial planning and are described in more detail throughout this document
All of these considerations form part of ongoing discussions with providers to ensure efficiency targets are met
Activity Plans have been developed in conjunction with our main provider and NL CCG, to ensure a consistency of approach. This work has been done alongside the financial modelling and capacity planning modelling (being done within NLAG). By adopting this approach it will enable the local health community to understand the deliverability and affordability of the plans.
Further detailed Finance queries are described at Annexe 1
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Our plans for delivering the necessary transformation in primary care were submitted as requested. They have been included here for completeness and ease of reference 
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The A&E Delivery Board is making positive progress on a substantial and effective implementation of the mandated “must do’s” and the Rapid Implementation Guidance(RIG) and this is aligned with the longer term transformational plans being implemented through the local delivery arrangements. 
Priorities for implementation of the RIG include:
· Ambulatory Care Unit
· Mental Health Liaison in A and E
· SAFER bundle
· Estimated Date of Discharge/Clinical Criteria for Discharge
· Discharge to Assess
· Step Down capacity
Whilst the value of these initiatives is clearly recognised it is also clear that there are operational issues within the acute provider that have a fundamental impact on recovery of A and E performance. To this end notification of performance concerns are being raised through the NLaG Contract Board to ensure that there is an operational action plan in place that supports A and E improvement in line with the trajectory stated that plans for recovery to the 95% standard by April 2018. The Delivery Board expects pressures through the remaining winter months to impact on this recovery trajectory and to that end has been active in securing a range of additional capacity and/or organisational arrangements to support system-wide pressure management.
These include:
· Additional GP Out of Hours capacity on 3 bank holidays.
· Seek assurance on Bank Holiday therapy capacity.
· Additional Rapid Response in A and E to support GPs over longer hours 
· Implement winter Patient Transport Service vehicle 
· Implement additional Domiciliary Care Provision 
· Discussions with LIVES Community First Response service on community responsiveness and reducing avoidable conveyance.
· Agreed to fund Mental Health liaison post in A and E until end Mar with recurrent funding agreement thereafter.
· Agreed to commission additional block of nursing home beds to support step down arrangements
· Escalation protocol agreed with YAS 111 as per normal annual approach.
The delivery of the four hour A and E standard and ambulance response times will be through a combination of CCG led contract forum action plans with individual providers, through the leadership of the A and E Delivery Board which includes the implementation of the 5 elements of the A and E Improvement Plan and through the on-going ownership and development of elements of the urgent care system by the emerging Accountable Care Partnership. All elements are seen as vital in order that specific operational issues are addressed along with the necessity for best practice to be embedded across the urgent and emergency care system as well as the imperative to implement transformation plans. The recovery of the acute trust performance for 4 hour waits has a trajectory that meets the standard in April 2018. 
Through the contract forum, the acute trust must meet the stated milestones in implementing the four priority standards for seven day hospital services. For 2016/17, the implementation of these 4 standards has been the subject of a Service Development Improvement Program (SDIP) which includes meeting the national milestones for self-assessment against the 4 standards and monitored for assurance through the contract process. For 2016/17 the implementation will be part of a full contractual obligation. Progress at the end of 2016/17 will be subject to detailed scrutiny and subsequent action planning. The STP plans and Urgent and Emergency Care Network priorities includes these 4 standards and the three acute trusts within the STP and Urgent and Emergency Care Network will be further subject to the scrutiny of these groups in the implementation progress.
The delivery of a 24/7 integrated care service for physical and mental health will be through a combination of the work of local transformation plans linked to the work plan of the Urgent and Emergency Care Network. With NEL chairing the Humber, Coast and Vale Urgent and Emergency Care Network and NEL CCG being part of the collaborative commissioning arrangements for future 111 services, NEL will build on local integration progress and connect to the functions and services that are available on a STP/Urgent and Emergency Care Network footprint. The local transformation plans are being focused through the work of the developing Accountable Care Partnership (ACP), focusing on the Urgent Care response via telephone advice services, through further development of the capability of the Primary Care/Community presence with existing A and E services and the further development of the Community Urgent Care Response. Improvements to the capacity and capability of the hospital and community discharge processes are also an essential focus to ensure patient flow measures are optimized. The work program of the ACP is aligned with the Rapid Implementation Guidance work plan of the recently formed A and E Delivery Board – the latter being work that will continue to develop under the ACP. Clinical Hub developments are progressing in the West Yorkshire vanguard scheme and other members of the Humber Coast and Vale Urgent and Emergency Care Network are working to establish arrangements with this Clinical Hub service and on how this fits with local developments where single points of contact exist within localities.
NEL CCG has been engaged with EMAS on their Pathfinder programme that was established to determine where there was potential for an alternative to conveyance – either in place or as a potential service development. A number of priorities emerged that are in line with the CCG’s analysis of conveyance avoidance and these are conveyance from Care Homes, Falls and COPD exacerbations. Whilst EMAS recognise there are workforce issues to address in the assessment of risk and conveyance, there is a clear need for community service rapid response. The following have been identified as key mechanisms to support the reduction in avoidable conveyance:-                
•	Access to GP/Senior Clinical decision maker in NEL SPA who can access care records
•	Support to Care Homes initiative which includes an outcome to reduce 999 calls
•	Further development of the Community Urgent Care Response to patient home and Care homes to provide a rapid appropriate alternative to conveyance
We are working with our mental health providers to meet the new targets in partnership with our acute care.  The providers have a national CQUIN this year and we are reviewing our crisis pathway in line with the new targets and the Mental health 5 year forward view to ensure parity of esteem across the crisis care for mental health is achieved.
Further investment has been made to help move towards the delivery of the CORE standard for crisis in mental health.
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The CCG’s performance at the end of November for RTT is set out by specialty in the table below. This position is 2.6% below that at the end of October and has been deteriorating over the last 18 months. Northern Lincolnshire & Goole Foundation Trust (NLAG) have recently sought support from the national Intensive Support Team (IST) who have been working with the trust on their data and have identified critical data quality issues that are likely to lead to a worsening position being reported once these have been quantified.

The trust is currently identifying ENT, Urology, Colorectal, General Surgery and Orthopaedics as where they have significant pressures.

· Orthopaedics is a specific short term gap on upper limb at Grimsby and lower limb at Scunthorpe which could be outsourced immediately if a provider was available.
· Urology is more challenging due to the proportion of cancer referrals but options are being discussed.
· The major issue around ENT relates to outpatient first attendances with 1,700 waiting for a routine appointment and 351 waiting over 18 weeks.

Given these pressures the CCG has developed an action plan to support recovery of the RTT position mainly focussed on sourcing additional capacity with alternative providers. Although there is also work on-going to help manage referral demand,the CCG is successful in having a referral rate within the lowest quartile of CCGs nationally as well as a year on year growth rate in 2016-17 which is much lower than that seen across the region and England. 

A combination of these actions as well as the capacity these will free up within NLAG is anticipated to recover the position by March 2018 where the CCG’s performance is back above 92% as per the final column in the table below.


	Specialty
(bold = below 92% national standard)
	Current Performance
	Forecast performance – March 2018

	
	Proportion of people waiting over 18 weeks
	National Centile
(1% = best, 100% = worst)
	

	Cardiothoracic Surgery
	100.0%
	1%
	100.0%

	Geriatric Medicine
	100.0%
	1%
	100.0%

	Gynaecology
	98.7%
	2%
	98.9%

	Rheumatology
	96.3%
	33%
	96.3%

	General Medicine
	93.0%
	61%
	93.0%

	Neurology
	92.8%
	42%
	92.8%

	Trauma & Orthopaedics
	92.1%
	27%
	96.0%

	Gastroenterology
	89.1%
	49%
	89.8%

	Plastic Surgery
	87.0%
	47%
	92.0%

	Thoracic Medicine
	85.3%
	88%
	90.3%

	Cardiology
	85.3%
	81%
	90.3%

	Urology
	84.6%
	91%
	90.4%

	Neurosurgery
	83.3%
	23%
	92.0%

	Dermatology
	82.1%
	97%
	92.0%

	Other
	81.0%
	97%
	92.2%

	General Surgery
	77.3%
	94%
	92.0%

	ENT
	69.0%
	99%
	84.6%

	Ophthalmology
	66.2%
	100%
	94.5%

	Total
	80.3%
	97%
	92.1%



NB As a minimum we will be expecting no deterioration from current position where targets have not yet been met

The following are the key areas that are expected to have greatest impact on improving RTT performance.

· Additional activity is being commissioned from St Hugh’s Hospital which will increase their referral capacity by 43% compared to the most recent 12 months. This activity will be focused on many of the specialties currently underperforming (Ophthalmology, Orthopaedics, ENT, Dermatology & General Surgery)
· Commissioning new provider for Ophthalmology who will take new referrals
· NLAG sub-contracting provider of Ophthalmology services
· New provider of Dermatology services starting in April


We have adopted a number of approaches from the Demand Management Good Practice guide to ensure sustained delivery, including:

· NEL CCG and NL CCG have undertaken a joint procurement for a community dermatology service.  The service specification details the need for the new provider to up-skill GPs to manage patients in primary care (if appropriate) with the aid of teledermatology thus reducing the level of first outpatient appointments and subsequent follow ups
· The CCG is planning to undertake a peer review to ascertain which specialities have high rates of consultant to consultant referrals.  
· The local General Practice Quality Scheme has a focus on reducing variation in referrals across NEL CCG practices.   Each practice has an individual target rate to achieve, which, if delivered, will realise a 5% reduction in GP referrals.

There are 2 key challenges to achieve 100% of e-referrals; availability of appointments at the main provider and confidence in the administration systems.  
Capacity Plan
The provider has a capacity management plan in place.  In addition the number of appointments requiring to be published by the provider, on a monthly basis, in order to create adequate capacity for GP’s to book has been identified.  The lowest performing specialties will be targeted as the priorities.
Process Review
The provider has recently introduced a central referral gateway, to ensure that all referrals are received and managed consistently.  
A communication has been shared with GPs and practices advising of the new process, and the plan to increase capacity across specific specialties, and to emphasis that all referrals are to be made using e-RS as the default.
Referral templates have been reviewed and standardized across all services and these have been configured on Primary Care Clinical Systems, and can be prepopulated with data to reduce variation, ensure completeness of information and simplify the process for referrers.
The provider is reviewing their internal processes for publishing slots and booking from the “defer to provider” list.
The providers are working with NHS Digital to develop integration between e-RS and their EPR to streamline internal processes.
There are plans in place to re-establish an e-RS operational group across primary and secondary care to enable issues to be discussed and resolved in an open forum, this will involve representation from NHS Digital to access examples of good practice and advice.
e-RS is regular discussed at practice manager meetings and utilization rates are shared to encourage “friendly” competition (although capacity is the main obstacle rather than the processes in place at the practice)
The CCG is working closely with its main acute provider (NLaG) to review pathways and processes with a view to achieving an average first to follow up ratio of 1:1.6 (currently 1:2.2) across specialities.  3 specialities have been chosen to review – urology/cardiology/rheumatology
NLaG will work with the CCG in 2017 to determine which specialities could be managed in primary care

In order to achieve the Better Births ambitions, The National Maternity Transformation Programme Board will support and scrutinise how we, as local commissioners with our providers, come together to enact delivery. In some cases this will be done at place / CCG level whilst other ambitions can only be achieved across our wider Sustainability and Transformation Plan footprint, Humber Coast and Vale.
The overarching aim of Better Births is to improve the outcomes for mother and her baby, as such four measures have been included in our CCG Improvement and assessment framework: These are Neonatal mortality and stillbirths, Maternal smoking (at time of delivery), Women’s experience of maternity services and Choice in maternity services 
Seven Early Adopter STP sites have been selected to trial innovative approaches to achieve the vision set out in Better Births, the learning from these will inform the future of maternity care within North East Lincolnshire.
Working across the whole of Northern Lincolnshire (NELCCG, NLCCG and NLaG NHS FT) we have developed an action plan to oversee our progress against the recommendations of Better Births, this is monitored on a monthly basis by the Northern Lincolnshire Maternity Commissioners Forum and additionally by Northern Lincolnshire Maternity Partnership Board; This will, in turn, feed into the emerging local maternity system across our STP footprint so that patients experience a consistent level of care no matter where they choose to access services.
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The Cancer Alliance will be acting as the delivery arm of the STP Cancer Plan.  The cancer element of the STP plan is aligned to delivery of the cancer taskforce recommendations.  An initial piece of work reviewing the STP cancer work plan against the 96 recommendations has been undertaken and is attached for information. 
The NEL CCG cancer service lead and GP clinical lead is represented on the Cancer Alliance Board and will actively work together across organisations to implement the Cancer Task Force Recommendations. 
The STP cancer plan also contains potential for simplified arrangements between providers and commissioners.  
The Northern Lincolnshire (NEL and NL CCGs) multi agency Cancer Locality Group (chaired by the GP clinical lead) will update its existing work plan to ensure it underpins the STP priorities and delivers at North and North East Lincolnshire level.

The cancer work stream of the STP is working together with the acute and specialist work stream re diagnostics.  Initially providers are tasked with undertaking demand and capacity reviews and these are underway.  They are also advising of estimated gaps in kit such as CT and MRI for the next 5 to 10 years so that the capital and estate impact can be quantified.   As part of this we will also be looking at GP direct access.

There is a Yorkshire and Humber intention to procure a PAC system that will initially support shared viewing of images and later potentially, also shared capacity for diagnostics and reporting.  The Humber, Coast and Vale providers are linked into this.  A decision will need to be made regarding whether this system is best used Yorkshire and Humber wide or on Humber Coast and Vale footprints. 
The providers are looking to develop an alliance, sharing diagnostic capacity and saving on the cost of outsourcing.  We will be looking to design a new model of sustainable diagnostics and the solution to this will need to fit urgent and emergency care ambitions as well as with any redesign that results from the acute and specialist work stream.

The 62 day cancer standard has not been consistently met during 2016, however we are looking for sustained improvement from Quarter 3 and our local provider has in place a Cancer Delivery Plan to address this which the CCG monitors through existing performance mechanisms.  This will be a standing item at the cancer locality group.

We work with our local provider to monitor Somerset data on a monthly basis and every reason for delay in 31/62 day pathway is detailed and discussed to see what improvements can be made.
We have an agreed provider IPT policy in place that will support the identification and removal of barriers to achieving 62 days.  Additionally, the pathways work (including lung) and the high value pathways work across Yorkshire and the Humber should support streamlining of pathways and adherence to best practice, enabling patients to move more effectively through the system.
A piece of work reviewing current achievement against 28 day diagnosis has been undertaken and actions required as a result of this will be identified through the cancer STP work stream and taken forward.

In addition to the diagnostic program of work mentioned above which will increase the capacity within diagnostics to support earlier diagnosis, other work includes:
The work of the lung element of the cancer STP aims to increase the proportion of lung cancers diagnosed at Stage 1 and 2 and to match the current best in England.  Similarly, we would hope that further work on the high value pathways across Yorkshire and Humber will drive improvements in early diagnosis, (through reviewing the place of diagnostics in each pathway) quality of care and consequently survival rates.
We will continue to support primary care to refer suspected cancers cases early via the 2 week wait system through the use of site specific 2 week wait forms (developed by our Cancer Clinical leads and provider colleagues).
Our GP clinical lead and Cancer Research UK facilitator have provided GP training in cancer related issues via the GP Educational Development forum.
Cancer Practice Profiles are reviewed and our GP Cancer Clinical lead discusses performance/offers advice at 1:1 meetings with practices and will continue to monitor for improvement. 
All GPs are able to access cancer related information via a cancer specific portal.
We will continue to support our Cancer Collaborative and work with CRUK to develop community champions that can increase public awareness of signs and symptoms of cancer and the need to present early.
The STP plan contains the intention for implementation of risk stratified pathways for breast, prostate and colorectal patients.  This is being taken forward by the Northern Lincolnshire Macmillan Recovery Project with progress monitored through the project steering group.  The team also has strong links with the HCV wide Living with and Beyond Program and is awaiting the recommendations of the Yorkshire and Humber colorectal group regarding risk stratification for those patients.  
The STP section on digital enablers contains the need for sharing information on holistic need and treatment summaries.  The ambition is to make the recovery package available to all people living with and beyond in 2017/18.  A baseline assessment of what is in place across the region is being undertaken by the network.  There are both CCG and STP level groups in place to support advancement of this agenda.  
The Northern Lincolnshire Recovery Package is rolling out the use of holistic needs assessment in each MDT from November – this includes assessment after initial diagnosis and also 6-12 months diagnosis.  The roll out of treatment summaries has also commenced.
In terms of cancer care reviews, we have developed a task and finish group (led by our cancer clinical lead GP) with representation from primary and secondary care to drive this forward and are reviewing the connections that need to be made through primary and secondary care.  The task and finish group will continue until the system is in place.
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Access to IAPT to at least 19% will be a challenge. It will require additional staffing, which is expected to be funded through additional monies identified for supporting this aspect of the MH5YFV and the GP 5YFV, which defines IAPT workers as more engaged at primary care level. Development of additional capacity within our already accredited service which will be based in primary care will contribute in part towards this target.
In order to improve the experience and access to children and adolescent mental health services we have undertaken workforce development and increased public awareness of the service. This will be supported by the development of guidance and assessment function of the Families First Access Point across universal – tier 2 pathways.  In addition the implementation of an enhanced Early Help Model for social, emotional and behavioral support will be undertaken. Models of resilience are also being built in for children and young people and we will be implementing a revised consultation model to support universal services.  Bespoke interagency models are being developed to access the most vulnerable groups.  An evaluation program of the community eating disorder service will be taking place.  The up-skilling programme of the current workforce across universal targeted and specialist services will be completed. This will enable us to achieve the ambition of at least 32% of children with a diagnosable condition are able to access evidence-based services by April 2019. NEL is signed up to a CYP IAPT area and training has commenced
Continued monitoring of this standard and ensuring awareness of the priority, and enabling further support to the local model through flexibilities in future funding negotiations
Individual Placement and support to engage in employment is currently offered through Tukes which offers a range of interventions, training, and support. This includes enabling new opportunities through a Garden Centre and Nursery to add to the profile of catering, cleaning, and home improvement opportunities.  Developments in the Hope Court rehabilitation model sees the therapy model support people under their care to access voluntary and employment opportunities in charity and other sectors including retail, which is expected to contribute to improvement. Other opportunities are being explored to further ensure 25% increase by April 2019.
Our local provider, Leeds Partnership Foundation Trust has a community eating disorder service which NEL CAMHS can access through spot purchasing arrangements. NEL incidences of Eating Disorders remain very low.
We are currently working with our local Public Health team to re-visit the local Suicide Prevention Plan, building on priorities set out in the ‘National Suicide Prevention Strategy’ and existing and emerging evidence around suicide such as from the ‘National Confidential Inquiry into Suicide and Homicide by People with Mental Illness’.
For Adult Mental Health - Ensuring access to Crisis Response and Home Treatment Team and Liaison function to ensure standard will be reached consistently will require significant additional resource and re-working of pathway and service model. Whilst some additional funding is expected through investment in MH at STP level, this is unlikely to be sufficient allocation in real terms locally
The delivery of the Mental Health Investment Standard is a high priority for NELCCG. The investment plan sets out how this is to be achieved.
The dementia diagnosis rate for North East Lincolnshire at the end of September 2016 was 72.4%; this is higher than both the requirement of 66.7% and the national rate of 67.5% at the end of the same period. The local dementia steering group put together a new dementia clinical pathway – this was designed to be compliant with all required legislation, and to simplify the referral process from within the pathway and has been recently implemented. 

Currently out of area placements for acute mentally ill adults only occur for specialist placements (eg. PICU). For adults with organic illness, such as dementia, placed on acute wards out of area, NELCCG is developing a plan in partnership with NAViGO to modify existing pathway and skills within care home market provision, and to explore potentials to increase availability of ‘acute dementia beds’ within local footprints. 
We have a clear action plan to reduce our out of area placements for non-acute specialist care over the next 6 /12 months by 50% and we will be achieving this with the development of a locked rehab unit and a new supported living service which will be a step down for people within a rehab unit
From the 1st December 2016 we have commissioned another acute bed for older people based on the last year’s activity, the CCG feels confident that this will reduce out of area placements for older people who require acute care. 
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NELCCG is an integrated commissioner of Health and Adult Social Care, enabling an enhanced level of community provision. This has seen the development of a predominantly Supported Living model for people with LD, underpinned by Personal Budgets and Person Centred Planning. Never having had acute LD facilities, people with acute high level of need are necessarily placed out of area, with subsequent challenges in returning back to area. The Out of Area Care Coordinator is most beneficial in enabling this.  NELCCG is part of Humber Transforming Care Plan. The primary focus for NELCCG from Humber TCP is the development of acute specialist provision that is responsive to need.
NELCCG already has low LD in-patient bed use due to its community model. The TCP plan has identified the number of people NEL will support to community placement, and NELCCG is monitoring these cases closely. For those that are able to return to community, individual plans are developed and needs mapped in consideration of time to support people to ‘get to the point of discharge’. NELCCG is within agreed parameters in achieving this target
We are working with partners to review the commissioning and provision of health checks for people with learning disabilities with the aim of ensuring that take up is improved by 2020.
We have developed an accessible information approach for vulnerable people, and have worked with our main providers to gain assurance.  We will continue to ensure via contract monitoring assurance that reasonable adjustments are made.  As part of the learning disability mortality review we will ensure that all reviews are held and any practice issues raised will be addressed.

Further detail on the Humber Transforming Care Plan can be found at
http://www.hullccg.nhs.uk/pages/transforming-care-partnership-learning-disability-vision-and-plan-2016-19 

The trajectories for achieving primary care health checks are articulated under the quality section.
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The CCG has worked on the development of its quality strategy over recent months which provides the organisation with a framework on which to base our approaches to improving quality across all of our commissioned services as well as our own focus on quality internally within the CCG. This also includes quality in respect of social care as well as health care due to the partnership arrangements in place with the Council locally. The strategy will make clear the CCG’s approach when a provider is in special measures or under Enhanced Surveillance.
The CCG is developing Quality Profiles for each type of provider which will enable the CCG to regularly monitor the significant quality measures and provide early warning signs of decreasing quality. These profiles will be used by all CCG Officers including the quality team and service commissioners in quality meetings, contract meetings or for the sharing of intelligence. 
Where providers are not performing well in respect of quality measures, the CCG works in a supportive way with the provider around agreed objectives to effect positive improvements and we have example of where this work has made a difference e.g. work undertaken with a local provider of acute care to increase incident reporting.
The CCG is engaging with other CCGs across the STP to share approaches and resources for measuring and supporting quality improvement
The CCG ‘s Quality Team is undertaking a review of the recommendations and quality measures suggested within “Supporting NHS Providers to deliver the right staff, with the right skills, in the right place at the right time (NHSE 2016)”  to determine how these recommendations can be utilised to build into existing quality monitoring of safe and sustainable staffing across all specialty areas e.g. acute hospital services, mental health services etc.
The CCG Partnership Board is due to receive a presentation regarding the CCGs approach with all providers at its January 2017 meeting.
The CCG will use existing quality work streams to progress and build in joint working to address issues or gaps in respect of safe and sustainable staffing.
The CCG is having discussions with other CCGs across the STP in relation to this work to share approaches.. 
There is a new joint strategic group that has developed during 2016 between the main acute provider – (NLaG) – and the CCG and other community partners. Its focus is on Mortality as well as improving clinical outcomes for patients. Further engagement of GPs is required for this agenda and is currently a priority.
The strategy addresses mortality and clinical outcomes in specialist areas where there are high numbers e.g. respiratory, cardiology, sepsis, stroke, End of Life, gastroenterology and liver disease, still births, and the areas of mental health and learning disability are also included in our strategic approach as a CCG.
The strategy includes a thematic analysis of issues relating to (1) Prevention, (2) Diagnosis, (3) Treatment in respect of the specialist area, to support the development of improvement plans and pathway development. 
The group jointly and regularly reviews case notes of patients that have died within 30 days of hospital discharge or within 30 days of admission. A significant amount of learning has occurred from the case note reviews resulting in plans for commissioners and all providers.  
A CCG specific mortality strategy group focuses on actions required by the CCG and reports to the Quality Committee. 
A new LeDeR process is in place for mortality reviews of people with learning disabilities.
We are currently undertaking a piece of work to understand more about the local LD health check figures, as anecdotally local GPs believe that the rate should be higher than the reported figure. Working with local practices, we will ascertain whether the reported rate is a result of reporting issues or issues with service delivery. This is expected to be completed by the end of January 2017. If it is found that the current reported rate is an issue relating to service delivery, we will have an understanding of what those issues are and will develop a programme of support with local Practices to bring about an improvement in the rate of health checks. We are currently working with the local Council and NHS England to review the commissioning of health checks more generally, and will include LD within this work if there are service improvements that need to be made.
The trajectory for these health checks between from April 2017 onwards is
	Year
	Q1
	Q2
	Q3
	Q4

	2017/18
	41.00%
	43.00%
	46.00%
	50.00%

	2018/19
	53.00%
	56.00%
	59.00%
	63.00%

	2019/20
	66.00%
	69.00%
	72.00%
	75.00%


[bookmark: _Toc470259504]Narrative Rationale for activity and performance

Activity
Planned care
NELCCG has seen relatively small level of growth in referrals in 2016-17 (0.6%). This is compared with the national growth rate of 4.2%. There has been a local reduction in GP referrals of 1.6% to date. Underlying trend and demographic growth rates have been applied in line with this level over the next two years. This growth rate is likely to be lower than others and the STP as NELCCG has traditionally seen lower population growth than its neighbours.
Outpatients and elective admissions activity is expected to follow trend with referrals, however, additional activity has been factored in to reflect activity required to sustain 18 week performance once the current underperformance has been recovered. The CCG have commissioned additional activity from St Hugh’s Hospital in 2017-19 to the value of £2.5m which will support many of our underperforming specialties (Ophthalmology, Orthopaedics, ENT, Dermatology and General Surgery). In addition to this for Ophthalmology the CCG will be contracting with a new provider, New Medica to take new referrals and NLAG will continue to sub-contract with another provider taking on their new referrals. 
There will also be some transformational work being undertaken on outpatient follow ups with the impact of a scheme focused on reducing follow up rates around three key specialties (cardiology, urology and rheumatology) and this has been modelled in.
It should be noted as well that planned care activity lines have been adjusted due to the difference in the number of working days between years as advised by NHS E.

Unplanned care
Despite seeing an increase in A&E attendances in 2016-17 (5.1%), this was lower than that seen nationally (5.6%) and has not translated in to a corresponding increase in emergency admissions. In fact over the same period NELCCG has realised a 2.8% reduction in admissions whilst there has been a 3% increase across England.
Again underlying trend and demographic growth rates have been applied in line with historic levels and therefore are likely to be lower than the STP anticipated growth.
The final element modelled in to our activity plans is the impact of the CCGs QIPP schemes. Most notably these are:
· Support to care homes
· Developing the out of hospital urgent and emergency care system
· Enhancing LTC support in the community
· Reducing falls
The table below sets out the stages of activity modelling and breaks these stages down in more detail than that shown in the waterfall table in the national template. For reference the waterfall table structure has been included to help reconcile the two tables.
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[bookmark: _Toc470259505]Risks to not agreeing contracts with Providers

The contract position for our key providers is summarised below:
NLAG – The CCG has finalised the contract baseline model after sorting out a number of technical issues on HRG4+ and the changes to the IR rules. This had delayed the ability to drill down in to some of the technical changes the CCG wants to see. These are still being worked on to validate and agree the changes, while significant they are not material. The CCG and Trust have agreed the majority of savings from QIPP with a relatively small value of QIPP left to agree through evidencing what has started in 16-17 and the consequential full year effect for 17-19. The significant element which still needs to be agreed is the actual cost of resolving the RTT backlog, and the mechanism for ensuring that additional new activity is not sent to NLAG in addition to transferring activity to the Independent sector (therefore causing the CCG financial issues). Both parties will be working on this in January as the Trust finalises its work with the IST. The CCG does not see this as a barrier to agreeing a contract value with the Trust and will be operating a PBR contract. The end date for agreement is 31st January 2017.
EMAS – The contract has seen a substantial rise in value related to benchmarking work done by Deloittes. The CCGs have been attempting, alongside this value increase, to obtain substantially improved performance on Red 1 Red 2 and A19 performance. However this has not been agreed as part of the mediation process. The increase in value is supporting underlying financial issues and the Trust argued they would need substantially more investment to deliver to target. The Trust is now part of the Sustainability and Transformation funding process so will be agreeing a control total and performance trajectories with NHSI, but we will not see sustained improvement in 17-19, and the key achievement will be stabilization of the performance. This will continue to be a source of challenge to the Trust who are now covered by the double jeopardy rules so CCGs cannot penalize for underperformance, and that will only be done via the STF process by NHSI. NEL CCG has agreed to support the contract value for 17-18 and the 22 commissioners are looking to a one year contract to fundamentally review EMAS cost base following the Deloittes review.
Navigo – The CCG and Navigo have addressed a number of underlying issues around the funding required by the provider. These include the issue of pressures from out of area placements and the number of changes identified in the mental Health 5 year forward view which Navigo will have to provide. The CCG has closed the gap in the funding requirement which just leaves a small value to address around capital bids and funding for specific service pressures eg. Drugs costs. The CCG expects that these issues will be agreed and that a contract will be signed.

All other contracts have an agreed financial value and CQUINs, where applicable, in place for 2017-19.
[bookmark: _Toc470259506]Annex 1 Finance queries

North East Lincolnshire CCG is meeting all business rules including 0.5% allocated on a recurrent basis for contingency and 0.5% uncommitted in relation to the risk reserve.
1) The CCG is showing a nil net risk position; it would be expected at this stage in the planning process that any risk around the impact of HRG4+ would be shown as an unmitigated risk.
From the activity modelling we have done to date the actual change in price is not significantly different to the allocation adjustment, therefore we have not included a risk.
2) Demographic growth on acute of 2.2% appears to be on the high side when compared to other CCGs in the North. Can the CCG confirm the nature of this and whether this is its intention?
The 2.2% included the impact of RTT, for comparison we have transferred the RTT element to Activity Growth non demography column.
3) In addition to demographic growth on acute the CCG have identified further cost pressures of 0.2%. Can the CCG confirm the nature of these and whether this has been included in contract negotiations.
This related to RTT and for comparison we have transferred the RTT element to Activity Growth non demography column.
4) The CCG is showing a 2.1% QIPP on acute spend. Can the CCG confirm how discussions are progressing with the trust around confirming acceptance of this QIPP into the contract? Given the scale of these reductions it would be useful to understand what risk management arrangements are in place in the event of non or partial delivery.
These schemes are ones that started in 16/17 and as such the Trust is aware of them.  Whilst they have been fully factored in to the contract negotiations as yet the figures have not been agreed by NLAG.
5) In addition to demographic growth on MH the CCG have identified further cost pressures of 2.0%. Can the CCG confirm the nature of these and whether this has been included in contract negotiations.
Additional funding required to cover cost pressures within our main provider ( Navigo) to support their sustainability, and also requirements of MH five year forward view.

6) The CCG have identified £1,126k non recurrent investment in community contracts. Can the CCG confirm the nature of this and whether this has been included in contracts for 17/18?
This has not been included in the contracts but is required for non recurrent costs associated with the service change programmes we have in place in both years.

7) The CCG have identified NR cost pressure in PC other of £250k. Can the CCG confirm if this is in relation to the GPFV £3 per head ?
Yes it is.

8) The CCG have identified £550k NR investment in other programme services. Can the CCG confirm the nature of this investment?

This investment is required for non recurrent costs associated with the service change programmes we have in place in both years
9) We note the CCG has £1.5m of unidentified QIPP, what progress has been made in identifying schemes to close this gap and does the CCG expect to have this finalised by 23rd December submission? 
There is a confirm and challenge process being undertaken with QIPP leads to assess whether the current savings have enough stretch without being unrealistic. In addition a number of potential areas have been identified by budget holders which we are assessing over the next few weeks to form a view as to the level of savings they will deliver. We do not envisage this will be complete by 23rd December 2016. 
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North East Lincolnshire — Delivering the GP Forward View — Transformation Plan

1. Vision

A clear narrative on the vision for and delivery of sustainable general practice that reflects the
ambition set out in the General Practice Forward View

The North East Lincolnshire (NEL) locality is moving towards the delivery of local care services
through an Accountable Care approach, which could ultimately encompass the provision and
commissioning of all local community health and social care, along with elements of acute care that
do not require delivery at a population size greater than NEL [detailed scope yet to be agreed]. This
model will enable delivery of sustainable integrated services to the local population. Local
organisations will work together under a formal legal arrangement to take accountability for
providing integrated care and delivering outcomes for the local population under an outcome-based
contract with the commissioner. It is recognised that general practice plays a pivotal role in the care
system and will continue to do so at the centre of a more integrated health and social care system;
the sustainability of general practice is therefore a high priority.

There will be a ‘Place based’ strategic commissioner that will structure the requirements for services
(including access, quality, outcomes and finance) across different population sizes depending on the
type of service, and will work jointly with other Strategic Commissioners where appropriate, for
example for commissioning more highly specialised services which will need to be available at
greater scale across larger population sizes.

As part of the local integrated accountable care system within NEL, general practices will work within

a federated model across population sizes of around 30,000 to 50,000 (some may be larger) to

provide an infrastructure for extended services which are most suited to delivery at this level, and

funding for those services will be directed through these federations. General Practice extended

services and other community-based health and social care services delivered at this population size

will be aligned. The general practice enhanced level of service available at this population size is

likely to include:

- Enhanced long term conditions management, supported by specialist resources

- Complex case management and care for the housebound

- Extended access to general practice, with evening and weekend provision delivered from
designated centres for both pre-bookable and urgent appointments

- Primary care mental health provision

This infrastructure will also accommodate the shift of activity from acute to primary healthcare
setting.

There will be consistency of service offered to all patients with NEL, although patients will not always
be able to access all services within their own practice premises. There will be more effective use of
technology to support the offer of advice and/or assessment via telephone, email and video-
consultation to improve access and reduce the face to face requirement, where clinically
appropriate. Further detail regarding this is set out within section 4.

To support the delivery of integrated care, we will deploy solutions for record-sharing, as set out
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within our digital roadmap. The use of the enhanced summary care record is phase 1 of our shared
record strategy, which will be in place by March 2017 at the latest. Information will be made
available for acute, community, and mental health information through system viewers. Phase 2 of
our record sharing approach will be the rollout of ‘GP Connect’, once this is available nationally to
rollout from March 2017. Further detail regarding this is set out within section 5.

The provision of services across the 30,000 to 50,000 population size will ensure the most effective
use of the multi-disciplinary workforce, optimising the current primary care skills available and
drawing on new roles that will be supported and developed. They will also make more effective use
of the primary care centres available within the locality, as well as providing an infrastructure to
support the sharing of business support services such as finance, HR and information technology.
The engagement of the public in service planning and improvement will also be facilitated at this
level, building on the arrangements already in place across North East Lincolnshire including the
Accord community membership body and the Patient Participation groups, with a strong link across
to the local Healthwatch.

To achieve this vision, general practice will need to be supported to move from their current position

and the following areas of support will be provided (more detail is provided within sections 3 and 6):

- Releasing time for Care (10 high impact actions) — The CCG will ensure that there is systematic
support for all local Practices to help improve processes and free up GP time. This will rely
predominantly on the national funding already signalled within the GPFV, but local development
events will be supported by non-recurrent CCG funds.

- Workforce development — The CCG will work with NHS England, Health Education England,
HYMS, the University of Hull and local Practices to support education and training for the wider
workforce that will support general practice. In addition, there will be recruitment and retention
schemes for various posts.

- Proactive support to stabilise vulnerable practices in the short term, to maintain access and
support and encourage transformation of services to more sustainable at scale arrangements —
this will be through non-recurrent support from the NHS England GP Resilience Programme and
access to local CCG funds and support, where appropriate.

- Proactive support to those providers of primary care services that are in a stronger position to
expand provision more rapidly — non-recurrent support will be provided by the CCG to the
support the development of ‘at scale’ arrangements for those that are in a position to move
further faster.

- Organisational development — Practices will be supported to ensure that they have time to
engage in the detailed planning to support delivery of this vision, through transformational
funding provided by the CCG. The CCG already funds a monthly Protected Time for Learning (PTL)
for all practices, and we will be developing the forward programme so that it supports this vision.

Closer working with wider primary care contractor groups will also support delivery of this vision. In
addition, a social prescribing service will commence within North East Lincolnshire from April 2017,
which will support general practices to signpost their patients to voluntary sector solutions that will
support improved health and wellbeing and self-management. More detail can be found at section
6 of this plan.

2. Investment in primary care
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The investment plan (revenue and capital) in primary care to deliver all aspects of the General
Practice Forward View, locally. Including:

1. High level modelling that provides evidence of:
- the shift of activity from hospital to out of hospital care
- total spend trajectories for the shift to primary care

2. Clarity on the resource shift so the STP can be clear on the new out of hospital /primary care
expenditure plan —per capita shift to primary care and total spend reflecting the direction of
travel for increased investment in primary care.

3. The CCG’s proposed on-going investment plans and timescales for making this investment in-
line with delivery of the service offer above (including where CCGs require access to
supporting additional non-recurrent transformation resources)?

There is an investment plan which supports the GP Forward View delivery at a local level. A
spreadsheet is attached, but in summary the investment includes:

£3 per head non-recurrent funding from the CCG allocation to support general practice
transformation. This will be split equally across 2017/18 (£257k) and 2018/19 (£252k) and will
support the following areas:
e Recruitment incentives for GP trainees (educational bursaries; support for overseas
recruitment)
e HCA apprenticeship training costs
e Nurse training costs
e Project management support for practice grouping development
e Funding to support interim provision of 7 day extended access prior to the new national
recurrent funding commencing in 2018/19.

Additional CCG non-recurrent investment from CCG-wide transformation fund, over and above the
£3 per head of population, of £248k in each year 17/18 and 18/19. This will support the following
areas:

e Backfill funding to support clinical leadership within federations

e Indemnity costs associated with collaborative working arrangements

e Funding for practices to undertake formal general practice improvement

programmes/releasing time for care programmes
e Additional funding to support interim provision of 7 day extended access
e Additional laptops / IT equipment for practices, to support agile/remote working

Uplift to the existing CCG recurrent spend on enhanced general practice services of 1.9% in 17/18
and 18/19, equating to an additional £78.5k and £80k respectively.

Increase in CCG recurrent spend on enhanced general practice services of £150k in 17/18 and £300k
in 18/19. This is funded through a shift from acute to primary care spend.

Non-recurrent support to premises developments, in line with existing CCG Estates and Technology
Transformation Fund bids, of £100k in 17/18, £50k in 18/19 and £50k in 19/20.
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NHS England funding for online practice consultation systems of £43.6k in 17/18 and £57.8k in
18/19.

NHS England funding for Receptionist training in care navigation and clinical paperwork of £15k in
16/17, £29k in 17/18 and £29k in 18/19.

A request for additional national non-recurrent funding, from NHS England, of £243k in 17/18 and
£104k in 18/19 is being made. This includes additional costs for IT development work, a range of
workforce initiatives and interim funding for extended access arrangements until the full £6 per
head recurrent funding is released in 2019/20. The NEL area has a 7 day pilot (NEL Docks
Collaborative) which was submitted as part of the Prime Minister’s Challenge Fund but not funded
via that route; however, it was supported by NHS England through the Primary Care Transformation
Fund. Subject to the evaluation proving successful, we would wish to avoid the potential of having to
cease the current pilot prior to having a recurrent solution in place. Funding streams for continuing
this project would include CCG non-recurrent transformation funding and reinvestment of existing
NHS England and CCG spend (e.g. extended hours DES), until the new national recurrent funds are
received. Additional non-recurrent funding is therefore requested from NHS England to support the
balance of costs for interim 7 day plans.

3. Support and grow the primary care workforce
A baseline assessment of workload, demand and supply side numbers.

Information relating to general practice workload is not routinely reported; the CCG has therefore
worked with local Practices to collate data which enables us to better understand the current local
position. We intend to undertake further work with practice representatives to refine the data
collection, as an interim arrangement pending the release of the national tool as set out in the GPFV.
This will also provide a baseline from which we can track any changes as a result of the initiatives
and workforce development outlined within this plan.

Practices have provided appointment activity (this includes all types of appointments, not just face
to face, for example those done by text or telephone) for a given week in September 2016. A small
number of Practices also collected other aspects of workload relating to direct patient care by
undertaking a prospective record of activity; this included capturing time spent on reviewing
incoming correspondence and updating patient records, etc.

The total estimate of appointment activity® for the entire North East Lincolnshire population is
1,062,363 per annum, which is an average 6.3 appointments for each patient on the registered list,

above the national estimate of 5.31°.

Based on the split of current appointment activity across different professionals®, GPs are currently

! This is an estimate based on local data collection with returns from 10 practices, which represent a good cross
section of the local general practices (list sizes range from around 1,800 up to 20,000), equating to 51% of the local
population. Activity covers the week 19/09/2016 to 23/09/2016

? http://www.practicemanagement.org.uk/demand-versus-capacity-a-simple-overview
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undertaking around 44% of total appointment activity; qualified nurses around 33%; Healthcare
Assistants around 21% and Clinical Pharmacists around 2%. It should be noted that data gathered
was from practices that have only recently taken on Clinical Pharmacists and this may not reflect the
level of activity that could be delivered by these professionals as they become more embedded. It
also indicates that there is at least 2% of activity within those practices which don’t currently have
pharmacists that could be dealt with differently.

Local data collated from a small number of practices4, which recorded how much time was spent on
tasks directly related to patient care other than appointment activity, showed that GPs are spending
around at least 3 additional hours per day on average on these tasks. These included reviewing
letters, dealing with incoming electronic ‘tasks’ from other parts of the care system, reviewing blood
results, medication queries, activity associated with ‘not our patients’ and calls /emails to patients
that were not booked as appointment slots on the clinical system. Whilst some practices have
established systems and processes for other staff types to undertake an element of this type of
work, there is scope for embedding this more widely across North East Lincolnshire.

The full time equivalent clinical workforce figures have been collated manually from each practice,
pending the HEE publication of the October 2016 workforce survey. The current breakdown is as
follows (this chart shows the actual FTE numbers for each type of clinical role):

441 7.37

M GP (partner and salaried)

W Advanced Nurse Practitioner FTE

M Practice Nurse FTE

mHCA FTE

M Clinical Pharmacist FTE

m Other Practice Roles (please
specify) FTE

*‘other’ includes Community Matron, Advanced HCA, Apprentice HCA, Extended role Practice Nurse.
GP includes partners, salaried and sessional.

GPs and qualified Practice Nurses (including both Advanced Nurse Practitioner and Practice Nurse
roles) make up the significant majority of the workforce and currently undertake the significant

* This is based on local data collection and is the analysis of activity by professional type for 3 practices.
* Local data collection from 3 local practices — mix of large, medium and small practices.
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majority of the workload. However, the latest publication of the Health Education England workforce
figures® shows that 26% of GPs and 26% of nurses are aged over 55 and therefore close to
retirement. This equates to around 20 GPs and 20 nurses.

Over the 5 years of this plan, we will be looking to replace retirements and fill current vacancies as
far as possible to create a stable GP and nurse workforce. At the same time we will need to increase
numbers of other professional roles to accommodate new models of care and shift of management
of patients from acute to community setting.

Based on existing local staffing numbers, and nationally recognised ratios of staff to population size
for LTC managements, we anticipate requiring additional clinical staff with numbers in the region of
5 clinical pharmacists, 5 advanced nurse practitioner/specialist LTC nurses, 9 primary care mental
health therapists’. Increases in other types of professional roles cannot be estimated until further
evaluation has taken place (e.g. HYMS Physiotherapists in General Practice project, which we are
taking part in) or further evidence is available (e.g. Physicians Associate roles).

We are working with CCGs across the STP and NHS England to develop a consistent approach to
creating a more detailed workforce model at CCG level.

A plan to:
- develop initiatives to attract and retain GPs and other practice staff

Given the information set out above regarding GP and nursing posts, recruitment and retention
support needs to be targeted at encouraging these roles as far as is possible. However, we have also
identified initiatives aimed at supporting the development of a broader multi-disciplinary workforce.

In conjunction with local Practices, NHS England and the local education and training establishments,
the CCG will support a range of initiatives to attract and retain GPs and other practice staff.
Feedback at local engagement events has demonstrated support from some local Practices for these
ideas, but some will require further discussion and agreement with the other parties involved.

e Providing an educational bursary during the final year of GP training to provide financial
assistance for exams and courses. Trainees would need to sign an agreement to repay fees if
they leave NEL employment during a 2 year period post-qualification. CCG non-recurrent funding.

e Providing additional extended posts for GP Registrars (a 4t year) to support development of
greater experience, additional skills and orientation within NEL. We anticipate that this role
would cover a federation/group of practices. The CCG is requesting additional national non-
recurrent funding for the costs of the post. The CCG will provide support for an educational
bursary on the same terms as set out in the point above.

o Create a new Salaried GP post, half time within one of the federations and half time protected for
development, with special interest area to support local out of hospital service developments or

> HEE ‘NHS North East Lincolnshire CCG GP Workforce Q1 April —June 2016’, pg 3 (based on submissions from 24
practices.

® Based on the College of Social Work and the RCGP in their joint report (GPs and Social Workers, Partners for
Better Care 2014)

’ This is based on a population share of the 3000 additional MH therapists nationally, identified in the GP Forward
View
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clinical leadership role across the locality. The federation would pay for GP sessions, and the CCG
would fund the remaining (recurrent) through a shift in spend from acute to out of hospital care.
Additional funding is sought from HEE/NHS England for a bursary for development, including
courses and a mentor.

® Federation(s) to develop a new salaried GP post which is shared across Practices within the
federation. This would offer the flexibility of a locum post e.g. working across different practices
with flexible times, but the security and support of a salaried post. This would be determined and
funded by the relevant federation.

e Support for Dutch GPs (identified through previous international recruitment initiative) — the CCG
will support those GPs recruited from overseas through match funding the National Recruitment
Office (NRO) bursary for a maximum of 3 months. Funded by CCG non-recurrent funding, up to a
maximum of 2 GPs per year. This would not be applied to any new international recruitment.

e The CCG is working with colleagues within NHS England and CCGs across the STP footprint to
develop a proposal for a further international recruitment campaign. The proposal will be
submitted at the end of January 2017, with a view to commencing the recruitment campaign in
2017/18. Funding will be from NHS England.

e The CCG will also continue to facilitate arrangements with Dutch medical schools for providing
student placements within NEL, as this has the potential to develop foundations for future
recruitment. There are no costs attached to this.

e Expand the support available for the apprenticeship programme for HCAs covering all Practices
within NEL via an application process. We will work with HEE and the local Advanced Training
Programme hub (Freshney) to develop this. Non-recurrent funding to support additional training
requirements for HCAs to be made available from CCG. Support for contribution of half of the
salary costs for two years is requested from national non-recurrent funds.

e Support the new local nurse degree course: Our community service provider has worked with
the local further education college to establish a local nursing degree course (through
collaboration with Northampton University, in order to secure NMC accreditation). The first
intake commences in March 2017 and has the potential to create a supply of locally trained
nurses. As nursing degrees no longer receive national funding, we would like to be able to
provide support to contribute half of the full 3 year tuition fees for one place, with a focus on
supporting local people from more disadvantaged backgrounds. We have requested £13.5k non-
recurrent support from national funds so that we can help one local student.

e Nurse Prescribing courses — We would like to continue to support nurse prescribing course costs
when HEE funding stops. We are requesting additional non-recurrent funding to support 3 per
year over 2 years (£15000 over 2 years, £7500 each year).

During engagement with practices on this plan, a key issue has been identified in relation to the lack
of availability of readily accessible training for practice staff. Mandatory courses for clinical roles are
too infrequent, and often delivered from centres distant to NEL; this results in staff not being able to
pick up their full range of duties for a significant period of time as well as large periods of time out of
the practice. The frequency of courses needs to be addressed at a national level, but the local
practices would also like to explore the opportunity to develop local training arrangements and we
plan to have conversations with HEE regarding how to develop this. These could be delivered
concurrent with our GP Education Events (protected time for learning), reducing the impact on core
service delivery. An additional non-recurrent amount of money will be identified by the CCG to
support the training costs.
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- develop expanded multi-disciplinary primary care teams

e Further adoption of clinical pharmacist initiative with full rollout across NEL by 2018. This
would be available to all practices, who will work together to share Pharmacists, in line with
the national programme. NHS England non-recurrent funding and practice part-funding.

e Support the adoption of the Physician Associate (PA) roles, by providing non-recurrent
support to practice federations that take up PAs from August 2018 to support education and
training costs for two years post-appointment. CCG non-recurrent funding for two years.

e Subject to successful formal evaluation of the HYMS physiotherapist pilot (due November
2016), roll out across NEL by 2018 with resources shared across practice federations. This will
require NHS England additional non-recurrent funding to support introduction into practice
at the same level as pharmacist initiative, and recurrent support from Practices

e Expand the primary care mental health therapists, as outlined within the GP Forward View (9
therapists, based on population share of 3,000 nationally). This additional resource would be
embedded within practice federations. This will rely on the new national funding and we will
agree with existing providers how these roles are expanded and aligned to support primary
care effectively.

e An expansion of the workforce across general practice federations is expected as a result of
CCG reinvestment of PMS premium, ‘over 75s’ funding, Service Improvement Plan (SIPs), CCG
additional recurrent funding (shift of funding from the acute setting) and the additional
recurrent extended access funding from NHS England. These roles will include (but is not
limited to):

- Specialist nursing roles to support rollout of LTC model (COPD underway now)

- Community Matron role to support most complex patients and the vulnerable and
housebound

- Salaried GPs

The CCG will provide practical support with orientation for any recruits new to the NEL area. This will
include providing help to find accommodation and arranging social events with other local general
practice staff. A small amount of CCG non-recurrent funding will be identified to support this.

CCG funding for new appointments and funding identified for recruitment and retention initiatives
will be channelled through the federations, as appropriate to service delivery.

4. Improve access to general practice in and out of hours

A baseline assessment covering local variation in access, in-hours and out of hours plus an
assessment of current extended hours practices

The July 2016 national patient survey results® show that satisfaction with access to general practice

has decreased since the 2013 survey across the CCG. Variation across practices is as follows:

- Percentage of patients saying it is easy to get through to their practice by telephone ranges from
38% to 93%

- Percentage of patients saying they were able to get an appointment last time they tried to see or
speak to a GP or nurse ranges from 64% to 98%

® https://gp-patient.co.uk/slidepacks/July2016#N ‘NHS North East Lincolnshire CCG’
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- Percentage of patients saying their appointment was convenient ranges from 78% to 100%

- Percentage of patients saying they had a good experience of making an appointment ranges from
51% to 96%

- Percentage of patients saying they don’t normally have to wait too long to be seen ranges from
32% to 87%

- Percentage of patients saying they are satisfied with the hours their GP surgery is open ranges
from 62% to 91%

A single GP out of hour’s service is available to the whole population across North East Lincolnshire.
The quarter 1 2016/17 out of hours provider’s own survey results (collected as part of our routine
contract monitoring) demonstrate that 100% of patients are being seen within the 6 hour standard
waiting time, and 100% rated the service as good, very good or excellent’. The results of the national
patient survey for the out of hours services questions showed that 64% felt they received care or
advice within the right length of time (national average 62%).

A pilot of extended access for urgent GP advice or assessment has been operating since June 2016
(NEL Docks Collaborative) and is due to continue until the end of March 2017. This is delivered by a
collaboration of 10 practices and covers 50% of the registered population. Patients of those practices
can access urgent GP advice up to 8 pm on weekdays and between 9 am and 12 noon at weekends.
Formal evaluation is yet to take place, but some early lessons from this project will be used to
support the detailed development of the new extended access arrangements.

Sign up to the extended hours DES is high and 90% of the local population have some level of
extended access. This provides a total additional 58.5 hours per week across NEL, but there is
significant variation between practices, ranging from 0.5 hours to 11.5 hours per week. The vast
majority of extended hours are during evenings, most finishing at 7 pm, with one Practice offering an
early morning session. The current extended hours do not provide a consistent offer to the local
population.

The July 2016 national GP survey results showed that when patients were asked about additional
opening times that would make it easier for them to see or speak to someone in general practice,
the strongest preference was after 6.30 pm on weekdays (67%) and on a Saturday (66%). 40%
selected Sundays, 28% before 8 am and only 10% lunchtime.

The registered population of North East Lincolnshire is set to increase to 170,074 by 2020.° This
represents growth of 1,158 patients (0.7%) from the June 2016 registered list position of 168,916.
Based on the average of 6.3 consultations for the total patient list*?, this equates to an additional
7,283 consultations per year across North East Lincolnshire, or 158 additional consultations per
working week™?.

A plan to implement enhanced primary care in evenings and weekends — with a clear trajectory for
delivery by 2020

® Core Care Links Ltd Quarterly Performance Report, Quarter 1, 2016/17
O NHs England ‘Calculation of CCG estimated registrations 2016-2020’,
https://www.england.nhs.uk/2016/04/allocations-tech-guide-16-17/

" Local data collection

12 Assumption of 251 working days in a year
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Given the baseline position outlined above, the priorities for enhanced access are:

- ensuring consistency of offer for the whole population, including within extended hours

- improving the ways in which patients can get through to general practice

- ensuring patients are able to get to see a GP or nurse when they try to book an appointment
- ensuring that waiting times for appointments are reduced

- ensuring sufficient capacity to meet the demands of the increased list size.

It would not be possible to deliver a resilient extended access offer from within individual practices;
nor would this address the consistency of offer. The local model will therefore be based on the
federated general practice model, making more effective use of the primary care centres available
within the locality.

The extended hours offer within the federations will be pre-bookable appointment slots, including
appointments for long term condition management, within extended hour’s clinics that are
delivered from a designated centre within that federation. Federations will have the option to pool
resources to manage their extended access arrangements. For example, their urgent/on the day
demand could be managed via the local Single Point of Access, which provides a multi-disciplinary,
integrated health and social care response 24 hours a day, 365 days a year. This will provide the
opportunity for triage and potential diversion to a more alternative service. In addition, across both
core and extended hours, practices and federations will provide care navigation services to support
patients to access the most appropriate service for their needs.

One of the learning points from the current NEL Docks pilot is that solely relying on telephone
automated options for urgent cases does not provide a quality response to the patient. Urgent
requests will therefore be supported by call handling by trained care navigators, either within the
federation or the SPA (depending on the approach selected), who can direct patients to the most
appropriate service. Any requirement for face to face will result in an appointment booking into
patient’s own surgery, where appointments are available, or to the Urgent Care Centre if necessary
and/or deemed more appropriate for the patient’s needs. Telephone systems will enable a seamless
switch between practices, the federation’s arrangements and the SPA, to facilitate ease of access for
patients, i.e. if the patient telephones their own practice the call could either be answered by the
practice, the federation (during extended hours) or diverted through to the SPA with no call backs
required by the patient. Staff taking calls on behalf of the federations will have the ability to book
into appointment schedules across the grouping, either using shared admin function or use of ‘GP
Connect’. This technology will also allow all other organisations across the system, such as 111 or
local SPA, to book into GP appointments.

There will be greater use of technology to support the offer of advice and/or assessment via
telephone, email and video-consultation to improve access and reduce the face to face requirement,
where clinically appropriate. Where a face to face appointment is required, this will be delivered
from a designated extended access site during extended hours, not necessarily the patient’s own
practice premises.

The CCG, as part of the development of this plan, has undertaken engagement with local practices
regarding the proposed extended access model and there is already a good level of consensus.
However, there is further work to do on refining the detail and better understanding the actual costs
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versus the proposed funding level. In addition, the current 7 day ‘NEL Docks’ pilot is still being tested
and if this proves successful there may be agreement to continue these arrangements, pending the
recurrent arrangements being put in place*. The CCG has also recently undertaken a local public
engagement exercise on access to general practice services, testing out some of the ideas for the
future model, e.g. accessing services at centres other than their own practice and seeing other types
of professionals (where appropriate to need) if this means being seen at a more convenient time.
The public engagement survey closed at the end of October 2016 and the CCG is currently analysing
the results which will be used to inform the detailed planning of the extended access arrangements
and the further comms and engagement activities that will be required to support this.

*the CCG has therefore included an additional non-recurrent funding request for extended access to
mitigate potential issues. Some additional support is being made available from within CCG non-
recurrent funding, but the remainder is requested from NHS England.

Trajectory for delivery up to March 2019 (as per submission via CCG operational plan)

E.D.14 Months 1-6 Months 7-12

Number of practices within a CCG which meet the definition of offering
full extended access; that is where patients have the option of accessing
pre-bookable appointments outside of standard working hours either
through their practice or through their group.
The criteria of ‘Full extended access’ are:
 Provision of pre-bookable appointments on Saturdays through the - 14
group or practice AND

2017/18 o )
 Provision of pre-bookable appointments on Sundays through the

Plan X
group or practice AND

 Provision of pre-bookable appointments on weekday mornings or
evenings through the group or practice

Total number of practices within the CCG. 28 28

Extended
. % 0.0% 50.0%
access (evening

and weekends
. ) Number of practices within a CCG which meet the definition of offering
at GP services . . . .
full extended access; that is where patients have the option of accessing
pre-bookable appointments outside of standard working hours either
through their practice or through their group.
The criteria of ‘Full extended access’ are:
¢ Provision of pre-bookable appointments on Saturdays through the 14 14

roup or practice AND
2018/19 SrOUPOrpract

Plan  Provision of pre-bookable appointments on Sundays through the

group or practice AND
 Provision of pre-bookable appointments on weekday mornings or
evenings through the group or practice

Total number of practices within the CCG. 28 28

% 50.0% 50.0%

Recurrent funding of £6 per head from 2019/20 will support full rollout to 100% of practices.

Delivery will be in line with the eligibility requirements set out within Annex 6 of the Shared Planning
Guidance.
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A description of how wider primary care (dental, optometry, community pharmacy) will contribute
to this plan

Closer working with wider primary care contractor groups will support delivery of this plan. The CCG
has recently launched a Minor Ailments Scheme with local community pharmacies, and will be
exploring opportunities for other ways in which they could work in partnership with general
practice. There is an enhanced service with local optometrists for referral refinement for glaucoma
patients and the CCG is planning a procurement of local Ophthalmology services, which will support
greater opportunities for working with optometrists. The CCG will work with NHS England to explore
whether there are opportunities for closer working with local dentists to identify ways in which
patients who are accessing their GP for dental issues could be better managed. To improve our
working relationships with other primary care contractors, we are currently reviewing our various
meetings to identify which would be most suitable to facilitate systematic involvement and
engagement with these partners.

A description of how the plan for access to general practice is linked into the wider integrated urgent
care system including 111.

A key element of the local urgent care system is the development of an Urgent Care Centre (UCC)
within North East Lincolnshire. This 24/7 centre will be primary care and community led and provide
an urgent care walk-in service for many of those who currently attend A&E as well as face to face
consultations currently directed to the GP out of hours service and arranged by the SPA. The Urgent
Care Centre will also include an ambulatory care unit and a medical assessment unit within an
integrated delivery arrangement with acute services.

This provision of GP services outside of core and extended hours, delivered at the Urgent Care
Centre and linked to the SPA, offers the opportunity for a variety of flexible ways in which practice
based urgent GP requests can be serviced. For example, federations could consider collaborating on
extended hours urgent GP requests with triage via the SPA and face to face consultations being
arranged at the UCC or at a location shared within the practice federation.

The 111 service will have access to all of the local urgent care services as dispositions within the
directory of services.

5. Transform the way technology is deployed and infrastructure utilised
A map of current estates and technology initiatives

All practices were invited to submit bids as part of the recent NHS England Estates and Technology
Transformation Fund process.

Bids that were submitted include 4 refurbishments or extensions to premises to increase the clinical
consulting and/or treatment space, across centres based within the Cleethorpes, Grimsby, Laceby
and Immingham areas. This represents a good geographical spread.
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Technology bids include:
- Expansion of automated telephony software (Patient Partner) to support:

o Automated booking, amending, cancelling of appointments

o Ordering of repeat prescriptions

o Sign-posting into appropriate clinic and/or transfer to triage, including call-back facility

o Automated access across groups of practices.

- Upgrade of the existing NHS N3 connections to superfast broadband to support effective shared
working arrangements

- Upgrade of the Single Point of Access telephone system, to support increased volume of calls and
also provide additional functionality across all partners to enable:

o Web chat —this would provide the ability for patients with sensory impairment to access for
all local Practices, as well as the SPA, thus providing equal access. This would support the
delivery of Accessible Information Standards

o SMS — co-ordinated messages could be sent from the SPA to all practice registered patients
to support self-care and preventative measures, such as promotion of flu clinics, screening

o Email —this enhances the choice of options for patients to access advice and to provide
general information to support self-care and prevention, as per the SMS functionality.

- Implementation of video-consultation equipment within general practice setting for one practice
to pilot*
- Implementation of ‘AskMyGP’ to support online assessment by patients, and transfer of data to

GP where appointment is required, for one practice to pilot

- Laptops and IT support for all NEL Care Homes — this will enable staff within Care Homes to have
access to the summary care record and NHS Mail. It will also support professionals visiting Care

Homes to access their native systems. This could also be used to support e-consultations to

reduce visits and potentially hospital admissions.

Additional non-recurrent funding for equipment to support local practices to adopt remote/agile
working has been included within the CCG non-recurrent funding. This has been included within the
attached investments spreadsheet.

A plan to deliver the requirements set out in the GP IT Operating Model 2016/18

GP IT is delivered by our partner organisation Embed, with whom we have a contract to deliver all of
the requirements of the GP IT operating model. An IT Strategy Lead supports this and is co-
ordinating the digital road map and driving delivery of the primary care priorities, which are outlined
within the CCG’s IM&T delivery plan. In addition to this, to develop our infrastructure we have been
successful in our GP IT capital bids to refresh GP IT estate and improve the network infrastructure.
We are also reviewing our future network requirements post-March 2017 when the N3 contract
comes to an end.

A clear primary care estates and infrastructure strategy linked to the wider strategy for integrated
out of hospital care.

The North East Lincolnshire locality already has excellent primary care facilities, with purpose-built
centres, some of which house multiple GP practices and accommodate other community services.
Recent utilisation studies suggest that there is scope to improve the utilisation of these centres.
Plans to ensure improved utilisation will be developed in tandem with the development of
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integrated service delivery within the locality.

The use of the enhanced summary care record is phase 1 of our shared record strategy; this will
provide all local organisations with access to a more detailed level of information than the basic
summary care record and will enable working at scale across different systems. This will be in place
by March 2017 at the latest. Information will be made available for acute, community, and mental
health information through system viewers. Phase 2 of our record sharing approach will be the
rollout of ‘GP Connect’, once this is available nationally from March 2017. This will allow a greater
level of integration between various GP systems, including appointment schedules and tasks,
providing greater ability to work across different practices. Automated telephony software will
support improved patient access and ensure patients are signposted to the most appropriate
service. Greater emphasis will be placed upon ensuring that patients know how to access their
records so that they can easily access information to help them self-manage, where appropriate to
their care.

Additional non-recurrent funding is requested from NHS England to support the development costs
of the local viewer solutions (£30k). This is included within the attached investments spreadsheet.

Confirmation that primary care requirements have been included in Local Digital Roadmaps

The North and North East Lincolnshire Digital Roadmap includes the primary care requirements set
out within this plan. The feedback on our Digital Roadmap is that we submitted a comprehensive
universal capability delivery plan, clearly setting out the activities. A number of areas have also been
highlighted as potential exemplars.

Due to the number of appendices and size of the files, we have not appended the Digital Road Map to
this document. NHS England already has a copy; however, another copy can be provided on request if
necessary.

*Online general practice consultation software systems:

The CCG will be looking to ring-fence the national funding for online general practice consultation
systems when it becomes available in 2017/18 and will ensure that services are in line with the NHS
England rules and specification (yet to be published). It is envisaged that the first tranche of funding
available for the CCG in 2017/18 (£43k) would be aligned with early adoption of extended access
arrangements. The second tranche in 2018/19 (£58k) will be used to support the remainder of the
practices, as extended access begins to be rolled out with the support of the new national recurrent
funding.

6. Better manage workload and redesign how care is provided

A plan to improve the capacity in general practice through redesign (eg LEAN / Releasing Time to
Care) and collaboration (such as shared clinical services and back-office functions)

Initiatives to support Practices (particularly GPs) to free up time are a high priority for the CCG, as we
recognise that it is difficult for practices to engage in transformational work while struggling with
existing demand.
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Time for Care Programme:

The CCG held a learning event with all local practices in September 2016, which focused on local

Practices sharing their experiences of projects linked to the ‘10 High Impact Actions for General

Practice’. The feedback from that event demonstrated that practices would benefit from support in

the following areas:

- Training for practice staff in undertaking clinical paperwork

- Training for practice staff to undertake care navigation roles

- Project management support to provide additional capacity for change management

- Communications and engagement support to ensure that there are appropriate messages and
plans for engagement with patients

- More events to share learning across the locality.

The CCG is already working with NHS England as an early adopter of the Productive General Practice
Quick Start programme, and 12 of the local Practices are currently undertaking the programme
which will be completed by early February 2017. Practices have selected modules relevant to their
own internal issues, with the aim of providing fast, practical improvement to help reduce pressures
and release efficiencies within general practice.

A further '10 high impact’ workshop session across all Practices within the NEL area is already
planned for 23™ February 2017. This will focus on sharing the learning from the Productive General
Practice Quick Start programme, with a view to rolling this out to the remaining practices over a
period of 1-2 years. This will be funded through CCG non-recurrent monies.

Care Navigation and Medical Assistants:

Using the same time as our existing GP protected learning time sessions, we will support the up
skilling of administrative staff within general practice to help alleviate the workload across the
following areas:

e Clinical paperwork — By the end of March 2017 we are planning to have completed a
programme of training for all local practice staff to act as medical assistants, i.e. having the
skills to review, filter, file and act on incoming discharge letters, and other clinical paperwork,
within appropriate governance arrangements. Training costs will be covered by the NHS
England funding outlined within the GPFV and the planning guidance (current year allocation
for the CCG is £15k). The CCGs within the STP are looking to pool the 2016/17 allocation for
care navigation and clinical paperwork training and focus on the clinical paperwork/medical
assistant training, as this could have the greatest immediate impact on GP workload.

e Care navigation — training for GP Receptionists will be made available to all local practices in
early 2017/18, as soon as the directory of accredited providers is available and the second
tranche of funding to support this area has been received. Successful care navigation training
is subject to completing local work on developing a robust directory of local alternative
services which the practices are happy to support (this is a key learning point from the West
Wakefield Vanguard experience). We are again planning to work jointly with the CCGs within
the STP to pool the funds provided by NHS England to secure this training. The care
navigators will be supported with online information, which will also be accessible to patients
and the public. This is planned to take place early in 2017/18.

e Medicines optimisation — In addition to those areas specified within the GPFV, the CCG has
provided training for practice staff in Medicines Optimisation. This has already been
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completed during October and November 2016, supported by our Medicines Optimisation
provider (North of England Commissioning Support — NECS). This will enable practice staff to
support prescribing processes, both freeing up clinicians’ time and identifying opportunities
to optimise medicines usage and eliminate waste.

We intend to plan all training sessions for Receptionists to take place at the same time as the
monthly protected learning time sessions that already exist, in order to mitigate impact on service
delivery.

Shared Clinical Services:

There will be an increase in shared clinical services, supported by CCG commissioning of enhanced
LTC management and support for the housebound, as well as the extended access arrangements
across the 30,000 to 50,000 population size. These federations could also facilitate shared back-
office functions, which will be supported by the IT developments that enable shared IT system
management. Shared business analytics expertise will also support the federations to develop
effective processes for identification and stratification of their population. All of our local practices
are on hosted systems, either EMIS or SystmOne (both of which are well supported nationally),
which gives greater opportunities for integration. Practices have been on electronic systems for a
long time and the majority are working paper-free.

Managing workload associated with secondary care interface issues:

The CCG recognises the burden placed on general practice as a result of issues within the
hospital/general practice interface. All of the items set out within the GPFV document formed part
of the contract negotiations for 2016-17 and 2017-18 and the Trust has been made aware of the
elements of the contract which needed to be satisfied. We have developed a process for ensuring
that instances where breaches occur are notified to both the local hospital trust and the CCG; this is
complemented by the development of standard templates by the local LMC which have been shared
with all practices. These will be discussed within our regular contract monitoring meetings and
action taken accordingly.

Supporting general practice resilience: Vulnerable Practice fund and GP Resilience Funds:

The CCG has worked with NHS England to deploy the Vulnerable Practice fund and the first tranche
of GP Resilience Programme funding to local Practices in need of support. This includes those
practices that have lists temporarily closed to new patients, those with an overall CQC rating of
‘requires improvement’, and those Practices that either have indicated through discussions with the
CCG or NHS England local team that they are facing significant difficulties currently or have been
assessed against the criteria as requiring support. The type of support included within the VP and RF
allocations include funding to support recruitment, organisational development, review of clinical
processes, and backfill to allow developmental work.

Focus on self-management:

In order to support manageable workloads for general practice, we intend to do more work on
patient access to online solutions to support self-management. We have recently undertaken a
public engagement exercise and review of our local Information and Advice services and will be
developing a plan, based on the feedback received, to develop more accessible and comprehensive
advice and guidance for the public and patients.

Version 6.1: Final Submission to NHS England 23/12/2016 17






Final Draft (v6.1) — December 2016 Submission to NHS England

A social prescribing project is under development utilising a Social Impact Bond payment by results
approach. This service will be made available to all local general practices during 16/17. This will
have a specific focus on patients with long term conditions, including COPD, Diabetes, Atrial
Fibrillation and Asthma, enabling them to easily access a range of community service based
interventions delivered by Voluntary and Community Sector organisations to improve their health
and wellbeing and reduce their utilisation of both primary and secondary care services.

7. Organisational form

A description of the current organisational form of general practice within the CCG
There are currently 27 individual Practices with list sizes varying between 1,200 and 20,000.

Practices generally all have their own individual back office staff, although an increasing number of
practices are beginning to share support staff.

The ambition for primary care at scale underpinned by a delivery plan

The ambition has already been articulated within the vision and extended access sections above —
there will be federated general practice groups covering population sizes of around 30,000 to 50,000
(potentially slightly larger in some cases). The following high level plan sets out the steps to achieve
this*:

CCG discussions with individual practices to identify November and December 2016,
preferences for federation January 2017

Work with system partner organisations delivering care end February 2017

focused around similar population sizes, to agree how
these will align

Membership and population size of federations to be end February 2017
confirmed

Support to develop legal frameworks for each federation | January to March 2017
Organisational development support on culture and January to March 2017
behaviour change (working with AHSN and Improvement

Academy)

Contracts for enhanced services that support community | March 2017
matron and enhanced LTC services

*There will be some flexibility within these timescales, as some Practices are more advanced than
others in developing their federation. The aim is to have at least one federation formalised and
ready for some operational delivery by April 2017, with additional development in year to ensure
readiness by April 2018. We will work up more detailed implementation plans with each federation
once these are confirmed.

Freeing up both managerial and clinical time to lead change has been identified as a significant
challenge by the local practices. The CCG has identified non-recurrent funding to support additional
project management capacity and/or backfill some of the local practice business managers to
support the development of the federations, as well as backfill for clinical time to support clinical
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leadership within the federations.

One of the concerns raised by local practices in respect of collaborative working across the larger
footprints is the likely increase in indemnity costs. The CCG has therefore included some provision
for this within the non-recurrent allocation for GPFV delivery.

A description of how the “future state” is linked to the wider strategy for integrated out of hospital
care
This is set out within the narrative for the vision at the beginning of this document.

8. Engagement

A description of the CCG is engaging local primary care professionals (GPs, dentists, pharmacists,
optometrists) and the local population and patients in the development and delivery of the
Transformation Plan.

The following engagement has already taken place:
- GP Development Group — includes practice representatives
- Practice Manager Forum
- Specific workshops with GPs and practice managers on access and ‘releasing time for care’
- ‘Drop in’ session at local protected learning time event
- General practice meetings
- Service specific engagement with the public; currently engaging on extended access
- Ad-hoc meeting with local GPs and practice managers
- The local LMC have had open invites to all local general practice engagement events and have
attended the vast majority of them.

Engagement will continue with groups mentioned above, as well as:

- Local Community Forum —includes local public representatives who engage regularly in CCG
business

- Shadow Accountable Care Partnership group

- Accord membership — public membership body to support engagement

- CCG Triangles — Clinical, managerial and public reps across service specific areas

- Local Pharmaceutical, Dental and Optometrists Committees — specific meetings and regular
invite to Co-Commissioning Committee

9. Risks and mitigation
A description of the key risks and mitigation

The key risks to delivering the plan are set out within the table below.

Risk Mitigation

Current capacity constraints may Draw on immediate support from NHS England for
impact on ability to engage in Vulnerable practice fund and GP Resilience
developmental / transformational programme, where appropriate to practice. Make
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work

best use of protected time for conversations
regarding general practice development
Provide non-recurrent project management/backfill.

Funding constraints could limit
ability to deliver on some aspects

Utilise current year non-recurrent funding to support
development. Ensure CCG financial planning includes
elements of funding identified within this plan.
Request support from additional national funds

Lack of capacity and capability within
CCG

Work with colleagues across STP and NHS England,
utilising GP Forward View aligned support posts, to
share expertise and do things once where projects
overlap

Practices unable to maintain resilient
primary care workforce

Ensure practices have opportunity to be supported
through GP Resilience Programme

Continue work on developing alternative professional
roles to assist with GP workload

Practices unable to agree how to
come together at sufficient scale

On-going engagement with practices
Work with early adopters to demonstrate benefits
and share the learning

Patient and public opposition to
plans for new models of care,
particularly primary care at scale

Early engagement (current survey).Continued, on-
going engagement, making effective use of Accord
membership, Community Forum, PPGs, and working
with Healthwatch

Increased indemnity costs associated
with new models of care

Ensure new NHS England scheme from April 2017 is
taken up.

Include provision within non-recurrent funding to
support indemnity costs while progressing new
models of care.

IT Transformation lagging behind
required pace of change

Agree and implement interim solutions to support
record sharing (viewer solutions/enhanced summary
care record), in line with Digital Roadmap plans
Continue to lobby national teams and system
providers

Premises: Current ETTF bids for
premises upgrades may not align
with hubs for new federations

Revise PIDs for premises schemes scheduled for 17/18
if necessary

Inability to recruit

Work with NHS England, STP colleagues and LMC on
GP recruitment campaign. Utilise existing non-
recurrent funding to support recruitment initiatives.

10. Governance

A description of the governance arrangements to provide the CCG with assurance that the plan is

being delivered fully and on time.

The CCG’s Co-Commissioning Committee will sign off the GPFV plan and oversee delivery.

The practical aspects will be supported by the CCG’s General Practice Development Group.

The CCG will use their Covalent system for active management of individual projects within the plan.
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03H GPFV INVESTMENT.pdf
2017/18 2018/19 2019/20 2020/21
Area of investment New or existing| Source of funding Non Non
MANDATED: CCG i in fon ( support for
practices to move to federated approach) = £3 per head of population,
starting 2017/18. Can be split across 17/18 and 18/19 or all in one year. New [sec) £ 256,774 £ 251,774
This will be used to support project management within evolving
i and i i and training costs,
pump-prime extended access
MANDATED: CCG additional investment in general practice services New ccG 78,584 80,077
increased by same, if not more, than allocation uplift (1.9% in 17/18 and
1.9% in 18/19)
ccG iti non-recurrent it from ion fund (over
£ 9,000
and above GPFV £3 per head) New cce £ 248,320 £ 248,320
CCG new recurrent investment in general practice 'at scale' enhanced New CccG 150,000 150,000
services (shift from acute to primary care)
i P . " - CCG
CCG PMS reinvestment: to be targeted at extended 'at scale' practice Existing 489,000 489,000
. B " REINVESTMENT
services, including complex case management and enhanced LTC models
CCG: Premises and infra structure support New CCG £36,509| £ 100,000 £0.00| £ 50,000 £0.00| £ 50,000 £0.00| £ 50,000
NHS England: Extended access additional recurrent funding as set out wihtin
planning guidance: £3.34 per head of population in 2018/19 and £6 per New NHSE 566,447 £ 452,544.70
head of ion in 2019/2020
NHS England: Online practice software systems New NHSE 43,671 £57,890)
NHS England: Training Care i and Medical New NHSE £ 29,114 £28,945)

ADDITIONAL NON-RECURRENT SUPPORT REQUESTED:
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Code Description FOT Working days adj

Underlying trend 

and demographic 

growth

Sustain 18 weeks

Transformational 

change

E.M.7 Total Referrals (General and Acute) 50,830 -797 186 0 50,218

E.M.7a Total GP Referrals (General and Acute) 30,936 -485 113 0 30,564

E.M.7b Total Other Referrals (General and Acute) 19,894 -312 73 0 19,655

E.M.8

Consultant Led First Outpatient 

Attendances

41,681 -662 154 1,328 0 42,501

E.M.9

Consultant Led Follow-Up Outpatient 

Attendances

89,419 -1,444 336 2,895 -7,354 83,853

E.M.10 Total Elective Admissions 24,810 -441 253 884 0 25,507

E.M.11 Total Non-Elective Admissions 15,308 0 128 -965 14,471

E.M.12

Total A&E Attendances excluding Planned 

Follow Ups

60,374 0 1,284 -1,147 60,511
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