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	PURPOSE OF REPORT:


	
To update the Governing Body on the current progress towards the creation and submission of the Operation Plan submission to NHS England for NELCCG for the financial year 2019/20


	
Recommendations:
	
The Governing Body notes and approves the current position in relation to the Operational Plan for the CCG for 2019/20



	Committee Process and Assurance:

	
This process is overseen by the Delivery Assurance Committee

	Implications:
	

	Risk Assurance Framework Implications:

	
Risks are identified through 



	Legal Implications:

	Not applicable


	Data Protection Impact Assessment implications (DPIA):
	Are you implementing a new system, data sharing arrangement, project, service redesign or changing the way you work?
	No
	
	If yes to the above – have the DPIA screening questions been completed?
	Choose an item.
	
	Does this project involve the processing of personally identifiable or other high risk data?
	Choose an item.
	
	If yes to the above has a DPIA been completed and approved?
	Choose an item.
	Equality Impact Assessment implications:

	
An Equality Impact Analysis/Assessment is not required for this report                                                  ☒

An Equality Impact Analysis/Assessment has been completed and approved by the EIA 
Panel.  As a result of performing the analysis/assessment there are no actions arising                        ☐                            
from the analysis/assessment

An Equality Impact Analysis/Assessment has been completed and there are actions arising              ☐  
from the analysis/assessment and these are included in section ____ of the enclosed report

	Finance Implications:

	
The finance implications of the operational plan for 2019/20 are detailed in the Finance report to Governing Body March 2019

	Quality Implications:

	                                                                                                                               
This report details a positive impact on quality.                                                                                        ☒
The proposal put forwards, if agreed, would have a positive impact in terms of enabling providers to meet safe staffing targets.  Retention and recruitment is forecast to be improved, which would have a positive impact on the safe delivery of local services.

This report details a neutral impact on quality.                                                                                            ☐
The report will not make any impact on experience, safety or effectiveness.  

This report details a negative impact on quality.                                                                                         ☐
The report details the need for budgets to be significantly reduced.  It is clear that the report summarises that quality will be negatively impacted by this  as decisions to remove services/provide a lower level of provision to solely meet the ‘must do’s’ of provision in terms of meeting people’s needs has to be made.  It is forecast that service user experience will be negatively impacted by this position.

	Procurement Decisions/Implications (Care Contracting Committee):

	The operational plan covers all of our key contracts with local providers which are overseen by the Care Contracting Committee

	Engagement Implications:

	NLaG NHS Foundation Trust has been fully engaged with the process of developing operational plans across Northern Lincolnshire, as has North Lincolnshire CCG.
All other key stakeholders have been engaged in reviewing and refreshing the place based plans for North East Lincolnshire and will continue to contribute to the development of those plans going forward.

	
	

	Conflicts of Interest 

	Have all conflicts and potential conflicts of interest been appropriately declared and entered in registers which are publicly available?   

☒  Yes            ☐  No


	Links to CCG’s Strategic Objectives
	☒ Sustainable services                                       ☒ Empowering people
☒ Supporting communities                               ☒ Delivering a fit for purpose organisation


	NHS Constitution:

	https://www.gov.uk/government/publications/the-nhs-constitution-for-england

Constitutional standards have been considered and addressed as part of the submission and the ongoing planning process

	Appendices / attachments

	
Attached below is the planning submission of 12th February 2019. Further work is currently underway for the final submission scheduled for 4th April 2019
Growth in A and E activity is currently planned at 6.4%
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Introduction 


 
Health and social care provision in the UK is facing unprecedented challenges from increasing demand, 


rising complexity of need and finite resources with which to address them. 


North East Lincolnshire CCG has been working closely with North East Lincolnshire Council for the last 


twelve years and in the last two of those years has developed the Union arrangements which will underpin 


a place based approach to commissioning and providing in order to achieve the best possible outcomes for 


the local population. This innovative approach is already delivering financial savings and strategic 


alignment for place based thinking which will make best use of local public sector resources.  


The context within which local commissioners and providers are working includes an ageing population, 


workforce depletion, a demographic with a variety of health needs and historical financial issues across the 


area. 


In order to address these challenges effectively and appropriately, leaders across the area have come 


together to pool the information, resources and skills available to them to consider the current situation and 


work more closely in collaboration. For the purposes of planning for secondary care the financial year 


2019/20 and beyond, Northern Lincolnshire and Goole NHS Foundation Trust, NHS North East 


Lincolnshire CCG and NHS North Lincolnshire CCG have brought together their approach to planning and 


delivering secondary healthcare in a new integrated way. 


Where there are issues and healthcare provision which affect the population in a similar way across North 


and North East Lincolnshire commissioners and providers have developed a seamless vision to plan and 


provide care which is consistent and effective for all. 


Where there are localised needs and issues which require different strategies and delivery, these are being 


shared between all the organisations to seize the opportunity to assess the implications of tailored planning 


and delivery, and ensure that these local plans are transparent and not in conflict with each other. 


North East Lincolnshire is also developing an Integrated Care Partnership which will enable far more joined 


up care across the area and enable the necessary transformation in secondary care. 


  


These arrangements support and enable North and North East Lincolnshire commissioners and providers 


to contribute clearly and effectively into the strategic approach to health care planning and delivery across 


the Humber, Coast and Vale Partnership and to sight this partnership on the needs of our local population 


when considering sub-regional planning of care. 
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Emergency Care  


Acute Services 


 In Hospital Medical Assessment Model 


From 2017 the acute trust has gradually introduced ambulatory and frailty assessment units to provide 


specialist assessment and non- admitted treatment pathways for direct referral from A&E and as an access 


point for GP referrals. Under national guidance, ambulatory approaches are consolidated under a model of 


Same Day Emergency Care (SDEC) where the proportion of acute admissions discharged on the day of 


attendance rises from a fifth to a third. A comprehensive implementation of SDEC is required by September 


2019 along with a continued focus on avoidable admissions through a frailty unit model. Implementation of 


SDEC and Frailty Unit at the acute trust will be closely linked to the implementation of an Urgent Treatment 


Centre co-located with the A&E service and is part of a broader set of Urgent and Emergency Care 


pathway transformation initiatives with oversight of the NEL ICP and A&E Delivery Board.   


 Regional Initiatives 


Regional work will continue on safe and effective treatment services for serious illness or injury through 


compliance with the Clinical Standards Review and with the Acute Service Review considering specialist 


care at particular centres. 


 4 hr wait standard for A&E      
Recognising that national developments are progressing to potentially change this measure, the 
constitutional 4 hr wait standard remains in place and continues to be a focus of system wide initiatives. 
Performance is directly related to prevailing activity and mix of presentation/acuity and staffing capability 
within A&E but is also linked to flow constraints of bed occupancy and discharge processes and to activity 
demand management of Integrated Urgent Care. All of these elements are the continued focus of the work 
of the NEL ICP transformation plan and the A&E Delivery Board escalation processes.  For planning 
purposes NLaG have produced a performance trajectory for 2019/2020 that does not meet the 95% 
standard. Discussions with NHSE and the A&E Delivery Board will amend and/or agree this trajectory as 
part of the 2019/20 Winter Plan 
 


 Ambulance Handover times 


In the context of the nationally mandated “zero tolerance” on handover delays above 30 minutes along with 


the continuation of the constitutional measure on 30 minute handovers, work will continue with the trust and 


with EMAS to provide escalation measures that effectively control handover times during busy periods in 


A&E. Whilst patient safety and experience is paramount, the reduced availability of ambulance resources 


(and impact on ambulance service performance) due to excessive handovers has again been highlighted 


under the 2018 Lord Carter review of ambulance services which requires A&E Delivery Boards to retain 


oversight of this issue and improvement. A joint plan between EMAS and NLaG will be agreed by April 


2019 setting the trajectory for improvement with the aim to remove handover delays as soon as possible. 


Ambulance Services 


 Ambulance Response Times 


With the on-going failure of EMAS to meet the new ARP performance requirements introduced in 2018, 


continued effort will be made through the lead commissioner to support incentivised contractual trajectories 


to compliance in 2019. These contractual trajectories state compliance with the ARP measures will be 


achieved at a county level by Quarter 1 2019. 


 


  







 


5 | P a g e  
 


 30 minute queuing limit 
In addition to the constitutional target for ambulance handover times, ambulance queuing is a significant 
issue for patient safety. Queuing is not reflected in handover times and queuing in excess of one hour is 
regarded as a NHSE reportable incident from the daily monitoring of system pressures. Typically (Q3 
2018/19), some 20% - 25% of all ambulance arrivals at DPoW experience a wait exceeding 30 minutes 
queuing before handover begins. Work is required with the oversight of the A&E Delivery Board to ensure 
that there are escalation arrangements to limit queuing to a 30 minutes maximum. 
 


 Reducing avoidable conveyance  


Work continues with Integrated Urgent Care to provide community alternatives ( such as direct EMAS 


access to the NEL SPA and subsequent dispatch of a rapid resource to the patients home to avoid 


unnecessary conveyance ) for conveyance but in addition, ambulance trusts will work to improve their on 


scene assessment and paramedic response to enable a safe reduction in avoidable conveyance 


Community Services 


Integrated Urgent Care (IUC) 


2019 will see significant progress on implementation of Integrated Urgent Care (IUC) in line with the 


national mandate and NEL transformation plans. This will include; 


o Enhanced arrangements with NHS111 on Direct Booking and the development of the core and local 


Clinical Assessment Service (CAS) arrangements building on the NEL SPA 


o Community Urgent Response – attendance/admission/conveyance avoidance through the 


enhancement and rightsizing of urgent home/care home response. This is in line with the NHS Long 


Term Plan priority to establish a two hour community urgent response  


o Implementation of the co-located Urgent Treatment Centre (UTC) by June 2019 


IUC is subject to specification and implementation through the NEL ICP and planned alliance agreement. 


Discharge and onward Care 


Building on transformation activity in 2018, Discharge and onward care developments will continue to 


ensure that avoidable delays in hospital discharge are minimised. In NEL this will be subject to specification 


and implementation through the NEL ICP  by April 2020 and builds in the Local Authority mandate on the 


High Impact Change Model (HICM) and BCF/iBCF planning. As a minimum, the impact of these initiatives 


will be the achievement of the reduction ambitions set by BCF DToC  trajectories and by the national 


ambition on reducing superstranded patient numbers.  


 


Key elements are; 


o Overarching Discharge to Assess/Trusted Assessor model 


o Medically Optimised decision making, Integrated Discharge Team, capacity and capability of 


Intermediate Tier services 


o National Superstranded patient and BCF DToC targets 


 
Referral to Treatment Times  
 
Referral to treatment times are a key consideration for the CCG in the coming year. We are looking to put 
in place 
a process to give anyone who is waiting 26 weeks for elective care a choice of an alternative provider, and 
we will have a continued focus on reducing long lengths of wait. We plan to set 40 weeks as our longest 
wait in 2019/20, but with an aspiration to get that down to a 26 weeks maximum wait by the end of the 
financial year.  In addition to that we have identified a few specialties, where we will be looking to ensure 
we achieve the 18 week maximum wait on grounds of increased risk of patient harm / mortality / morbidity. 
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These specialities are: 


• Pain 
• Ophthalmology 
• Cardiology 
• Gastroenterology 
• Respiratory 
• Urology 


 


Measure Latest Period End of 2017-18 
(March 2018) 


Latest 
Performance 


Direction of 
travel 


Plan for 
March 2020 


RTT: % within 
18 weeks 


Dec 18 71.5% 78.4% Better 83.2% 


RTT: Number 
on waiting list 


Dec 18 13,148 12,381 Better 11,763 


RTT: 52 week 
breaches 


Dec 18 81 40 Better 0 


Cancer: 62 
days 


Dec 18 71.8% 73.8% Better 77.1% 


 
Performance has improved by 6.9% from March to December 2018.  In real terms, the RTT waiting list has 
reduced by 4.9% over that period (accounting for introduction of planned IP waiting list – NLaG).  
Performance across all providers shows 0.8% decrease.  Waiters over 40 weeks reduced by 39% since 
March (NLaG) – overall 38.9%.    (NLaG have committed to clearing their 52 week waiters by end of March 
2019).  Capacity and demand work across 22 specialities has been completed and action plans agreed.  
The CCG will be looking for a significant reduction in follow up rates.  Service Transformation Boards have 
been established for ENT, General Surgery, Urology, Cardiology and Respiratory services.  These boards 
have representation from NLaG, NEL & NL CCGs management, primary and secondary care clinicians and 
patient representation.   
We are currently working with NLaG on implementation of redesigned colorectal pathways as part of the 
RightCare programme for Gastro which has involved secondary and primary care clinicians.  These 
pathways will reduce the number of colonoscopies and gastroscopies (the clinicians having agreed that up 
to 40% of activity is not required).  This has been built into our QIPP savings. 
The CCG will continue to facilitate the joint work between St Hugh’s Hospital and NLaG whilst actively 
seeking other providers.  6 specialities have been identified for patient transfer.  These are pain 
management (in conjunction with another external provider – In Health), colorectal, ENT, general surgery, 
ophthalmology and orthopaedics.  The focus will continue to be on patients who are experiencing long 
waits.  In addition to improving RTT performance, we are also aiming to have zero 52 week waiters by the 
end of March 2019 and hold this position through 2019/20. The CCG and NLAG recognise the importance 
to patient safety of improving waiting times further, in particular the longest waiting patients, and in 2019-20 
and have set the ambition to eliminate patients waiting over 40 weeks in all specialties and where possible 
those waiting over 26 weeks. There is a particular focus on specialties with the greatest risk to harm such 
as Cardiology.  The CCG is also planning to increase capacity within primary care and is currently looking 
at ENT. 
 
Cancer Treatment  
Whilst we are seeing improvement in both our 62 day backlog and 42-62 days cohorts, (both of which are 
monitored by the Planned Care Board), the CCG will need to continue to work closely with NLaG, the HCV 
Cancer Alliance(CA) and STP to achieve delivery of the 8 cancer standards, in particular the 62 day and 28 
day target.       
Working in conjunction with the CCGs and providers, the CA has developed an action plan which 
addresses: 


 Lifestyle choices (to minimise the risk of cancer) 


 Standardised Treatment Pathways 


 Equity of access to high quality services (requirement for network model of radiology reporting, 
pathology, diagnostic services) 


 Services designed to reduce inequalities in health outcomes 
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The CCG will facilitate the roll out of the FIT test to primary care in 2019.   This should reduce the number 
of unnecessary colonoscopies and 2ww referrals. 
Our Cancer Clinical Lead will continue to work with primary care on a rolling programme of practice visits 
aimed at reducing late presentations, i.e. the number of patients first seen in A&E and diagnosed with 
cancer, improving overall screening uptake, and reducing inappropriate 2 week wait referrals. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  


Long Term Plan 
Objectives 


• 2028 ¾ patients 
diagnosed stage 1&2 


•  awareness of 
symptoms cancer 


•  Cancers identified  
screening  


• (e.g. qFIT) 
• 2019 – extend lung 


health checks – 
starting with areas 
lowest lung cancer 
survival. Full roll out  
2022 


• 2020 HCV primary 
screening for cervical 
cancer 


1. Continue Cancer 
Champions training & 
introduce ‘train the 
trainer’ to ensure 
sustainability 


2. Full roll-out of qfit for 
low risk symptomatic 
patients and screening 
patients  


3. Lung Health Checks  
4. Mobilise diagnostic 


capital investment 


Lifestyle 
choices: 


minimise risk 
of cancer 


Long Term Plan 
Objectives 


HCV 19/20 Objectives 


• 2020: referral – 
diagnosis 28 day 
standard  


• TWW: 93% 
• 62 day target 


(classic) 85% 


• Complete upgrade Linacs 
• Commission proton beam 
• Reforms to payment for 


radiotherapy hypo fractionation 
• Radiotherapy Networks and 


specialised expertise 
• 2021 every cancer patient 


diagnosed have access to 
personalised care and care plan 
(inc HNA) 


• Stratified approach to f/u 
• 2019 Breast 
• 202 Prostate/Colorectal 
• 2023 All other cancers 
• 2019 Intro services and 


innovative quality of life metric 
to track and respond to LT 
impact of cancer  


• 2019 roll-out Rapid 
Diagnostic Centres 


• Invest in CT & MRI 
scanners  


• Pathology & Imaging 
networks 


• Over next 10 years 
routinely offer genomic 
testing to people with 
cancer whom clinically 
benefit 


• 2021 offer more 
extensive genomic 
testing to patients 
newly diagnosed with 
cancer  


1. Improve 62 day 
performance in prostate 
pathway  by utilising IST 
improvement analysis & 
agreeing  Alliance wide 
clinical guidance. 


2. Create vision  and begin to 
implement a new model of 
lung services across HCV 


3. Embed rapid diagnostic 
pathways across HCV for 
colorectal 


4. Focus on tumour site 
delivery groups  


5. Implement MDT 
standardisation 


1. Introduce network 
model of radiology  


2. Introduce network 
model of pathology 


3. Complete capital OBC 
for diagnostic 
investment 


4. Collaboratively create 
vision and model for 
sustainable oncology 
service across HCV , 
using TCSL 
programme  


5. Refine workforce 
strategy 


1. Introduce Risk 
Stratification across HCV 
in one tumour site  


2. Embed consistent 
Recovery Package across 
HCV, including HNA, 
personalised care and 
Cancer Care Reviews 


OUR VISION: TO ACHIEVE WORLD CLASS CANCER OUTCOMES FOR OUR COMMUNITIES 


Long Term Plan Objectives Long Term Plan 
Objectives 


HCV 19/20 Objectives HCV 19/20 Objectives 


Standardise
d Treatment 


Pathways 


HCV 19/20 Objectives 


Equity of 
access to high  


quality 
services  


Services 
designed to 


reduce 
inequalities in 


health 
outcomes 
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Mental Health  


NELCCG will maintain the required Mental Health Investment standard as a minimum.  
Commissioning for the mental health and wellbeing of Children and Young People (CYP) in NEL is 
delegated to NELC through the Section 75 agreement. The Union approach enables closer working at 
place to ensure improved oversight and assurance. Through this arrangement we will ensure through the 
duration of the plan that the investment growth designed for CYP mental health is both passed to NELC 
commissioning and is applied within the spirit of the Long Term Plan – i.e. for expansion and improvement 
of mental health services. 


Children and Young people Mental Health (CYP MH) 


To create a marketing, promotion and digital campaign  


 Create further anti-stigma campaign films 


 Embed the online counselling contract following the re-procurement 


 Create a single digital platform for all IAG/self-care/support for CYP, parents/carers and 
professionals 


 Develop annual communications and marketing plan for MH and PNMH 


To develop a comprehensive whole school approach for educational settings  


 Develop an offer with educational settings to align to the aspirations of Mental Health Support 
Teams (MHST) 


 Work towards the rolling out of the MHSTs and have co-developed plans to apply to become a site 
in NEL 


 Develop the School Links Team and the support available 


 Hold an annual conference to showcase the offer in NEL 


 Review the training offer available to identify gaps 


 Support Trauma informed schools pilot with NELC, Educational Settings and NSPCC 


Support women & their partners with their perinatal mental health to access information, advice 
& guidance 


 Develop a PNMH peer support programme and pilot through engagement with parents/voluntary 
sector 


 Work with Providers to achieving NEL proportion of at least 30,000 more women each year 
accessing evidence-based specialist MH during the perinatal period 


 Provide consistent IAG and PNMH screening tools across services locally and regionally  


 Establish a base line of women accessing PNMH services to inform prevalence 


 Work with women with lived experience for co-production and feedback 


 Identify specialist courses required for PNMH workforce 


Improve access to support for CYP, at the right time at the right place 


 Recruit staff to improve access and waiting times to achieve 40% of CYP offered a 1st appointment 
in 7 weeks 


 Work alongside Providers to increase the flow of data to MHSDS to achieve the 34% national 
access target 


 Work alongside LPFT to achieve the 8 week waiting time for routine appointments into Young Minds 
Matter (including CAMHs) 


 Work with Providers to plan towards the increased access target of an additional 345,000 CYP 
nationally accessing support  


Ensure that there is support available for the most vulnerable CYP 


 Ensure transitions between services are planned and supportive as part of the new delivery model 
and review feedback from the Transition Passport by measuring the impact from CYP and families 


 Comply with the eating disorder (ED) access target of 95% within 1 week for urgent referrals and 4 
weeks for routine referrals – continue to monitor low incidence rate of EDs  


 Complete a self-harm review locally and develop resources to support CYP, parents and 
professionals  


 Continue to provide crisis support to ensure all CYP experiencing crisis will be able to access crisis 
care 24/7 


 Support designated nurse for LAC to complete Care Leavers Gap analysis 


 Consolidation of CYP cohort, register and CETRs processes 
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To have an access pathway (AP) in place, which facilitates decision making to ensure improved 
& timely identification for CYP who have SEND with additional needs around communication & 
interaction, cognition & learning & SEMH (inc. Autism diagnosis pathway) 


 Commence combined review of AP by NELC/CCG, parents/carers/voluntary including a focus on 
coproduction 


 Workshops planned to identify areas needing further attention 


 Develop comprehensive and rolling training and development programme for all practitioners and 
parents/carers of CYP who have SEND with additional needs 


 Develop mechanisms for improving and capturing parent/carer experience of AP 


 Ensure robust evaluation and review processes are in place  


Effective & timely access to Child Development Centre (CDC) for autism assessment for children 
under 5 years 


 Complete NICE baseline assessment tool and identify gaps in provision  


 Review the Service specification to ensure that it is NICE compliant and there are clear outcomes in 
place 


 Consultation and engagement with parents, carers and key stakeholders 


 Review the  post diagnostic support for children under 5 years old with autism 


Ensure that the workforce have the skills and knowledge to support CYP  


 Audit 0-19 staff workforce to ensure they have the right level of competencies 


 Develop training offer for educational professionals/professionals working with CYP 


 Audit training competency framework for SEMH champions and review effectiveness  


 Work alongside educational settings to explore projected workforce trends to plan for workforce 
demands 


 Work with educational settings to raise the profile of mental health as a career option 


 Train Psychological Wellbeing Practitioners through CYP IAPT framework 


 


Adult Mental Health 


Continue towards the full achievement of the EIP standard 


Continue to establish a full offer of NICE compliant therapies for people within the scope of the Early 
Intervention in Psychosis service. A focus for this year is to establish improved accessibility to medical 
treatment and supervision, and to develop the skillsets required to meet the requirements of At Risk 
Mental State (ARMS) 


Deliver increased access to IAPT and improved recovery rate 


Support the development of both Psychological wellbeing Practitioners (PWPs) and High Impact 
Therapists (HITs) within the IAPT stepped care model to enable sufficient appropriately skilled 
practitioners to support achievement of the increasing trajectory of the access target. Support for 
Employment Advisor pilot will continue to contribute to improved recovery rates 


Improve resilience of MH crisis, including Liaison Psychiatry and Home Treatment 


The mental health crisis pathway includes the Crisis Team, Home Treatment, Liaison Psychiatry, Field 
View crisis house, Lincsline, and recent developments to offer a Safer Place crash-pad or crisis café 
functionality. We will work with the providers to continue to improve the resilience of access to MH 
support through crisis pathway touchpoints and the Single Point of Access, enabling better user 
experience and improving outcomes 


Improving uptake of physical health checks people with SMI 


Physical Health Checks for people with SMI have been offered through secondary care provider and in 
Primary Care. We will consolidate both these routes to enable clarity between providers as to the 
responsibility to undertake the health check, and improve the data collection for our Primary Care 
Providers to ensure that people with SMI are able to access the appropriate physical interventions at the 
earliest possible opportunity 


Review CMHT model of care 


Review existing CMHT model to ensure that we will best meet the forthcoming requirements to develop 
CMHT functionality in a more integrated way within Primary Care 







 


10 | P a g e  
 


To ensure that a 24/7 community-based mental health crisis response for adults and older adults 
is available across England (50% Core) 


We will work with providers to develop more opportunity to access the appropriate level of support for 
people perceived to be in a mental health crisis. This will include the development of crash-pad or crisis 
café functionality in partnership between providers, and exploring opportunities to use digital solutions 


Deliver a 10% reduction in suicide rates 


Working through the STP footprint and in partnership with Public Health we are supporting broader and 
population based initiatives to promote suicide prevention through a suicide Prevention Alliance. Whilst 
relatively low in number, our secondary care provider is undertaking research into improving practices to 
further reduce risk of suicide for those people who use their services, and implementing the 
recommendations 


Eliminate inappropriate out of area placements for non-specialist acute  


NEL has a strong history of low number of out-of-area placements, particularly for adults due to 
devolving the appropriate budget to provider accompanied by a risk share agreement. We will work with 
providers to ensure this measure is further reduced for older people, to ensure that people are cared for 
as close to home as possible 


Develop and deliver a new model of care for secure care 


Working through and with the STP we will ensure that people who require secure care have access to 
appropriate services to meet their needs 


All Age MH - Higher proportionate funding growth 


NEL is committed to honouring the Mental Health Investment Standard, and will welcome the audit 
through STP systems to evidence appropriate MH spend and investment plans 


 


Disabilities 


Physical health checks 


We will work with Primary Care and Secondary Care providers to ensure that physical health checks are 
implemented across all Primary Care Disability registers to ensure more people are offered a 
comprehensive physical health check, and access to follow-up services where indicated 


Improving access to health services for disabled people or people with autism 


We will work with providers to ensure frontline staff across all NEL health services have an improved 
understanding of Learning Disabilities and Autism through training and information sharing, supporting 
organisations to implement reasonable adjustments to support people with disabilities or autism to 
access their services and receive the treatment they require 


Learning from LeDer 


The Learning Disability Mortality Review (LeDeR) is a national programme that NEL is embracing. 
Learning from the knowledge gathered at national, STP, TCP, South Humber, and place level we will 
use this knowledge to identify the services and pathways highlighted as those most frequently failing 
those with Learning Disability. We will work with those organisations and pathways to implement 
improvement to enable better care for those with LD or Autism using those services 


Transforming Care 


We will ensure the Dynamic Registers are maintained and implemented. We are training more 
commissioning staff to enable better response to requests for Urgent C(E)TRs, and to increase capacity 
to achieve a more resilient and timely approach to regular C(E)TRs for in-patients. Working as part of 
the Humber Transforming Care Partnership we will continue to ensure that only those who need 
hospital admission are admitted, and if they are, that discharge is planned and expedited as soon as 
possible. We will utilise Collaborative Commissioning Frameworks to ensure that where local services 
cannot meet need suitable community based support is identified as close to home, or where the person 
chooses to live, as possible. We aim to minimise the use of ATU or Locked Rehab placements in favour 
of more robust community based services supported by teams such as the established and successful 
Intensive Support Team, and the new LD Forensic Outreach Liaison service (FoLS) 


Autism & ADHD 


The newly commissioned Autism and ADHD service offers both diagnosis and treatment or support for 
those with Autism or ADHD related needs. We will work with the service to ensure that access to this 
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service is maintained at less than 4 weeks to ensure extended waits and the anxieties this can bring are 
minimised as far as possible. The Adult Autism Forum and associated Autism Champions have been 
helpful in ensuring the service meets the needs of autistic people. It remains our intention that they will 
continue to be the helpful and critical friend we need in designing commissioning services for this 
population as well as maintaining an essential input to strategy through their challenges to The Autism 
Partnership Board 


 
Primary Care and Community Health Services  
North East Lincolnshire’s general practice community is already on the journey to facilitate delivery of 


integrated care, with the creation of 3 local general practice federations, who are key partners within the 


ICP. Their development to date has been supported by the CCG using non-recurrent funding (supported by 


the NHS England £1 per head of population, released in late 2018). 


The federations and the ICP partners are taking this to the next stage, by developing multi-disciplinary 


teams from across the partners, focused around the federation populations (30,000 to 50,000 population), 


creating a care network approach. All three federations have been accepted by the NAPC as Primary Care 


Home sites and a multi-organisational development session, facilitated by the CCG and the NAPC, was 


held in January 2019 to work through the PCH maturity matrix; this has resulted in the identification of 


priority areas of focus for each primary care home site. These will be progressed into more detailed 


development plans by 15th May 2019. The £1.50 per head of population mandated by the NHS England 


Planning Guidance will be invested into the primary care home sites to support the administrative costs, in 


line with the GP contract requirements. Each Primary Care Home site will need to share their 


implementation plans with the CCG before 15th May 2019 in order to secure the £1.50 per head of 


population.  


The CCG will continue to support the PCH journey, starting with work on developing population health 


needs data for each PCH site, which was an action identified during the development session held in 


January 2019. The CCG and the local Public Health team are already working together to develop this. 


This will support the PCH sites to segment and risk stratify their population, and shape their teams around 


those needs. 


The CCG is currently refreshing the primary care strategy. Engagement on the content is currently 


underway, but the strategy includes 5 specific objectives that support the resilience of general practice and 


the journey towards the network approach, as follows: 


 To stabilise general practice services and improve capacity 


o A range of initiatives to support short term needs (GP resilience programme) and free up 


capacity. Over the last 2 years a number of the 10 high impact actions have been implemented 


across the practices, including active signposting (care navigation), reducing DNAs, new 


consultation types, developing the team (training to upskills nurses and HCAs and admin staff, 


taking on clinical pharmacists), productive workflows (Productive General Practice programme), 


partnership working (federation development and integrated care partnership membership), 


social prescribing. 


o The Apex Insights capacity and demand and workforce planning tool is currently being rolled out 


to practices to support more sophisticated workforce planning. 


o The CCG and local acute providers are being supported by the LMC to embed the contractual 


requirements for trusts to address interface issues between primary and secondary care 


 To develop a workforce that can respond to the care needs of the population 


o Focus on international GP recruitment, working with STP colleagues with the aim of recruiting 


65 extra GPs across the STP of which up to 10 will be within NEL 


o Recruitment of newly qualified by GPs – creating portfolio roles across federations and other 


services (e.g. community cardiology service)  
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o Retention of GPs eligible to retire – GP retainer fund 


o Training programmes for nurses, HCAs and other direct patient care roles (all included within 


CCG funded protected learning time events) 


o Continued recruitment of new professional roles to support general practice, e.g. clinical 


pharmacists, physicians associates 


 To develop new models of care and the supporting infrastructure that can respond to the care needs of 


the population and target inequalities  


o Continue the journey for federations to become Primary Care Home sites working as a network 


with other local services (as outlined above) 


o Organisational development support to the PCH sites  


 To improve quality of services and access to general practice services for the local population 


o Interim extended access service already in place covering 100% of the population; to be 


secured for the longer term with the aim of working towards 75% utilisation by March 2020 


o Rollout of online consultation already underway, with completion by 31 March 2020, and work to 


further develop alternatives to face to face (working towards NHS Long Term Plan Digital First 


commitment by 5 years’ time) 


o Care navigation being expanded to signpost patients to most appropriate service in a timely 


manner 


o Collaborative approach to managing ‘on the day’ demand across practices and support provided 


into the urgent care system (24/7 GP cover across UTC and Clinical Assessment Service) and 


defined extended access capacity to support urgent care 


o Direct booking from 111 into practice appointments to ensure one appointment per 3,000 


population each day for practice, and into extended access services with the aim of 75% of the 


population that the urgent care system (NHS 111) can directly book appointments for in 


contracted extended access 


o Services provided by other primary care contractors to alleviate general practice demand in 


place; potential to expand these further 


o Proactive support to practices from CCG pre CQC inspections  


o Local quality scheme – to be focused on PCH sites in future and to address inequalities 


 To ensure continued investment in general practice services, within the context of care networks 


o In addition to the identified national investment, the CCG will be investing: 


 £1.50 per head into PCH administration costs 


 non-recurrent transformational support / OD support (still to be agreed) 


 The CCG will use the flexibility of the PMS premium reinvestment to support local 


networks to move further faster with the workforce requirement, e.g. 70% funding of 


physio and paramedic posts. 


The CCG’s responsibilities under the delegated commissioning arrangements are overseen by the Primary 


Care Commissioning Committee. An audit is currently underway covering Part A of the scope set out within 


the national framework, i.e. commissioning and procurement of primary medical services.  


Personal Health Budgets  
Following on from the revised CHC guidance in October 2018, NHSE England’s expectation is that from 
April 2019 the default position will be that all eligible people will be offered a PHB (Notional, 3rd Party or 
Direct Payment). Traditionally we have not had a high uptake of PHB’s and work will need to continue to 
drive this as we have ground to make up on NHSE expectations 
 
The current focus for PHBs has been for those receiving Care at home. We have 47 people receiving Care 
at Home and 28 with PHBs – 59.5%. As these cases come up for review consideration will be given to if 
they can be transferred onto one of the three options for a PHB whether notional/3rd party or direct health 
payment. The CHC team have started this process The team will also look at those being funded in 
residential care at the point of review with the intention of transferring over to PHB. The final area to review 
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will be Fast Track. The CHC team will establish if it is feasible to put fast tracks on a notional budget in the 
first instance until they are reviewed and then look at the options (which type of PHB is more suitable) if 
patients still meet CHC once they are reviewed. However this will need to ensure that those who are 
eligible are transferred first. The aim is that by the end of the year all CHC eligible patients will be on a PHB 
 


 
 


 
Extract qtr 3 submission - NHSE 


 
Activity Assumptions  
Submission 1: 14th January 2019 
Phase 1 of the process was to submit aligned activity plans (E.M. Planning Lines) to NHSE.  Despite NHSE 
and NHSI templates being based on different base periods (NHSI M6, NHSE M7), working together the 
three organisations (NELCCG, NLCCG and NLaG) were able to make the necessary adjustments to align 
submissions.  At this stage no commissioning or provider schemes were included in the position, only the 
following adjustments for growth assumptions. 


 


Quarterly data
Total 


number


1. Total Number of people with an open Personal Health Budget on the first day of the Quarter 35


2. Personal Health Budgets Started in Quarter 11


3. Personal Health Budgets Ended in Quarter 3


Cumulative Data
Total 


number


Delivered as a 


Direct payment


Delivered as a 


third party 


budget


Delivered as 


a notional 


budget


4. Cumulative Personal Health Budgets Year To Date (YTD) 46 30 0 21


Subgroup data - Adults
Total 


number


Delivered as a 


Direct payment


Delivered as a 


third party 


budget


Delivered as 


a notional 


budget


10. Total number of adults with a personal health budget for your CCG in the period.


41


25 0 21


11. How many adults receiving NHS continuing healthcare had a personal health budget in the period? 28 14 0 19


12. How many adults receiving joint-funded packages had a personal health budget in the period? 12 11 0 2


13. How many adults whose primary need is a learning disability and/or autism had a personal health budget in the period? 10 7 0 4


14. How many adults who have a primary mental healthcare need had a personal health budget in the period? 0 0 0 0


15. How many other adults not included in the four sub categories above had a personal health budget in the period? 0 0 0 0


NLAG NL NEL


AAE - All


OP Proc Y Internal NLAG growth 1.61% 1.61% 1.61%


Non Elec 0 Y Internal NLAG growth 15.31% 15.31% 15.31%


Non Elec 1+ Y Internal NLAG growth -1.50% -1.50% -1.50%


Bed Numbers


Elec Y Internal NLAG growth -7.74% -7.74% -7.74%


POD/Area


Referrals - Other
Trust's MAR returns 


known to be incorrect for 


OP New Y


Growth


1.51%


1.11%


1.80%


Baseline requires 


rebasing as MAR 


incorrect


1.74%


0.92%Referrals - GP
Trust's MAR returns 


known to be incorrect for 


DC Y
Internal NLAG growth / 


CCG National.
1.26% 0.05%


0.93%


3.21%


1.23%


2.15%
National avg 3 months 


growth - needs adjusted
-2.10%


AAE - Type 1 Y
National avg 3 months 


growth - needs adjusted
2.00%


This will be changed to the same as the above for NLAG - as all are Type 1s. 


The FOT and growth was calulcated using historic type 1 data.


-0.19%


Growth Method


FOT from NHSI- 


Within acceptable 


tolerance?


OP FUP Y
National avg 3 months 


growth - needs adjusted
-4.40% 0.69%
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Submission 2: 12th February 2019 
The second submission is to be based on a Month 7 forecast outturn.  It was agreed that all three 
organisations will align to the locally produced Trust values for Month 7 forecast as we achieved closer 
alignment with the centrally populated figures in the planning templates in this round of the planning 
process. These will be based on a Month 1-7 freeze dataset, forecast to full year based on the 2018/2019 
plan. 
 
The first cut IAP, which is a costed contract model will also be based on the same period using the same 
seasonal profile projection. This will be costed at the current 19/20 Engagement Grouper. 
 
The following items were agreed to be considered for modelling in this second submission and reviewed at 
the Northern Lincolnshire Planning meeting on the 1st February: 
 


 Pain Management:  Agreed to reflect the transfer of patients from NLAG to alternative provision, 
therefore removing all activity from the Pain Management treatment specialty for NL and NEL CCG. 


 Evidence Based Interventions (EBI): CCG and Trust to model as per the NHSE/I impact summary 


 RTT:  Modelling undertaken to assess volumes of patients waiting both over 40 weeks and over 26 
weeks for review. 26 weeks will be considered only for areas where capacity can meet the required 
activity levels. 


 52 Weeks: planning assumptions of zero 52 week waiters. 
 
It was agreed that the impact of the following items would not be included in activity plans for the February 
submission but are anticipated to be reflected in the modelling for the April submission. These will continue 
to be reviewed through the weekly Northern Lincolnshire Planning group: 
 


 Urgent Treatment Centre 


 Ophthalmology service transformation 


 Cardiology service transformation 


 Outpatient transformation (including Advice and Guidance/Follow Ups). 


 Elective procedure transformation (Inpatient to daycase / daycase to outpatient procedures) 
 
The activity levels submitted in the planning template are expected to deliver the level of performance set 
out in the trajectories within the same template. This activity will be subject to review via the weekly 
Northern Lincolnshire Planning group through to the next iteration of planning submissions in April. Beyond 
this the system operational groups such as the A&E Delivery Board and Planned Care Board will continue 
to scrutinise performance and activity levels so that action can be taken where the three organisations are 
at risk of not delivering against these plans. 
 
The summary below gives a view of the submission numbers made on the 12th February 2019: 
 


 
 


Activity Line
1819 


FOT
Growth


1920 1st 


Cut Plan
NEL NL


1819 


FOT
Growth


1920 1st 


Cut Plan
NLAG


1819 


FOT
Growth


1920 1st 


Cut Plan
NLAG


Total Referrals (General and Acute) 128,136 1,912 130,048 NR NR 56,400 521 56,921 NR 64,266 918 65,184 NR


GP Referrals (General and Acute) 70,963 426 71,389 NR NR 29,836 274 30,110 NR 34,618 384 35,002 NR


Other Referrals (General and Acute) 57,173 1,486 58,659 NR NR 26,564 247 26,811 NR 29,648 534 30,182 NR


Total Consultant Led Outpatient Attendances 275,766 -11,219 264,547 96,876 96,087 144,759 1,465 146,224 96,876 153,501 1,882 155,383 96,087


Consultant Led First Outpatient Attendances 103,436 -2,754 100,682 35,781 37,707 51,182 1,643 52,825 35,781 56,330 1,211 57,541 37,707


Consultant Led Follow-Up Outpatient Attendances 172,330 -8,465 163,865 61,095 58,380 93,577 -178 93,399 61,095 97,171 671 97,842 58,380


Total Outpatient Appointments with Procedures* 51,079 822 51,901 NR NR 20,396 225 20,621 NR 29,511 475 29,986 NR


Total Elective Admissions 61,998 -1,454 60,544 23,398 21,889 30,824 -156 30,668 23,398 29,511 -327 29,184 21,889


Total Elective Admissions - Day Case 54,779 -889 53,890 20,988 19,320 26,647 44 26,691 20,988 25,127 13 25,140 19,320


Total Elective Admissions - Ordinary 7,219 -565 6,654 2,410 2,569 4,177 -200 3,977 2,410 4,384 -340 4,044 2,569


Total Non-Elective Admissions 43,456 1,118 44,574 16,825 18,346 17,936 432 18,368 16,825 20,246 622 20,868 18,346


Total Non-Elective Admissions - 0 LoS 10,539 1,614 12,153 4,437 5,578 4,496 621 5,117 4,437 5,506 843 6,349 5,578


Total Non-Elective Admissions - +1 LoS 32,917 -496 32,421 12,388 12,768 13,440 -189 13,251 12,388 14,740 -221 14,519 12,768


Total A&E Attendances excluding Planned Follow Ups 141,097 2,822 143,919 NR NR 61,007 1,062 62,069 NR 69,419 1,009 70,428 NR


Type 1 A&E Attendances excluding Planned Follow Ups 141,097 2,822 143,919 NR NR 59,884 1,012 60,896 NR 66,798 1,009 67,807 NR


Other A&E Attendances excluding Planned Follow Ups 0 0 0 NR NR 1,123 50 1,173 NR 2,621 0 2,621 NR


NR = Not require in template


NLAG NELCCG NLCCG
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Capacity Planning  
The CCG will continue to facilitate the joint work between St Hughs Hospital and NLaG whilst actively 
seeking other providers.  6 specialities have been identified for patient transfer.  These are pain 
management (in conjunction with another external provider – In Health), colorectal, ENT, general surgery, 
ophthalmology and orthopaedics.  The focus will continue to be on patients who are experiencing long 
waits.  In addition to improving RTT performance, we should also significantly reduce our 52 week wait 
position.   
The CCG is also planning to increase capacity within primary care and is currently looking at ENT. 
 
Workforce  
Community Workforce 
North East Lincs CCG has commissioned additional capacity from non-NHS providers where gaps have 
been identified. This includes a range of services within a community setting, including Ophthalmology 
services, Community Cardiology offering a one stop service for diagnostics and assessment/treatment as 
well as dermatology and MSK. Further options are being reviewed to increase capacity where demand is 
increasing to best utilise the skill sets of other providers (e.g. Opticians) to reduce the workload within 
primary care and hospital services whilst optimising the patient experience.   
 
There are workforce shortages and challenges across the health and care system covering a range of 
different disciplines and service areas. 
 
We are continuing to work at an STP level on the delivery of a workforce plan. 
Locally, we are working with home care providers to ensure that the current service model offers a more 
attractive offer to both current and prospective workers by focusing on “teams not times” approach to 
ensure the sustainability of the workforce. We will support national campaigns to promote the value of, and 
opportunities to work in care settings.  We have recently engaged with our local further and higher 
education provider to ensure the availability of a quality training offer to support managerial and supervisory 
skills development and are exploring opportunities to develop local training programmes to address the 
deficit in therapists in our area. As a CCG we are working closely with the council through our Union 
arrangements to ensure that we build on the combined skills of our workforce. To this end we are 
developing a shared commissioning plan and aligning our technical and support resources to its delivery. 
This will help to ensure that we make best use of our resources and speak with one voice to the local 
health and care provider market.  
 
Mental Health 


Having focused our development of the workforce for CYPs mental health through investment in CYP 


IAPT model and Psychological Wellbeing Practitioners (PWP) and also through PWP and HIT impact 


therapists in IAPT for adults we are continuing the journey on improvement in our workforce. 


Our aspirations are to review the total mental health workforce across all ages to ensure that it is fit for 


purpose within the scope of the upcoming guidance and is able and ready to meet the needs of the 


people of NEL for the future.  


We are continuing to strengthen our community workforce’s knowledge of and application of the Mental 
Capacity Act 2005 to ensure that our decisions about care and support are robust and appropriate. 
We are developing our training offer for the care sector in partnership with Grimsby Institute of Further and 
Higher Education which is aiming to not only promote the care sector as a career option for younger people 
but is also helping us to improve the overall quality of care delivered in the community. 
 
Quality and Safety  
Local health and care partners are facing the combined challenges of rising demand and escalating costs 


and maintaining and improving quality is challenging but remains a priority for our CCG. To enable robust 


challenge of quality of care we need to align what we do in health and social care, and recognise the need 


for all partners to work together and in unison.  


The CCG recognises the challenges t quality of health and social care and sets out the following plans for 


2019-2020. Further more detailed plans sit underneath the 4 strategic aims and bullet-points below.   
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Strategic Aim 1 Improve System Safety and the Safety Culture across ALL of NEL. 


A. Primary Care: Improving safety across primary care (Primary Focus: Improving safety in terms of CQC 


safety rating). 


 Focused supportive and positive challenge through the commissioning of primary care to drive 


improvement in CQC safety assessed ratings. This will include a review of the current position and a 


plan formed to prioritise focus and mechanisms for positive challenge. 


B. Minimise harm to our population in terms of:- 


 Pressure Ulcers 


o Implement React to Red and PJ paralysis 


 Never Events  


 Discharge letters from acute care 


 Learning from Mortality 


o Processes in place to share and implement changes from LeDeR 


o Supporting the delivery of end of life strategy 


 HCAI 


o Reduce Gram Negative Blood Stream Infections (Aiming to achieve Quality Premium Target 


for the year) 


o Delivery against the IPC Gap analysis (IPC Strategy Delivery) 


We recognise that some of the enablers to minimising Harm to our population include the success of 


bringing partners together in health and social care, as well as working closer across CCG’s,  and we will 


be utilising existing partnerships and creating others where none exist. Other enablers include promoting 


Making Every Contact Count across Health and Social Care and close working with Public Health to seek 


positive health promotion support. 


C. System arrangements for Safeguarding 


 Align the role and function of the Designated Nurse for LAC to the CCG.  


 Implementation of the nationally revised CDOP process across Northern Lincolnshire, including 


procurement of Designated Doctor for Child Deaths and including joint work across STP. 


 Co-development of local multi-agency safeguarding children arrangements in line with national 


guidance 


 Co-review the Safeguarding Adult Board as part “Safer NEL” 


 Implement a safeguarding assurance process for smaller providers 


 Stocktake of system safeguarding training in light of new safeguarding adult requirements and in the 


light of impending changes such as liberty protection safeguards 


 Co-develop locality multi-agency safeguarding arrangements for; modern slavery and asylum 


seekers and people at risk of neglect or self neglect.   


D. Develop and implement Staff Safeguarding Web-Based App 


 The existing safeguarding resource pack (all relevant safeguarding paperwork and information 


adults) is collated into one web based app which will be much more user friendly for staff. 


Strategic Aim 2 - Workforce 


A. Nursing Workforce and Hearing the Voice of Nursing – Empowering Nurses 


 Establish a local and south bank Nursing Forum to support nurses to deliver the national nursing 


strategy 


 Future Nursing Workforce plans including plans for healthcare assistant support.  
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Strategic Aim 3 – Quality Strategy. 


A. NELCCG vision for Quality and robust mechanisms to support commissioning and quality of care; 


 Refresh and publish the CCG Quality Vision and Strategy 


o Clear CCG Quality Offer disseminated and understood by our staff  


o Clarifying role of quality for Union 


 Robust intelligence mechanisms in place which enable ease of triangulation 


o Customer Care (Improving complaints management and processes for learning and sharing 


learning) 


o Implement a system, which enables intelligence to be managed and triangulated without 


requiring manual processes and analysis. 


 Quality input into clinical pathway development across STP 


 Robust mechanisms in place for monitoring and supporting quality in commissioned health and 


social care providers 


o Quality Profiles 


o Quality Assurance Assessment Processes 


 Announced and unannounced Site Visits 


Strategic Aim 4 – Developing Quality in partnership.  


 Support to the Alliance and ICP in respect of the agreement of a quality framework. 


 Working closer with NLCCG in respect of joint agenda here it makes sense to do so. 


 Working as part of the STP and linking into work undertaken across the STP in respect of quality to 


reduce burden of work on ourselves and others and to support the alignment of approaches to 


quality. 


We are planning to focus on the above quality priorities during 2019-2020, but will need to adapt our work 
in response to urgent and emerging pieces of work. 
 
Financial Position and Efficiencies  
The CCG plans to deliver its 2019/20 control total of breakeven against its in-year allocation, as well as all 


of the commissioner business rules as set out below:- 


 Compliance 


 Commissioner financial plans must triangulate with efficiency plans, 
activity plans and agreed contracts; finance, efficiency and activity 
assumptions must be consistent between commissioners and 
providers.  
 


Yes 


 Minimum cumulative/ historic underspend  (1%) 
 


Yes 


 Minimum in-year financial position  (break-even) 
 


Yes 


 Local contingency  (Minimum 0.5%) 
 


Yes 


 Admin costs - remain within admin allocation 
 


Yes 


 Mental Health Investment Standard Comply with standard  
 


Yes 


 Better Care Fund Minimum contribution must be complied with  
 


Yes 


 Quality premium  - must be applied to programme spend 
 
 


£nil for NEL 
CCG 
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The Key risks to delivery of the 2019/20 Control Total are: 


 Activity levels (across Acute care, prescribing, Continuing Heath Care) being higher than planned 


 Failure to deliver pan system QIPP schemes at the pace required 


 Brexit; impact on prices / availability of goods / services 


 Financial pressures within key stakeholders / providers e.g. Northern Lincolnshire & Goole NHS Trust, 


North East Lincolnshire Council, leading to:- 


a) an unplanned cost impact on the CCG 


b) an increased savings requirement.  


Alignment of incentives and removal of financial barriers to integrated care; 


Alternative payment / incentive models are being looked at for the Alliance, with the following services 


being provided under the Integrated Care Partnership umbrella in 2019/20 :- 


 Integrated Urgent Care - Implemented by June 2019 


 Discharge and Onward Care - Implemented by Oct 2019 


The planned approach for 2019/20 will be to adopt a “blended approach” along the principles as set out in 


the planning guidance. 


This will focus on a non-elective bundle; 


• A&E Attendances 
• Critical Care 
• Non Elective admissions 
• Other urgent care 


 
The key principles being to allow changes to services / pathways to be made without de-stabilising any one 


organisation financially whilst reflecting the need to manage demand & capacity in the system and to 


collectively manage risk 


Contract values will be set so as to incentivise demand management via the payment of a marginal rate for 


activity levels over & above the planned level. 


Arrangements for financial risk management; 


The “system” arrangements are still in the process of being finalised, but we have agreed as part of the 


“joint planning” that we have been undertaking with Northern Lincolnshire & Goole NHS Trust that the 


contract will be explicit about the expectations & ask of both parties to ensure financial risks re non delivery 


are appropriately managed. 


Delivery of the 20% real terms reduction against CCG 2017/18 running costs by 2020/21 including a 


description of initial changes in 2019/20; 


The CCG is well on with finalising plans to deliver the 20% real terms reduction in running costs. 


Historically the CCG has underspent against its running cost target, but in addition to this further savings 


will be realised in 19/20 as a result of :-  


 the development of the “Union” arrangements with NELC e.g. Moving to shared premises (Municipal 


Offices), shared support services with NELC  (HR, IM&T).  


 different ways of working across the 2 South Bank CCGs 


 different ways of working with NLAG and as part of the development of the ICP e.g. the virtual 


“NLAG/CCG” information team that has been supporting the 19/20 planning process 
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The approach to the delivery of the Mental Health Investment Standard; 


The CCG has “ring fenced” funding equivalent to that required to meet the Investment Standard.   


The funding will be targeted on:- 


 schemes to support the delivery of the Five Year Forward View for Mental Health (FYFVMH) 


operational plan requirements A number of the investments planned for 19/20 build on schemes 


already started in 18/19. Each scheme will have a clear activity / performance outcome. 


 


 a tariff uplift (inflation net of 1.1% efficiency).  


How funding for primary care and community health services is growing faster than overall CCG revenue 


growth;  


The funding in these two areas for 2018/19 will grow by an amount at least equivalent to the CCGs 


allocation growth, with further funding being available to Primary Care and Community Health services 


linked to demand management as part of the Alliance arrangements. 


Further details of the areas of investment focus can be found in the Primary Care and Community Health 


Services section. 


Outline of the efficiency plans and their link to activity and financial plans and link to RightCare 


opportunities.  


The CCG’s efficiency plans will focus on the following :- 


1. continuation of schemes started in 2018/19 


 Pathology repricing (year 2 of a 3 yr scheme) [NLAG] 


 Right Care – Gastro [System] 


 High Cost Drugs – Risk Share [NLAG] 


 


2. schemes agreed as part of QIPP 4 


 Advice & Guidance [System] 


 IFR (VBC system) [System] 


 


3. Right Care 


 Respiratory [System] 


 Cardio [System] 


 


4. Other 


 Move from Day Case to Outpatient [NLAG/Primary Care] 


 Primary Care Prescribing [Primary Care] 


 Productivity improvements linked to the development of the NEL ICP [System] 


 


Sign off of plans (including activity, timescales etc) is being done via the Planned Care Board and  progress 


with regard to finalising the scheme details for planning purposes is being done via the weekly planning 


meeting that takes place between the 2 South Bank CCGs and NLAG.  
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Key Risks and Plans to mitigate  
Working across North and North East Lincolnshire, the system has identified the following risks: 


Risk Plans to mitigate 


Inability to manage demand Monitoring of system demand, use of alternative non-NHS 


providers  


Workforce shortages  Established workforce plans in place 


Impact of Lincolnshire system Close working with Greater Lincolnshire commissioners and NHS 


E to ensure system response to impacts 9e.g demand 


management, emergency care standards, discharge processes  


Delivery capability across the patch Assess current capacity and capability in conjunction with STP to 


manage across the STP 


Primary and Community services 


ability to respond to clarity of aligned 


expectations 


Out of Hospital Transformation Board established with clear terms 


of reference. Good engagement from partners. Project plans 


developed for the agreed priority workstreams 


Implementation of process to support 


Procedures of Limited Clinical value 


Ensure adequate time for dissemination of information and staff 


training, with clear and visible policies 


Insufficient capital to transform 


services 


Ensure adequate capacity for business case development 


 
Other Key Areas  
North East Lincolnshire has a number of geographical areas where there are high levels of deprivation and 
other factors which combine to provide a challenging picture of population health 
The figure below illustrates some of the comparisons with national figures in terms of determinants of 
health: 


 
 
Working closely with colleagues in Public Health, we are engaging with communities in the Borough to 
address some of these challenges and utilising relationships with local voluntary and community sector 
organisations to encourage individual and community resilience. 
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One of the key initiatives in terms of prevention and addressing health inequalities is our Social Prescribing 
programme(commissioned to a local VCS organisation) which is supported through a Social Impact Bond 
arrangement with Bridges Fund Management and grant intervention from the Big Lottery Fund. We 
anticipate that this will improve the quality of life for Long Term conditions sufferers and reduce hospital 
admissions and primary care attendances. 
 
Our community relationships are active and strong and reflect a robust track record of engagement and 
dialogue with hard to reach groups and the wider population (our performance rating for engagement is 
currently Green star). 
 
Our general approach to digitisation is active and aspirational. We are on track to meet all the national 
requirements in terms of digitisation and explore other opportunities to maximise the use of technology to 
enable care. 
For example we have already fully implemented NHS 111 and 111 online as a means to support people to 
make the right choices for service and to enable them to care for themselves, thus reducing A&E 
attendances. We  are also making good use of the advice and guidance system to reduce overall 
secondary care admissions and therefore help with waiting lists and waiting times. 
Our priorities for continued development, shared across the Humber, include clinical record sharing across 
a range of settings and improved transfer of care (e-referral, e-discharge and connected care homes). 


Conclusion 


 
North East Lincolnshire CCG is well positioned to move forward with plans for 19/20 as outlined in this 
document. Stakeholder relationships are strong and effective and the shift towards place based 
commissioning and delivery has enabled a more joined up approach to delivering a vision and impact for 
the Borough 
The CCG is also active in its involvement in Humber Coast and Vale Partnership, ensuring a broader 
perspective on care which needs to be delivered on a wider geographical footprint.  
These foundations will enable the CCG to move from this platform further along the path to delivering the 
aspirations set out in the NHS Long term Plan. 
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