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CMM COMMITTEE MEETING

NORTH EAST LINCOLNSHIRE CLINICAL COMMISSIONING GROUP 

HELD ON 18th November 2014 – 10.00am to 12noon
IN 
Athena Meeting room 3
	PRESENT:
	Laura Whitton, Deputy Chief Finance Officer, NEL CCG

Martin Rabbetts, Performance Development manager, NELCCG

Lisa Hilder, Assistant Director for Strategic Planning NELCCG

Julie Taylor-Clark, Interim Director for Nursing Quality & Transformation, NELCCG

Emma Kirkwood, Workforce manager, Y&HCS
John Mitchell, IMT Service Development & Projects Manager, Y&HCS
Helen Kenyon, Deputy Chief Executive, NELCCG 

Cathy Kennedy, Deputy Chief Executive, NELCCG

Jake Rollin, Assistant Director, Care and Independence ASC NELCCG

Michelle Barnard Assistant Director Service Planning and Redesign, NEL CCG



	
	

	APOLOGIES
IN ATTENDANCE

	Eddie McCabe, Assistant Director Finance and Procurement, NELCCG

Supt Ed Cook, Humberside Police

	ITEM

	
	ACTION

	1.

	Apologies:
As noted above 
	

	2. 
	Declaration of Interest 

Potential conflict of interest from CSU members re CSU SLA update


	

	3.
	Minutes of the previous meeting –   21st October 2014 
Approved


	

	4.
	Matters Arising

Jeremy’s action re collaborative meeting updating on CSU merger has happened
E-training modules are being taken forward
Mental Health Concordat action points

Recent Humber wide meeting has focussed on Mental Health Concordat and Helen has signed the Concordat on our behalf – a statement of principle of working together, making connections across organisations.

Louise and Clare are managing policy/tasks and follow up. This needs to be clarified further in terms of what comes back for information and what comes back for debate.
Internal communications need to be structured and filtered so that messages are targeted at appropriate groups. 
Some messages are going out from different parts of the system and being duplicated. The practice managers forum would be able to advise on duplication and appropriateness of the messages. Practice managers will be consulted on the proposal for a weekly global which collates relevant messages

	Angie Dyson to present on the Mental Health Concordat and Parity of Esteem at a future CMM

All CMM to be aware and filter messages into CCG HQ and into the practices

MB to discuss at the next Practice Manager’s meeting and invite IE to hear the discussion

	5.
	 Proposed Changes to Humberside Police – Supt Ed Cook

Supt Cook attended the meeting to give an update on the current services provided by Humberside Police.


	

	6.
	Care Act Implementation update – Jake and Emma
Presentation embedded here:
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Emma presented the embedded slides. Discussion took place on the potential impact of the Care Act. Clarity will need to be sought on the current position of savings related to Adult Social Care. Emma offered further discussions with individuals as necessary.
A series of meetings have been set up with Councillors re Care Act implementation. A Partnership Board discussion/workshop may be helpful to raise awareness of these issues. It will be on the agenda for the CCG January Timeout
	HK and CK to pick up the question of savings with the local authority
HK to liaise with Emma Overton for relevant paperwork


	7.

	Standing items to enable escalation where required
· Workforce and OD
Sickness figures have increased from 0.23% to 2.6% over the last few months related primarily to 4 individuals. Caroline Carter is working with relevant managers to address this. 3 new individuals have hit first triggers for absence.
Short term absence has increased from 18 days last year to 56 days this year
Leavers’ process is being developed to include an exit survey for individuals. HR don’t do independent exit interviews

· Performance Exceptions inc Partnership Agreement
Further discussion regards required savings in relation to Adult Social Care

Performance in A and E dipped in October but is now back on track

18 Weeks – performance has improved

Ophthalmology has increased from 81% from 89% - halved the number of people waiting more than 18 weeks 

1 case of MRSA reported – review underway

CDiff now up to 20 (out of 22 annual target)

Cancer waiting times – a few measures at risk of underachievement

All of these are constitution commitments and linked to our Assurance

Q2 Assurance meeting will reflect conversation on this position

· Business Plans

FEAU – SRG funding supporting this in the first instance
H4H – Simon Beeton waiting for information from Pam Clipson. Information not yet in a fit state to share. Viability assessment needs to take place. 2 admissions a week need to be avoided. Finance people need to be better stitched into relevant discussions on this as well as other schemes such as SPA. Weekly Finance directors meetings will be clued into these developments and relevant Finance individuals linked to schemes.

Further discussion will take place on the way forward for this


	Caroline Carter to produce a report to Emma Kirkwood giving context. Emma will circulate report to CMM
CK to discuss with Jenny Briggs and Bob Deans

	8.
	Commissioning for Value pack – Martin 
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Martin introduced the NEL Pack and explained that the Commissioning For Value pack is produced to help CCGs identify outlying area s of practice
13 pathways are highlighted. 2 warrant further investigation for us. 

Heart disease pathway indicates that we are higher than average on spend. Comparisons are with CCGs with similar demographics

The COPD pathway is the other area for investigation. Prevalence appears low and this could mean that patients aren’t registered appropriately. Low primary care prescribing trend could be associated with low identification. Conversely acute spend is higher than it arguably could be.
Martin will be highlighting this area at the next COM in the performance report. This will be an opportunity to recruit someone with relevant interest to work with, also at the Clinical Leads meeting this week.

Some examples of good practice appear in the CFV pack which could lead to a field trip to learn from other areas
Michelle will speak to Pauline Bamgbala regards identifying a suitable lead.

	Michelle

	9.
	Policy Development

•
This Week and ASC communications


	

	10.
	Planning (inc Healthy Lives Healthy Futures & QiPP) and LIP
A detailed update on the HLHF programme came out to CCG staff last Friday, notifying of the decision to implement proposals on Hyper Acute Stroke and ENT inpatient services
The LIP group is now active and monitoring early messages from NHS England which reflect a refresh of existing plans. Further guidance expected early December

Financial pressures have emerged this year in terms of increased secondary care activity which may mean forward pressures on budgets and increased QIPP requirement.

	

	11.
	Communication updates 

· Positive News updates for promotion of CCG
HLHF decisions

Winterbourne update related to our good practice and sharing this with the Area Team

Positive feedback received on our local account

· Agree Team Brief for cascading via team meetings and CCG Newsletter (standing item)
Performance update will reflect positive and negative messages

· NHS News / CCG News responses (standing item)
New starter – Claire Stocks
· Items for noting / escalation to the Board
Clinical leads are coming up for reappointment. This will be looked at in more detail

	Lisa to feed this into the comms team and comms plan
Martin to update at the briefing next week

Business Support team to send out reminder



	12.
	Update re CSU SLA
This will be covered in more detail at the next meeting
	Laura

	13.
	E-Learning
IG is standing at 54% completion. We continue to aim for 100% by end of December 14

Fire safety is at 72.2% completion

Steve Thompson is picking this up with Eddie and Louise

Data needs to be checked

Cathy will talk to any non-completers individually 

	Steve Thompson

Cathy Kennedy



	14.
	AOB

	

	15.
	Date, Time and Venue of Next Meeting
Date:      16 December 2014
Time:     10.00am to 12noon

Venue:   ATH3
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Care Act 2014
Countdown to Implementation

NEL’s Approach to Implementing the Care Act:

What is the Act?

What are we doing about implementing it?

When are we doing it by?









What is the Care Act?

Biggest change to social care legislation for over 60 years

Comprises around 165 pages, and is accompanied by 500-odd pages of Statutory Guidance, and 21 sets of Regulations (more planned!)

Consolidates existing law, places earlier policies on a legislative footing, and introduces new provisions

Contains provisions in three parts:

Care and Support Reforms  

Care Standards (HMG’s response to the Francis Inquiry)

Health (education and research)

Imposes duties on ASC and wider elements of local authorities

Provides new rights for service users and carers







		New in Law & Practice		New in Law but not Policy		Consolidating/ Modernising existing law

		Carers’ Assessment (new right)		Wellbeing Principle		Information & Advice

		Eligibility (new national threshold)		Prevention		Co-operation

		Cap on Care Costs (& 5yr review)		Integration		How to meet need (new focus)

		Duty & power to meet carers’ needs		Market Shaping 		Charging

		Independent Personal Budget		Needs Assessment (new basis)		Financial Assessment

		Care Account 		Assessment Regulations		Duty & power to meet needs

		Deferred Payments		Care & Support Plans 		Power to meet needs

		Continuity of Care		Personal Budget 		Exception for Immigration

		Ordinary Residence		Review of Care & Support Plan 		Exception for NHS/ housing 

		Market Oversight		Choice of Accommodation 		Direct Payments

		Independent Advocacy		Adult Safeguarding		Recovery of charges/ deprivation

		Appeals		Provider Failure		HRA applies to regulated prvdrs

		Delegation		Transition to adult services 		Delayed Discharges

		Cross-border  Placements		Prisoners		MH Aftercare

						Sight Registers







Biggest Potential for Change: 
Wellbeing Principle: a Constitution for ASC?







s1 of the Act places individual wellbeing at the heart of care and support 

Promotion of wellbeing is an active duty which requires LA to have regard to:

Personal dignity

Physical, mental, emotional, social and economic wellbeing

Protection from abuse and neglect

Control by the individual over day to day life (inc care and support)

Participating in work, education, training or recreation 

Domestic, family and personal

Suitability of living accommodation

The individual's contribution to society 

The principle should inform the delivery of universal services – and be considered when undertaking broader strategic functions 

Luke Clements: so widely defined that it may be of little practical application

TCSW: “the Act’s most radical innovation”. The care management approach developed over the last two decades was to the detriment of such principles;   their inclusions enables social workers to return to “value driven practice”













Challenges, Costs and Risks

Challenges





Risks

		Information and Advice 		Eligibility (carers)
		Personal Budgets  (carers’ personal budgets)

		Prevention		Carers’ Assessments
		Charging (replacement of CRAG and Fairer Charging)

		Integration 
		Cap on Costs (more assessments, care accounts, IPBs 		Recovery/ deprivation of assets (replacement of HASSASSA) 



Costs



Underpinning all of the above is:

Lack of awareness/ understanding 

Lack of engagement/ reform fatigue  

Lack of capacity/ prioritisation 

Lack of clarity re financial implementation support

“Well-informed leadership [..] is central to the successful implementation of the Act” (Skills 4 Care)





Charging 

The Act’s charging principles aim to promote wellbeing and social inclusion, and to support the vision of personalisation, independence, choice and control 



Practical application:

Those with > £23,250 pay full cost

Those with < £14,250 pay nothing 

Those in between make a contribution

How capital and income are assessed varies depending on whether care is delivered at home or in a care home

2016 reforms = increase to upper and lower capital limits, cap on social care costs at £72,000  (daily living costs excl), right for self-funders to request LA-arranged resi care 













More than £23,250

(£118,000)





Less than £14,250

(£17,000)











Costs 

Our modelling to date suggests costs of implementation for 2015/16 may largely be covered by BCF funds (revenue and capital fund) and “other grants”

Care Act monies are identified within our BCF monies

Our allocation in respect of “other grants” will depend on which formulas are used

LGA’s website indicates that allocations will be confirmed in the December Settlement

Guidance for 2016/17 reforms due for consultation soon

National costs modelling exercise for 2016/17 is not scheduled to take place until January 2015

No decisions on 2016/17 funding until after consultation/ costs modelling, & impact assessment 







What are we doing about implementation?

We have structured our plan using the 23 chapter headings within the Guidance 

In addition to these 23 areas, we have added: carers, financial implications, workforce/ training, and IT 

We therefore have 26 individual plans, with IT considerations running throughout each

Each area of the plan has been rebranded as a workstream, although some have been combined

We have 19 workstreams, each with a designated lead individual  

Workstream leads meet with me & each other monthly

I report to FPB, POG & NELC audit, & update the master plan monthly - will soon be on our intranet Care Act tile









Structure









When are we doing it by?

What 

Main provider communications (CP & NAViGO)

Members communications  (consultation?)

Domiciliary, residential & supported living provider communications

Voluntary/ 3rd sector communications 

Part 1 excl funding reforms comes into force

Launch revised local offer for NEL

Pt 1 funding reforms come into force



When

Now

2nd December 2014 

9th December 2014



30th January 2015

1st April 2015

1st April 2015

1st April 2016















Help: suggestions for engagement with health partners, NLaG, GPs etc?

And please spread the word!





Any Questions





???????????
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* Introduction: What is Commissioning for Value?
* The Commissioning for Value approach
* Supporting planning and transformation
* Why act?
* The Pathways on a Page pack
* Headlines for your health economy
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Introduction: What is Commissioning for Value?

The Commissioning for Value work programme originated during 2013/14 in response to requests from clinical
commissioning groups (CCGs) that they would like support to help them identify the most impactful opportunities
for change. It is a partnership between NHS England, Public Health England and NHS Right Care and the initial work
was an integral part of the planning approach for CCGs.

Commissioning for Value is about identifying priority programmes which offer the best opportunities to improve
healthcare for populations; improving the value that patients receive from their healthcare and improving the value
that populations receive from investment in their local health system.

By providing the commissioning system with data, evidence, tools and

practical support around spend, outcomes and quality, the Commissioning _ 7\

for Value programme can help clinicians and commissioners transform the Quality

way care is delivered for their patients and populations. 7 -
Commissioning for Value is not intended to be a prescriptive approach for , \
commissioners, rather a source of insight which supports local discussions | T—— ) et
about prioritisation and utilisation of resources. It is a starting point for pen} ) Outcome

CCGs and area teams, providing suggestions on where to look to help them

deliver improvement and the best value to their populations. Elements of value

NHS North East Lincolnshire CCG Public Health RightCar? En%
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The Commissioning for Value approach 4

The Commissioning for Value approach is
to identify value opportunities by looking
at clinical programmes, as opposed to

Phase 1 Phase 2

Phase 3

{ How to organisational or management structures
§ and boundaries. Value opportunities exist
What to - Change where a health economy is an outlier and
. therefore will most likely yield the

5 Cha nge O greatest improvement to clinical

. Where | § O) pathways and policies.

The approach begins with a review of
indicative data to highlight the top

priorities or opportunities for

transformation and improvement.

to Loqk

A2

- =

Triangulation of Using Service Driving through Phases two and three then move on to

indicative data to : : : changes with Clinical
identify which a‘:’;:::::;‘::::zng Lenderiic o explore What to Change and How to
programmes offer the and building the case Business Process Change_
best value for change Engineering
opportunities techniques
208
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Supporting planning and transformation

The healthcare system is facing the challenges of increasing demand and limited resources. People’s need for
services will continue to grow faster than funding, meaning that we have to innovate and transform the way we
deliver high quality services, within the resources available, to ensure that patients, and their needs, are always put
first.

The forthcoming planning guidance for 2015/16 will emphasise the importance of Commissioning for Value to help
support local discussion about prioritisation and utilisation of resources. By using the information contained in these
latest packs and enhanced tools, CCGs will be able to ensure their plans focus on those opportunities which have the
potential to provide the biggest improvements in health outcomes and resource utilisation.

The packs also support the vision set out in the recently published Five Year Forward View with its focus on the
transformation of healthcare services to drive quality and efficiency.

NHS North East Lincolnshire CCG Public Health RightCarE’ En!g;[all%
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The benefits from using the Commissioning for Value approach and packs are beginning to be realised across the
country. A number of CCGs have already seen improvements in financial and quality outcomes for their populations.

CCGs are using the
Commissioning for Value
approach to shift spend and
improve processes

CCGs are using the
Commissioning for Value
approach to achieve financial
stability, eg in West Cheshire CCG

It’s not just about the money.
West Cheshire CCG saw quality
improvementsin just one year

Achieved turnaround (Warrington CCG)

Clinically led annual QIPP planning and delivery (Wigan Borough CCG)
Clinical leaders driving change (Vale of York CCG)

Galvanising commissioners in a growing number of health economies
(30+ CCGs and growing)

Yr 1: ‘Came from behind’ - Implemented system mid year

Yr 2: ‘Delivered as went along’ - Began at year start, achieved by end
Yr 3: ‘Planned ahead’ - Began before year, over- achieved
Yr 4: ‘Ahead of the curve’ - 20% of QIPP delivered by start

Yr 5: “Total focus on quality’

A&E attendances & admissions, elective & non-elective activity,
outpatient firsts & follow-ups all decreased

Outcomes and quality improved

Integration occurred across health sectors and with social care

More information about some of the Commissioning for Value which has already taken place across the country can
be seen in the ‘Learning from others’ section of this pack.

o - INHS |
Public Health RightCare
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The Pathways on a Page pack 7

This ‘Pathways on a Page’ pack is the second in a series of Commissioning for Value support packs for CCGs. The National
Clinical Directors and Intelligence Networks have helped to develop the pathways.

The first packs - released in October 2013 - contained information on a range of improvement opportunities to help each
CCG identify where its local health economy could focus its efforts — the ‘where to look’ phase. Those packs can be seen at:
http://www.england.nhs.uk/resources/resources-for-ccgs/comm-for-value/. The next page shows the areas identified as
those where your CCG could potentially make the greatest improvements in terms of spend and quality/outcomes.

This pack provides a more detailed look at these areas by providing a wider range of key indicators, using the latest
published data, and presenting them along the lines of a pathway that patients may experience for different conditions.
Alongside the areas highlighted last year, CCGs may wish to use the 13 pathways in this pack to complement that
identification of improvement opportunities. CCGs may find that exploring the pathway in more detail in this way helps to
identify new opportunities to prioritise as part of the planning process. Please note that pathways are not included for
gastro-intestinal and neurological problems at this stage; additional indicators for these will be added to the Commissioning
for Value tool in due course.

As with the original packs, the intention of these pathways is not to provide a definitive view on priorities but to help
commissioners explore potential opportunities. These packs help commissioners to understand how performance in one
part of the pathway may affect outcomes further along the pathway. This is a simplified version of a ‘focus pack’ or ‘deep
dive’ and we encourage commissioners to use the full process for pathways that appear to offer the greatest areas for
improvement. Page 26 provides further information on starting a deep dive.

NHS North East Lincolnshire CCG Public Health RightCarE’ En%
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Headlines for your health economy

Value
Opportunities

Acute and prescribing spend

Cancer & Tumours

Circulation Problems (CVD)
Gastrointestinal

Mental Health Problems
Neurological System Problems

NHS North East Lincolnshire CCG

Public Health
England

Quality/outcomes

Cancer & Tumours
Circulation Problems (CVD)
Mental Health Problems
Respiratory System Problems

Spend and Quality/Outcomes

Cancer & Tumours
Circulation Problems (CVD)
Mental Health Problems

RightCargl
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How to interpret your pathways on a page

On the following pages a selection of key indicators are presented following the patient pathway from left to right. Each
indicator is shown as the percentage difference from the average of the 10 CCGs most similar to you. The indicators are
colour coded to help you see if your CCG has ‘better’ (green) or ‘worse’ (red) values than your peers. This is not always clear-
cut, so ‘needs local interpretation’ (blue) is used where it is not possible to make this judgement. For example, high
prevalence may reflect that a CCG does truly have more patients with a certain condition, but it may reflect that the CCG has
better processes in place to identify and record prevalence in primary care, or that registers have not been audited recently.

The original packs presented potential opportunities compared to the best performing five CCGs out of the similar ten. For
presentational reasons these pathways on a page show performance compared to the average of the similar ten CCGs. This
means that ‘better’ (green) means better than average and that improvement is still required to become ‘good’.
Commissioners are encouraged to consider how to achieve the level of the best performing CCGs and the interactive tool
and deep dive process allows users to explore this in more detail.

In the original pack, higher spend on prescribing and elective admissions was included as a potential improvement
opportunity. In this pack they are coloured blue because spending more in these areas might be a result of a specific
strategy to identify and treat patients earlier, which may lead to lower spend on non-elective admissions and better
outcomes for patients. Local investigation and interpretation is key to determining the opportunity to improve in these
areas. In other words, CCGs should not discount any potential opportunities identified in the first pack for prescribing and
elective admissions — these should still be explored, but it is important to consider the pathway as a whole and not
individual elements separately.

Commissioners should work with local clinicians and public health colleagues to interpret these pathways.
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How to interpret your pathways on a page (continued)

CCGs may also find it a powerful improvement tool to compare their pathways with those of their similar CCGs. By
doing so, it may be possible to identify those CCGs which appear to have much better pathways for populations
with similar demographics.

NHS Barnsley CCG

NHS Thanet CCG

NHS Bassetlaw CCG

NHS Darlington CCG

NHS Warwickshire North CCG

NHS West Lancashire CCG

NHS Hardwick CCG

NHS Newark & Sherwood CCG

NHS Doncaster CCG

NHS Durham Dales, Easington and Sedgefield CCG

To enable a detailed understanding of the indicators, metadata will be published at:
http://www.england.nhs.uk/resources/resources-for-ccgs/comm-for-value/ shortly, but longer
descriptions of the indicators are available in the annex at the end of this pack.

Links to the NICE guidance are included for each pathway. All the pathways can be accessed at:
http://pathways.nice.org.uk

Public Health England has also provided support packs to help CCGs understand variations across their
cardiovascular (CVD) care pathway and get better value from their CVD services. These packs are available
at http://www.yhpho.org.uk/default.aspx?RID=199884

NHS North East Lincolnshire CCG Public Health RightCar? En!g-El%
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Breast cancer pathway NHS North East Lincolnshire CCG
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Lower gastrointestinal cancer pathway NHS North East Lincolnshire CCG

[ = 95% confidence intervals M Better W Worse M Needs local interpretation
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Lung cancer pathway NHS North East Lincolnshire CCG
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Diabetes pathway NHS North East Lincolnshire CCG
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Psychosis pathway NHS North East Lincolnshire CCG
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Common mental health disorder pathway NHS North East Lincolnshire CCG
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Heart disease pathway NHS North East Lincolnshire CCG
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COPD pathway NHS North East Lincolnshire CCG
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Asthma pathway
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Musculoskeletal pathway NHS North East Lincolnshire CCG
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Trauma and injury pathway NHS North East Lincolnshire CCG
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Renal pathway
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Learning from others: 1

Commissioning for Value in Hardwick CCG: From pack to delivery in just seven months

Hardwick CCG received their initial Commissioning for Value pack, adopted the NHS Right Care approach,
commissioned a deep dive in to COPD, engaged clinicians to identify improvement opportunities and are now
implementing:

* Locally agreed and specified COPD pathway

° Enhanced nebulisers service in primary care

° Primary care COPD audit and support service to implement findings practice by practice
* Improved promotion of self-management

* Improved self-management support

° Enhanced organisation of Breathe Easy Groups (with British Lung Foundation)

In just seven months they have delivered:

* 30% reduction in emergency admissions
° £170,000 saving (just from initial impact — much more to come)

These are summarised examples of what others have done since the first Commissioning for Value pack.
See www.rightcare.nhs.uk/resourcecentre for full case studies.
o NHS|
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Learning from others: 2

Commiissioning for Value in Slough CCG: Diabetes

“The Right Care methodology has been successfully applied to the management of diabetes in Slough”
Slough CCG

Following primary care pathway reform:

* Of patients with pre-diabetes whose results are available for evaluation, 100% saw a reduction in their
HbA1c levels

* Of the patients with type 2 diabetes, 89% saw a reduction in their HbA1lc levels

* 15 out of 16 practices showed an increase in the number of patients whose diabetes was controlled

® 15 out of 16 practices saw an increase from 72.25% to 80.06% of patients whose blood pressure was
<140/80

Next step: Spread the use of the methodology across whole diabetes system and beyond

These are summarised examples of what others have done since the first Commissioning for Value pack. See
www.rightcare.nhs.uk/resourcecentre for full case studies.
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Next steps 26

CCGs may wish to consider the following next steps:

Identify the priority programmes in your pack and compare with current reform activity and improvement plans

Engage with clinicians and other local stakeholders, including public health teams in local authorities and
commissioning support organisations

Link with the planning round and discuss at governing body and Health and Wellbeing Board level: Design
optimal system — make case — decide — deliver

Explore the Commissioning for Value online tool and compare your data with that of your peers. Re-visit
regularly to explore the updates at http://www.england.nhs.uk/resources/resources-for-ccgs/comm-for-value/

Explore other resources, such as the ‘how to’ videos, deep dive guide, CVD Intelligence Network focus pack
and NICE resources. See the NHS Right Care website at http://www.rightcare.nhs.uk/ for links.

Commission a deep dive pack. If CVD is your priority area, use the CVD focus packs at
http://www.yhpho.org.uk/default.aspx?RID=199884

Identify local support to move on to phase 2 of the NHS Right Care approach: What to Change. Work with
local transformation teams to support and deliver service redesign as captured in the principles of phase 3 of
the NHS Right Care approach: How to Change

Public Health RightCare
England 9 Eene
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Coming soon 27

We will be following up this set of packs with further products from the Commissioning for Value programme over
the coming months. These will include:

A set of Integrated Care packs (March 2015). These packs will include analysis to help commissioners understand
how their most complex patients flow through the system and how the characteristics of these patients differ
from similar CCGs, for example:

O How many admissions to hospital the most complex patients have each year and how does this compare to
similar CCGs?

O How does the age structure of the most complex patients compare to similar CCGs?
O What healthcare conditions do these patients have; what are the most common co-morbidities?

A series of regional events for CCGs, area teams, CSUs, public health leads and other stakeholders (March 2015).
These will take place across the country and help attendees work through their packs, better understand the
data, meet CCGs with similar issues and suggest next steps

New resources on the NHS Right Care resource centre, including new learning videos, casebooks and a handbook
on the NHS Right Care approach. Find them at: http://www.rightcare.nhs.uk/

A compendium Atlas of Variation aimed at reducing unwarranted variation across the main programmes of care
(March 2015)

A handbook on conducting ‘deep dives’ for prioritised pathways
Updates to the Commissioning for Value online tools at
http://www.england.nhs.uk/resources/resources-for-ccgs/comm-for-value

208 0 INHS |
Public Health RightCare
e e g England




http://www.rightcare.nhs.uk/

http://www.england.nhs.uk/resources/resources-for-ccgs/comm-for-value/



Further support and information 28

The Commissioning for Value benchmarking tool (containing all the data used to create the CCG packs), full details of
all the data used, and links to other useful tools are available online at:
http://www.england.nhs.uk/resources/resources-for-ccgs/comm-for-value/

The NHS Right Care website offers resources to support CCGs in adopting the Commissioning for Value approach.
These include:

* Online videos and ‘how to’ guides
* Case studies with learning from other CCGs
* Tried and tested process templates

* Advice on how to produce ‘deep dive’ packs locally

These can be found at: http://www.rightcare.nhs.uk/index.php/commissioning-for-value/

The NHS England Learning Environment which includes a directory of support offers; a case study pinboard; and
a peer-to-peer learning exchange can be found at: https://learnenv.england.nhs.uk/

If you have any questions or require any further information or support you can email the Commissioning for
Value support team direct at: england.healthinvestmentnetwork@nhs.net
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Annex: Full list of indicators

Breast Cancer

Socioeconomic deprivation: overall Index of Multiple Deprivation score

Breast Cancer Prevalence (%)

Incidence of breast cancer per 100,000 population (all ages)

Rate of alcohol attributable admissions for breast cancer per 100,000 females
aged 15+

% of women aged 50 - 70 screened for breast cancer in last three years

Spend on primary care prescribing for breast cancer per 1,000 weighted
population

Rate of urgent GP referrals for suspected cancer per 100,000 population

% receiving first definitive treatment within two months of urgent referral from GP
Spend on elective and day-case admissions for breast cancer per 1,000
population

% of breast cancers detected at an early stage (1 or 2)

Mortality from breast cancer: under 75 directly age-standardised rates (DSR) per
100,000 European Standard Population

One year net cancer survival (%) for breast, lung and colorectal cancers for ages
15-99

Lower Gastro Intestinal Cancer

Socioeconomic deprivation: overall Index of Multiple Deprivation score
Colorectal Cancer Prevalence (%)

Incidence of colorectal cancer per 100,000 population (all ages)

Rate of alcohol attributable admissions for colorectal cancer per 100,000
population

% of people aged 60-69 who were screened for bowel cancer in the previous 30
months

Rate of urgent GP referrals for suspected cancer per 100,000 population

% receiving first definitive treatment within two months of urgent referral from GP

Spend on elective and day-case admissions for lower Gl cancer per 1,000
population

Spend on non-elective (emergency and other non-elective) admissions for lower
Gl cancer per 1,000 population

% of colorectal cancers detected at an early stage (1 or 2)

Mortality from colorectal cancer: under 75 directly age-standardised rates (DSR)
per 100,000 European Standard Population

One year net cancer survival (%) for breast, lung and colorectal cancers for ages
15-99

Lung Cancer

Socioeconomic deprivation: overall Index of Multiple Deprivation score

Lung Cancer Prevalence (%)

Incidence of lung cancer per 100,000 population (all ages)

Smoking prevalence (%)

Smoking quit rates (successful quitters), per 100,000 population aged 16+

Rate of urgent GP referrals for suspected cancer per 100,000 population

% receiving first definitive treatment within two months of urgent referral from GP
Spend on elective and day-case admissions for lung cancer per 1,000 population
Spend on non-elective (emergency and other non-elective) admissions for lung
cancer per 1,000 population

% of lung cancers detected at an early stage (1 or 2)

Mortality from lung cancer: under 75 directly age-standardised rates (DSR) per
100,000 European Standard Population

One year net cancer survival (%) for breast, lung and colorectal cancers for ages
15-99

Public Health
England

INHS |

England

RightCarEl






Annex: Full list of indicators (continued)

Diabetes

Diabetes Prevalence (%)

% of all diabetes patients meeting all three treatment targets (for cholesterol,
blood pressure and HbA1c)

% of all diabetes patients receiving eight care processes

% of all diabetes patients having retinal screening in the previous 15 months
(DM21)

Spend on primary care prescribing for diabetes per 1,000 weighted population
Spend on non-elective (emergency and other non-elective) admissions for
diabetes per 1000 population

Additional risk of complication for myocardial infarction among people with
diabetes (%)

Additional risk of complication for heart failure among people with diabetes (%)
Additional risk of complication for stroke among people with diabetes (%)

Psychosis

Psychotic Disorder: estimated % of people aged 16+

New cases of psychosis: estimated incidence per 100,000 aged 16-64

GP prescribing of drugs for psychoses and related disorders: items per 1,000
population

Physical health checks for patients with Serious Mental lliness: summary score
(average of the 6 physical health check indicators)

The number of people on Care Programme Approach per 100,000 population
aged 18+

Mental health admissions to hospital: Rate per 100,000 population aged 18+
The number of people subject to the Mental Health Act per 100,000 population
aged 18+

Social care mental health clients in residential care or receiving home care aged
18-64: Rate per 100,000 population

% of people aged 18-69 on Care Program Approach in employment

Excess under 75 mortality in adults with serious mental iliness: standardised

Common Mental Health Disorders

Socioeconomic deprivation: overall Index of Multiple Deprivation score

% of the total population with a limiting long term iliness or disability

People estimated to have any common mental health disorder: estimated % of
population aged 16-74

Depression Prevalence aged 18+ (%)

New cases of depression: adults with a new diagnosis of depression as % of all
adults on the GP register

% of new cases of depression in the previous year who had an assessment of
severity using an assessment tool validated for use in primary care (DEP08)
Antidepressant prescribing: Average daily quantities (ADQs) per STAR-PU
Accessto Improving Access to Psychological Therapies (IAPT) services: People
entering IAPT services as a % of those estimated to have anxiety/depression
Waiting < 28 days for IAPT: % of referrals (in month) waiting <28 days for first
treatment

Completion of IAPT treatment: Rate completing treatment per 100,000 population
aged 18+

% of IAPT patients receiving a course of treatment

% of IAPT patients given a provisional diagnosis

% of IAPT referrals with treatment outcome measured

% of people who are "moving to recovery" of those who have completed IAPT
treatment

IAPT reliable recovery: % of people who have completed IAPT treatment who
achieved "reliable improvement”

The number of people in contact with secondary care for a common mental
health condition per 100,000 population aged 18+

mortality ratio (%)
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Annex: Full list of indicators (continued)

Heart Disease

Coronary Heart Disease (CHD) Prevalence (%)

Hypertension Prevalence (%)

Reported to estimated prevalence of CHD (%)

Reported to estimated prevalence of hypertension (%)

Smoking prevalence (%)

% of patients with CHD whose last blood pressure reading (as measured within
the last 15 months) is 150/90 or less (CHD 06)

% of patients with CHD whose last measured cholesterol (as measured within the
last 15 months) is 5 mmol/l or less (CHD 08)

% of patients with hypertension whose last blood pressure reading (as measured
within the last 9 months) is 150/90 or less (BP 05)

Spend on primary care prescribing for CHD per 1,000 weighted population
Spend on elective and day-case admissions for CHD per 1,000 population

Spend on non-elective (emergency and other non-elective) admissions for CHD
per 1000 population

Mortality from CHD: under 75 directly age-standardised rates (DSR) per 100,000
European Standard Population

Mortality from acute MI: under 75 directly age-standardised rates (DSR) per
100,000 European Standard Population

Stroke

Stroke or Transient Ischaemic Attack (TIA) Prevalence (%)

% of patients with stroke or TIA whose last blood pressure reading (as measured
within the last 15 months) is 150/90 or less (STROKE 06)

% of patients with stroke or TIA whose last measured cholesterol (as measured
within the last 15 months) is 5 mmol/l or less (STROKE 08)

% of patients with a non-haemorrhagic stroke or TIA with a record that an anti-
platelet agent (aspirin etc) or an anti-coagulant is being taken (STROKE 12)

% of patients with atrial fibrilliation in whom the risk of stroke has been assessed
using CHADS? in the previous 15 months (AF 05)

Spend on primary care prescribing for cerebrovascular disease per 1,000

% of TIA cases with a higher risk who are treated within 24 hours

% of patients admitted to hospital following a stroke who spend 90% of their time
on a stroke unit

Spend on elective and day-case admissions for cerebrovascular disease per
1,000 population

Spend on non-elective (emergency and other non-elective) admissions for
cerebrovascular disease per 1,000 population

Emergency readmissions to hospital within 28 days for patients: stroke (%)

% of patients returning to usual place of residence following hospital treatment for
stroke

Mortality from stroke: under 75 directly age-standardised rates (DSR) per
100,000 European Standard Population

COPD

Chronic Obstructive Pulmonary Disease (COPD) Prevalence (%)

Reported to estimated prevalence of COPD (%)

% of COPD patients with a record of FEV1 in the preceding 15 months (COPD
10)

% of COPD patients having had a review in the previous 15 months (COPD 13)
Spend on primary care prescribing for Obstructive Airways Disease per 1,000
weighted population

Spend on non-elective (emergency and other non-elective) admissions for
Obstructive Airways Disease per 1,000 population

Mortality from bronchitis and emphysema and COPD: under 75 directly age-
standardised rates (DSR) per 100,000 European Standard Population

weighted population
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Annex: Full list of indicators (continued)

Asthma

Asthma Prevalence (%)

% of patients aged 8 years and over diagnosed as having asthma from 1st April
2006 with measures of variability or reversibility (ASTHMA 08)

% of asthma patients who have had a review in the preceding 15 months
(ASTHMA 09)

Spend on primary care prescribing for asthma per 1,000 weighted population
Spend on non-elective (emergency and other non-elective) admissions for
asthma per 1,000 population

Emergency admission rate for children with asthma per 100,000 population aged
0-18 years

Mortality from asthma: all age directly age-standardised rates (DSR) per 100,000
European Standard Population

Musculoskeletal

% of people (over 45) who have hip osteoarthritis (total)

% of people (over 45) who have knee osteoarthritis (total)

% of people (over 45) who have hip osteoarthritis (severe)

% of people (over 45) who have knee osteoarthritis (severe)

Primary hip replacements per 100,000 population

Primary knee replacements per 100,000 population

% of patients aged between 50-74 years with a fragility fracture in whom
osteoporosis is confirmed in a DXA scan who are currently treated with an
appropriate bone-sparing agent (OST 02)

% of patients aged 75+ years with a fragility fracture scan who are currently
treated with an appropriate bone-sparing agent (OST 03)

Spend on primary care prescribing for Musculoskeletal problems per 1,000
weighted population

Pre-treatment EQ-5D Index: hip replacement

Pre-treatment EQ-5D Index: knee replacement

Spend on elective and day-case admissions for Musculoskeletal problems per

Spend on non-elective (emergency and other non-elective) admissions for
Musculoskeletal problems per 1,000 population

Health Gain EQ-5D Index: hip replacement

Health Gain EQ-5D Index: knee replacement

Emergency readmissions to hospital within 28 days for patients: hip
replacements (%)

Trauma & Injury

Injuries due to falls per 100,000 population aged 65+

Hospital admissions caused by unintentional and deliberate injury for those aged
0-24 per 10,000 population

Rate of all fracture admissions per 1,000 population aged 65+

Hip fractures per 100,000 population aged 65+

Hip fractures per 100,000 population aged 65 -79

Hip fractures per 100,000 population aged 80+

Spend on primary care prescribing for Trauma and Injuries per 1,000 weighted
population

Spend on elective and day-case admissions for Trauma and Injuries per 1,000
population

Spend on non-elective (emergency and other non-elective) admissions for
Trauma and Injuries per 1,000 population

% of patients returning to usual place of residence following hospital treatment for
fractured femur

Emergency readmissions to hospital within 28 days for patients: hip fractures
Mortality from accidents: all age directly age-standardised rates (DSR) per
100,000 European Standard Population

1,000 population
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Annex: Full list of indicators (continued)

Renal

Chronic Kidney Disease (CKD) Prevalence (%)

Reported to estimated prevalence of CKD (%)

% of patients on CKD register, whom the last blood pressure reading, measured
in the preceding 15 months, is 140/85 or less (CKD03)

% of patients on the CKD register with hypertension and proteinuria who are
treated with an angiotensin converting enzyme inhibitor (ACE-l) or angiotensin
receptor blocker (ARB) (unless a contraindication or side effects are recorded)
(CKDO05)

% of patients on the CKD register with a record of a urine albumin creatinine ratio
test in the preceding 15 months (CKDO08)

Spend on primary care prescribing for renal problems per 1,000 weighted
population

Nephrology first outpatient attendances per 1,000 population

Spend on elective and day-case admissions for renal problems per 1,000
population

Spend on non-elective (emergency and other non-elective) admissions for renal
problems per 1,000 population

Number of people accepted onto Renal Replacement Therapy per 1,000,000
population

% of people receiving dialysis undertaking dialysis at home

% of patients on Renal Replacement Therapy who have a kidney transplant
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