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Draft as of 29th January 2010
	World Class Commissioning (WCC) Panel Report Recommendations Year 1 North East Lincolnshire Care Trust Plus

	Overall

	Recommendations

	The CTP should consider how to capture evidence of successes and how to communicate these.
	The CTP should endeavour to communicate it’s strategy more effectively with it’s key stakeholders, including it’s successes
	The pace of change and development across the 4 PBC groups may need to be actively managed.  The effectiveness of a lay majority on Boards will need to be monitored
	The CTP could be more systematic about how it captures information from local engagement, and how it impacts on commissioning and then how this is fed back to the public

	CTP Response

	This year the CTP has been awarded many local, regional and national awards reflecting the innovative approach we adopt

(covered as examples throughout the Strategic/OD and finance Plan
	Established membership website, newsletters and regular events to engage and promote the successes locally and nationally

(covered in Section 2 Context)
	Clinical Directors for each Commissioning Group work with local clinicians and professionals as well as the lay members to develop local priorities.  Pace of change has been managed through a development plan supported by international experts (UHUK).
(covered in OD plan and throughout Strategic Plan)
	Membership website and newsletters updated regularly with different access levels for members and elected lay members.

Needs assessments include qualitative research (local voice), results inform strategies and commissioning (action) plans - all are disseminated including presentations, reports, press release and are part of JSNA-NEL observatory website.

Priorities and service plans have been clearly and explicitly influenced by systematic local engagement. 

(covered in Section 2 Context and OD Plan)

	Strategy

	Board to work to clarify it’s strategic priorities and ensure its medium term financial plan aligns with the strategic plan
	More clearly communicate strategic priorities

	CTP Response

	Intensive work done during the year to align the strategic priorities and alignment to the MTFP in all scenarios
(covered in detail in section 2 Context and 4 Strategy and MTFP)
	Working with the local community and our partners is at the heart of all we do and a series of events have been held with more planned for the coming year.

(covered in detail in section 2 Context)

	Finance

	Develop a robust financial plan that aligns with the strategic plan in the medium term
	Improve the granularity of financial assumptions

	CTP Response

	The Board have worked to understand the financial situation/QIPP agenda and both of these factors have been part of the decision making processes for both choosing and prioritising the initiatives that are reflected in the MTFP.
(covered in Section 1 Vision and 2 Context and MTFP)
	Used all SHA and Operating Framework assumptions in our planning processes flexed to reflect specific local circumstances where appropriate

(covered in Section 4 Strategy, 5 Delivery and MTFP)

	Board

	Embed PBC arrangements
	Continue the Board development programme

	CTP Response

	The four Commissioning Groups are all operating with seven elected lay members on each and a lay Chair ensuring an embedded focus on PBC.
Covered in detail throughout the Strategic Plan
	Both internal and external work has been undertaken with Board members and this forms the basis of an on-going monthly programme

(covered in the OD Strategy)
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Foreword

Over the next five years North East Lincolnshire Care Trust Plus (NELCTP), in partnership with North East Lincolnshire Council (NELC), aims to improve health and wellbeing by reducing inequalities through integration and personalisation thereby achieving our vision:

· To realise 10% efficiency savings, 

· To become one of the top 30 best performing PCT/CTP ‘s in the country and 

· To realise 10% better outcomes for our local communities (10:30:10).

NELCTP intends to reach this vision by focussing on the four strategic goals:

1. Creating a healthy community

2. Accessible, responsive, quality care

3. People in control of their own care 

4. Building a sustainable care system

The Board and Executive team have taken into account WCC recommendations and have undertaken a thorough review of the CTP’s vision and goals to assess the implications of last year’s performance and contextual changes. Progression to a ‘live’ web-based JSNA ‘system’ of information about population health and social needs has provided a comprehensive picture of local need.

Performance against goals 2 and 3 has been improving. Whilst recognising the particular challenge of the local position and the extensive and innovate approaches being developed, the organisation has been disappointed with the performance on a number of specific measures within goal 1.  This year the organisation has made measurable commitments and set outcome aspirations against each goal.  This will allow the Council and the CTP, and our stakeholders, to monitor progress going forward. Goal 4 is new this year to reflect the next major stage of the CTP’s journey.  It is a crucial part of our overall plans to commission an improved range of services to meet the needs of our local communities more efficiently, at a time when all health and social care services are facing significant demographic and financial challenges. 

Engagement with stakeholders assures us that there are no significant changes in local health or social needs or priorities since last year.  National policy changes, such as “Quality, Innovation, Productivity and Prevention” programme and the continued focus on transforming community services and personalisation, have led to some revision of our goals to ensure they are aligned with the direction of these policies and can be delivered within a robust Financial Plan. We have also ensured that our goals and initiatives mirror regional and national priorities (delivering Healthy Ambitions) and NHS 2010 - 2015: from good to great Preventative, people-centred, productive (DoH 2009).
NELCTP embraces it’s responsibility to lead the NHS locally but also sees itself as part of the broader community leadership for North East Lincolnshire (NEL), and as an organisation, we have taken on a wider range of responsibilities, to ensure that we can go further and faster in addressing the key challenges facing our local population.

Over the past year the Board, front line professionals, commissioning groups and members of ACCORD (the CTP community membership scheme) and other stakeholders have been involved in shaping and challenging the strategy.  We are excited by these plans and the potential for improvement in these important services for our local communities.  However, they are only the start of a major process of service transformation and market shaping and much more detailed planning is required, in association with our staff, partner organisations and other stakeholders.  We hope you will agree with the direction of travel set out in this strategy.  This plan is our roadmap to “Building a Healthy Community Together in North East Lincolnshire.”
Jane Lewington

Chief Executive

Val Waterhouse

Chairman

Dr Peter Melton

PEC Chair
	We are really proud of the Care Trust Plus achievements in North East Lincolnshire during 2009/10
 
	· In the NHS public satisfaction survey (Oct ’09) we were above the regional average for working with other local organisations to improve health and wellbeing

· Opened two new primary care centres, Freshney Green and Cromwell Road (including the expanded dental service), and new purpose built dental practice in Immingham

· Open Minds centre for vulnerable people won the regional and national NHS Health & Social Care Award and is being used by the Audit Commission CAA judgement in respect of managing resources.

· First Trust in the UK to cross reference staff views with individuals’ views within PROMs

· Established a community membership scheme ACCORD with more than 2000 members

· In response to children’s safeguarding established award winning ASGARD services in A&E

· Opened Hope Court new mental health recovery unit and supported flatlets (individuals have their own tenancies with Shoreline)

· New IOG skin care service model

· New tier 2 service model developed in conjunction with 24/7 rapid response service

· 22% reduction on permanent admissions to care homes
· Launch of a Coronary Heart Disease collaborative in the East Marsh area.

· Launch of skin health collaborative developing quality framework supported by Department of Health

· Met all financial targets 2008/09

· Met deadlines for Transforming Community Services and established Care Plus

· Agile working being implemented to reduce carbon footprint

· £14m capital investment for acute mental health services 


[image: image1.jpg]North East Lincolnshire m

Care Trust Plus
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2. Vision

	This section will outline the CTP priorities and associated outcome aspirations it is trying to achieve over the next five years.  This will include:



	· how the vision and goals will address local needs

· how the vision and goals are informed by local and national context

· A summary of how the CTP’s planned investments and disinvestments are targeted to highest priority needs

· The CTP’s core values


The specific geography of the area has created an environment where solutions need to be found and developed together.  This has created a culture and approach that has to be ambitious; taking risks is encouraged in a supported learning environment.  There is a commitment to addressing  local needs and continuing to play a much wider community leadership role (not just a health community leadership role) in securing both the health and well being of the population and the wider social economic regeneration of the area.

The geography of the area also means that delivering local choice for the population and individuals can be more challenging than in more central/urban areas.  The CTP has used novel approaches to driving up the quality of local services and developing the range of services available to meet local needs.  This sees much stronger representation of the voluntary and community sector within the care market, especially community based services, supporting the provision of early prevention, early intervention and complex care services.  This approach requires active intervention from the CTP, to ensure that local organisations are able to respond to CTP procurement processes, and this is supported by a funded development programme.  Where possible, services will also be developed in partnership with our local communities, using co-production and social enterprise models that maximise the contribution to overall wellbeing and increased social capital.

The CTP is working hard on transforming the organisation to exploit its unique nature, in terms of the organisation and its culture.  It has embarked on some very ambitious and far-reaching change programmes (TCS, NSR, QIPP) and, in order to support this ambitious agenda, the organisation has adopted a set of programme management arrangements to support the delivery of these change programmes.  The CTP has reviewed its priorities, with reference to the JSNA to ensure that these are clearly aligned to its vision, goals and financial plans with clear plans for investment and disinvestment.  Increasingly the organisation has put those who use local services at the centre of the decision making and governance arrangements and via the community governance model that the CTP has implemented within the four commissioning groups and via Accord (our community membership scheme) in a move towards becoming a truly public led and accountable organisation. 
In the lead up to the creation of the CTP a series of workshops were held involving staff from Health and Social Care departments and shared values were agreed:

· Working in Partnership – being open and honest in all that we do; involving and empowering staff, local people, local statutory organisations, community and voluntary sector, individuals and carers in reviewing and redesigning services to meet the needs of local people.

· Service excellence – strive to deliver high quality services responsive to changing needs, enabling real choice, respecting the diversity of individuals and communities within NEL and the diverse range of influences on an individuals health and well-being.

· Teamwork – being accountable and supportive to each other as staff and volunteers appreciating our differences, developing our teamwork by empowerment and learning and innovatively exploring new ideas together.

These were revisited in 20009/10 to take into account the NHS Constitution. A key focus was not to loose what the staff felt was important.  The Board have now agreed the 7 core values outlined in the table below.

	Mission
	“Building a healthy community together”

	Vision


	Over the next 5 years (2010 – 2015), NELCTP aims to:

· Achieve a 10% savings plan

· Become one of the top 30 performing PCTs/CTP

· Achieve a 10% improvement in service outcomes.

	Values


	· Nurture relationships by valuing & empowering the public, our staff & partners to enable them to actively contribute
	· Listen to & act on what our staff, service users say
	· Respect the diversity of individuals & communities
	· Commission accessible, responsive, quality care

	
	· 
	· Be inclusive & accountable in all we do
	· Offering & exercising real choice
	· Being open & honest in all we do

	
Goals
	Creating a healthy Community
	Accessible, responsive, quality care
	People in control of their own care
	A sustainable care 

system 

	Initiatives


	· Increase access to screening by 10%

· Reduce childhood obesity by 10% 
WE NEED NUMBER CONFIRMING
· Reduce CVD Mortality by 40% 
WE NEED HEADLINE FIGURE
	· Reduction in the number of avoidable emergency admissions by 50%

· Increase by x% the number of stroke patients receiving effective, timely treatment

WE NEED HEADLINE FIGURE
	· Increase by 35% the number of people diagnosed with dementia that receive early intervention
· Increase by 20% the number of  personalised care plans 

· Increase the number of people by 3% that feel they are treated with dignity and respect
	· To manage within available resources
· Deliver 10% savings to support MTFP delivery
· To actively promote community leadership by reducing worklessness by x%
JANE TO ADD A APPRENTICESHIP
· Contribute to reducing climate change locally 



	Outcomes
	Health inequalities
	Life Expectancy

	
	Childhood obesity


	CVD Mortality
	Mental health patients in settled accommodation
	Patients with TIA treated within 24 hours

	
	Smoking quitters


	Deaths at home
	Dignity & Respect
	Carers receiving assessments


· The goals and initiatives chosen to deliver the CTP vision all considered the WCC year one feedback; local and national priorities; recent needs assessments/JSNA and are supported by specific investments within the MTFP.

· This set of targeted priorities and investments will allow the CTP to address the root causes of ill health and high acute activity in the area and improve the appropriateness and quality of care across North East Lincolnshire.

· There has been broad stakeholder engagement in shaping and challenging the strategy for 2009/10 through partners, commissioning groups and Accord.

· In revising the vision and goals, the CTP, has

· considered local and national contextual changes, including the root and branch review of adult social care and the local authority’s work on ‘shaping the future’ and national recommendations;

· Assessed existing and potential risks including the financial environment;

· Assessed the CTP performance progress against existing targets and goals.

· Considered the NHS Constitution

· Taking these together has led the CTP to strengthen its focus on reducing health inequalities – where last year’s performance was poorer than hoped – particularly on preventable measures.  The CTP Board have introduced an additional goal to build sustainable care system to reflect the future economic and demographic pressures facing public bodies. 

The CTP recognises the challenge is to accelerate this quality improvement, creating services that are not just good, but universally great, increasingly designed around the needs of the individual and accessible to all.
The Strategic Plan describes how the CTP has made choices about resources and priorities to meet this challenge using the model outlined in the table below.
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WCC Strategic Plan Guidance 2009
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Finance vision
Sound strategic financial management is an essential element of good corporate governance, and forms a key part of the firm foundations of an organisation that underpin service quality and improvement, and is the basis of accountability to stakeholders for the stewardship and use of resources.

The strategic framework set out in the financial strategy aims for sound long term financial management of the organisation, is to support the sustainable development and delivery of the organisations strategic objectives over the next 10 years within a challenging and ever-changing environment. This is supported by a five year MTFP.
The CTP has four strategic financial priorities:

· Maintaining long term financial stability

· Delivery of statutory and administrative financial duties

· Ensuring value for money

· Supporting the delivery of national and local strategic objectives

The CTP was established in September 2007, bringing together the services and finances of the former PCT (NEL PCT, established April 2000) and Adult Social Services from NEL Council. The CTP and former PCT have an enviable track record of financial management, having delivered statutory financial duties and financial control targets every year for 9 years. The organisation has firm forecasts to deliver that same performance in 2009/10. 

Looking forward, the financial situation for 2010/11 is relatively clear in terms of income, prices, activity, expenditure and Operating Plan requirements. Risks and assumptions have been identified and quantified with a high level of confidence, and contingencies are in place that can be reasonably expected to manage the impact of downside plans and risks. 

Beyond that point the external environment becomes much more financially challenging with no growth expected and therefore the potential scale of risk increases. The severity of the financial climate for the public sector has led to the need for particularly prudent planning and contingency assumptions. These have been informed by national and regional assumptions, but on occasion local knowledge or experience has increased (but not reduced) the prudency that is included in the base case plan, most notably in relation to tariff-related risk (additional 0.5% risk assessment), the pace of moving to 2% underlying balance underlying surplus and contingency funding levels.  

A robust financial funding cascade is in place to ensure that decisions on the use of resources are clearly and demonstrably informed by the organisations strategic priorities and financial obligations.
The uncertainty in later years emphasises the importance of creating clear and robust ‘downside’ and ‘upside’ scenarios for the organisation, and the identification and management of risks. Mitigation plans for adverse financial variations – such as those within the downside case - have been established, and the impact of the scenarios on our strategic plan initiatives and priorities has been assessed. There will be routine updating of the MTFP as and when financially material decisions or assumptions are altered, and a formal update will go to the board for discussion at least biannually with an assessment of the impact on the delivery of the strategic plan.

In summary the organisation is starting from a sound financial base, that will be consolidated in 2010/11 through establishing a 2% underlying surplus and driving forward the cost saving programme. The delivery of our key strategic plan priorities is affordable whilst maintaining financial sustainability within the MTFP base case, but that level of investment is dependant upon the financial plan assumptions and predictions being reasonably accurate, delivery of challenging saving plans, and management of risks. 

QIPP and the Corporate Savings Plan
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The delivery of the QIPP savings targets is built into the overall corporate savings programme, which is a key component of the established programme management structure within the CTP. The CTP Portfolio Group (chaired by the Chief Executive and with Non-Executive representation) oversees the development and delivery of the corporate savings programme, with specific projects and initiatives built into the work plan of each Director-led programme board.

The overall corporate savings plan delivery is routinely reported to the CTP Board and Clinical Executive Committee, with the five year plan development and delivery also being overseen by the Audit Committee.

In November 2009 a workshop was held to develop a shared understanding of the emerging QIPP programme and the importance of this for the organisation in meeting the combined challenges of commissioning and delivering high quality services in a period of significant financial challenge. This was attended by the CTP board, senior management and clinicians, NELC and NLAG. The main focus of this particular workshop was to focus on the identification and prioritisation of productivity improvement opportunities for the next 4 years using the results of the detailed medical cost review and benchmark analysis undertaken on behalf of the Care Trust Plus by United Health UK (FESC partner).
A number of important principles to govern the CTP’s approach to the QIPP programme were agreed within plenary discussion:

· QIPP is part of everyone's role and needs to be embedded in the organisation
· QIPP needs to be taken forward with people and organisations – not done to them
· QIPP is about quality, prevention and innovation, not just productivity and savings but …
· One aim of QIPP must be to deliver better or equivalent services for less cost
· Our aim is to maximise QIPP savings, so that the scale of other cost reductions (with potentially adverse service impact) are minimised 
Criteria for selection of QIPP saving initiatives were agreed to be:

· Must fit with strategic priorities (pass/fail)
Initiatives having passed this test are then assessed against the following criteria:

· Must be deliverable within reasonable timescale
· Impact must be measurable
· No unacceptable adverse impacts 
· Scale of gain must merit scale of effort
· Must be justifiable to staff, patients and the public with no (or minimal) adverse impact on NHS reputation
As a result of the workshop, the QIPP productivity savings areas agreed for addition to the 4 year corporate savings plan were:

· Redesign of Unscheduled Care Pathway (from social to tertiary care), with specific initiatives including reduced avoidable admissions to hospital through improved chronic disease management and rapid response services, reduced A&E attendances and admissions through improved Emergency Care Centre / GP Out of Hours service, reduced repeat diagnostics and reductions in delayed discharges
· Redesign of Planned Care Pathway (from social to tertiary care) with specific initiatives including focus on ophthalmology / urology / musculo-skeletal,  referral management, reduce outpatient follow ups and reduced excess bed days
· Improved Primary Care Services, with specific initiatives including use of the new Scriptswitch system to reduce prescribing costs, negotiating a new PMS contract, reducing variations in primary care referrals / services / utilisation of secondary care services (planned and unscheduled), maximising value for money of primary care centres
·  Investigation of opportunity for realistic cost savings by developing robust cost benchmarking information where that was lacking e.g. mental health services
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Health Economics Strategy (2010) NEL CTP
Prioritisation criteria 

The board have taken part in several workshops to agree an investment principals cascade which has also been consulted on with the public that can be applied to current and future service specification outcomes and ensure a transparent, consistent management tool to support the decision making process.

Financial Investment Principals Cascade 2009/10
	Priority Cascade
	Criteria

	1.
	Unavoidable price increases to commissioner



	2.
	Non recurrent support of Invest to Save initiatives, including QIPP, ICEC and service transformation



	3.
	Full year effect of investments that have already begun, as long as they can be demonstrated to be at minimal possible cost AND

a. are an unavoidable existing legal contractual/liability

OR

b. are critical to the delivery of our key strategic plan priorities as set out in the 2009 refreshed strategic commissioning plan

OR

c. cannot be ceased without impact on 2 (above)



	4.
	Delivery of critical national policy, performance or standards (the absolute must be dones “minimum before delivering improvement) – but only where achievement is demonstrably not possible within existing resources AND

a. Delivery is mandated e.g. NICE, PbR tariff

OR

b.
Non achievement would reduce the external assessments of the organisation to an unacceptable level and result in significant external intervention


	5.
	Achievement of critical priorities from Strategic Commissioning Plan which cannot be delivered within existing resources


	6.
	Existing financial plan investments AFTER confirm and challenge of their cost and relative priority


	7.
	Achievement of other local priorities


	8.
	Other national priorities


	Note:

Pre-determined/earmarked funding which is received specifically to deliver a set national or local priority will only be allocated for that purpose where the required outcome cannot be delivered from within existing resources.  Such funding will only be accepted where it can be clearly demonstrated that there will not be an increase in our ongoing costs, or where funding of any such costs is clearly identified and agreed.


Transforming Community Services

The CTP feels that the radical transformation of community services is fundamental to the delivery of the NHS QIPP programme, to deliver improved quality, innovation, productivity and prevention across the health economy as a whole. Through having high quality community services, working closely with practice-based services, evidence suggests that the overall pattern of health and social care can be moved towards supporting people to live independently for longer, with appropriate intervention and support when needed. This will reduce the current numbers of inappropriate hospital admissions and emergency attendances in crisis situation, which are both disruptive for the individual and wasteful of resources.
Care Plus (provider arm) mission is to ‘provide excellent care and personal choice within the community’, which addresses the needs of the local population. Its work focuses around five main themes;
· support and improving wellbeing of the population

· effectively address acute needs in community settings
· support individuals to fulfil their potential through reenablement
· support individuals achieve quality of life for long-term conditions

· provide real choice for end of life.
This is in line with the CTP mission statement to “Building a healthy community together in North East Lincolnshire”.
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The transformational changes are based on four interrelated areas of work: 
· The A3 service (Advise, Assess and Attend) for health and social public access and combined professional referrals. 

· Intermediate Tier a menu-driven range of services, accessed through referral from primary care, hospital or other community services via the single point of access service A3. 

· Complex case management services for people with the top 25% of need in the community. 
· Long term care for both supporting individuals with long term needs to live independently in their own homes, and when this is no longer possible, providing long term care in a residential or nursing home, according to their needs. 
The CTP has organised a number of events over the past few months with staff and stakeholders to inform the major redesign of community services, informed by service users. The approach involves consultation of outcome measures, and a strong evidence base on quality, innovation, prevention and productivity based on best practice, nationally and internationally. This work will be embedded in the five year plan and fully recognises the challenging financial climate. 

Since its formation in October 2007, the CTP has had its own Mental Health Service Directorate which is developing a 5 year strategy to support its mission, described as
‘we provide dynamic, innovative and high quality health and social care services to people with mental health problems and others to enable recovery and promote meaningful lives’.

CTP priorities within the 5 year plan are concentrating on supporting; Open Minds, a ‘no-wait’ open access service for common mental health problems; embedding a major reprovision programme for adult acute mental health services; supporting specialist care; assertive outreach; implementing the programme around settled accommodation; support around mental health offenders; effectively managing out of area placements and developing and embedding integrated working within and across the commissioning group localities, such as experienced with psychological therapy.
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Implications of Healthy Ambitions 

In delivering the outcomes within Health Ambitions, the CTP will work within the governance approach adopted in Yorkshire and Humber of a local approach wherever possible, sub regional where collaboration or coordination is helpful and regional where consistency is essential. It has been agreed that wherever possible (and appropriate) a Northern Lincolnshire wide approach will be taken to the implementation of Healthy Ambitions, to ensure collaboration and coordination between local NHS organisations (NHS North Lincolnshire, Northern Lincolnshire and Goole Hospitals NHS Trust and North East Lincolnshire Care Trust Plus).

Of the eight Healthy Ambitions Pathways (identified within the documents Healthy Ambitions and Delivering Healthy Ambitions) the following pathways have been identified as the immediate priorities for the northern Lincolnshire patch:

· Acute (Unscheduled) Care (Joint Chaired by Director of Collaborative Commissioning, NEL CTP)
· Planned Care (Chaired by Chief Executive of NEL CTP)
· Women & Children’s Health 
A Programme Board has been established for each of these areas and these report to the Northern Lincolnshire Clinical Chamber and, in turn, to the Patch Chief Executives forum. Appropriate clinical representation on the Boards and developing wider clinical engagement is an important aspect of the programme.

A Chief Executive or Executive Director chairs each Programme Board with membership (appropriate to the specific pathway) drawn from the NHS (and partner) organisations within the northern Lincolnshire patch. 

A Healthy Ambitions Programme Director has recently been appointed (a patchwide post hosted by NEL CTP) to provide overall support to the Clinical Chamber, the Programme Boards and to ensure appropriate linkages are made between the Programme Boards and various sub-groups.  The Programme Director also links with individual organisations to ensure their plans and actions reflect a cross organisational approach and to avoid duplication of effort. The Programme Director forms links with regional/sub-regional programmes to ensure the Northern Lincolnshire patch are kept informed of developments and are able to influence and make an effective contribution to these programmes, as appropriate.

Ensuring effective clinical leadership, with appropriate managerial support is a key focus of this work. For each of the eight pathway areas a number of clinical leads have been identified (spanning primary and secondary care) and are key members of the programme boards. Clinical leaders will be responsible for engaging the wider clinical community as well as engaging with the cohort of clinical leaders appointed at regional level. Clinical leaders will be encouraged to seek the opportunities that arise to develop their clinical leadership skills through participation in regional programmes such as the catalysts for change aspiring clinical leaders programme. This will support the recommendation for wider clinical engagement within the WCC panel report.

Delivering healthy ambitions will lead to redesigned and streamlined care pathways that not only improve the quality of individual experience but also make more efficient use of resources. The developing QIPP programme is an important element to ensure the CTP is equipped to deliver high quality services that are affordable at a time of significant financial challenge.

The combined effect of delivering healthy ambitions and the QIPP programme will have a significant impact on the local NHS workforce; in terms of potential reduction in overall staffing levels, potential transfer of staff from secondary to primary care settings and the skills required by those staff to deliver the type of integrated services required for the future. A more detailed analysis of this likely impact is included within the CTP’s OD strategy.

The CTP has ensured that each of its core initiatives and chosen outcomes relate to a specific Healthy Ambition pathway.  This is demonstrated below.

	Healthy Ambitions Pathway
	CTP Lead Director
	CTP Core Initiatives
	CTP chosen Outcome

	Staying Healthy
	Director of Public Health
	· Increase access to screening

· Reducing childhood obesity

· Reducing CVD mortality
	· Reduce childhood obesity

· CVD mortality

· Smoking quitters

	Long Term Conditions
	Medical Director
	· Increased number of personalised care packages

· Reduce avoidable admissions
	· Carers receiving assessment

	Children’s Health
	Director of Collaborative Commissioning
	· Reducing childhood obesity


	· Reduce childhood obesity



	Planned Care
	Chief Executive
	· Increase respect and dignity
	· Increase respect and dignity

	Acute Care
	Director of Collaborative Commissioning
	· Reduce avoidable admissions

· Implementation of Stroke Framework
	· Percentage of high-risk patients with TIA treated within 24 hours

	Mental Health
	Director of Mental Health
	· Early intervention for dementia

· Respect and dignity
	· Mental Health patients in settled accommodation

· Carers receiving assessment

	End of Life Care
	TBC
	· Respect and dignity
	· Deaths at Home


Next steps of the journey Integrated Care Organisation (ICO)
One of the unique aspects of Care Trust Plus is the high level of integrated services across health and social care. The next phase of organisation development brings together progress around personalisation and integration to the potential formation of an ICO. Integration across health and social care is a means to improve services in relation to access, quality, user satisfaction and efficiency. Initial development work has been undertaken by the CTP on integrated care in areas of international research, organisational strategy, performance measures and governance. Discussions are now being initiated with partner organisations with the ambition that the integrated care organisation will support one of the fastest improving health economics in the UK, across NEL.
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3. Context

	This section provides an overview of the CTPs current status and challenges.  It includes:



	· Population Demographics

· Health Needs

· Clinical Quality

· Insights from patients, public, professionals and local partners

· Existing targets and local and national priorities

· Provider Landscape

· Activity commissioned

· Financial situation
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Main sources for this section:

· JSNA 2009 

· Director of Public Health Annual Report 2009/10
· WCC Datapacks
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Cleethorpes Boating Lake

Population Demographics

North East Lincolnshire – the facts

	 
	North East

Lincolnshire
	England

	Unemployment rate
	6.6%
	5.5%

	Average weekly earnings (male)
	£453.50
	£500

	Percentage of private households deemed unfit for habitation
	11.2%
	4.8%

	Household burglary rate per 10,000 households
	204
	128

	Percentage of children in low income households
	51%
	40%

	Number of pupils gaining 5 or more GCSEs
	53%
	60.4%


[image: image51.emf]Percentage of higher risk TIA cases who are treated within 24 hours

0.0%

10.0%

20.0%

30.0%

40.0%

50.0%

60.0%

70.0%

80.0%

90.0%

100.0%

Q2 2009/10 2009/10 2010/11 2011/12 2012/13 2013/14

Percentage

[image: image52.emf]Percentage of stroke admissions given a physiotherapist

assessment within 72 hours by acute trust

0.0%

20.0%

40.0%

60.0%

80.0%

100.0%

120.0%

2004/5 2005/6 2006/7 2007/8 2008/9 2009/10 2010/11 2011/12 2012/13 2013/14

Percentage

[image: image53.png]



[image: image54.emf]
· North East Lincolnshire has a resident population of about 160,000. This is projected to increase by 12.2% by 2031 to 178,000.

· Compared to England & Wales, NEL has a smaller proportion of the population aged 20-39 and the proportion of over 65’s is greater.

· We project that the population of North East Lincolnshire will increase by 12.21% by 2031. There are notable differences in the projections for each age group, with the greatest reduction in population projected to be in the 15-19 age group (-11.79%), and the greatest increase projected to be in the 85+ age group (+126.47%)
· The proportion of the population from ethnic minorities remains smaller in NEL than in England & Wales. However, certain groups have increased noticeable in recent years particularly young migrant workers. 

The JSNA is an over-arching needs assessment bringing together our comprehensive topic based needs assessments (with key data being up-dated annually), ‘core data set’ information, plus other relevant local data to describe the health and well being needs of the population.

The people of North East Lincolnshire have poorer health, experience greater inequalities and less community based engagement than many other similar areas.  The area experiences significant economic and social deprivation, with levels of unemployment well above the regional and national averages, low earnings, poor private sector housing stock and low educational attainment.  This picture of high health inequalities in our area is driven by both individual behaviours and the economic and social context as described in the JSNA (www.nelincsdata.net). North East Lincolnshire is also facing the challenges of a reducing and ageing population.

Figure 1 
JSNA structure 2009
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2008Health and Well-being in North East Lincolnshire

2009A Picture of Need in North East Lincolnshire

Reports include key headlines and priorities for 

improving health and well-being forthe General 

Population, Children, Older people

and 

Summary tables including:

England/Yorkshire & Humber/NEL comparisons

NEL & Neighbourhood comparisons

NEL & Commissioning Group comparisons

Core data set

Summary documents and data files for indicators, 

categorised under :-

Demography

Social & Environmental Context

Lifestyle/Risk Factors

Burden of Ill Health

Services

Needs assessments, impact 

assessments and equity audits

Reports and updates for:

Adolescent Lifestyle Survey

Alcohol Misuse

Child and Adolescent Mental Health 

Coronary Heart Disease

Children and Young People

Diabetes

East Marsh NRA

Economic Well Being

Gypsy and Travellers

Homelessness Strategy

Illicit Drug Use

Learning Disability

Mental Health

Older People

Respiratory Disease

Sexual Health 

Strategic Housing Joint Housing Strategy

Strategic Housing Market

Strategic Housing Stock Condition Survey

Supporting People

Transport

JOINT STRATEGIC NEEDS ASSESSMENT FOR NORTH EAST LINCOLNSHIRE
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Where we were

NELPCT underwent a fitness for purpose review in December
2006, as part of the assessment process leading to the
establishment of the CTP.

The process identified areas for health improvement: it recognised
health inequalities, (large inequalities concentrated within pockets
of the population); highlighted the importance of outcome
measurement, and the need for more public engagement.

The formation of the CTP would enable an integrated approach to
delivering local health & social care - through integrating:
commissioning, management, performance / service delivery
approaches, and pooled budgets.

On 1st September 2007 the NELCTP was created bringing
together elements of the NHS and LA.

Health Social Care

b%
NORTH &
EA ST\‘

LINCOLNSHIRE
CoOUNeGIE

North East Lincolnshire m

Primary Care Trust

www.nelincs.gov.uk

Our Vision

To create a healthier community, with accessible,
responsive services providing quality care, to enable
local people to be in control of their own health.

As part of the creation of the Care Trust Plus in 2007, an
organisational structure was developed, designed to
deliver the key strategic objectives of the new organisation.

The CTP is focussed on developing an outcomes-based
approach to commissioning of services, with more
effective patient and public engagement to deliver patient
centred and responsive services.

Objectives

* Implementation of Transforming Care Programme: With its
focus on self directed care, common assessment and individual
care budgets will centre on long term conditions and complex
care at commissioning group level.

* World Class Commissioning development programme
covering health and social care and including our FESC contract :
The separation of governance between commissioning and
provision functions of the organisation.

¢ Commissioning Group development programme including
Community Governance: Our commissioning groups will be the
engine room for the development of integrated assessment and
commissioning at an individual level.

* Provider Services development programme: Major change
programme arrangements relates to the commissioning and
delivery of Children’s Services

¢ Children’s Trust development programme

* NHS Electronic Care Record : The Care Trust is fully committed
to the National Programme for IT and its aims to implement a
comprehensive electronic Care Record Service by 2011.

* By 2012 we will have completed our primary care estates
strategy, which means that all general practices will have been
brought into purpose built primary care centres alongside care
management, mental health and community nursing staff, and
pharmacy services

Strategy (2007)

Three Themes

Creating a
Healthier
Community

Accessible
responsive
services
providing
quality care

Enabling local
people to be
in control of

their own
health

2007 / 08

Year 1 Achievements

¢ Focus on health promotion

+ Commissioning group
development

» Single workforce

¢ Open Door

+ Significant increase in Direct
Payments

2008 / 09

Year 2 Achievements

Employability focus — more socially
excluded people in paid
employment.

Strong performance on 18 week
wait — access to primary care and
cancer within 2 weeks.

Primary Care Estate Strategy
development - locality driven
accessible services.

Transforming community services
implementation

Transforming Care Agenda -
numbers of people on Self Directed
Support

Intermediate Tier - major redesign
, less people in long term care
reduction in-avoidable admissions

Adult Social Care performance -
people receiving quality services

Integrated workforce - equality of
access for more people

Transforming community services
implementation

ACCORD - community
engagement development (3,000

people)

Transforming community services
implementation

The Journey of transforming integrated care across North East Lincolnshire

North East Lincolnshire
Integrated Care Organisation

MISSION:

To become the fastest improving health and
wellbeing economy in England by 2013/14

Key measures of the
Integrated Care Organisation

Individuals having the
opportunity to determine and
design their own care

CTP’s wider contribution to
specific levels of employability
(maximising social capital)
Consumer satisfaction

Reduction in institutional care

Achieving independence for
people through re-enablement

Reduction in health inequalities

Integrated Care
North East Lincolnshire m

Care Trust Plus




Key Priorities 2010 onwards for NEL (LSP Community Strategy
	General Population
	Children and Young people
	Older People

	Worklessness

Transport

Unsafe/unhealthy housing

Accessible, quality health & social services

Heath inequalities

Domestic violence

Drugs and alcohol misuse

Children & families

Carers

Vulnerable adults

Offenders
	Breast-feeding

Teenage pregnancy & sexual health

Obesity

Drugs and alcohol misuse

Emotional well-being

Bullying

Domestic violence

Educational attainment

Accommodation

Disability

Young offenders
	Food and drink

Unsafe/unhealthy housing

Transport

Social isolation

Activities of daily living

Personalisation

Mental heath services

End of life care

Dignity & respect

Information & communication

Carers




Those underlined are some of the initiatives identified to deliver the four goals over the next five years.

Hence, the JSNA shows that: 

· The population of North East Lincolnshire continues to experience high levels of overall deprivation relative to other areas in the country and also for the components of deprivation such as income, employment, education, crime, housing, living environment, health, etc. Within the Borough the more deprived wards and neighbourhoods experience greater deprivation. North East Lincolnshire ranks 345th worst of 408 authorities in the country for children living in families in receipt of out of work benefits. Almost a fifth of local children are eligible for free school meals.

· Linked to this, there are profound inequalities in a range of outcomes: child development, skills and qualification levels (employability), economic well being, lifestyle behaviours (smoking, drinking, physical activity, diet, etc), physical and mental health and so on. 

· A range of underlying factors such as the local economy, worklessness, crime, poor quality housing, transport, access to and quality of services (education, health, leisure, etc), social capital/community cohesion, the environment (natural and built), etc impact on different populations to different degrees and all contribute to inequalities in health and in other outcomes.

· People in North East Lincolnshire continue to live shorter lives compared to the England average (about 1.7 years less for men and 1 year less for women). Within North East Lincolnshire men living in the most deprived areas live around 8 years less than those in the most affluent areas. The health inequalities gap is around 3 years for women. Between 1995-7 and 2004-6 these gaps have widened for men and women, that for women being the second greatest increase of all Spearhead areas.

· Causes of death contributing to the health inequalities gap in North East Lincolnshire show some differences compared to England Spearhead areas. For men, although circulatory disease contributes a similar proportion, cancers makes a far less contribution and respiratory disease a greater contribution. External causes (road traffic accidents and suicide) also fuel the gap. For women, cancer deaths make a bigger contribution to the health inequalities gap locally.

· Death rates from all causes have been declining over the last decade but not as fast as elsewhere and hence the gap is widening. The gap for circulatory diseases, of which coronary hear disease is the main element, is widening. The rate for men has increased over the last few years. The all cancers death rate is declining but remains higher than regionally or nationally. Given that North East Lincolnshire has a lower registration rate for most cancers (other than skin cancer) this suggests people are still not presenting early enough. A lower reported prevalence among patients registered with general practices than nationally or regionally supports this. The death rate for chronic obstructive pulmonary disease is the 3rd highest in the region and higher than national figures. Within the area, death rates data repeatedly shows higher rates in the more deprived wards and neighbourhoods. The number of people killed or seriously injured on the roads remains stubbornly high, however the most recent data shows the suicide rate locally was the lowest in the region. Excess winter deaths are high locally as are deaths considered amenable to health care. Infant death rates under 7 days and under 28 days are higher locally than nationally but deaths under 1 year are not significantly different.

· In terms of health behaviours

· North East Lincolnshire has the second highest proportion of adults smoking in the region but a higher proportion successfully quit locally in 2008 than regionally or nationally. Smoking in pregnancy remains an issue. 

· The proportion of young people smoking is still high locally but is slightly less than last year.

· Fewer people locally eat the recommended portions of fruit and vegetables (5 a day) and the portion of young people doing so has declined between 2007 and 2008.

· Obesity levels among adults and children are comparatively high.

· Participation in sport and recreation increased between 2005/6 and 2007/8 and volunteering to support sport has also increased. Generally, a higher proportion of people locally are more satisfied with the level of sports provision. 81% of children and young people participate in PE and sport.

· Alcohol remains an issue in terms of the numbers of dependent, chronic and binge drinkers, alcohol related hospital admissions and alcohol related recorded crimes. More young people locally have tried alcohol.

· There is a low uptake of contraception locally and high teenage pregnancy and termination rates. Coverage targets for Chlamydia screening were met last year

Testimonial for Alcohol Harm reduction Strategy

Dianne Draper

Health Policy Manager

Regional Public Health Group

N East Lincolnshire took the initiative to address alcohol related harm early on in the development of the Alcohol Improvement Programme. Their thorough approach, starting with a comprehensive analysis of need allowed development of innovative programmes and attracted funding locally. Their progress and their high alcohol related hospital admissions allowed them to be part of the Department of Health's Early Implementer Programme and have consistently performed to a high level, linking work with key partners such as the Criminal Justice System. Their strategy is comprehensive and links to key local strategic documents, such as the Local Area Agreement.

Diane Draper

Public Health lead for Alcohol

Government Office for Yorkshire and Humber 

Lateral Building 

8 City Walk Leeds

LS11 9AT

Work     0113 341 2683

Mobile   07789 652879

The updated JSNA information suggests that the priorities chosen remain highly relevant. However, there is a need to re-focus on the most important of these to make a visible, tangible and measurable difference, rather than attempting to make a difference in all areas at the same time and only making slight improvements.

Achieving significant improvement in 3 key areas has the potential to deliver the maximum impact on overall quality of life in North East Lincolnshire. These top priorities are: 

Underlying factor: 
worklessness

Population group: 
children and young people

Outcome:
health inequalities (specifically heart disease, cancer, smoking and road casualties)

[image: image19.jpg]The chart below shows how people's health in this local authority compares to the rest of England.
The local result for each indicator is shown as a circle, against the range of results for England which
is shown as a bar. A green circle may still indicate an important public health problem.
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Percentile Percentile
*relates to National Indicator Set 2009
Eoml indicator Perveur | Vatn | Aup |t England Fonge B
1 Deprivation 61017 | 384 | 199 | 892 ® o 0.0
2 2 Children in poverty * 8813 | 27.3 | 224 | 665 ®ou 60
é 3 Statutory homelessness 242 34 28 8.9 © 00
% 4 GCSE achieved (5A*Cinc. Eng & Maths) *| 879 | 397 | 483 | 265 ® ¢ 733
g 5 Violent crime * 3846 | 242 | 176 | 384 @ & 48
6 Carbon emissions * 1836 1.6 | 7.2 | 157 O & 48
7 Smoking in pregnancy 583 298 | 147 | 378 ® & 37
s 8 Breast feeding initiation * 1041 | 533 | 710 | 325 ® & 92.2
E %‘ £ 9 Physically active children * 18875 | 0.7 | 900 | 775 ¢ |0 100.0
% gg 10 Obese children * 190 13| 96 | 162 ® 39
“5 In Children's tooth decay (at age 5) n/a 16 | 15 | 32 ¢ KJ 00
12 Teenage pregnancy (under 18) * 230 651 | 412 | 79.1 ® & 15.0
- 13 Adults who smoke * nia 335 | 241 | 409 ® P 13.7
E ° 14 Binge drinking adults nfa 224 | 180 | 289 ® 97
E é 15 Healthy eating adults nia | 211|263 | 158 ® 458
% - 16 Physically active adults nfa 108 | 108 | 44 @ 171
A 17 Obese adults nfa 268 | 236 | 312 ® o 119
18 Over 65s 'not in good health' 5863 | 22.7 | 215 | 325 @ ® 135
19 Incapacity benefits for mental illness * 2700 | 284 | 277 | 594 ) 87
2 £ |20 Hospital stays for alcohol related harm * 3323 |1736.111472.5(2615.1 @ & 639.9
§§ 21 Drug misuse 1326 | 130 [ 98 | 275 o 13
] 2 22 People diagnosed with diabetes 7019 | 44 | 41 | 63 ® < 26
23 New cases of tuberculosis n/a na | 150 | 1021 o 00
24 Hip fracture in over-65s 181 5207 | 4798 | 6998 for " 219.0
25 Excess winter deaths 59 11.0 1170 | 303 k3 (0] 40
26 Life expectancy - male * nfa 760 | 777 | 732 ® & 83.7
5 £ |27 Life expectancy - female * nfa 808 | 818 | 78.1 v 878
gﬁ 28 Infant deaths 12 63 | 49 | 96 o ¢ 13
g’ § 29 Deaths from smoking 288 |2394 2102 (3302 S 1344
% g 30 Early deaths: heart disease & stroke * 173 | 963 | 791 | 1305 e © 380
31 Early deaths: cancer * 230 | 1278|1155 (1643 ® © 757
32 Road injuries and deaths * 128 80.7 | 543 | 1883 ® T 184

Notes (numbers in bold refer to the above indicators)

1 % of people in this area living in 20% most deprived areas of England 2007 2 % of children living in families receiving means-tested benefits 2007 3 Crude rate per
1,000 households 2007/08 4 % at Key Stage 4 2007/08 5 Recorded violence against the person crimes crude rate per 1,000 population 2007/08 6 Total end user CO2
emissions per capita (tonnes CO2 per resident) 2006 7 % of mothers smoking in pregnancy where status is known 2007/08 8 % of mothers initiating breast feeding
where status is known 2007/08 9 % 5-16 year olds who spent at least 2 hours per week on high quality PE and school sport 2007/08 10 % of school children in
reception year 2007/08 11 Average number of teeth per child age 5 which were actively decayed, filled or had been extracted 2005/06 12 Under-18 conception rate per
1,000 females (crude rate) 2005-2007 13 %. Modelled estimate from Health Survey for England 2003-2005 14 %. Modelled estimate from Health Survey for England
2003-2005 15 %. Modelled estimate from Health Survey for England 2003-2005 16 % aged 16+ 2007/08 17 %. Modelled estimate from Health Survey for England
2003 -2005 18 % who self-assessed general health as ‘not good’ (directly age and sex standardised) 2001 19 Crude rate per 1,000 working age population 2007 20
Directly age and sex standardised rate per 100,000 population 2007/08 21 Crude rate per 1,000 population aged 15-64 2006/07 22 % of people on GP registers with a
recorded diagnosis of diabetes 2007/08 23 Crude rate per 100,000 population 2004-2006 24 Directly age-standardised rate for emergency admission 2006/07 25 Ratio
of excess winter deaths (observed winter deaths minus expected deaths based on non-winter deaths) to average non-winter deaths 1.08.04- 31.07.07 26 At birth,
2005-2007 27 At birth, 2005-2007 28 Rate per 1,000 live births 2005-2007 29 Per 100,000 population age 35+, directly age standardised rate 2005-2007 30 Directly
age standardised rate per 100,000 population under 75 2005-2007 31 Directly age standardised rate per 100,000 population under 75 2005-2007 32 Rate per 100,000
population 2005-2007




Source: APHO and Department of Health 2009.
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Quality Counts
The CTP recognises that the “improvement in quality must be accelerated to ensure that the NHS is fit for the new era” (DoH NHS 2010 – 2015: from good to great Publication).
The CTP aspires to become a world class commissioner by assessing needs and making decisions to secure services to meet those needs within available resources thereby ensuring that health benefits, high quality care and positive clinical outcomes are achieved.

Lord Darzi (2008) recommended in his report High Quality Care for All that there should be “an NHS that gives patients and the public more information and choice, works in partnership and has quality of care at its heart”

The CTP is committed to continually improving and driving up quality, and to ensuring that the individuals experience of care and treatment is sought and heard to improve services.  The approach of the CTP is to work in partnership with providers whilst ensuring that evidence based, safe, high quality services are delivered. This is reflected in Table X (Vision)

The Darzi report High Quality Care for All expands NICE’s role to include setting and approving more independent quality standards for the NHS.  The standards should clarify what high quality care looks like with regard to:

· Clinical effectiveness
· Patient Safety
· Patient experience
The NICE quality standards will be a set of specific, concise statements acting as markers of high quality, cost effective care across a pathway or a clinical area.  This work is a key part of making quality the organizing principle of the NHS.
The NHS Constitution establishes the principles and values of the NHS in England.  It sets out the rights to which individuals, public and staff are entitled, and pledges which the NHS is committed to achieve together with responsibilities which the public, individuals and staff owe to one another to ensure that the NHS operates fairly and effectively.  The CTP is fully committed to take account of the constitution in all our decisions and actions.  

There are also a wide range of national drivers that will continue to drive quality in commissioning. The economic down turn will have a profound impact on the delivery of public services. The NHS will need to continue to deliver on these commitments in an environment of significant financial challenge. The Department of Health has emphasised its commitment to this through the focus on quality, innovation productivity and prevention underpinning delivery of the future strategy. 

Local approach to quality 

CQuINs

The CTP is committed to developing and delivering a set of quality and patient reported outcome and experience measures that can demonstrate to the public that we are commissioning responsive, accessible and high quality services.

National, regional and local quality measures are monitored though quality performance contract monitoring meetings with all providers. 

Local and regional CQuINs have been agreed within acute services, community services and adult mental health services. Providers have submitted data and results have been discussed at regular quality meetings, with recommendations made for further improvement. Further refinement of the regional CQuIN indicators is continuing at SHA level to ensure measures do not duplicate core requirements and can demonstrate stretch. 
Local indictors are being developed through public workshops using Accord and commissioning groups to identify what quality means to them and develop quality metrics the community members wanted to see embedded in to the 10/11 contracts.

NLAG performed well in collecting data and although the validity of the data needs further improvement, the process of establishing region wide benchmarking data has been seen as national best practice.

Patient Reported Outcome and Experience Measures (PROMS & PREMS) 

The progress of data collection for the Patient recordable outcome measures (PROMS) via the Acute Trust has been monitored and good levels of returns have been achieved. Analysis of PROMS is being carried out at a national level and information generated from surveys will be brought to the quality contract meeting; results should be available from January 2010.

Patient recordable experience outcomes (PREMS) have initially been derived though the national in patient surveys for both acute and mental health services. Additional local surveys are also being carried out within NLaG.
NELCTP has also piloted real time individuals experience in community services e.g. district nursing teams with plans to embed this in all areas for re-design and also areas of concern within any of our providers, to inform our commissioning decisions. 
individuals experience intelligence also includes information from complaints and PALS for all our providers and this information is collated, trends analysed and regularly challenged at performance meetings.

Monitoring quality in healthcare is embedded through the regular Contract performance meetings. With-in social care, care home contracts have embedded the principles of Dignity in Care framework which sets out standards that providers can challenge their performance on. The ten point dignity challenge is a clear statement of what people can expect from a service that respects individuals dignity. In North East Lincolnshire we aspire to all those providing care to meet that challenge as individuals, organisations and as partners in the local health and social care community. This has been ratified by the CTP and the NELC. An action plan has been developed and currently being implemented 

Using the feedback from the public/ individuals workshops we have identified areas that local community members feel need to be improved. We have consulted our commissioning groups and clinical leads to identify areas that require further development. Use of external measures from national in patient survey diagnostic tool, Hospital guide and CQC results have also identified areas for development. These include discharge arrangements, information related to medication and respect and dignity.  Key outcomes that span across health and social care include end of life care and developing the dementia pathway. Quality outcomes as well as improved performance are monitored thorough performance meeting.

Primary Care

The CTP is currently reviewing its PMS contract to improve and strengthen the quality of services. The CTP already has a local performance framework with primary care as part of personal and general medical service contracts. The CTP has received a recommendation from the National Support Team for Health Inequalities to focus its attention on improving performance in the Quality and Outcomes Framework (QoF) as part of this framework has a clear focus on improving and reducing inequalities.  This has been embedded into the new PMS arrangements currently being developed.  A support team has been identified within the organisation to work with practices to improve performance to above the SHA average.

Respect & Dignity

Individuals experience measures in relation to Privacy and Dignity are captured within the CQC national individuals survey. Respect and dignity is a measure very dependant on the environment and patient expectations. Improvement in reported Respect and Dignity is a challenging measure to attain and therefore needs a wide body of work to improve patient perceived outcomes. 
First and foremost is understanding what matters to the individuals. A national survey was undertaken that demonstrate a number of areas that effect the individuals perception of their experience particularly related to Privacy and Dignity.

The areas individuals identified nationally include:
Cleanliness

Facilities 

Food /nutrition 

Staff attitude 

The CTP has developed an action plan which covers how as a commissioner we are challenging providers to improve their performance in the national survey through focusing on what matters to the individuals. 

At an individual level lack of respect for one’s dignity in care means feeling neglected or ignored whilst receiving care; being treated more as an object than a person; feeling privacy is not respected during intimate care; being addressed in a disrespectful way or with a disrespectful attitude.

In North East Lincolnshire in line with our strategic goals (people in control of their own care and accessible responsive quality care) our intention is to ensure dignity in care is extended to all adults receiving health and social care services irrespective of the setting and service provider, thereby including all vulnerable and hard to reach groups. 

The main provider of acute services for the CTP declared compliance with delivering Single Sex Accommodation in March 2009. Significant progress in eliminating mixed sex accommodation has been achieved. The acute trust is undertaking real time feedback from individuals, they have agreed to ward reviews using CTP non Executives and LINK members. Trends from Complaints and PALs enquires are regularly monitored and challenged.
Mental health services have declared compliance to DSSA standards. Individuals have been instrumental in designing their new buildings for in-patient services .This has been sited as good practice in DSSA SHA report. Mental Health have scored in the top quartile of the national in-patient survey for respect and dignity.

Outcomes have been developed with regard to dementia mapping and End of Life care.  These areas have a significant link to our strategic priority of individuals feeling they are treated with respect and dignity.

NHS Constitution

The NHS constitution establishes the principles and values of the NHS in England and sets out the rights to which individuals are entitled and the pledge which the NHS is committed to achieve together with the responsibilities which the public, individuals and staff owe to one another to ensure the NHS operates fairly and effectively.  The CTP is fully committed to take account of the constitution in all our decisions and actions with Trust Board endorsement in October 2009. This has been built into the Board Assurance Framework and in addition all reports to the board are required to demonstrate that all decisions being asked of the board have regard to the NHS Constitution.
Equality Impact Assessment

“The CTP’s overarching ambition is to improve health, tackle health inequality and improve the quality and experience of health services.   We approached this in the first instance by undertaking a joint strategic needs assessment to understand the health of our population and where there were unjustifiable inequalities in health.    Looking at this through the prism of the equality and diversity legislation, the JSNA identified the following key areas:

· there are inequalities between XX and YY place

· more men than women are likely to…

· the prevalence of XX condition is higher amongst these segments of the population 

· there are XX people living with a long-term disability

As a result, the key goals of our strategy are directed to tackling these particular areas. For example, XX and YY 

We believe therefore that our strategy can demonstrably help to reduce inequalities in health, and we can monitor this in the following way…… We have conducted an equality impact assessment on the overarching strategic plan, before finalizing it, to ensure that …. This identified that there is still more work to do on understanding ….

As we undertake the initiatives set out in Strategy we will conduct individual equality impact assessments against every initiative to ensure that the way we implement the strategy maximizes the impact we can have on inequalities.
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Insights from individuals, public, clinicians and local partners

Community engagement and stakeholder involvement is at the heart of the CTP and this year we are very proud of the establishment of ACCORD, our community membership scheme.  Over 2400 local people are already registered and actively involved in the CTP business.  As part of the establishment of the 4 commissioning groups in September 2009 28 ACCORD members are now members of the board (4 of whom are the Chairs).  This has received national recognition for good practice. 
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let’s get better together




Testimonial - The Roundabout Service User Group (Substance Misuse)

North East Lincolnshire

Original members from what became ‘The Roundabout’ User Group in North East Lincolnshire have been involved in the Yorkshire and the Humber Regional User Network for the past five years and have contributed much to local, regional and national debates and events.  Members from ‘The Roundabout’ have presented their own journeys to illustrate care pathways through the treatment system, they have been involved in debates about enhancing recovery in criminal justice settings and have always offered support to the many new and emerging user groups from across the region that want to follow their excellent example of effective delivery of user involvement that works as well for the user members as it does for the local Partnership.

The Regional NTA Team fully supports the ongoing work of The Roundabout Service User Group and are happy to endorse their work.‘
Liz Butcher
Deputy Regional Manager

National Treatment Agency - Yorkshire and the Humber
Lateral, 8 City Walk, Leeds, LS11 9AT

M: 07795 121055  D/L: 0113 341 2650

Collaborative Approach

The investment of the organisation during the last few years in the Collaborative approach to improving health and wellbeing has seen a common thread in increasing social capital, reducing health inequalities and social isolation.  Themes currently are: early presentation of cancer symptoms, older peoples health and wellbeing, coronary heart disease, skin health and falls prevention.  The introduction and embedding of social marketing to all themes has been key to the success of awareness raising and behaviour change as the interventions are all community-led and owned.  The skills being developed are transferable to other priority areas for the CTP and already include some areas, such as screening. A worklessness collaborative has been established by the LSP following the CTP’s blueprint.
The CHD collaborative approach dovetails well with stroke awareness raising and prevention and learning from the year long CHD pilot could inform further development of the CVD interventions to impact on health inequalities.  There are also related links to stroke and the approach could be used for awareness raising and prevention, led by communities.  Early indications from the CHD collaborative show that community and workplace blood pressure testing is helping to identify unknown hypertensive risks.

There are also plans to work closely with the obesity collaborative, which is being run by NELC during 2010, to ensure close networking.

The Cancer Collaborative, using its community-led social marketing approach will extend its role to work in local communities to raise awareness of the importance of breast screening.  

The Cancer Collaborative is continuing to work with local partners to raise awareness of bowel screening and to encourage better uptake.  

In terms of health inequalities for cancer, the Humber & East Yorkshire Cancer Network has identified priority tumour sites for raising awareness in lung, skin and Upper GI cancers and the CTP has submitted its own strategy for cancer in response to the requirements of the National Early Awareness and Diagnosis initiative and the Cancer Reform Strategy.  A network wide clinical audit is to take place next year for bowel cancer which will examine late presentation and help to inform future improvements for cancer mortality rates.
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The Trust has developed a model for Community Engagement that ensures the voices of community members are listened to, and influences, the commissioning judgements, processes and priorities of the Care Trust Plus in respect of health and social care whether those decisions are at a strategic, commissioning group or individual level.

The Accord membership scheme with the elected lay representatives on each Commissioning Board is an essential strand in this work.  

To support our social marketing approach to community engagement the CTP has established a model which:-
1. provides a flow chart and priority process for community engagement requests

2. enables the development of a central community engagement database to monitor engagement activity (quality assurance)

3. enables the implementation of a performance management framework for community engagement that will support our evidence base for external assessment

NEED TO INCLUDE SOME MENTION THAT A FORMAL EVALUATION OF COLLABORATIVE APPROACH HAS BEEN COMPLETED

NEED TO ASK JEREMY TO COMPLETE 2/3 SENTENCES ON THIS

The Older Peoples Health and Wellbeing initiative has helped to reduce social isolation and keeping people active.  7 Social clubs have been established, which run on a weekly basis, a lunch club in East Marsh, various shiabashi exercise initiatives and an annual ‘snug as a bug’ campaign, which aims to keep older people warm and well in winter, working with partner agencies on the Keep Warm, Keep Well front. 

Early intervention for dementia has natural links to the Older Peoples Health and Wellbeing Programme because of the target age group and networks already established.

A newly launched skin health collaborative is currently underway, which aims to raise awareness in the community and prevent skin breakdown.  Community involvement will be key in helping to devise service redesign and reduce the need for hospital admission.

All Collaboratives are dependent on strong community engagement and a healthy base of community team members exists across North East Lincolnshire, for future initiatives 

Services will be identified for review for their local populations (each group will undertake a minimum of 4 service reviews per annum).  Areas already identified Dermatology, End of Life, Dementia, Obesity, Health and Social Care Priorities for investment / disinvestment, Privacy and Dignity.

NEED TO MENTION HERE THAT THE COLLABORATIVE IS HELPING THE DEPT OF HEALTH TO DEVELOP QUALITY STANDARDS FOR BETTER SKIN HEALTH.  (JO GANDER HAS DETAILS)

NEED TO MENTION THE SOCIAL MARKETING APPROACH TAKEN TO ESTABLISH THE “COMMUNITY VOICE” FOR ADULT SAFEGUARDING. 

(BILL MCCARTHY SEES US AS A LEADER IN THE NHS ON AS BECAUSE OF OUR WIDER RESPONSIBILITIES).
	Stakeholder Engagement – what we did

	Internal

· Attending Staff team meetings and also user forums
· Training for all Commissioning group Board members 

· Election of commissioning group public representatives

· Commissioning Groups held first Board meeting with the elected Public Representatives 

· Working with personalisation agenda to allow people to be more active participants in deciding and choosing care packages 

· Raising Accord awareness with primary care and the public 

· Accord intranet site now completed and available to staff

· Accord newsletter to all 2000 plus members sent out 

· Raising awareness of the effectiveness of the collaborative approach in redesigning and developing services, and embed the process in the work of the Commissioning Groups.

· Customer Care Team visiting GP practices and Care Homes to promote PALS & Complaints. Also Care Home contracts now include a requirement to report on complaints


	Public

Other work underway with the public

· Falls Collaborative in Sept / October ran a campaign by the public to prevent falls within public transport mainly buses

· November – working with public on Quality in contracts to develop local quality standards
· December – Working with public on Commissioning priorities
Other consultations underway or being planned
· Local Stroke services collaborative

· Local cardiology services consultation

· Dementia services review

· End of Life Care review – engagement / awareness week

Work the collaboratives are doing

Older Peoples Collaborative Keep Warm, Keep Safe campaign held I community venues / social clubs to address winter deaths / flu  Affordable Warmth ‘Snug as a Bug’ also held in shopping centres / social clubs last year and this year.
Ongoing social clubs in various areas across NE Lincolnshire to engage with people we would not necessarily engage. Examples of case studies in the collaborative evidence booklet.

CHD Blood pressure testing in North East Lincolnshire for HOPE Commissioning Group. Community members trained to do blood pressure testing.  Planning a week event for Young’s Group and already worked with local employers like Asda, Youngs, Coldwater etc.

Cancer

Cervical screening – campaign to raise awareness amongst young women with Viking FM – now being taken into Freshney Place

Healthy Skin Collaborative – work with the public in the community with raising awareness and reviewing treatment options to maintain healthy skin.

Other service reviews that involved the public in 09/10 included: Dermatology

Foot care


	Partners

· Developed a partnership group with local organisations to establish joint recruitment fairs for our membership. 

· The partnership group established a combined Engagement calendar 

· Working with Vanel – on award winning ‘COMPACT’ approach for procurement and provision of services. 

· Working on the Older Peoples Strategy and action plan through the LSP Healthier wellbeing board.

· Working with SHA Public and patient involvement group to develop an engagement model for SHA specialist services ie IVF policy.

· Looking at development of an SHA based approach to social marketing particularly around Stroke & End of Life 

· Working With Membra and United Health (FESC) partners in developing effective ongoing public involvement

· Transport review with ENGAGE, CTP and Vanel undertaking a working with LINk to share workplans and ensure actions are co-ordinated and acted upon
· Working at developing the five ‘Neighbourhood’ Big Conversation weeks

· Supporting the councils worklessness collaborative developing cross organisational working to tackle an issue affecting all the public services.

	Professionals

· Through the commissioning groups,

· Development of an urgent care strategy. Particularly Lincs 2 care used members to review the waiting and services at the emergency care centre

· Physiotherapy review within Lincs to Care

· Neurology services review

· Developing a Skin Health Collaborative with the public, industry, clinicians to develop an awareness campaign (social marketing) to highlight early risks of skin problems 

· Establish a stroke collaborative to involve the public more in areas to highlight awareness developing prevention techniques 

· Participating in the National PPGs pilot work this year. Promoting development of the PPGs to gain further engagement of patients participating in primary care services supported now by the engagement workers and the CG Boards.  Local PMS Contracts need to develop patient participation groups so undertaken and established earlier.



Stakeholder engagement – What we heard 

	Last year we identified health inequalities and developing the community engagement model as two key areas we wanted to develop.  NELCTP has made great efforts to improve and establish each area over the last 12 months.  However, each of the two areas need further development and continued public input if we are to continue to improve local services particularly around obesity and stroke services.
	ACCORD
	CVD Collaborative

	
	2400+ members registered and opted for areas of CTP work that they would like to be actively involved and engaged in.  28 are now elected members of the Commissioning Groups and all 4 Chairs are ACCORD members.
	Choice can sometimes be an issue for local people and stroke services are often out of area.  We have worked with the CHD Collaborative to develop new stroke pathways across the north and south bank to deliver improvements in the vital signs where we have underachieved on targets. 

	
	Health Inequalities
	Podiatry services

	
	Smoking and obesity were raised as areas of greatest concern locally. Actively engaging with Year 4 and 5 children who are displaying weight problems and in partnership with them and their families tailoring personal care packages. 
	During a public board questions were raised about community podiatry services.  This led to a user group developing a new service specification that was tendered and awarded to a local voluntary organisation. 

	
	These four issues have been considered in the reflections of our goals and the design of our initiatives - Stroke services (5), personalisation (7), screening (1), obesity (2) and respect and dignity (8).


Local access to services
As previously identified NEL has many inequalities and it is for that reason that services locally need to be more responsive to local need, and creative in establishing solutions.  The following case studies demonstrate how these have successfully improved access based on clients needs:-

· Learning Disability Service

· Substance Misuse

· Open Door – Socially excluded

· NHS Dentistry

Case Study Learning Disabilities

Miss C is a young lady with profound learning disabilities and complex physical needs; she requires 24 hour support and shares a home with three other young people with similar needs. Miss C is confined to a wheelchair and for 11 years had tried unsuccessfully to access local leisure facilities including swimming; Miss C’s daily living opportunities were also severely restricted due to access and equality issues.  

Miss C was referred for a person centred plan to review her current situation and to support her in reaching her potential to live a fulfilling live. The person centred planning process resulted in a number of key actions which have realised outcomes that have significantly improved the quality of Miss Cs health and wellbeing. Partnership working between health and social care professionals, family and friends is of fundamental importance and has ensured that Miss C has gained the maximum benefit from the process.  The outcomes achieved are as follows:

· A Health Action Plan which supports Miss Cs mobility and general health issues including her need to benefit from relaxation techniques

· Weekly access to hydrotherapy in company with other young people with complex needs

· Improved day opportunities including access to adapted cycling, rebound and sensory therapy

· A more flexible approach by care providers resulting in increased social interaction with family and access to regular trips out and an annual holiday.

Miss Cs person centred planned is reviewed on a regular basis to ensure that her health and wellbeing needs continue to be met.

Substance Misuse Case Study – June 2009

Terry from Grimsby was injecting heroin on a daily basis as well as using crack cocaine two or three times a week.  He had served 2 prison sentences over the previous 4 years. After a short spell of being drug free after prison release Terry soon reverted back into his old ways of offending and using drugs. Terry’s mother had also died and he suffered anxiety, low self esteem, poor coping strategies and poor health due to his drug use.
He was then arrested for Burglary and a drug test in the Police Station revealed his heroin habit and he was referred to the Drug Intervention Programme, which in North East Lincolnshire is managed and hosted by the Care Trust Plus, 

Terry engaged with the Drug Interventions Programme and began a course of buprenorphine prescribing. He received one to one counselling, and also support around personal and social issues including coping with the death of his mum.  

In the last year while he has been stable he has achieved the goals he had agreed and worked towards with his DIP worker – to stop using drugs and offending and ultimately gain employment. 

As time continued Terry regained his confidence and at the end of his time with DIP he said “The overall support I received from the Drug Intervention Programme is a necessity for people who want to give up drugs” He told workers he felt that DIP had ‘saved his life’

Terry, now in his mid twenties is sustaining the positive changes that he has made over the last year and is drug free. He has his own Gardening business with a full order book. 
Open Door – more than just Health

The “Open Door” is an activity and social centre; it has a café, Citizens Advice Bureau, cookers for cookery classes, alternative therapies, showers and flexible activity space that is open to all. Each of these facilities provides people with a reason to be there, a place of safety and the means to socialise. Their time can be productively occupied by appropriate and genuine activities, facilitated eventually by individuals as volunteers (thereby providing a development path to respect and self-esteem).

Though it provides a range of clinical services, it is not a GP surgery and was not designed, positioned or branded as such. The aim is to provide a safe a secure environment where vulnerable members of the community can come for information, advice, care, nutritional sustenance and productive utilisation of time. The health services are available to all but the main reasons to be there will be to find a place of safety and socialisation. To that end the physical design of the building was to provide the ambience and facilities, whilst very careful observance of a co-produced set of rules will ensure the environment is both protective and supportive. 

Open Door is run as a self-sustaining social enterprise but with a PMS contract. An APMS contract would have seemed the most obvious commercial route, but we were keen to provide these vulnerable people with the full range of services enjoyed by the rest of society. To support us to create this unique enterprise we became affiliates of the Big Life Company in Manchester. Big Life is the home of ‘Big Issue in the North’ alongside several other award winning enterprises and has been in existence for 10 years with an annual turnover of £10 Million. Big Lifes’ corporate success and experience has provided a platform for Open Door to learn from and aspire to. 

We are not seeking to build a huge registered population, but simply to meet unmet need where that exists. If an individual attends Open Door for care but is already registered with another practice we discourage them from registering with us but work with them to build an improved relationship with their existing GP Practice. During our first 2 years of operating we have registered nearly a 1000 people and over 4000 people have accessed services of some description at Open Door.  The morbidity of the registered population demonstrates the unique nature of the challenges faced by Open Door. The age profile means that the majority of under 50 years of age and aren’t demonstrating chronic disease. An inability to manage money well or even afford a balanced diet leads to the majority of the patients being under weight. Morbid obesity is rare. We only have 2 diabetics, 4 epileptics and no COPD. However, our incidence of mental illness is such that a Consultant Psychiatrist now undertakes clinics in the centre, and he recently wrote to the PCT expressing his concern that Open Door had identified 9 individuals suffering from severe mental illness who appear to have never have received any mental health care anywhere in England.   

Our unique role in the local community has enabled us to develop strong relationships with many local stakeholders from both the public and voluntary sector. For example, the local Accident and Emergency Dept automatically refer anyone who attends there who isn’t registered with a GP to Open Door, and the Police work with us to support prolific and priority offenders. A unique relationship for Open Door is with Abbey Santender Bank. Not only do Abbey provide our business banking but they will also create bank accounts for our clients who need one irrespective of an individuals criminal or social past. Open Door is creating a reputation locally as legitimate advocates for vulnerable people and marginalised groups and is now frequently asked to comment on the suitability of proposed services for the people we service. 

Existing targets and local & national health priorities 

The graphs below describe the CTP’s performance in the Annual Health Check in 2008.
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	In developing 2009/10 strategy, NELCTP assessed performance against existing targets and explored changes in local and national priorities
	National
	Local

	
	Strong Performance
	Strong Performance

	
	· 18 week referral to treatment

· Access to primary care

· All cancers 2 week wait
	· Smoking quitters

· Mental health settled accommodation

· Ambulance targets Cat A & B

	
	Disappointing Performance & Risks
	Disappointing Performance & Risks

	
	· All age, all cause mortality

· Breast cancer screening

· Stroke care

· Diabetic Retinopathy

· Teenage conceptions


	· Alcohol related admissions

· Smoking During Pregnancy

	
	Mitigating Actions
	Mitigating Actions

	
	General

· Organisation wide performance management arrangements strengthened. Specifically, the reconfiguration of the corporate performance management report to the board tracking progress against targets which form part of the CQC Periodic Review, the Local Area Agreement and World Class Commissioning outcomes as well as mapping performance indicators to the strategic priorities of the organisation. This gives a much clearer indication of how the organisation is performing in all the key domains which are of significance to the CTP as well as external regulators.

· The approach outlined above has been strengthened by more detailed exception reporting in areas where performance is below target. There is now a greater focus on how performance has moved over a number of years and this provides more meaningful context. It is intended to further develop this work by incorporating benchmarking information against the exceptions. This will facilitate more rigorous challenge in the under performing areas.

· Performance Clinics have now been reconfigured as the Performance Sub-Committee. These are held monthly and are chaired by the Director of Contracting and Performance. The Chief Executive and a Non-Executive Director (in this case the Chair of the CTP) are standing members of the Sub-Committee whilst Executive Directors are expected to attend to account for their performance and face challenge in areas of under performance. These changes have significantly raised the profile of the performance agenda in the organisation.

	
	Specific

· All Age All Cause Mortality
The main contributors to this indicator are circulatory disease mortality, particularly CHD, and cancers mortality. Recent years’ data shows that rates have increased slightly particularly for men. Men’s health promotion as well as the interventions listed for CHD and cancers mortality will help to address this. It is important that programmes target the most deprived areas where rates are high. AAAC mortality remedial action plan has been developed for this indicator.  The CTP will hit the national target for reduction in CVD mortality.
· Breast cancer screening

A formal recovery plan put in place by all 4 Humberside PCTs with the Humberside Breast Screening Service means that the invitations standard is now being met. The Cancer Collaborative and Public Health staff putting in place their action plan to increase local uptake of invitations.

· Stroke care

There is a considerable amount of work ongoing to implement the stroke care pathway and the Stroke Assurance Framework. It is envisaged that this, together with the development of more robust contract management arrangements will deliver significant improvements in service.  ABCD TIA Pathway launched alongside direct admissions to the Stroke unit.
· Diabetic Retinopathy

There is on-going difficulty across Humberside with this service with varying degrees of performance for the 4 partner PCTs. 

• The Retinal Screening steering group is aware of the problems and HEY are producing an action plan with clear trajectories to show full achievement of target. 

• The CTP along with NLPCT is exploring the possibility of re-tendering the service. 

• A formal paper and recovery plan was presented to CEC on the 16th July 2009. The progress to date of the DRS service was noted and it was agreed to monitor the recovery. Plans are in place to deliver the targets by year end.
· Teenage conceptions

2008 data has revealed a fall in the teenage pregnancy rate compared with a rise in the region and nationally. However we remain well off trajectory to achieve the 2010 target. An Executive Board is overseeing the development of an action plan with 8 strategic outcomes focused on substantially improving our performance on this indicator. A strategic Lead Officer has been appointed to focus on reducing teen conceptions & support teen parents. There have been a large number of recent developments which are described in the action plan and should produce a more effective performance in the months and years ahead. Multi Agency task groups are working on specific projects to reduce teen conceptions. The main areas of action are as follows: 

• Increase access to Contraception & Sexual Health services with an emphasis on LARC (new Sexual Health Service commissioned).
• Implement C Card scheme to increase access to condoms 

• Map out current Sex & Relationships Education (SRE) provision in schools & develop quality programmes in partnership with Healthy Schools 

• Work with parents and carers to support them to talk to children and young people about SRE 

• Develop school based sexual health services 

• Develop workforce strategy and training matrix to increase number of staff with Sexual Health training

· Alcohol related admissions

The 'High Impact' activities that DH and research suggest will slow the rate of admissions are now in place and becoming 'mainstreamed' in GP surgeries, A & E Dept and police cells. Capacity to deliver brief and extended interventions and specialised treatment continues to increase as extra funding is applied and new partnerships are formed.
· Smoking During Pregnancy

SSS quit programmes for pregnant women are under review and proposals to remodel services to lift capacity, extend reach and improve flexibility are out to consultation. 

The SSS is to train 5 family services staff working out of East and West Marsh to deliver stop smoking support programmes within that community. 

130 midwifery staff have been trained to identify pregnant smokers and signpost and/or refer them to the SSS programmes 

The Tobacco Control co-ordinator is developing and taking forward a range of initiatives these include: the adoption of smokefree homes (launch due in October 2009); Engagement of key partners through NEL tobacco alliance group; The co-ordination of a campaign promoting the services that are available to support pregnant smokers wanting to quit. 



	
	WCC

	
	Strong Performance
	Disappointing Performance & Risks

	
	· Performance against goals 2 and 3 has been improving.
	· Need to focus greater efforts towards meeting goal 1

	
	Mitigating Actions

	
	· This year the intention is to make measurable commitments and set outcome aspirations against each goal. 

· Revise interventions for Goal 1

· Introduce a 4th Goal to commission an improved range of services to meet the needs of our local communities more efficiently, at a time when all health and social care services are facing significant demographic and financial challenges. 



	
	NELCTP remains committed to it’s Vital Signs requirements.  Past performance suggests we are on track to exceed some of these commitments, but others need further work with our partners and these are reflected in our ambitious WCC outcome aspirations, goals and initiatives.



Provider landscape

North East Lincolnshire is a fairly isolated community with one main access route into & out of the area (the A180). The majority of the resident population do not own cars & so rely on public transport to access services. This has meant that one of the CTPs responsibilities is to ensure that the population have access to good quality services as close to “home” a possible. Because of the need to have services located within NEL & the limited scope for easy expansion of services to other communities if located within NEL this has resulted in need to develop strong working relationships with existing providers & use these relationships rather than open market competition on a routine basis to secure change. 

North East Lincolnshire is services by a medium sized FT, Northern Lincolnshire & Goole Hospitals NHS Foundation Trust which operates from 3 sites, Grimsby, Scunthorpe & Goole. To date there has been relatively little rationalisation of services onto a single sites & the hospitals work semi-autonomously, it is not a specialist provider. Over 80% of the population within NEL live within 5 miles of the Grimsby hospital. The CTP is currently working with NL&G to review & change the way services are delivered across 3 major areas; Unplanned, Planned & Women’s & Children’s, these major change programmes will be looking to reduce reliance on hospital based services & developing where appropriate community/home based solutions with a range of providers from across all market sectors. The model for delivery will be based around the concept of extended practice teams. One of the key risks that will need to be managed through these programmes of work will be to ensure the continued financial & clinical viability of acute services delivered locally.

The majority of the populations Tertiary & specialist services are commissioned from Hull & East Yorkshire NHS Trust, however specialist Children’s services are predominantly provided by Sheffield Children’s Hospitals NHS Foundation Trust. There are working relationships built over many years between NL&G & Sheffield & a number of Children’s services are provided on an outreach basis on the Grimsby site. The CTP is an active member of the Yorkshire & Humber Specialist Services Group & has worked with neighbouring PCT’s to establish NEYCOM, which is acting as regional sub group to the SCG. Through this sub group commissioners are working together to ensure that specialist services continue to be able to be provided through the 3 specialist centres where appropriate. 

The CTP prides itself on the relationship that it has with its primary care providers & this relationship is demonstrated by the high number of locally negotiated PMS contracts with GP’s & PDS contracts with dentists. The CTP is currently undertaking a review of its PMS contracts & is currently negotiating a new contract which will ensure that there is consistent access to quality services within primary care & through which value for money can be demonstrated. Through the Estates strategy group the CTP has been working to improved the premises from which primary care services are provided. This has resulted in a number of purpose built primary & community care centres being developed within NEL. Each building has capacity to deliver additional services & will therefore support the move of services from out of the hospital & into the community.  

Currently within NEL there is no extra care housing provision & this has lead to a high level of reliance on nursing & residential care.  There are consequently a large number of nursing & residential care homes & providers within NEL with variable levels of quality. Over the period of this strategy the CTP will be working with North East Lincolnshire Council & its other Strategic Partners to develop some extra care housing within NEL & so break the chain of reliance on nursing/residential homes.  The CTP is currently working to develop the nursing / residential care home market with the aim of reducing number of homes within NEL, & raising the quality of services within those that remain. The CTP has been developing a standard contract for use with the homes which aims to reward quality services, & has already taken a commissioning decision not to place clients needing care in 0 & 1 star CQC rated homes.
During 2009/10 the CTP working with the Children’s Trust decommissioned its existing specialist CAMHS service provider & has entered into an interim arrangement with a new provider. During 2010/11 the CTP & Children’s Trust will be going out to procure a longer term special CAMHS provider, it is expected that this new provider will be operational within NEL during 2011/12. 

Detailed in the tables below is a summary of the type & number of contracts that the CTP currently holds & manages:

Overview of Contracting scope and activity 

The CTP lets contracts as follows:

Primary Care

	
	Total Contracts
	GMS Contracts
	PMS Contracts
	No of Practices

	General Practitioners (note 1)
	23
	2
	21
	32

	Dentists
	Total Contracts
	GDS Contracts
	PDS Contracts
	Trust Contracts

	
	21
	2
	15
	4

	Orthodontists
	2
	
	
	

	Pharmacy
	34
	
	
	

	Ophthalmology
	23
	
	
	

	Continuing & Funded Nursing (note 2)
	Total Contracts
	Continuing Care
	Funded Nursing
	Other

	
	261
	96
	144
	21

	Out of Hours
	1
	
	
	


Notes:

1. Some contracts cover multiple practices

2. Individual patient agreements held for these patients not specific contracts with providers for general services.

NHS Community and Secondary Care

	
	Total contracts
	FT
	NHST
	PCT
	3rd sector
	CTP in-house

	Secondary / Tertiary contracts
	10
	3
	6
	
	1
	

	Mental Health
	10
	1
	4
	
	3
	2

	Community and Learning Disability
	1
	
	
	
	
	1

	Other
	5
	
	1
	
	4
	


Adult Social Care

	
	Total contracts
	Older people
	Learning Disability
	Mental health
	Physical Disability
	Int. Care
	Home Care

	Residential and Home Care :

· In Area

· Out of Area
	75
	44
	10
	7
	
	1
	15

	
	78
	27
	36
	6
	4
	Other 

2
	3

	Day Care and Carers:

· In Area
	7
	4
	2
	1
	
	
	

	
	
	
	
	
	
	
	

	Direct support
	15
	Meals
	Laundry
	Direct payment
	
	
	

	
	
	6
	1
	1
	
	
	

	Other
	3
	
	
	
	
	
	


Activity commissioned

The pie chart illustrates the range and profile of services commissioned from independent contractors in primary care, NHS Trusts, Foundation Trusts, the CTP provider arm (Care Plus and Mental Health), social enterprise (Tukes) and the third sector (podiatry) as well as for adult social care.

In line with the 2009/10 Operating Plan, the CTP is commissioning activity across service sectors to address:

· Projected population growth and needs assessment
· Projected growth in demand for services based on preceding year’s activity profile and predictive modelling
· Delivery of local and national targets

· Projected impacts of demand management and service redesign initiatives.

NELCTP has worked closely with the Regional specialist commissioning group and is working actively in the new sub-regional arrangements to explore collaborative commissioning opportunities with nearby PCT’s on the north and south bank.  This activity is incorporated into the graph below.
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In 2009/10 the CTP is forecasting an over performance against planned commissioned activity, which predominately relates to some additional secondary & tertiary hospital activity and increasing levels of Continuing Care. In year this is being managed by robust contract management.

From 2009/10 the CTP in partnership with NELC will be introducing a quality scheme to shift the performance in residential and nursing home care from poor to excellent.  Tier Two services are to be expanded to provide step up & step down facilities to greater support individuals in the transition between acute care & homecare.  Long term conditions will be managed by an integrated health & social care response to prevent both hospitalisation and Long term care.

PUT IN THE PIE CHARTS FROM GEOFF THAT SHOW THE MOVEMENT IN QUALITY RATINGS THAT HAS ALREADY TAKEN PLACE.
The CTP will be working with partners to develop supported living and extra care housing as direct alternatives to long term placements. All of these initiatives are expected to impact on the nursing/residential care sector within NEL, and discussions with current providers are in hand.

Market Management Strategy

Needs strengthening to include Market Analysis work with NHS Yorkshire & Humber and CAMHS/DRS example

North East Lincolnshire CTP is approaching market management using ‘The Eight Steps of Market Analysis’ (see diagram below). These steps give the CTP guidelines (based on general market management principles) on how to analyse a potential market sector and investigate the potential for development.

A Task Group has been recommended to be set-up. This will oversee the development of systems and processes required for market management to be embedded across the organisation.  The Task Group will have responsibility to ensure that the CTP has a managed market of high quality health and social care providers, and the appropriate balance of plurality and individual choice. 

The Eight Steps of Market Analysis


North East Lincolnshire Market Analysis Toolkit 2009

The CTP Contracts with almost 600 suppliers to ensure that local service provision delivers high quality care meeting commissioning criteria, including cost effectiveness, ease of accessibility for individuals and choice. 
Effective contract management is predicated on the development of close working relationships with all providers, supported by reliable, timely information streams to monitor performance and outcomes. Contract Management requires a detailed understanding of the environment in which each Provider operates and the issues that they may face. In this way timely revision of contracted services can be invoked to meet changing needs and circumstances in the local health economy or to address performance issues.

The CTP Provider arm supplies staff and services in support of a number of activities including Mental Health, Adult Social care, Out of Hours, and Community Nursing. In line with DH policy the CTP has worked towards clear separation of governance between Commissioning and Provision.

TCS Readiness
Following national guidance of Transforming Community Services, the CTP provider services ‘Care Plus’ and Mental Health’ met their requirements for business readiness by October 2009. The approach has engaged individuals, staff and key stakeholders to inform a clear strategy for the service, informed by a work programme and a limited number of measures across health and social care, to evidence the overall improvement in care. This work is overseen by the Provider Services Associate Board, which reviews and assesses the overall direction of services and the implementation of service plans.

The CTP is mindful of its many unique characteristics, the most significant being the level of integration across health and social care to improve overall health and wellbeing in local communities. Its medium term plan is to become an Integrated Care Organisation (ICO) by setting a clear direction for improving health and wellbeing at a greater pace than any other localities in the UK, through new models of integrated personalisation. The approach brings different kinds of expertise and interventions closer together and ensures resources are integrated for better care. The ICO is not a new concept but a natural evolution of the CTP, providing a flexible, personalised and seamless service. The ICO will strengthen strategic, tactical and operational commissioning within the organisation and through strong models of collaborative partnership, will effectively exercise competition and choice for individuals. 
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Mental Health Services has undergone progressive expansion in recent years and has undergone an initial assessment of organisational form. A five year Integrated Business Plan for Mental Health Services will be completed by April 2010 recognising the Directorate has recently been included in the 1st wave of social enterprises under the Department of Health’s “Right to Request” programme. It is intended that following external assurance, the CTP will consider the organisational form for Mental Health in spring 2010. The Mental Health Social Enterprise will operate within the umbrella of the North East Lincolnshire Integrated Care System.
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The CTP has developed a new commissioning model for integrated personalisation spanning tier 1 and 2 care.
The model encompasses:

· Single access point to care services (A3), that also provides advice 
and assistance where individuals are not taken into a final service 
response.

· Rapid Response, able to meet the crisis needs of individuals for us to 
72 hours (h + asc) whilst individual assessment and commissioning a
activities are completed, 24/7.

· Complex Case Management use of integrated risk satisfaction tool to 
identify those individuals with complex needs and the commissioning 
of personalised responses.
Financial Situation

The corporate financial strategy has been written on the basis of the current organisation configuration, to ensure that the core governance of the organisation is clear and robust, and to provide a platform for any future changes

The financial strategy of the CTP has a 10 year horizon, and has 4 key strategic objectives:

· Maintaining long term financial stability 

· Delivery of statutory and administrative financial duties 

· Ensuring Value for Money

· Supporting the delivery of national and local strategic objectives
To ensure delivery of these strategic objectives, the framework includes a focus on the following key areas.

Forward planning

The long term financial strategy provides the framework for the forward financial planning of the organisation. To support its delivery, a more detailed 5 year medium term financial plan (MTFP), will be maintained covering revenue, capital and cash. The MTFP will be fully integrated with the Local Operational Plan and Strategic Plan, and provide the basis for annual budgets. 

The board will undertake regular horizon scanning as part of its review of future year(s) priorities and annual business plans, and consider the impact of those issues on the financial strategy and MTFP.

A strong focus on risks and risk management is built into the planning approach.

Strategic Plan Links

The Strategic Plan sets the longer terms vision, objectives and priorities of the organisation. This is underpinned by a range of local initiatives. 

The strategy reflects NHS policy and performance priorities, and for Social Care the relevant national policies and external assessments, influenced by the strategic priorities agreed with NELC. 

The medium term and annual financial plans are constructed to support the delivery of these strategies and policies, whilst ensuring delivery of corporate financial duties and the financial strategy requirements.
The prioritisation of investments by the CTP (Section 2 Vision, Page…….) will be supported by the Financial Investment Principles cascade and explicitly prioritises investment in strategic priorities/initiatives. The cascade will be reviewed annually and agreed by the CTP Board, Commissioning Groups and ACCORD members will be involved in the refresh. 

Principles and criteria for disinvestment will be determined using table … on page, and will explicitly require correlation with strategic plans. QIPP is explicitly prioritised in the corporate savings plan (Section 2, Vision, Page…) to ensure that opportunities for improvement (service/population health) are maximised and any adverse impacts are minimised. 

The approach to investments and disinvestments is coherent across all strategic documents including Strategic Plan, Financial Strategy, OD plan.

Principles

Given the challenging financial environment, and future risks and challenges facing the organisation, our financial plans will:-

· Set a surplus financial budget each year equivalent to 0.5% of that years allocation not only to act as a buffer of last resort to avoid a deficit (and consequent resource loss in the following financial year) but also to provide an investment fund with which to develop services. 

· Have an underlying recurrent surplus, equivalent to 2% of that year’s allocation by the end of 2010/11. Future plans will not knowingly create a recurrent underlying deficit. The organisation has a small (£0.565m) underlying financial surplus within its 2009/10 financial plan. 
· Minimise recurrent investments
· Create non recurrent contingency funding each year, equivalent to 1.5% of the CTPs allocation. The level of contingency funding will be reviewed each year following an assessment of the risks that the CTP faces, so as to ensure that the level of contingency funding is set at a reasonable level.

· Create significant non recurrent funds to support “invest to save” schemes and non recurrent costs of change.

Stakeholder involvement
Internal and external stakeholders, including commissioning groups and key professional staff, will be involved in the development of financial plans. Plans will be discussed with key partners, and reflect their strategic intentions where appropriate. 

Individuals and Public involvement
Individuals and Public involvement in the use of financial resources will be achieved through two key routes. First, through structured engagement and influence in the strategic planning and commissioning processes as well as decisions at corporate, commissioning group, and individual level. Secondly, through their active involvement in the governance arrangements of the organisation, most notably at commissioning group level where the planning of services and resource use will be increasingly focussed.

Investments 

All significant investments, either capital or revenue, will undergo a formal multi-disciplinary appraisal process and be supported by a business case. As outlined in the Financial Investment Principles cascade the focus will be on Invest to Save schemes and areas that support the strategic plan. Cross cutting and enabling initiatives e.g. IT, estates will also be identified and evaluated as part of this process.

Disinvestment

The total disinvestment programme for the organisation is detailed within the 5 year Corporate Savings Plan, which is an integral part of the MTFP and incorporates the savings schemes identified through QIPP.  The plan will be reviewed and updated as a living document within the delivery arrangements detailed below, and formally reviewed and approved by the Board at least biannually.

The minimum scale of recurrent disinvestment for the organisation in each year will be determined by what is required to:

· sustain financial stability in the ‘base case’ of the MTFP whilst delivering the priority initiatives of the strategic plan

· meet the financial planning requirements set by the Department of Health and CTP Board

· provide sufficient contingency to cover the assessed likelihood and impact of key risks

To provide headroom to enable management of risks to saving delivery and the ‘downside case’ scenario within the MTFP, the organisation will strive to identify a minimum of 10% additional savings (recurrent and non recurrent) identified through internal and partnership approaches and from benchmarking and best practice evaluation.

Value for Money

The organisations Value for Money framework establishes the approach and focus to this critical agenda which underpins the financial strategy.  This is supported by a range of policies and processes including robust contract management and invoice validation.
Balance Sheet and Cash

Robust management of the balance sheet is supported by a range of policies and procedures with a focus on assets and cash.  Assurance is provided through audits and Audit Committee oversight.

Health Economics Development Policy
The current economic climate puts the NHS under increasing pressure to deliver high quality care for all but also reduce costs, increase efficiencies and streamline business processes. The CTP now more than ever needs to focus on spending smarter, investing for the future and delivering results.
Achieving the organisation’s goals demands an understanding of the current health needs of the CTP’s population, predicting the future needs of the population, advising on the most effective allocation of resources and monitoring their effectiveness. The Public Health Directorate is tapping into existing capacity and expertise within the CTP with the aim of coordinating, further developing and embedding health economics in the organisation. A Health Economics Development Manager is now in post to develop this area of work and the directorate is also investing in further skills development to utilise the many analytical tools that are available.

World Class Commissioning and Health Economics
World Class Commissioning (WCC) is a statement of intent, aimed at delivering outstanding performance in the way health and care services are commissioned in the NHS. 
For the CTP to become a world class commissioner it will need to put in place the knowledge, skills, behaviour and characteristics of a world class organisation by developing core organisational competencies. Health economics can be used among other disciplines to achieve these core organisational competencies and could be expected to play an important role in at least 7 of the 11 WCC competency areas:
Competency 3: Proactively seek and build continuous and meaningful engagement with the public and patients, to shape services and improve health

          4: Lead continuous and meaningful engagement with clinicians to inform strategy and drive quality, service design and resource utilisation

 6:  Prioritise investment according to local needs, service requirements and the values of the NHS

 7:  Effectively stimulate the market to meet demand and secure required clinical, health and well-being outcomes

 8: Promote and specify continuous improvements in quality and outcomes through clinical and provider innovation and configuration

 9:  Secure procurement skills that ensure robust and viable contracts

11: Make sound financial investments to ensure sustainable         development and value for money
For the CTP to be ‘world class’,  it recognises that it will have to be more systematic about assessing need, and use a number of health economics tools to inform what to commission in order to achieve maximum health gain for its population.  

Predictive Modelling

Predictive modelling is the process by which an existing model is used or a model created to best predict the probability of an outcome. The purpose of predictive modeling is to risk stratify a population to identify individual opportunities for intervention or action before the projected outcome has occurred. Predictive models include forecasting models, population impact models and individual risk stratification models.

Predictive modelling will be used by the CTP to inform the financial strategy and as such it is important that the CTP has robust predictive modelling tools in place. Examples of those currently used are:

· Projecting Adults Needs and Service information system (PANSI)

· Projecting Older People Population Information System (POPPI)

· Planning4care

· Excel GROWTH Function and Forecast Pro

· Prevalence Models

· IThink

· Hospital Activity Forecasting models
Predictive modelling will be used alongside other health economics models and techniques, such as Programme Budgeting and Marginal Analysis (PBMA) to assist in decision making. The CTPs Health Economics Development Policy provides further details.
Examples of Predictive Modelling in Practice

4. Strategy

	This section will outline the CTP’s Goals and Initiatives that will deliver the vision and values.  It will include:



	· Review of Year1 WCC

· An overview of the Goals, Initiatives and Health Outcomes
· Financial Scenarios.
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The CTP Board in conjunction with other individuals and stakeholders received the CTP’s vision and goals in light of the Year 2 WCC Assurance process and local, regional and national changes.
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	Goal
	Core Initiative
	Cross-cutting initiatives

	
	
	Build a sustainable care system

	Creating a healthy Community


	Increase access to screening
	To manage within available resources
	Reduce worklessness
	Reduce carbon footprint

	
	Reduce childhood obesity
	
	
	

	
	Reduce CVD mortality
	
	
	

	Accessible, responsive, quality care


	Reduce avoidable emergency admissions
	
	
	

	
	Implement stroke framework
	
	
	

	People in control of their own care


	Early intervention for dementia
	
	
	

	
	Increase number of personalised care packages
	
	
	

	
	Increase respect & dignity
	
	
	


The table below demonstrates how investments within the MTFP base case have been aligned to delivery of the Strategic Plan initiatives.

It is anticipated that the strategic initiatives will be reviewed and refreshed regularly, and therefore a ring-fenced reserve for their delivery has been established each year from 2011/12.

New Investment in MTFP (Base Case)
	Initiatives 
	Existing

Investment


	09/10
	10/11
	11/12
	12/13
	13/14
	Disinvestment

within corporate saving plan
	QIPP 

Impact 

	Screening
	(
	(
	(
	
	
	
	
	

	Childhood Obesity
	(
	
	(
	
	
	
	
	

	CVD
	(
	
	
	(
	
	
	
	(

	Avoidable Emergency Admissions
	(
	(
	(
	
	
	
	
	(

	Stroke
	(
	(
	(
	
	
	
	(
	(

	Dementia
	(
	
	
	
	
	
	
	(

	Personalised Care Plans
	(
	
	(
	
	
	
	
	(

	Dignity & Respect
	
	
	(
	
	
	
	
	(

	Financially & socially sustainable

· bottom line*

· initiatives ring fence 
	
	
	
	(
	(
	(
	(
	(

	Community Leader
	(
	(
	(
	(
	
	
	
	

	Carbon footprint
	
	
	
	(
	(
	(
	(
	(


* Whole MTFP constructed to ensure this is maintained.
The impact of the three financial scenarios on the investment in (and delivery of) the strategic initiatives has been assessed, and is summarised below.  The impact differs depending on the sensitivity to investment and the potential to increase the pace of cost reductions.

Scenario’s

	Initiatives 
	Upside
	Base
	Downside

	Screening
	T
	T
	T

	Childhood Obesity
	F
	T
	S

	CVD
	F
	T
	S

	Avoidable Admissions
	T
	T
	F

	Stroke
	F
	T
	T

	Dementia
	F
	T
	S

	Personalised Care Plans
	T
	T
	S

	Dignity & Respect
	T
	T
	T

	Financially & socially sound
	T
	T
	T

	Community Leader
	T
	T
	S

	Carbon footprint
	T
	T
	F


	F
	Further/Faster

	T
	Trajectory per plan

	S
	Slower/less

	N
	Not achieved


Cumulative Impact of Investment in Initiatives
Graph to follow
	Goal 1 - Creating a healthy Community



	The initiatives to deliver this goal are:

1.
Increase screening for breast cancer and diabetic retinopathy

2.
Reduce childhood obesity

3.
Reducing CVD mortality

(NELC will be lead for initiatives 2 and 3 under our legal partnership agreement)


	Rationale:

· Goal 1 supports the overall vision by addressing one of the CTP and local authority’s main priorities to reduce inequalities and increase life expectancy 

· This goal is also designed to address recent underachievement in vital signs, and CAA assessment and CQC assessments as well as national and regional benchmarking for stroke.

· The CTP and local authority have reviewed existing services, last year’s set of initiatives and benchmarked itself against other ‘spearhead’ organisations

· This identified underlying causes relating to demographics and geography

· The local strategic partnership has identified this as a priority and is developing a planned programme of work in one of two of our most deprived wards (East and West Marsh).





East Marsh Children’s Centre
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	Goal 2 - Accessible, responsive, quality care aims to:



	The initiatives to deliver this goal are:

· Reduce the number of avoidable emergency admissions

· Increase timely, effective stroke care



	Rationale:

· Over the last year there has been a major review of stroke services across the Humber region

· Quality of care and outcomes are not consistent

· External assessments (CQC) not met
· Deliver recommendations following service review

· Deliver the new Stroke Assurance Framework
· We intend to review collaborative agreements




	Goal 3 - People in control of their own care aims to:



	The initiatives to deliver this goal are:
· Increase early diagnosis and intervention for people with dementia

· Increase the number of people with personalised care plans

· Increase the % of patients who feel they are treated with dignity & respect



	Rationale:
· This is at the heart of the CTP values and vision to give people more control of their own care

· Patient surveys have not demonstrated an increase in people’s perception of respect and dignity in how they are treated in acute care

· Ageing population and increasing number of people with dementia

· 22% reduction in permanent care home placements





	Goal 4 - Socially & financially sustainable care system aims to contribute locally



	The initiatives to deliver this goal are:
· Creating a financially stable care system

· Community leadership to reduce worklessness

· Reducing the CTP carbon footprint



	Rationale:
· LSP prioritised this as one of the key areas that would have the greatest impact on the community locally

· As a community leader the CTP can contribute actively to these priorities

· As a responsible employer locally maintaining and creating opportunities for employment/ volunteering will have an impact on inequalities

· CTP maintained financial control totals consistently

· Helped to support the creation of 3 social enterprises locally 

· Agreed an agile working programme to reduce estate costs and the carbon footprint.
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Initiatives

The purpose of this strategy is to outline how the CTP will tackle some of the biggest health challenges facing the North East Lincolnshire population over the next five years by commissioning high quality, professionally sound and financially effective services.  The strategy sets out a challenging but exciting agenda in partnership with our public that will put effective commissioning at the heart of the CTP enabling robust, transparent decision making to underpin the future development and shape of services.

The CTP Board has identified 11 initiatives focussed on early delivery against prioritised outcomes outlined within the Strategic Plan.  Financial plans for each initiative have been developed over the next few months using the 3 financial scenarios.  This has enabled the Board to evaluate the prioritisation of each initiative. Each initiative is or has also developed action plans that will be shared with the Board and partners.

Effective commissioning means that the CTP must ensure the best value for money is achieved in the allocation of resources. Through the development of robust initiative specifications and the application of appropriate procurement processes the CTP will be able to demonstrate that the best outcomes have been achieved from available resources.  On-going financial and performance monitoring will ensure that the intended benefits are delivered.

In a fast moving world like health and social care, any document which tries to cover a period of five years will inevitable seem dated very soon after it has been published.  For this reason, the Building a Better Future together Strategic Plan 2010-2015 can only be a very high level document that sets out the broad direction of travel agreed with our partners.  Both individuals and potential providers of new and existing services need much more information to comment upon proposals or to plan how they might respond.  For this reason the 5 year strategy will be supported by annual plans as part of the Local Operating Framework that gives far more detail on the implementation of the overall strategy in the year ahead.  The Annual plan provides both the opportunity to consider more detail but also to adjust the higher level strategy to reflect changing needs and imperatives, particularly towards the end of its lifespan.

The 5 year strategic plan and annual plan therefore have two key purposes:

1. To outline proposed developments to enable service users to give their informed comment on proposed changes and impact.

2. Understand proposed changes and review and develop their own services to meet the requirements of the commissioner(s).

Defining an initiative

Initiatives are the chosen each year to deliver the strategic goals based on the following rationale:

· Greatest health gain

· CTP is underperforming
· CTP wishes to move faster to reduce inequalities

Initiatives are those areas where significant change is required over 3-5 years and satisfy all of the following:

· Improvements will affect a large number of people or a specified population
· The change will take 3-5 years due to complexity and effort required

· The targets are feasible

· Demonstrate delivery of QIPP to deliver one or more of the areas.

Delivery of Initiatives

The CTP will provide significant support to the delivery of the initiatives:

· The area will have increased monitoring and support from senior management, such as an assigned Initiative Lead and governance arrangements through the Portfolio Management Board;

· Review of resource implications and efficiencies/invest to save 

The CTP will expect improvements to reflect the levels of effort invested and reported to Portfolio Management Board:

· Frequent monitoring of the Health Outcome trajectories and 

· Improvements in other associated metrics/measures 

· Improvements in user satisfaction

The achievement of each goal is supported by a series of 2 or 3 initiatives for 2010/11.  These identify:

· The key activities to be undertaken

· Any investment implications – using the 3 financial scenarios

· Milestones for achievement

· Monitoring requirements – baselines, metrics/measures

· Risk mitigation plans

The CTP will monitor its achievement of these goals through regular reports to the Portfolio Management Board (a sub-group of the Board with Non Exec and clinical input) and CTP Board/LSP.

Tai chi at Hope Street Specialist service, Grimsby
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 What we are going to do

Goal 1 Creating a Healthy Community
The CTP has chosen 3 initiatives to deliver this goal:

· Increase access to screening services by 10% overall concentrating in 10/11 on:
· diabetic retinopathy 

·  breast screening

· Reduce childhood obesity to maintain the levels of no more than 10% of reception year ages children recorded as being obese
· Reduce inequalities gap by x% for CVD

Impact – the change locally

Healthy living starts before we are born.  The evidence is unmistakeable.  Health in later life is influenced by such factors as whether mothers smoke or breastfeed their babies.  The children of overweight parents are more likely to grow up overweight.  Early relationships may affect later resilience and mental wellbeing.  Healthy living must therefore start at the earliest opportunity and should continue right throughout life.  This however, cannot be achieved just by the CTP as other economic, social and financial factors all play a key part.  Reducing inequalities is one of the 3 key priorities of the LSP. 

The Inequalities Challenges Locally

	Lower life Expectancy for men and women
	Higher death rate from CVD, widening inequalities gap
	Higher levels of obesity
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Dream Catcher Drama Group

Initiative 1 Increasing Access to screening

The increase access initiative will support the achievement of the following strategic outcomes:

· Do things differently, ensuring that services are more personalised and that they fit into people’s lives.

· Commission educational programmes for our local communities that raise awareness of the signs and symptoms of life threatening conditions

· Ensure that all patients have access to a plurality of providers, to enable them to make choices of care that suit their needs and circumstances.

· Ask patients how they would like services to be delivered that best meets their needs and expectations.
· Ensure people present earlier with cancer symptoms or preventable ill health.
Ensuring delivery of the above outcomes will, by 2015, increase access to screening services for local people and prevent the high numbers each year from early cancer deaths.

(TONY PLEASE CAN WE USE DR MANGOUD’S REPORT FROM CEC 21/01/10 TO STATE THAT THIS INITATIVE IS INCREASED ACCESS TO SCREENING SERVICES FOR PEOPLE AND PREVENT 10% OF THE 120 LIVES A YEAR FROM EARLY CANCER DEATHS ????????)

Performance
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	Organisation Code
	Organisation Name
	2005-6
	2006-7
	2007-8

	5EF
	North Lincolnshire PCT
	68.00%
	44.30%
	71.10%

	5ET
	Bassetlaw PCT
	77.00%
	78.90%
	80.40%

	5H8
	Rotherham PCT
	81.50%
	82.10%
	82.10%

	5HG
	Ashton, Leigh and Wigan PCT
	66.20%
	73.70%
	73.40%

	5JE
	Barnsley PCT
	80.60%
	82.40%
	82.80%

	5MK
	Telford and Wrekin PCT
	65.50%
	74.60%
	78.80%

	5N3
	Wakefield District PCT
	77.80%
	66.40%
	76.90%

	5N5
	Doncaster PCT
	76.40%
	78.60%
	75.60%

	5N6
	Derbyshire County PCT
	79.40%
	81.60%
	82.20%

	5N8
	Nottinghamshire County Teaching PCT
	81.40%
	82.00%
	82.70%

	5PE
	Dudley PCT
	77.60%
	78.00%
	76.80%

	5PH
	North Staffordshire PCT
	78.40%
	79.40%
	78.90%

	TAN
	North East Lincolnshire Care Trust Plus
	66.50%
	76.30%
	56.60%

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	ONS Cluster Quartiles

	 
	Worst
	65.5%
	44.3%
	56.6%

	 
	Bottom Quartile
	68.0%
	74.6%
	75.6%

	 
	Median
	77.6%
	78.6%
	78.8%

	 
	Top Quartile
	79.4%
	81.6%
	82.1%

	 
	Best
	81.5%
	82.4%
	82.8%

	 
	 
	Bottom
	Lower middle
	Worst

	 
	 
	 
	 
	 

	 
	National Quartiles

	 
	Worst
	40.6%
	34.1%
	42.3%

	 
	Bottom Quartile
	64.3%
	66.5%
	71.1%

	 
	Median
	70.9%
	74.0%
	76.5%

	 
	Top Quartile
	77.0%
	78.2%
	79.6%

	 
	Best
	82.4%
	83.2%
	83.5%

	 
	 
	Lower middle
	Upper middle
	Bottom


	In–year monitoring 


	The following metrics will be used to monitor progress against initiative 1:

· Numbers accessing diabetic retinopathy screening services and follow-ups
· Numbers accessing breast screening services

· Ratios of positive outcomes/need compared to access

· Numbers of patients registered with a GP on register (PMS)

· User satisfaction surveys
Details of expected progress against each metric, including a timeline, risks and mitigation plans are included in the Initiative Project Plan in Appendix x 

	All metrics to be monitored through the Health Improvement Partnership - internally to Portfolio Management Board and externally via LSP Sub-group Healthier Communities.




JOANNE HEWSON / SUE ROGERSON - WE NEED AN OUTCOME PERCENTAGE OUTCOME

Initiative 2 - Reduce Childhood obesity 
Overview

North East Lincolnshire has a rising number of children who under the definition of NI 55 & NI56 are obese. Please see Charts 1 – 2 below.  
However we are also the Authority with the highest coverage of children weighed and measured in both reception year and year 6 see chart 3.  We do know that it is likely to be the families with the overweight and obese children who do not give consent for their children to be weighed and measured so there is a correlation between high measurement rates and higher childhood obesity rates.

QIPP

Ensuring delivery of the project plan will, by 2015, reduce the number of obese children.  We will use a preventative and early intervention approach working with children and families more effectively.   A new service delivery model for health visiting has been agreed which will commence from April 2010. This model includes a greater emphasis on working with parents of very young children (ages 2 & 3) whose weight gain is a cause for concern and looking at packages of support for these families.

In addition to this we are planning to weigh and measure all year 5 children with a view to offering a support package for the family and children whose weight is a cause for concern in order to reduce the number of children entering year 6 who are obese. 
Performance

The Local Authority are the lead organisation within the Children’s Trust Arrangements for the reduction of Childhood Obesity.  Performance is monitored through the Local Authority Data System – Performance +.  Quarterly reports are submitted to the Children’s Trust Board and the Local Strategic Partnership.   Although the target is only recorded and measured annually there is a project plan in place to monitor all the proxy outcomes for this target. (see attached)

Chart 1
	Indicator NI 55b & 56b – Recorded  Yr 6 & R
	2006-07
	 2007-08 
	2008-09
	2009-10
	2010-11
	2011-12

	Percentage of Children in Year 6 having their height weight recorded TARGET 
	80%
	85%
	85%
	85%
	85%
	85%

	Percentage of Children in Year 6 having their height weight recorded OUTTURN
	******80%
	96%
	 97.6%
	 
	
	

	Percentage of Children in Year R having their height weight recorded OUTTURN
	91%
	98%
	 98.2%
	
	
	


Chart 2 – Year 6

	Indicator NI 56a  -  Obese yr 6
	 2006-07
	 2007-08 
	2008-09
	2009-10

Renegotiated
	2010-11

Renegotiated
	2011-12 Renegotiated

	Percentage of Children in Year 6 with height weight recorded who are obese TARGET
	16%
	16%
	16%
	18.5
	17.9%
	17.6%

	Percentage of Children in Year 6 with height weight recorded who are obese OUTTURN 
	 16.%
	19.6%
	18.7%
	
	 
	


Chart 3 - Reception

	Indicator NI 55a - Obese Reception
	 2006-07
	 2007-08 
	2008-09
	2009-10
	2010-11
	2011-12

	Percentage of Children in Year R with height weight recorded who are obese TARGET
	10%
	10%
	10%
	10%
	10%
	10%

	Percentage of Children in Year R with height weight recorded who are obese OUTTURN 
	10%
	11.3%
	 11.9%
	 
	
	


	In–year monitoring 
Please see attached PID for detailed measures - Appendix

	The following metrics will be used to monitor progress against initiative 2:

· Number of children in reception year who are overweight or obese (NI 55)

· Number of children in year 6 who are overweight or obese (NI 56)

· Number of schools offering 2  hours physical activity each week

· Number of children who engage on the programmes who reduce or maintain their BMI

· Number of children eating school meals

Details of expected progress against each metric, including a timeline, risks and mitigation plans are included in the Initiative Project Plan 

	All metrics to be monitored through the Children’s Trust  Board - internally to Portfolio Management Board and externally via LSP Sub-group 




Reducing childhood obesity initiative will support the achievement of the following strategic outcomes within the Children and Young People’s Plan for North East Lincolnshire.
· Provide additional support to education and community leaders to improve outcomes for our young people

· Support all children and young people to attain and maintain good physical, dental and mental health, including providing appropriate access to child friendly services.

· Reduce obesity at Reception and Year 6

· Ensure all children, young people and families develop a good understanding of how they can balance the opportunities and risks in choices that impact on their health.

(NELC will be lead for initiatives 2 and 3 under our legal partnership agreement)

Initiative 3. Reduce Cardiovascular Disease (CVD) Mortality
Cardiovascular disease accounts for around a third of all deaths. With a premature death rate of 94.62/100,000, North East Lincolnshire CTP has the 4th highest rate of the 14 PCTs in the Yorkshire and Humber Region, significantly higher than the regional or national average (see figure x), and the 3rd highest rate of ONS Manufacturing Towns peer group. Although CVD deaths have declined considerably over recent decades, this decline locally has been at a slower rated compared to the rest of the country and has resulted in a widening of the CVD inequalities gap and hence the inequalities gap in life expectancy too. Premature CVD mortality is a national indicator, a CQC indicator and contributes (see figure y) to the LAA ‘all age all cause mortality’ indicator. Although the national 40% reduction target is likely to be met by the CTP, more challenging local targets are not being met. The 40% inequalities reduction target is unlikely to be met.
This initiative, to reduce premature CVD mortality, is a WCC outcome and will support the achievement of the two national WCC outcomes. It will also contribute to the achievement of the following outcomes:

· Improved access to appropriate information and support to make healthier lifestyle choices and improved awareness of the signs and symptoms of heart attack and stroke, utilising a social marketing approach and building on the early work of the CHD Collaborative in deprived areas

· Improved public engagement, awareness and take up of lifestyle change in high risk areas utilising the community lead Collaborative approach.  
· Increased numbers of 40-74 year olds having a NHS Health Check (vascular check s– improved productivity, plus the Putting Prevention First NHS Health Check Impact Assessment shows effectiveness and cost effectiveness) and increased numbers on general practice CVD high risk registers 

· More people on high risk register with elevated cholesterol prescribed statins and more with elevated BP prescribed antihypertensives, and managed according to NICE, JBS 2 etc guidelines
· Increased referrals to support services (e.g. SSSS, weight management, Health Trainers, etc) 

· Lower levels of obesity, smoking, alcohol misuse and increased levels of physical activity

· More people identified with CVD, added to  CVD disease registers and having their condition effectively managed 

· Fewer CVD related emergency hospital admissions, increased elective admissions (angiography and revascularisation), particularly for people from the most deprived areas of North East Lincolnshire with high CVD mortality rates.

· Increase in individuals accessing cardiac rehabilitation programmes, specifically for those individuals from areas with the highest health inequality.

· Reduced CVD mortality rate and inequalities gap in mortality

Ensuring delivery of the above outcomes will, by 2015, identify many of the currently unknown cohort of patients with or at risk of CVD, help to ensure the national CVD mortality rate reduction target is exceeded and contribute to narrowing the inequalities gap in CVD mortality. The action plan for this WCC outcome and initiative concentrates on prevention and includes an action to undertake a ‘micro’ PBMA on this programme area to identify opportunities for improving efficiency and effectiveness of spend and potential disinvestments from the treatment stages of the CVD pathway to invest in prevention. 

Performance
Figure x 
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	In–year monitoring 


	The following metrics will be used to monitor progress against initiative 3:
· Number of individuals receiving a Health Check, specifically for those individuals from areas with highest health inequality.  Target is for 20% of eligible 40-74s to be offered or request a check by April 2012 and all eligible 40-74s to have been offered their first check by 2017.

· %age of patients identified with BP ≥ 140/90mmHg, prescribed antihypertensives and treated to managed accordingly to NICE and JBS2 guidance.
· Patients identified with 10 yr CVD risk >20%, prescribed statins and managed according to NICE guidance

· CHD related elective in hospital admissions rate, generally and specifically for those individuals from areas with highest health inequality. 

· CHD related emergency hospital admission rate, generally and specifically for those individuals from areas with highest health inequality.

· Numbers of patients on CVD related registers within Primary Care (observed vs expected prevalence gap ( NHS Comparators)

· Premature mortality rates from CVD, generally and specifically for those individuals from areas with highest health inequality. (WCC outcome measure, plus  monitor the inequalities gap between NEL and England)

The overall metric (CVD premature mortality) will be measured annually and the remainder once the NHS Health Check programme is established.

	All metrics to be monitored through the Health Improvement Partnership, the CVD Steering Group and Performance Sub-Committee and externally via LSP sub-group Healthier Communities.




(NELC will be lead for initiatives 2 and 3 under our legal partnership agreement)

Goal 2 Accessible, responsive, quality care

The CTP has chosen 2 initiatives to deliver this goal:

· Reduce the number of avoidable emergency admissions by 50%

· Increase by x% the number of stroke patients receiving effectively, timely treatment.

Impact – the change locally

Locally we have listened to individuals and involved them in service redesigns to ensure that all services offer a quality service based on good practice/evidence.  Due to the geography of the area offering choice can be difficult but by providing good quality community based services the impact on travelling further a field for specialist care is minimised.  The two initiatives identified to deliver this goal are also part of efficiency savings plans to reduce avoidable admissions but provide specialist care when needed.  This goal links across the whole pathway from community through to specialist services.  Reducing avoidable admissions will save £ x m a year to reinvest in responsive, quality community services to maintain independence and keep people in control of their own care.   
[image: image36.jpg]



The Inequalities Challenges Locally

	Number of people with one or more long term conditions rising
	85% of households have no car so access and choice limited
	An increasing number of people requiring continuing care


Initiative 4.  Reduction in number of avoidable emergency admissions
The reduction of avoidable admissions initiative will support the achievement of the following strategic outcomes:

· To redesign services to reduce avoidable admissions, to ensure only those whose clinical condition requires hospital treatment will be transported there, with the right degree of haste to the right place with the right level of intervention.

· To ensure individuals get appropriate care at the right time and in the right place

· To develop preventative measures to reduce the need for admissions to hospital

· Hospital admissions resulting from long term conditions will be prevented where possible by outreach and tailored advice to the most deprived communities.

Ensuring delivery of the above outcomes will, by 2015, reduce emergency admissions by 50% (on 08/09 outturn) and saving £14 million to deliver QIPP and reinvest in more effective community services.

Performance

Current performance is within national and SHA benchmarks for the 19 ambulatory conditions for NELCTP.
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	In–year monitoring 


	The following metrics will be used to monitor progress against initiative 4:

· Overall monitoring in the reduction of emergency admissions (1,500 episodes a year for 5 years)

· Numbers attending out of hours and A&E (currently 182 cases per 1,000 reduce to 100 cases per 1,000 over 5 years)

· Reduction in length of stay (to be achieved through rapid response/intermediate tier and improved discharge planning – to check Av LOS now and set target through ICEC)

· Reduction in readmission rates (to be achieved through rapid response and intermediate care and improved discharge planning – to check current rates and set a target reduction through ICEC)

· Greater user satisfaction (to be monitored through ACCORD for avoided admissions – baseline to be established in 10/11 and target to be set)

Details of expected progress against each metric, including a timeline, risks and mitigation plans are included in the Initiative Project Plan in Appendix x. Plans and monitoring to be worked up in more detail through ICEC meeting in February

	All metrics to be monitored through the ICEC - internally to Portfolio Management Board and externally via LSP Sub-group Healthier Communities.




Initiative 5 Increase effective and timely stroke treatment or To reduce the number of premature deaths from stroke by x% or number
The effective and timely high quality stroke treatment initiative will support the achievement of the following strategic outcomes:

· To ensure all people with a suspected Stroke and TIA have access to timely specialist stroke assessment 

· To ensure that NEL CTP population has access to all elements of Stroke Service that are defined as core in Stroke Assurance Framework

· To implement the areas that are locally defined as a priority in the National Stroke Framework:

· Improved access to specialist assessment

· Improved after care and rehabilitation 

Ensuring delivery of the above outcomes will, by 2014 increase to:

· 72% the number of people identified as high risk TIA’s are assessed (as per guidance) within 24 hours.

· 10% the number of appropriate people admitted to a Stroke Unit that are seen by Physiotherapist within 72 hours 

· 44% the number of people who spend 90% of their time in hospital on the Stroke Unit 

Performance
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	In–year monitoring 


	The following metrics will be used to monitor progress against initiative 5:

· Number of high risk TIA patients receiving appropriate specialist assessment within 24 hours

· Number of Stroke admissions given a physiotherapy assessment within 72 hours admission

· Numbers of Stroke patients who spend 90% of their time on a Stroke Unit 

Details of expected progress against each metric, including a timeline, risks and mitigation plans are included in the Initiative Project Plan in Appendix x 

	All metrics to be monitored through the CVD Collaborative - internally to Portfolio Management Board and externally via LSP Sub-group Healthier Communities.




Goal 3 People in Control of their own care

The CTP has chosen 3 initiatives to deliver this goal:

· Increase by 35% the number of people diagnosed with dementia receiving early intervention

· Increase by 20% the number of people with personalised care plans

· Increase by 10% the number of people who feel that they have been treated with respect and dignity

Impact – the change locally

Data suggests that early provision of in-home support can decrease institutionalisation by 22% and reductions of 6% even in more severe cases with a highly active control.  The value of carers support is well recorded as a preventative effect on reduced hospital and long term care needs.  A brief programme of carer support and counselling of diagnosis has been demonstrated to reduce long term care placements by 28% with a median delay to placement of 557 days compared to those not receiving this intervention.  In current systems only about 30% of people with dementia have a formal diagnosis made or contact with specialist services at any time of their illness.

If dementia is not diagnosed early then the person with dementia and their family carers are denied the possibility of planning for that future and are availing themselves of the help, support and treatments (pharmacological, psychological and social). 

The current focus is on the severe and complex end of the spectrum leaving the issue of early diagnosis and intervention largely unaddressed.

The CTP will commission an integrated system to work in a complimentary way with existing primary, community and secondary services bringing together health and social care responses through:

· A redesigned memory service taken account of holistic need

· Support through integrated complex case management in each of the commissioning groups, complemented by a specialist team working with the most severe and acutely ill

· Enhancement of social care support for individuals and carers within the early intervention service

All elements are necessary to achieve impact and future savings.

The Inequalities Challenges Locally

	Higher death rates than national average for cancer, CHD, CVD and road accidents
	1 in 6 adults suffering from mental health
	442 fractured hips a year as a result of falls resulting in loss of independence
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Initiative 6:  Increase the number of people diagnosed with dementia receiving early intervention

The increase in early intervention for dementia initiative will support the achievement of the following strategic outcomes:

· Support people living independently at home for as long as they are able

· Ensure that services for people with dementia, including transition and discharge arrangements, are sufficiently robust to cope with the complexity of care packages

· Ensure appropriate support is available for those older people who become carers or those people who are carers for older people

· Ensure that appropriate mechanisms are in place to deliver the safeguarding strategy for vulnerable people

· Commission integrated community services that are tailored, personalised and matched to an individual need

· Support at home services are provided through knowledgeable providers with an appropriate workforce

· Skills knowledge and capability in Tier 2 services are enhanced 

· The development of extra care housing solutions for those with specific needs

· The provision of responses close to home

· Significant ‘delay’ in the need for complex responses and long term care

· The development of the CT Plus assistive technology strategy and the use of preventative/monitoring technology

Ensuring delivery of the above outcomes will, by 2015, promote early diagnosis, treatment options and life choices for people with dementia.

	In–year monitoring 


	The following metrics will be used to monitor progress against initiative 6:

· Number of people on GP registers

· Number of people engaged in treatment in the community

· Number of carer assessments and services provided

· End of life choices

· Numbers of individuals referred to memory clinic and with a response plan

· Numbers of carers supported as a result of the early intervention service

· Reduced reliance on long term care solutions for those experiencing significant levels of dementia

· Numbers of individuals supported in ‘extra care’ form of accommodation

· Number of self-directed support arrangements in place integrated with personal budgets and self control

· End of life choices best fitted to needs and desires of the individual and family

Details of expected progress against each metric, including a timeline, risks and mitigation plans are included in the Initiative Project Plan in Appendix x 

	All metrics to be monitored through the Transforming Care Group - internally to Portfolio Management Board and externally via Board


Initiative 7 Increase the number of personalised care plans 

The CTP is in a position to ensure the integration of personal care plans allied to individual budgets and direct payments for both health and social care.  Its (the CTP) emphasis will be on the increasing focus of the CTP on the most complex of community needs and those most vulnerable and at risk of repeated hospital admissions, reduced quality of life, and/or long-term care.

The development of personal care plans, which ensure personal goals and outcomes is at the heart of a consumer driver market.  Allied to the purchasing power associated with individual budgets increasingly responsive delivery of care will occur.  Evidence suggests this approach has both the ability to ensure higher levels of satisfaction, reduced costs and effective personal goal achievement.

More personalised care plans will support the achievement of the following strategic outcomes:

· Doing things differently, ensuring that services are more personalised and that they fit into people’s lives.

· Deliver more services, safely and effectively, in the community or user’s home

· Work with local employers to develop work based models of healthcare

· Commission integrated community services that are tailored, personalised and matched to individual need

· Ensure that all users have access to a plurality of quality providers, to enable them to make choices of care that suit their needs and circumstances

· More people remain independent for longer

· People in control of their own care

· Higher levels of satisfaction with the delivery, style and means of care

· Proportion of self-directed support being provided

· The establishment of integrated ‘individualised budgets’ (NHS-ASC)

· The development of significant levels of self-managed care amongst those with complex long-term conditions

· Reduced reliance on long-term care and hospital care

Ensuring delivery of the above outcomes will, by 2015, ensure an integrated community care model where in partnership with users their care needs are delivered in a way that suits their needs and circumstances.

Performance

	In–year monitoring 

	The following metrics will be used to monitor progress against initiative 7:

· 20% of directly managed support

· 25% of new activity delivered in the community

· 25% of secondary care delivered in the community

· 50% number of personalised care plans

· An increase of % in patient satisfaction

· Carer reviews/assessments and feedback (enhanced by 15%)

Details of expected progress against each metric, including a timeline, risks and mitigation plans are included in the Initiative Project Plan in Appendix x 

	All metrics to be monitored through the Unscheduled Care Group - internally to Portfolio Management Board and externally via LSP Sub-group Healthier Communities.


Initiative 8 Increase the number of individuals that feel they are treated with Dignity and Respect by 3%
The increase in respect and dignity initiative will support the achievement of the following strategic outcomes:

· Responsive to the personal needs of individuals 

· To adhere to the principles of the NHS constitution 

· To embed quality in all aspects of NHS activity ensuring care is safe and effective and provide individuals with the most positive experience 

· Ensure that all individuals have access to a plurality of providers, to enable them to make choices of care that suit their needs and circumstances

· Ask individuals how they like services to be delivered to best meet their needs and expectations

· Reduce the number of hospital acquired infections (MRSA and C diff)

· Ensure safeguarding is in place for all

Ensuring delivery of the above outcomes will, by 2015, ensure that individuals feel that when they need care they are treated with respect and dignity. The initative clearly links to our strategic Goal of “people in Control of their own care”.

Performance

Measurement of responses to in patient survey question “Did you feel that you were treated with respect and dignity”

The table below shows the improvement trajectory recommended for this outcome over the next 5 years

	Current position 

08/09


	9/10
	10/11
	11/12
	12/13

TBA
	13/14

TBA

	89%target 

86.8% scored 


	89%
	89%
	90%
	91%
	92%


The table below was derived from the SHA Patient Diagnostic Tool kit providing benchmarking data across Acute Trusts on data collected via the in patient survey. The scores related to Northern Lincolnshire and Goole Foundation Trust.

The second table identifies the areas that Northern Lincolnshire and Goole Foundation Trust have scored relatively low on in comparison to other organisations .These areas will be incorporated into quality elements with the contracts. 

	
	2008/09 Data
	

	OVERALL DOMAIN SCORES
	80th percentile
	Trust Score
	2007/08 Data

	Access and waiting
	88
	87.5
	86

	Safe, high quality, coordinated care
	68
	65.9
	64

	Better information, more choice
	71
	67.6
	66

	Building relationships
	85
	82.8
	83

	Clean, comfortable, friendly place to be
	81
	78.5
	78

	Overall
	78
	76.5
	75

	
	
	
	

	Results for Northern Lincolnshire and Goole Hospitals NHS Foundation Trust on the  survey
	80th percentile
	Your Trust's score

	Question 29: When you had important questions to ask the doctor, did you get answers that you could understand?
	82
	78

	Question 39: Were you involved as much as you wanted to be in decisions made about your care and treatment?
	70
	68

	Question 61: Did a member of staff explain the purpose of the medications you were to take at home in a way you could understand?
	85
	81


	In–year monitoring 


	The following metrics will be used to monitor progress against initiative 8:

The national patient satisfaction surveys provide information with specific metrics being linked to quality (CQuINs ) requirements:

· Involvement in decisions about treatment and care 

· Privacy when discussing treatment 

· Informed about medication effects 

· Informed who to contact if worried about condition after leaving hospital

· % patients who felt they feel safe – Acute Inpatient and Mental Health (National Annual Inpatient Survey)

Metric/questions will be developed locally and incorporated in to contracts related to aspects of respect and dignity that have been identified as important to individuals and will be linked to CQuINs framework .

· Continual compliance to delivering  single sex accommodation via monthly surveys 

· Individuals involvement in service redesign and through the Collaborative and ACCORD through capturing activity of workshops, local meetings and forums 

· % of individuals with hospital acquired infections though regional reporting mechanisms and CTP Board reports 

· Monitor the number of complaints and PAL inquires, SUI/IR1 incidents and trends through quarterly reporting at provider contract  meeting and reports to CTP Board 

· Adhering to the NHS Constitution through Board assurance processes 



	All metrics to be monitored through the CTP Performance subgroup - and externally via LSP Sub-group Healthier Communities.




Goal 4 Building a sustainable care system
The CTP has chosen 3 initiatives to deliver this goal:

· To manage within available resources 

· Community leadership - Reduce worklessness
· Reduce our carbon footprint 

Impact – the change locally

Many areas within NE Lincs (East Marsh and West Marsh) have 3 or 4 generations of unemployment.  In order to change this cycle of inequalities the Local Strategic Partnership, and the CTP are keen to reduce inequalities.  There are major schemes in place to regenerate the economy, housing and education.  The CTP by commissioning good quality care can ensure that those that need interventions now either for treatment or prevention are also living in better housing and having better opportunities through education and training.  It is only together that we can achieve sustained improvements for people who live in North East Lincolnshire.
The Inequalities Challenges Locally

	Highest quartile for deprivation in the country
	Higher than average rates of unemployment
	Higher death rates from CHD, CVD, Cancer and circulatory diseases


                         [image: image42.jpg]




             Dock Tower, Grimsby

Initiative 9 Create a financially sustainable care system 
Being financially sustainable will support the achievement of the following strategic and governance outcomes:
· Delivery of financial duties (statutory and administrative) 

· Sustainable Medium Term Financial Plan

· Fund required performance and strategic priorities/initiatives

· Support delivery of the Strategic Plan 
Ensuring delivery of the above outcomes will, by 2015, 

· Support external financial assessment scores of “good”/”green”

· Enable delivery of corporate priorities and initiatives
· Support the continued success of the partnership arrangements with NELC
· Support improved value for money and QIPP delivery
Financial Scenarios  

The 3 financial scenarios are shown within the Medium Term Financial Plan. The impact of the scenarios on delivery of this initiative are as detailed within that submission.

The baseline case will maintain all the planned elements of this initiative to be delivered, subject to key risks being managed.

The downside case has remedial actions detailed within the MTFP submission which will ensure delivery of financial duties and a sustainable MTFP. However, there will be an adverse impact on the funding of some performance and strategic priorities, the extent of which will be determined by the application of the funding cascade and relative prioritisation of individual initiatives. The expected impact on individual priorities is detailed within the strategic plan. 

The upside case will enable funding of priorities lower down the funding cascade and prioritisation list, and for faster progress with the 11 strategic initiatives. This will be determined by the Board as and when the upside case arises.  

Performance

Monitored through Board monthly financial reports and SHA returns.

	In–year monitoring 


	The following metrics will be used to monitor progress against initiative 9:

· Within routine CTP board reports

· Revenue Resource Limit (RRL) and Capital Resource Limit (CRL) delivery

· Control total delivery

· Year to date and forecast revenue position 

· Financial risks (assessment and management)

· Partnership agreement balance

· Saving plan delivery

· All other financial duties reported within corporate annual report

· Within periodic board reports

· MTFP updates - minimum biannual

· Results of external assessments (e.g. Use of Resources, World Class Commissioning, SHA annual review)

· At Audit Committee meeting

· Directors held to account for significant adverse forecast variances (savings and spend)

· MTFP update

· Corporate Saving Plan development and delivery

· Financial risk register 

· Use of Resources Assessment process and progress

Details of expected progress against each metric, including a timeline, risks and mitigation plans are included in the Financial strategy and MTFP submission.

	All metrics to be monitored as shown above, and externally via reports to public CTP Board meetings, published final accounts and annual report, and SHA submissions.




Initiative 10 Community Leadership 
By being an active community leader the CTP will support the achievement of the following strategic outcomes:
· Further develop, and invest in, local campaigns to reduce worklessness and increase volunteering

· As part of LSP continue to develop and implement the Regeneration programme

· Improve long term sustainability locally to reduce inequalities and raise life expectancy 
Ensuring delivery of the above outcomes will, by 2015, have minimised the impact of the economic downturn and ensured that the skills and knowledge required for business are actively encouraged and supported.

Performance

Unemployment

· • The number of Job Seekers Allowance claimants continues to rise in North East Lincolnshire. This is in contrast with the wider region and the national average. In the last six months, our JSA claimants grew by 15.7% compared to 0.5% growth regionally and a decline

· nationally.

· • Whilst North East Lincolnshire appeared to be more robust in the earlier part of the recession, with JSA claimant growth of 52.6% in the first six months of the recession compared to growth of around 60% both regionally and nationally, we have since caught up with these trends. Indeed, over the last eighteen months, our total JSA claimant growth of 95.8% slightly exceeds the growth regionally and nationally.

· • These factors prove earlier forecasts that North East Lincolnshire’s economic cycle trails both the national and regional

· economic cycle. Given the limited data it is difficult to precisely measure this, but it appears to be around three to six months. In the last three months, our JSA claimant count has increased by 6.7% compared with falls of 1.4% and 2% in the regional and national averages respectively.

	Growth in JSA claimants
	North East

Lincolnshire


	Yorkshire and

Humber


	England



	Over first six months of recession (September 2008 to March 2009) 
	52.6%
	61.8%
	60.3%

	Over first twelve months of recession (September 2008 to September 2009)
	70.3%
	69%
	68%



	Total growth over the recession (the last eighteen months)
	95.8%
	88.4%
	92.2%

	Over the last six months (May 2009 to November 2009)
	15.7%
	0.5%
	-0.3%

	Over the last three months (August 2009 to November 2009)
	6.7%
	-1.4%
	-2%


· • NI 153, our LAA2 indicator is significantly underperforming against target (which was set prior to the onset of the recession). Forecasting the result for November 2009 suggests we have around 1,780 out of work claimants more than our 2010/11 target, which means we are exceeding target by around 36%

Reference: LSP Executive Report January 2010 by NELC Regeneration Service  

• Government Office recognises the change in economic landscape and we are currently in dialogue to revise our target. We anticipate our proposal will be to either match or slightly outperform the regional average (after taking into account the delay in our economic cycle).

	Indicator reference
	Baseline
	LAA Target

08/09
	LAA Target

09/10
	LAA Target

10/11
	Latest

Performance
	
	RAG

Rating

	NI 153 – Proportion of working age

population claiming out of work benefits

in the worst performing

neighbourhoods
	33.2%

(equivalent to

approx 5,806

people)
	32.5%

(equivalent to

approx 5,683

people)
	30.5%

(equivalent to

approx 5,334

people)


	27.9%

(equivalent to

approx 4,879

people)
	34.1% as of

May 2009

(equivalent to 5,962

people)


	∆
	RED



	Performance comment

	The latest data available from DWP was released on 11 November and shows the result as of May 2009, which shows that performance has continued to be effected by the recession and now exceeds our baseline position.

The result for this indicator is still expected to worsen in future reports. The next data for August 2009 will be published by DWP in February 2010. It is possible to use the JSA claimant count as a proxy for this indicator. Since May 2009, the JSA claimant count in the target neighbours has increased by almost 400 people – equivalent to a 19.3% increase. Using this information in the calculation of this indicator would produce a result of approximately 35.5% as of November 2009.

Even this result understates the picture in our most deprived communities as it is based on a four quarter average (hence the earlier quarters with lower claimant counts offset the latest quarters with higher counts). The forecast for November 2009 produces a single quarter result of 38%.


[image: image43.emf]

[image: image44.emf]
	In–year monitoring 


	The following metrics will be used to monitor progress against initiative 10:

· Numbers in receipt of incapacity allowance, housing benefit and jobseekers allowance

· Investment in the region particularly around Europarc and Immingham renewable energy schemes
· Number of Apprenticeships in the CTP

· Number of sound Enterprises/Community Groups established
· Number of individuals (LD/MH/etc) into training or employment
· Numbers registered with a GP

· Numbers volunteering

· Numbers of young people 16-25 in receipt of Incapacity Allowance, Housing Benefits and Job Seekers Allowance.

Details of expected progress against each metric, including a timeline, risks and mitigation plans are included in the Initiative Project Plan in Appendix x

	All metrics to be monitored through the Portfolio Management Board and externally via LSP Executive Group.


The CTP PH Dept is addressing worklessness. We established an employability project (up to 6 month placements) in the local hospital some 5 or 6 years ago and 250 people have obtained permanent employment. We rolled it out to within the CTP and over the last year have had 58 referrals to placements and 28 job outcomes.



Initiative 11 Reduce Carbon Footprint

Overview

The NHS in England is responsible for more than 21 million tonnes CO₂e each year from heating, cooling and lighting buildings, powering equipment, procuring goods and commissioning services, sending waste to landfill, and patient, staff and visitor travel. This is 25% of total public sector emissions in England and 3.2% of total carbon emissions in England. The NHS Sustainable Development Unit (SDU) has responded through the NHS Carbon Reduction Strategy, which was launched in January 2009. The strategy sets out key commitments and time frames around carbon reduction for NHS organisations.

The NHS Carbon Reduction Strategy establishes the target of reducing its 2007 carbon footprint by 10% by 2015 (Figure1).




The NHS England carbon footprint of 21 million tonnes per year is composed of energy (24%), travel (17%) and procurement (59%). Despite an increase in efficiency, the NHS has increased its carbon footprint by 40% since 1990.

The Climate Change Act 2008 is UK legislation which introduces the world’s first long term legally binding framework to tackle climate change. The Act also provides the legislative vehicle for the CRC Energy Efficiency Scheme (CRC) which is a new regulatory incentive to improve energy efficiency in large public and private sector organisations. However, NELCTP is significantly below the megawatt hours (MWh) threshold for participation in the Carbon Trading Efficiency Scheme and also are not required to make a disclosure on energy consumption within the Scheme.

Benchmarking

The Yorkshire and the Humber Strategic Health Authority (SHA) has developed a region wide Carbon Reduction Steering Group in response to the carbon reduction agenda. The Group, lead by the SHA, has utilised a ‘Carbon Tracker’ which charts the current recorded engagement - November 2009 - of NHS organisations with the region wide carbon reduction process. Of 14 PCT organisations in the SHA only 10 have completed the tracker to indicate any progress. Among the respondents NELCTP is ranked third in the region in response to six questions posed relating to progress. 

NELCTP, as a part of its commitment to this important priority, have joined the Prince's May Day Network on Climate change and the BITC Environment Index. The objective of both of these initiatives is to support and engage members to reduce their carbon emissions. Business in the Community (BITC) is one of The Prince's Charities. One of its top campaigning priorities is tackling climate change through mobilising business’ for good. Its members commit to improve the way in which they manage their resources.  The Environment Index is the UK’s leading self-assessed corporate environmental benchmark. It gives companies a framework to compare environmental performance with peers, and can be used as an internal management tool and a communication tool. Companies can choose to appear publicly in the Index or to ‘shadow’ it. The Care Trust Plus will appear publicly in the Index. All companies complete the questionnaire which measures their performance across the environmental agenda. This questionnaire has been completed for North East Lincolnshire Care Trust Plus for publication in the 2010 Environment Index.

Approach

Successful implementation of sustainability and carbon reduction plans will require cross organisational support. The Sustainable Development Steering Group will develop and oversee the implementation plan. The Group will report to the Clinical Executive Committee on a quarterly basis and to the Care Trust Plus Board on an annual basis. The terms of reference of the Sustainable Development Steering Group are:

· Develop the content of the Sustainable Development Management Plan-Action Plan, encompassing all CTP activities which impact on the environment and sign up to the Good Corporate Citizenship Assessment model and the Business in the Community Environment Index.

· Ensure implementation of an active travel plan within the wider sustainable development plan.

· Agree energy saving and carbon reduction targets, in line with the NHS Carbon Reduction Strategy.

· Establish opportunities for recycling and reuse of waste - the CTP should also monitor the quantity and cost of all waste and strive to use this data to set targets in order to reduce absolute amounts over time.

· Promote staff engagement and awareness at all levels and promote the development of leadership competencies to deliver carbon reduction.

· Report annually to raise awareness of individual impacts, achievements and targets, within the organisation and externally.

· Ensure that systems for efficient use of energy and water are integrated into building developments at design stage.

· Encourage use of local suppliers in procurement, whilst integrating sustainability procurement terms into all contacts with suppliers.

· Work with suppliers on encouraging a culture of life cycle costing and environmental awareness in procurement options.

· Identify and work effectively in partnership with all relevant stakeholders in this agenda, e.g. the Local Strategic Partnership.

Metrics
	Monitoring

The following metrics will be used to monitor progress against initiative 11:

· Establish a 2007 CTP carbon footprint baseline for energy use, transport, waste and procurement.

· By 2015, a 10% reduction in the carbon footprint of the CTP from 2007 baseline.

Awaiting Care Quality Commission Carbon Reduction Metric discussion paper.

	The leads for developing specific action plans where appropriate and leading the implementation of the initial work streams are:

· Energy Use – Estates Strategy Group  

· Waste – Waste Management Group 

· Transport – All directorates 

· Procurement – Associate Director of Contracting & Procurement 




Risk
	Current Risk
	
	Impact
	Likelihood
	Risk Score
	Risk Assessment

	Directorates and staff within the organisation not effectively engaging with implementation plans to reduce carbon footprint.


	
	4
	3
	12
	Medium to high - medium

	Expenditure on an ‘invest to save’ basis on energy saving equipment or other ‘green’ initiatives fail to produce anticipated financial savings.


	
	4
	3
	12
	Medium to high - medium

	Inability to accurately define baselines and therefore trajectories to achieve targets.


	
	5
	4
	20
	High – medium to high


WCC Chosen Outcomes
To demonstrate how we have reviewed the health outcomes in light of the refreshed vision and goals the Board considered recent external assessments (CQC, Vital Signs), the WCC Year 1 panel report and the 2009 JSNA.  

There have been two substantive and one minor change from the outcomes selected last year when consideration was given to regional and national benchmarking data:

1. % of stroke admissions given a physiotherapist assessment within 72 hours has been replaced by the % of high risk patients with a transient ischaemic attack treated within 24 hours. This decision was based on the view that it was considered appropriate that the CTP should choose an outcome that focuses on the prevention of stroke rather than post-event treatment. This outcome will also give the opportunity to engage with clinicians across both primary and secondary care in order to deliver better outcomes for the community. Whilst this target is not included in the range of national WCC outcomes it is a PCT Vital Sign and, as such, a robust dataset exists which can be used for benchmarking purposes.

2. Alcohol related hospital admissions has been replaced by Cardiovascular Disease Mortality. Whilst recognising that alcohol related admissions are a major problem for this area it was considered that the way in which the target is framed reflecting behaviour over many years was not susceptible to significant influence by the CTP. It was therefore felt that the focus should be on a major long term condition outcome. This focus will also influence our life expectancy and health inequalities outcomes.

3. Childhood Obesity. It was originally considered that we should cover both the reception year and year 6 cohorts of children for this outcome. Following further discussions it was decided that it would be more appropriate to focus on reception year as this is where there are the greatest opportunities to effect long term change and prevention.

	Health Outcomes
	National Outcomes

	
	· Life expectancy at time of birth years

· Health inequalities average IMD

	
	Local Outcomes

	
	· Smoking quitter rate per 100,000 population aged 16 and over

· Patient & user reported measure of respect & dignity in their treatment

· % of stroke admissions given a physio assessment within 72 hours

· Rate of hospital admissions per 100,000 for alcohol related harm

· % of deaths that occur at home

· Carers receiving needs assessment or review

· Adults in contact with secondary mental health services in settled accommodation

· Obesity among children in Reception & Year 6


Health Outcomes

	







  Goal

 Initiative

	National outcomes
	· Life expectancy at birth
	1 – 4
	All

	
	· Health inequalities average IMD
	1 – 4
	All

	Local outcomes
	· Smoking quitters rate per 100k population aged 16 and over
	1 and 2
	3, 4 and 5

	
	· Patient and individuals reported measure of respect and dignity in their treatment
	2 and 3
	4, 5, 6, 7 and 8

	
	· % of stroke admissions given a physio assessment within 72 hours
	1 and 2
	3 and 5

	
	· Rate of hospital admissions per 100k of alcohol related harm
	1 and 2
	4 and 5

	
	· % of deaths that occur at home
	2 and 3
	4, 5, 7 and 8

	
	· Carers receiving needs assessments or review
	3
	6, 7 and 8

	
	· Adults in contact with secondary mental health services in settled accommodation
	2 and 3
	4, 6, 7 and 8

	
	· Obesity among children in Year 6
	1 and 3
	3 and 8


5. Delivery

	This section will outline how the four goals and 11 initiatives will be delivered over the next five years by:



	· Identifying milestones and interdependencies for each

· Reflecting on past performance

· Risk mitigation

· Identifying in-year monitoring 

· Organisational requirements and enablers

· Provider requirements and plurality of providers


Identifying milestones and interdependencies for each – THIS IS WHERE WE NEED TO ADD SOME ACTIONS PLANS FOR INTIATIVES
Reflecting on past performance

We have reflected on performance within the 2008/09 Annual Health Check, the following issues were identified and Director Leads assigned to deliver appropriate solutions.  This robust process has also been applied to the CTP’s initiatives to deliver strategic goals. 
	Issue
	Solution
	Director Lead

	Lack of Clarity on Director leads
	DCP to allocate lead roles to all targets
	Director of Contracting & Performance

	Leads do not agree with the set trajectories or SHA imposed unachievable targets
	a)
Meeting to be held with SHA Director of Performance to discuss trajectories
b)
Information to support the case for change to provided:


- Childhood obesity (year to target)


- CVD mortality for <75’s


- Childhood immunisations

c)
Formal system of Performance sub-committee for 2010/11 LOP trajectories to be implemented.
	Director of Contracting & Performance

Director of Public Health
Director of Collaborative Commissioning

	Measurement periods not clear from the CQC 
	Clear information to be issued regularly to target leads on the measurement periods as these are made available by CQC.
	Director of Contracting & Performance

	Weak links to robust contract management in shifting previous performance eg diabetic retinopathy, stroke care.
	Formal protocols to be agreed for escalation of performance issues within NLaG and HEY Contract Boards.
	Director of Collaborative Commissioning

	Strengthen the use of hierarchies within corporate performance monitoring information
	Total redesign of how performance information is presented to ensure the organisation focuses on CQC, WCC outcomes, LAA targets and any others that impact on significant external comments.
	Director of Contracting & Performance

	Inconsistent provision of timely performance data to inform management actions.
	CQC target leads and corporate performance team to jointly review data collection issues and escalate to performance sub-committee where needed.
	Director of Contracting & Performance

	Need targeted approach by indicator leads to shift performance between known thresholds.
	Monitor progress on targeted actions agreed within remedial performance discussions, via performance sub- committee and develop further targeted actions on under achieving indicators.
	Chief Executive


Implementation of Choice

Choice is a key element in the delivery of high quality care for everyone and is to be enshrined as a legal right within the NHS Constitution In ‘Working Together – Public Services on Your Side’ the Government re-stated the commitments outlined in ‘Next Stage Review’ and ‘Putting People First’ by setting out it’s vision for the future shape of public services; in particular it’s commitment to greater choice, power and control for people over their own care and in the shaping of the services they receive.

The demographic and economic challenges we face mean that the reformed care system needs to be more efficient, with an increased focus on prevention and keeping people healthier for longer. This will only be achieved through the partnership between people who get care or support and clinicians and by health reforms that give control and responsibility to people themselves. 

The Care Trust Plus must ensure that the services it commissions in primary, secondary and other care settings are able to respond to the challenges of delivering quality within a ‘choice’ environment. And for our local population we must ensure that there is a choice of high quality services locally. 


The Care Trust Plus is accountable to the population it serves, and improved health and wellbeing can only be achieved if the services it commissions are shaped by the needs and views of the individuals and local communities who use them. 

NHS Constitution

The NHS Constitution has been publicised within the CTP via an all-staff email, which included a link to an electronic version of the staff guide to the Constitution and a number for staff to call to request hard copies of this document.  As a result of the email approximately 350 hard copies of the document were distributed.  It also featured in the corporate team brief and on the intranet 

The Department of Health launched a consultation on the updated patient rights for the NHS Constitution in November 2009. All PCTs have been asked to engage locally with staff, patients, carers and the public on the proposed changes.

Guidance has been issued on how PCTs should carry out the consultation and who should be involved. The board was notified of the CTP’s intentions to comply with this and a number of opportunities to consult have been identified and will be implemented before the consultation closes in February 2010.

Staff have been asked to give their views on the consultation via an all-staff email, which will be repeated nearer to the closing date. Staff have also been given the opportunity to complete questionnaires at the chief executive’s briefings. The questionnaire has been uploaded to the intranet for staff to access. 

The consultation has been publicised with a media release and via Twitter to the general public, the questionnaire is also available to download on the internet. Questionnaires have been distributed to various third sector partners including LINk and at CTP locations such as the Carer’s Centre. 

We have a large community membership scheme (Accord) whose members have an identified interest in the work of the CTP - Accord members were consulted at an event held in early December. 

Collaborative techniques are also being employed to engage with hard to reach communities and members of the cancer collaborative are being consulted. 

From January 2010, the CTP should have regard of the NHS Constitution in the decisions its makes.  All reports received by the CTP Board indicate the ways in which the NHS Constitution applies to the decision being made.  
The cover sheet for Board reports is the template for all committee reports to follow.

Strategic risk

The Care Trust Plus is committed to implementing the principles of governance, defined as the system by which the organisation is directed and controlled, to achieve its objectives and meet the necessary standards of accountability, probity and openness.  The CTP recognised that the principles of governance must be supported by an effective risk management system that is designed to deliver improvements in patient safety and care as well as the safety of its staff, clients and community members.

In September 2009 the Board approved the Risk Management Policy (incorporating the strategy) with the aim of establishing a consistent and integrated approach to the management of all risk across the organisation.

Risk Summary

The organisational critical strategic risks are constantly updated and subject to regular review by the Board and its sub-committees.

The table below details the risks identified against the 11 key strategic initiatives. It provides a rating of the potential severity and describes how they are expected to be mitigated.

Risks will be added to the Covalent System and Table to be added/amended accordingly
Risks

Initiative 1 - Increasing Access to screening – diabetic retinopathy and breast screening                 

Risks
· There is a risk that local communication plans do not increase uptake of screening to meet metric increases

· There is a risk of performance issues with current providers – current providers have not delivered levels of screening as per the contract with the CTP 
Mitigation

· Details of expected progress against each metric, including a timeline, risks and mitigation plans are included in the Initiative Project Plan
· Specific mitigation plans: 
· Monthly monitoring data of uptake discussed at monthly contracting meetings with Director representation
· Clinical group established to review pathways locally
· Social marketing to be used via collaboratives to promote uptake of screening

Risk rating after mitigation

· Diabetic retinopathy screening: Impact = 3, likelihood = 4, risk rating 12 (moderate)
· Breast screening: Impact = 3, likelihood = 3, risk rating 9 (moderate)
Initiative 2 - Reduce childhood obesity
Risks
· There is a risk that plans for childhood obesity fail to meet performance metrics year-by-year due to scale of challenge

· There is a risk of lack of engagement with parents in order to reduce obesity in children

· The identified risk of lack of progress through partnership arrangements will contribute to failure to meet performance metrics for this initiative

· Associated with this risk, changes to local arrangements for children’s services might lead to a temporary lack of leadership and accountability for meeting this initiative’s metric
Mitigation

· Details of expected progress against each metric, including a timeline, risks and mitigation plans are included in the Initiative Project Plan

Risk Rating after mitigation

Impact = 4, likelihood = 4, risk rating 16 (high)

Initiative 3 - Reduce inequalities in CVD
Risks
· Primary care disease register management:  Evidence into Practice programme – chronic disease management not improving 

· NHS Health Checks – change of government results in withdrawal of the programme; PMS review/contracts fail to be agreed; practices do not implement according to best practice guidance, people do not change their lifestyles,  inequalities gap widens   

· Risk of delivery of the obesity strategy, tobacco control strategy, alcohol strategy Impact   

· Risk of long-term lack of impact in improvements in health Impact  

Mitigation

· Details of expected progress against each metric, including a timeline, risks and mitigation plans are included in the Initiative Project Plan

Risk rating after mitigation

· Primary care disease register management: Impact = 5, Likelihood = 3, rating 15 (high)

· NHS Health Checks: Impact = 5, Likelihood = 3, rating 15 (high)
· Delivery of the strategies: Impact =  4;  Likelihood = 2; rating 8 (moderate)
· Impact of long-term health improvements: Impact = 4; Likelihood = 4; rating 16 (high)
Initiative 4 - Reduce avoidable emergency admissions      

Risks

· There is a risk that the pace of change/redesign in CTP/intermediate tier services is not quick enough to meet the metric reductions, which will put at risk the financial and performance and health targets of the local health economy

· There is a risk that the CTP cannot influence patient behaviour sufficiently to reduce demand on out of hours services and A&E 
· There is a risk that there plans are not in place to manage growth trend, which may negate/reduce the impact of the service changes
Mitigation

· Details of expected progress against each metric, including a timeline, risks and mitigation plans are included in the Initiative Project Plan

Risk rating after mitigation
· Pace of change: Impact = 5, likelihood = 4; rating = 20 (high)

· Influencing patient behaviour: Impact = 4, likelihood = 4; rating = 16 (high)
· Plans to manage growth: Impact = 4, likelihood = 3; rating = 12 (moderate)
Initiative 5 - Timely & effective stroke treatment    
Risks    

· There is a risk that the local and national financial situation will lead to the need to disinvest in this initiative in the future

· There is a risk that the WCC target performance is too ambitious to be met to target levels each year

Mitigation

· Details of expected progress against each metric, including a timeline, risks and mitigation plans are included in the Initiative Project Plan

Risk rating after mitigation

Risk of disinvestment; impact = 4, likelihood = 3; rating = 12 (moderate)
WCC target too ambitious; impact = 3; likelihood = 3; rating = 9 (moderate)
Initiative 6 - Early intervention for dementia 
Risks

· There is a risk that the local care market cannot meet CTP needs for more personalised care outside of traditional dementia care models (i.e. extra care housing, support other than nursing home care)

· There is a risk that local end-of-life provision is not adequate to meet individualised needs of each patient and family

· There is a risk that improvements in home care support are not adequate or do not meet increasing local need
Mitigation

· Details of expected progress against each metric, including a timeline, risks and mitigation plans are included in the Initiative Project Plan

Risk rating after mitigation

Local market: Impact = 4, likelihood = 3; rating = 12 (moderate)
End-of-life provision: Impact = 4, likelihood = 3; rating = 12 (moderate)
Home care support: Impact = 4, likelihood = 3; rating = 12 (moderate)
Initiative 7 - Increasing personalised care
Risks

· There is a risk that local uptake does not meet locally determined targets

· There is a risk that reductions in long-term care and hospital care are not made, or not made quickly enough, if other changes in personalised care do not keep pace

· There is a risk that will not be the required plurality of providers to support the range of local needs
· There is a risk that greater personalisation in care leads to increased and unexpected cost pressures
Mitigation

Details of expected progress against each metric, including a timeline, risks and mitigation plans are included in the Initiative Project Plan

Risk rating after mitigation

Local uptake: Impact = 3, likelihood = 3; rating = 9 (moderate)
Reductions: Impact = 4, likelihood = 3; rating = 12 (moderate)
Plurality of providers: Impact = 4, likelihood = 3; rating = 12 (moderate)
Increased cost: Impact = 4, likelihood = 3; rating = 12 (moderate)
Initiative 8 - Dignity & respect   

Risks
· There is a risk that local targets will not be met due to the nature of measurement (annual patient survey results) or not accurately reflect local progress

· There is a risk that focus on other performance areas will take focus away from delivering dignity and respect targets

· There is a risk that the acute provider will not be able to deliver the required reductions or maintain the required position in healthcare associated acquired infections (HCAI) based on past years’ performance 

Mitigation
· Contracting and performance meetings

· CQUINs-related measures with financial incentives for delivery
· Regulatory action for HCAIs

· Details of expected progress against each metric, including a timeline, risks and mitigation plans are included in the Initiative Project Plan
Risk ratings after mitigation

· Measurements of local target: Impact = 4, likelihood = 3; rating = 12 (moderate)
· Focus on other performance areas: Impact = 4, likelihood = 3; rating = 12 (moderate)
· Reduction in HCAIs: Impact = 4, likelihood = 3; rating = 12 (moderate)

Initiative 9 – Building a sustainable care system
Risks

· There is a risk that all elements of the Medium Term Financial Plan will not be delivered and risk the aim of maintaining financial stability 

· There is a risk that the local and national financial situation will lead to the need to use the disinvestment strategy in the future
· There is a risk of increasing cost-pressures within an already committed budget, particularly within care services 

· There is a risk of financial instability with partner organisation, which will risk the delivery of CTP objectives

Mitigation

· Downside scenarios and a disinvestment cascade have been agreed in order to mitigate against financial risks

Risk rating after mitigation

· Delivery of MTFP: Impact = 5, likelihood = 3; rating = 15 (high)
· Use of disinvestment strategy: Impact = 4, likelihood = 3; rating = 12 (moderate)
· Cost-pressures within an already committed budget: Impact = 4, likelihood = 3; rating = 12 (moderate)
· Financial instability with partner organisation: Impact = 4, likelihood = 3; rating = 12 (moderate)
Initiative 10 - Community Leadership    
Risks   

· There is a risk that there is a lack of engagement within certain groups within the local population to adequately shape market intelligence 

· There is a lack of use of community intelligence within the CTP to shape ongoing service redesign and development according to local wishes

· There is a risk lack of delivery through local partners to meet CTP metrics

Mitigation

· Details of expected progress against each metric, including a timeline, risks and mitigation plans are included in the Initiative Project Plan

Risk rating after mitigation

· Lack of engagement: Impact = 4, likelihood = 3; rating = 12 (moderate)
· Use of community intelligence: Impact = 4, likelihood = 3; rating = 12 (moderate)
· Lack of delivery through local partners: Impact = 4, likelihood = 3; rating = 12 (moderate)
Initiative 11 - Carbon Footprint  

Risks
· There is a risk of directorates and staff within the organisation not effectively engaging with implementation plans to reduce carbon footprint 

· There is a risk that expenditure on an ‘invest to save’ basis on energy saving equipment or other ‘green’ initiatives fail to produce anticipated financial savings

· There is a risk of an inability to accurately define baselines and therefore trajectories to achieve targets.

Mitigation

· Details of expected progress against each metric, including a timeline, risks and mitigation plans are included in the Initiative Project Plan

Rating after mitigation
· Effective engagement with implementation plans: Impact = 4, likelihood = 3; rating = 12 (moderate)
· ‘Invest to save’: Impact = 4, likelihood = 3; rating = 12 (moderate)
· Accurate baselines: Impact = 5, likelihood = 4; rating = 20 (high)
Risk Management

The CTP has robust arrangements in place to manage risk through its Integrated Governance Committee, Performance Committee and Audit Committee.

The Integrated Governance Committee has responsibility for the monitoring and review of the risk, control and governance possesses which have been established in the organisation and the associated assurance processes. The corporate risk register is a standing agenda item and is reviewed at each meeting.  The committee reviews all risks scoring 12 and above, all risks which have changed status since the last meeting and approves the removal of individual risks.

The Audit Committee reviews the Corporate Risk Register at each meeting, in light of its primary responsibilities for financial risk and associated controls, corporate governance and financial assurance.  Following each meeting feedback is received regarding the corporate risk register and any concerns regarding individual risks are followed up as appropriate.

Since November 2009 each directorates risk register is reviewed at each Performance Sub Committee with the overall aim of either confirming or challenging the details of the risk.  The introduction of the Performance Sub-Committee has done much to provide the increased awareness of risk management and to further embed a positive risk management culture.

In-year monitoring 

A suite of milestones is in development to facilitate the monitoring of the initiatives set out within this document.

Monitoring against the delivery of milestones and metrics within the plan will be incorporated in to the individual project planning arrangements for each of the priorities and initiatives. For the more complex and high risk projects, oversight will be provided by project boards. Overarching delivery will be monitored via the organisations corporate performance management system Covalent. Covalent identifies the objective, action, delivery milestones, project lead, risk rating and risk mitigation plans, financial plans and milestones for each initiative and progress reports. Reporting is by exception to each project/.programme and director lead.  Performance against the milestones & metrics is monitored & managed at the monthly Performance Sub Committee meetings.  

In addition the Board receives a report on all corporate and provider Serious Untoward Incidents at each Board meeting.

The CTP has developed its Board reporting in relation to performance management during 2009/10 to ensure that it continues to be fit for purpose.  

The work programme delivers the overarching business planning process of the CTP which is monitored by exception at the Performance Sub Committee with key issues & risks escalated to the Integrated Governance Committee (who manage the risk register) & where appropriate Board.
EXAMPLE TO BE ADDED OF PERFORMANCE REPORT

Organisational requirements and enablers

Estates

NEL CTP are developing an Estates Strategy building on Community Investment and Asset Management Strategy (CIAMS).  This work will profile future configuration of the CTP estates by factoring in:
· the implications of future changes in activity and demographic trends

· consideration of how the nature of services will change against current provision in both commissioning localities and across NEL.

· the potential gap of existing and future provision of services to inform future investment.

A number of performance indicators are applied to the Estates Strategy ensuring it is fit for purpose and that facilities demonstrate effective occupancy and utilisation.

Information Technology

Local Health Community NPfIT Programme Vision

The LHC recognises and places the highest value on ensuring high quality clinical information is available and accessible to support the delivery of quality services and transformational change at all levels. 
Through this programme the key stakeholders expect that all commissioned patient & public services in the LHC will be delivered in an environment in which:-
· secure electronic records are the primary form of care record held and used to support care for all our services

· individual clinical information is acquired once and recorded once in real-time or near real-time

· whenever possible, clinical information is only held in one instance (system) 

· information recorded is of the highest quality and appropriately presented to be fit for the purpose of clinical decision making

· care record information is readily accessible at the location and time of care delivery and decision making

· electronic care record systems used to directly support care are the source of high quality information which allows commissioning and provider organisations to make the best decisions on how to deliver, plan and develop services

· personal clinical information is accessed and shared subject to the requirements of the NHS Patient Care Record Guarantee

· there is effective handover of care record information between organisations and services within the LHC to support the seamless provision of care

· innovation and transformational change is enabled and not impeded by the Care Record Systems

· the quality of information held in the care records systems is of a standard that it has a demonstrable impact on the quality of care delivered. 

NEL CTP recognises the essential role of information technology in supporting the delivery of high quality care and enabling the transformation programmes.
We have established NPFIT programme boards with clinical and partner organisation engagement (including secondary care and social care). Further work is planned for 2010-11 to include patient/public engagement in the programme. This approach ensures the use of robust programme and project management methodologies in delivering the enablement technologies. 
Specifically we will build on our successes in areas of innovation including  integrated shared care records, mobile access to clinical records and consent based data sharing to support our strategic objectives. Telehealth & Telecare projects are being developed as we see these as key transformational enablers in particular when linked to the integrated detailed care record. 
Significant investment continues in providing a technical infrastructure which will support the local health communities needs and the transformation agenda – this focuses on ensuring an infrastructure which delivers high availability, high performance, accessibility, partnership working and security. 
Recognising the need to develop an appropriate and fit for purpose marketplace we are working with new and existing NHS and non-NHS providers to use high quality and secure clinical information systems and records management.  All NPFIT projects require (clinical) service leads to be identified and to include defined business objectives. A change management and optimisation programme for clinical records systems is in place to ensure benefits can be realised. Benefit realisation is being addressed at strategic (programme) level as well as project levels. 

[image: image45]
Procurement

The Procurement function within a Commissioning organisation is key to ensuring that the organisation adheres to best practise in the purchasing of Health Care, Social Care and other services for its resident population, along side none service procurements such as works and supplies.

The CTP Contracting and Procurement Team is part of the Directorate of Contracting and Performance and is responsible for advising the organisation on the application of the NHS Principles and Rules for Cooperation and Competition and the Public Contract Procurement Regulations 2006 (amended in 2007 and 2009). The Contracting and Procurement team while managing the procurement and contracting processes will work with the Commissioning Managers within the Organisation to ensure the purchase of safe, high quality services and supplies, that demonstrate best value for money.

Where possible the Procurement function joins with other PCTs through the Commercial Procurement Collaborative, which is a regional body representing all  Yorkshire and Humber PCT/CTPs enabling the joint organisations to place larger contracts that deliver better costs against volume.

The CTP has a Procurement Strategy and Guide to assist all staff in the purchasing of Services, Supplies and Works.  The Strategy and Guide are being updated to be more user friendly and accessible to staff.  The updated guide will be available on the organisations intranet.
Organisational development plan
The organisation has reviewed the organisational development capacity it needs to deliver its objectives. A detailed organisational development plan was developed in 2008/09. The organisation has undertaken a prioritisation process with the Board of its OD needs, using the seven “S” model to scope the OD issues for the organisation.
	7 S Model
	Top Priority gaps
	Areas for Development

	Strategy
	Inequalities
	Prevention ‘v’ cure

CTP Journey ICO

	Structure
	Change of Delivery
	Programme Management

Managing in a cold climate

Performance/contract management

	Systems
	Major change programmes
	BSU

WCC

TCS – MH/Care Plus

Healthy Ambitions

QIPP/Corporate savings

	Staff
	Integration
	Health and social care/Public Health/Children’s Trust

Leadership

	Style
	Community Engagement
	Devolving decision making

Empowering/informing

	Shared values
	Geography
	Recruitment

Talent Management

	Skills
	Skills and competencies
	Working styles/skills

Different roles


OD Priorities 2010/11

· Relationship management across the NEL community

· Devolved and empowered leadership across the system

· Managing in a cold climate

Developing the Workforce 

The CTP workforce risk assessment has identified implications for workforce planning and development in a number of areas. There continues to be a need to support staff in developing a number of the new skills and competencies indentified in world class commissioning, including market development, procurement and predictive modelling. The strategic direction to deliver person centred care has implications for the development of new roles, such as more generic health and social care roles and the development of skills and competencies within existing roles  to support person centred approaches, dignity in care, advocacy and safeguarding. The CTP recognises the need to develop a number of new roles to support its vision, such as care brokers or care navigators as part of its transforming care programme. The CTP will however also explore the opportunities to work with the third sector as potential providers of such roles.
The relative geographical isolation of North East Lincolnshire can make recruitment of staff problematic. The CTP has invested in the development of its own staff to support this, as well as recruitment campaigns. This has been successful and generally the CTP is seeing a good response to advertisements for staff other than in a few areas where there are particular areas of difficulty with recruitment. New models of care have been used to support recruitment -mental health services and adult social care have been very successful recruiting on this basis. 
There are a number of themes within Health Ambitions that place emphasis on the development of new sets of skills through education and workforce development including an increased emphasis on prevention. This means that more staff are needed in public health and in primary and community care with the skills that deliver the health inequalities and wellbeing agenda such as widespread ability to undertake brief interventions. The CTP has already moved forward development in respect of prevention and health promotion through the creation of the health trainer role, which has been positively evaluated in terms of its impact, this is now being expanded into Associate Health Trainer roles.  Additional services provided in primary and community care mean that there is need to make the best use of skilled staff such as GPs to manage more complex cases and make better use of staff groups such as community pharmacists. The recommendations also support developing new roles for staff in mental health, maternity, specialist roles and staff working across health and social care. The CTP will work with education providers to develop the training and development opportunities to provide staff with the skills for these roles. Within the talent management plan there continues to be an increased focus on leadership for staff at all levels by systematically identifying and developing the talent and potential for all professions. 

The relevant development needs have been grouped under each of the priorities for action (above) and specific plans and initiatives have been put in place to address each development need.
The plan reflects four major change programmes running in the organisation.
Our FESC partner is providing specific support to the following change programmes:

· Building a fit for Purpose Organisation

· Etc

The commissioning group development programme is focussed on establishing the skills, capacity, and capability for those four groups to become the engine room of the organisation in both the commissioning of care services and public engagement. 

Communications

The CTP’s three-year communications strategy was refreshed in September 2008. An essential supporting framework that underpins achievement of the strategic plan objectives, it sets out the guiding principles for all communications activity which can be best summarised in the following aims; 
· to understand; the needs of our public and users of health and social care services, as well as staff and key partner agencies
· to inform; so that all users and others with an interest in health and social care services have a clear idea of the CTP vision
· to engage; so that our partners, service users, patients and the public have the means by which they can take a full role as partners in the development of services which fully reflect and address local need
· to lead; so that the CTP continues to develop as the leader of local NHS and adult social care services and protector of the high public service principles which underpins all that it does.

These four themes remain central to all the trust’s communications and engagement activity. The strategy sets out the means through which the CTP uses communications to support improvements to the health and wellbeing of local residents. It is available to the public, staff and partners alike and serves as a one stop guide to the corporate communications activity of the trust.
The communications plan 2009/10 supports the existing strategy and sets out a variety of strategic and tactical internal and external communications activities.

6. Declaration of Board Approval

	This section identifies how the Board 



	· Was involved in refreshing the strategic plan, vision and values prior to submitting this plan.

· The Governance arrangements for delivery

· QIPP workshop 26th November

· Monitoring and performance management


I am pleased to submit on behalf of the Care Trust Plus Board and our wider partners this five year Strategic Plan “Building a Healthy Future Together” 2010 – 2015, in recognition of the involvement and engagement of local strategic partners and our Accord members. The Board have reviewed and refreshed the plan in light of changing local, regional and national priorities. We believe the strategic goals and initiatives aligned to the MTFP and supported by both the OD and Communications plans will deliver quality care for the people of North East Lincolnshire and improve inequalities locally. 

Val Waterhouse

Chair CTP Board

	
	Self Assessment
	Commentary

	Process
	
	Monthly Board meetings (alternate between public meetings and informal workshops) have focussed on different WCC elements.. Initially this focussed on last years recommendations and action planning and subsequently has prioritised and aligned initiatives to MTFP and QIPP

	Organisation
	Green
	The Board have reviewed governance structures and membership to align the business of the CTP and assure the full board through regular reports on progress from the sub groups/committees

	Risk
	Green
	All of the, goals and initiatives within them have identified risks that are assigned leads, and monitored monthly via covalent system. These are reported to the Performance Sub-Committee and on a regular basis to the full CTP Board.

	Information
	Green
	QIPP workshops have been held with wider partners (including our key providers) to ensure the care system in aligned to increase quality and productivity whilst remembering care closer to home and our strategic intention people in control of their own care.

	Performance
	Amber
	Leads are indentified for all strategic priorities and accountable to Performance Sub – committee monthly. A new performance management report has been developed to incorporate local, regional and national benchmarking, as well as local achievements. Progress against each initiative and WCC outcome is presented to full board bi-annually


NELCTP WCC Governance Self Assessment 

	
	2009 (Actual)
	2010

	Board
	Green
	Green

	Finance
	Green
	Green

	Strategy
	Amber
	Green


Glossary of terms

	Term
	Definition

	A&E
	Accident & Emergency

	ACCORD
	

	APMS
	Alternative Provider Medical Services

	ASC
	Adult social care

	BMI
	Body mass index

	CDS
	Community dental services

	CEC
	Clinical Executive Committee

	CHD
	Coronary heart disease

	CIAMS
	Community Investment and Asset Management Strategy

	CQC
	Care Quality Commission

	CQuINS
	Cancer Quality Information Network System

	CRES
	Cash release efficiency savings

	CTP
	Care Trust Plus

	CVD
	Cardio vascular disease

	DAAT
	Drug and Alcohol Action Team

	DoH
	Department of Health

	DPoW
	Diana Princess of Wales Hospital

	DSAA
	Delivering single sex accommodation

	DVT
	Deep vein thrombosis

	FACS
	

	FESC
	Framework for procuring external support for Commissioners

	GP
	General Practitioner

	HSJ
	Health Service Journal

	ICEC
	Improving Care Efficiency Committee

	ICO
	Integrated Care Organisation

	IGC
	Integrated Governance Committee

	Individual
	Patient, Service user, Client

	IOG
	

	IT
	Information Technology

	JCG
	Joint Commissioning Group

	JSIA
	Joint strategic intelligence assessment

	LAA
	Local Area Agreement

	LARC
	

	LHC
	Local Health Community

	LiNKS
	Local Involvement Networks

	LSOA
	Lower level super output areas

	LSP
	Local strategic partnership

	MA
	Marginal analysis

	MTFP
	Medium Term Financial Plan

	NEL
	North East Lincolnshire

	NELC
	North East Lincolnshire Council

	NEL CTP
	North East Lincolnshire Care Trust Plus

	NHS
	National Health Service

	NI
	National Indicator

	NICE
	National Institute of Clinical Excellence

	NL&G
	Northern Lincolnshire & Goole Foundation Trust

	NPfIT
	National Programme for IT

	NRA
	Neighbourhood Renewal Area

	NSR
	National Service Review

	OD
	Organisational Development Plan

	ONS
	Office national statistics

	PALS
	Patient Advise and Liaison Service

	PANSI
	Projecting Adults Needs and Service Information System

	PB
	Programme Budgeting

	PBC
	Practice Based Commissioning

	PBMA
	Programme budgeting and marginal analysis

	PbR
	Payment by results

	PCT
	Primary Care Trust

	PDS
	Personal dental services

	PMS
	Primary Medical Services

	PREMS
	Patient recordable experience outcomes

	PROMS
	Patient recordable outcome measures

	POPPI
	Projecting Older People Population Information System

	QIPP
	Quality, Innovation, Productivity and Prevention

	QoF
	Quality of outcomes framework

	RTA
	Road traffic accidents

	SSCP
	Safer and Stronger Communities Partnership

	SHA
	Strategic Health Authority

	SRE
	Sex & Relationship Education

	TCS
	Transforming Community Services

	UHUK
	United Health (UK)

	Upper GI
	Upper gastro intestine

	WCC
	World Class Commissioning

	YHPHO
	Yorkshire & Humber Public Health Observatory
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Open Door shortlisted for national award





North East Lincolnshire Care Trust Plus’ (CTP) Open Door service has been shortlisted for the award of Best New Social Enterprise in the Social Enterprise Awards. 





In 2003 it was identified that 1,000 people in North East Lincolnshire were not registered with a GP. The East Marsh area in Grimsby, which is the main focus of Open Door, is among the top 10 per cent of most deprived areas in England. 





Operating from two sites – social care at Hainton Avenue and health care at Freeman Street – Open Door offers a drop-in service to homeless people and those not registered with a GP around the East Marsh area. 





Jane Lewington, Chief Executive, CTP said: “The nomination is more evidence of the ground-breaking work done by Open Door and the dedication of their hard working staff. Open Door has done this area proud and we all wish them luck in the national finals.”





Lance Gardner, Director of Care, CTP, said: “I am really pleased to see the national recognition that Open Door is receiving with this nomination. It is the result of an enormous amount of hard work by the fantastic team and, more importantly, continues to highlight how difficult it is for vulnerable people to secure care from mainstream services.” 





Anne Taylor, Assistant Director of Care at the CTP, said: “Open Door was developed as a Social Enterprise in 2006, one of the first in the country. 





“In the past year, 40 individuals have been supported into either employment or education. Those registered with a GP have increased from 320 to 930 ensuring that they receive the health care that they require. The number of volunteers has increased and we now have 11 volunteers, many of whom are ex-service users. 





“This is a massive encouragement and future plans include providing services for those on probation, more employability projects and services to meet the needs identified by our service users.” 





Open Door provides a nurse led medical service, shower facilities, refreshments, internet café, free telephone use, drop in sessions by the homeless team, Citizens Advice, benefits, immigration services, health trainers, psychologist, dental hygienist and holistic therapist. There are also language classes for non-English speakers, groups for men, women and the gay/lesbian population as well as fitness activities and a photographic group. 





A new service has also been launched to work with people on the autistic spectrum who are over 18.  





Social enterprises are businesses run for social and environmental purposes. There are approximately 62,000 social enterprises in the UK with a combined turnover of at least £27 billion, and they contribute £8.4 billion per year to the UK economy. The winners will be announced at a special reception held at 10 Downing Street on Social Enterprise Day, November 19. They will then go on to compete alongside winners from Scotland, Wales and Northern Ireland for the overall UK prizes, which will be decided by online public voting and announced December 3. (Awaiting confirmation of the outcome)





Asgard service shortlisted for prestigious award














Not only was North East Lincolnshire CTP’s Asgard service highly commended at the recent national Health Service Journal Awards, but the service was also runner-up for a prestigious special award presented by the Secretary of State for Health. 





After narrowly missing out in the ‘Best Social Marketing Project’ category (in which the service was highly commended), Asgard was then also shortlisted for the Secretary of State for Health Excellence in Healthcare Management award. 





A spokesperson for the HSJ Awards said: “This award is reserved for the elite of the entries we receive into all categories at the awards so to make the shortlist for this is a real achievement.” 





The HSJ Awards celebrate all the excellence, endeavour, innovation and inspiration throughout the healthcare profession. They exist to ensure individuals and teams are recognised and rewarded for their work that raises the standard of healthcare in the UK. 





The Asgard initiative was the brainchild of specialist health visitor Annie Darby, OBE. It sees community intervention workers tackling issues as wide ranging as substance misuse, self harm, unsafe sexual practice and undiagnosed and or poorly managed chronic illness. The project aims to provide a bridge to help move young people from exclusion, poor health and low aspirations to a place of optimum health, social wellbeing and economic security. 





Annie Darby, Asgard project lead, said: “Asgard is a unique service which was created with an aim to provide targeted care and support for young people in the 16 -19 age group who fall between the stools with the existing service provision. 





“I’m delighted that the success of the service has been recognised through it being highly commended in these prestigious awards.”  





Dr Tony Hill, Director of Public Health, said: “I am thrilled to see that the Asgard service is gaining such national attention, especially as the service has been running for less than a year.  





“The nomination for this award is a testament to the exemplary work being done in North East Lincolnshire to raise aspirations and address health inequalities for young people.” 





In 2008, Planning4care was commissioned by NELCTP to produce information on Older People’s care needs. During 2009, Planning4care was commissioned by NELCTP to produce information for learning disability (LD) and mental health (MH). Each report includes estimates and projections of levels of need and also costing information (estimates of weekly costs for meeting these needs) from 2008-2029. Reports are included in the JSNA at � HYPERLINK "http://www.nelincsdata.net" ��www.nelincsdata.net� or available from Planning4Care website. 








Local Operational Plan (LOP) Model


Through the LOP process, PCTs are expected to set planned levels of activity and cost with their secondary care providers as part of the contract.  In 2006, a Microsoft Excel based model was created at the CTP to forecast these levels of activity and cost which incorporates a number of parameters that impact on activity. This model is being used by the CTP and information from this is used in the LOP process. 





The model goes through a number of steps to arrive at the end point and, with the nature of Excel, is flexible enough to incorporate any additional adjustments that the CTP may need to take into account. These steps are listed below.





Summarise activity levels by specialty and month over previous years.


Forecast to the end of the year based on intelligence picked up through the secondary care contract meetings network.


Predict activity levels for future years based on historic trends


Use additional intelligence from the JSNA and other sources to incorporate any factors that may affect activity and that will not have been taken into account in previous steps.





This provides predictions for a “do nothing” scenario. The next steps incorporate the effects of the CTP’s commissioning intentions.





With input from the CTP’s Commissioning Groups and Commissioning Directorates the model predicts the effects of new/changed services, new pathways, need for reduction in waiting lists and any other initiatives that the CTP is looking at progressing.





Different scenarios can then be modelled based on different levels of success of the above initiatives.





Two other hospital activity forecast models have been newly developed by United Health UK for the CTP. The first model, the “General Model”, provides a high-level forecast of activity that expands upon the original CTP forecast model. The second model, the “Cardiovascular Disease (CVD) model”, is a more specific model that focuses on forecasting CVD related disease states.





Projecting Older People Population Information System (POPPI)


POPPI is a system designed to help explore the prevalence of certain conditions and the potential impact of demographic changes on future needs for populations aged 65 years and over. (Estimates and projections of prevalence have been produced for 2008-2030 (� HYPERLINK "http://www.poppi.org.uk/" ��http://www.poppi.org.uk/�).





POPPI has been used in North East Lincolnshire’s Older People’s Needs Assessment (OPNA) which can be found in the Joint Strategic Needs Assessment (JSNA) at � HYPERLINK "http://www.nelincsdata.net" ��www.nelincsdata.net�. Routinely available data is updated annually for this needs assessment.








Case Study - Benchmarking





North East Lincolnshire CTP became responsible for the commissioning and provision of adult social care on 1 September 2007.  At this time the council was rated as a ‘one star’ organisation by the former Commission for Social Care Inspection.  The aim of the CTP was to improve this rating to a two star and then to three (nb this was before the current system which no longer awards a star rating).





In order to achieve this goal, it became apparent that performance in commissioning and delivering care had to be methodically and systematically analysed and monitored in an iterative manner that moved away from a year-end regulator led process, to an internal performance management system that informed action throughout the year.  This was achieved by looking at comparator performance with peers and improving local intelligence regarding our population.





Year on year, the CTP’s performance against the Care Quality Commission’s standards has improved to a significant and measurable degree.  More importantly, we are improving the outcomes for our customers.  This year we are rated joint fifth out of the fourteen authorities in the strategic health authority area, and we are the best performing within Humberside.  This shows considerable progress in a very short period of time.  We are the best performing Care Trust in England under the PAF.





The project was not designed to address a specific issue but was more about identifying areas where spend would make the most difference and to target resource more effectively on those in most need and those most vulnerable in society.





Members of the team have become much more outcome focussed after being given the information they needed to improve decision making re where to place resource.





Outcomes and Impact





The project has allowed the senior management team to demonstrate the areas where the directorate was already providing good care that compared to the best in the country.  In an area that has been judged externally as not performing well in the past, it has been a great motivator to show that huge improvement has been made in a very short space of time and this has galvanised all concerned to strive for excellent performance attainment.





At the end of 2006, adult social care was placed second from the bottom in a league of fourteen within the strategic health authority area.  At April 2009 there were only 4 of those fourteen judged to be performing above NEL CTP. 





This reinforces the message amongst peers and, more importantly our customers, that we are a high performing organisation that continues to improve.








NHS Dentistry & Oral Health





The CTP first became involved with Dental Services in 2003 when both nationally & locally there were issues arising regarding access to NHS dentists. Within NEL there were insufficient dentists (a total of 31) and a real threat that many of the existing dentists would reduce their commitment to the NHS or become totally/mainly private.  NHS Dental Access figures had reduced to 53%





The initial pieces of work carried out by the CTP were to:


Try to manage the reputation of the NHS in relation to dentistry


Build relationships with dentists locally to try & stop the position deteriorating further. i.e. to reduce the number of / stop existing NHS dentists opting out.  


Develop an Oral Health Strategy 2003-08.





In the period between 2003 & 2009 the CTP has made considerable progress in relation to Dentistry:


Dentists have grown to value the support of the CTP & see us a leader of NHS services locally


The number of NHS dentists has increased from 31 to 57, partly through work carried out to secure additional funding (section 56 funding) to develop a service for those needing access to dental services in North East Lincolnshire has improved and is now better than the regional and national averages for adults (Dental Access figures have increased to 60% i.e. over 32000 people have been placed onto NHS lists)


The CTP has negotiated a Personal Dental Services contract with Dentists locally


The Community Dental Service has been developed including new sites within the community & services for the hard to reach groups through Open Door


Capital funding has been used to improve & create new dental surgeries 


The Orthodontics service has been re tendered, with a defined treatment cohort, & significantly shorter waiting times


The CTP has developed its Performance Management through the completion of quality reports & monthly / annual reporting  





A new Oral Health Improvement Strategy 2009-12 has been developed in response to national policy  for e.g. “Choosing Better Oral Health” published since the original strategy & covers North and North East Lincolnshire Primary Care organisations because of their joint approach to oral health and dental services.


 


In line with the Public Health priorities of the local NHS, the aim of the new Oral Health Improvement Strategy will be to reduce inequalities in oral health, particularly in children and young people.





DOESN’T PUT ACROSS THAT WE HAVE REDESIGNED ORTHONDONTIC SERVICES WITH CLEAR PATHWAYS BETWEEN A NEWLY ESTABLISHED COMMUNITY ORTHODONTIC SERVICE AND THE SPECIALIST ORTHODONTIC SERVICE





Our Achievements to date


Our work to date has resulted in the recruitment of an additional 18 dentists


Over 32,000 patients have been transferred to NHS dental practices


Our waiting list now stands at less than 500 with people able to access a dentist for routine care within ??? weeks


All capital funding has been fully utilised by practices on improvements to surgeries and equipment for decontamination


The CTP has supported the building of new practices and the move of a practice into one of the new Primary Care Centres and Community Dental Services (CDS) into two other Primary Care Centres


New emergency dental service





Examples of good practice





Background:


Two years ago, in advance of the National Awareness and Early Diagnosis Initiative, we embarked on an ambitious project to support the earlier presentation of cancer symptoms, using a community led social marketing approach.





�


Demonstrating Impact


Two years on, our funding has been mainstreamed by the local Care Trust and we work alongside a range of community health improvement programmes across Practice Based Commissioning Groups, the Council and the NHS. Our staff team has grown to include dedicated admin and our newest staff member originally joined us as a community team member.





We feel we have really influenced how local services and communities have engaged with each other to make the case for impacting on cancer mortality rates and quality of care.





We have been finalists in several awards including the Health and Social Care Awards, the HSJ Awards (Best Social Marketing Project) and we were winners of both the Yorkshire and Humber Regional Health and Social Care Awards for Best Improving Health and Reducing Inequalities award and the NHS Acorn Alliance Best Public Health Project. Our Programme is in the process of being published and we have been invited to share the work at an international Global Cancer Conference.





Chief Executive Testimonial





 The Collaborative way of working accelerates progress against major health and well being challenges, but in so doing, it achieves so much more for those involved: 


- it harnesses the imagination of many, staff and communities alike and it does this very quickly! 


- it uses a scientific approach to measuring and spreading development and change 


- it builds skills, knowledge and confidence, for individuals, staff, communities and the organisation 


- in policy, organisational and performance terms, its outcomes cut across a range indicators in health, social care, regeneration, education and skills, social inclusion 


- it builds relationships and connections which have an entrepreneurial edge and lead to meaningful opportunities and developments for people in their communities 


- it connects people; builds a sense of pride, making a difference, excitement and worth 


- Collaboratives take the ordinary and deliver extraordinary results 





This evaluation indicates that an organisation is likely to take more of a risk by not employing Collaboratives as part of their change and development strategy, than by making them an immediate consideration. 





Yours sincerely 


Jane Lewington, Chief Executive





Examples of good clinical practice





Peer review process in primary care – A peer review process has already been implemented in Yarborough/Clee Commissioning group and over the past 6 months referral rates in two practices have been reviewed by the Clinical Director with the involvement of the relevant GPs. The impact has been a reduction in the over performance against expectations in both practices to within acceptable levels within a 3 month period





Peer review for cancer – The lead commissioner within the CTP is actively involved in the peer review and internal validation processes for cancer linked to the implementation of the Cancer reform strategy. Working with clinical leads for each tumour site work plans have been agreed to improve services as a direct result of collaborative working





Example – Alcohol Case Study





The 2006 Dept. of Public Health needs assessment – Alcohol misuse – assessing health and social needs in North East Lincolnshire revealed a situation of considerable alcohol misuse and a local culture of ‘hard drinking. 





The Local Strategic Partnership requested the statutory Crime and Disorder Reduction Partnership (Safer and Stronger Communities Partnership (SSCP)) to develop a holistic alcohol harm reduction strategy and this was allocated to the Partnership’s Drug and Alcohol Action Team (DAAT), which is hosted by the CTP. The DAAT produced the strategy, following a lengthy period of consultation, and through a network of 4 themed multi agency ‘task groups’ produced 4 action plans to progress the strategy. Those groups eventually came together in an overarching Steering Group managing one consolidated action plan. That Steering Group is accountable to the SSCP and the LSP.  





Safer and Stronger Communities Partnership also include alcohol in their Joint Strategic Intelligence Assessment and it is a Partnership Priority. NI 39 is in the LAA. The strategy and action plans are now well progressed.





Problems





A lack of local coordination in tackling alcohol misuse in a holistic fashion by the main agencies


Limited identification/screening processes for those with an alcohol problem


Limited capacity for treatment for those with an alcohol problem


Large amount of crime and disorder linked to alcohol misuse


How to change the local culture of a ‘hard drinking’ town


Lack of statistics, data and ongoing analysis





Outcomes and impact 





The delivery of a holistic alcohol strategy and action plan that links directly to the national strategy Safe. Sensible. Social. with all key partners engaged is a quality outcome in itself. 


The activity data collected by the new alcohol services shows an increase in screening, identification, interventions and treatment from a baseline of virtually zero. These activity levels are monitored formally by the DAAT JCG


National Indicator 39 – Reducing Alcohol Hospital Admissions will take longer to affect but performance is monitored by the SSCP and the CTP


Alcohol fuelled violence in Grimsby and Cleethorpes town centres has decreased dramatically with a coordinated multi agency approach to the problem. Various examples of increased activity such as multi agency licensing visits: increased test purchase activity for under age drinkers; children found street drinking taken home to see parents etc. This data is monitored by the Steering group


Performance of the Alcohol Intervention Programme is monitored by its own separate Steering Group and by the Home Office. The project will be part of a long term longitudinal study of clients managed by the Home Office and reporting in 2010/11.





Example - DAAT Drugs Needs Assessment - Value Improvement Tool





Each year the DAAT produces an adult drugs needs assessment. This year the assessment contains an analysis linking the unit costs of the various pathways/modalities of drug treatment to the outcomes achieved by local services. We have been able to do this by being one of 5 pilot areas assessing a new Value Improvement Tool being developed by the National Treatment Agency. This analysis has been benchmarked against regional, national and DAAT ‘family’ costs and outcomes. The analysis and benchmarking shows that whilst our costs are ‘mid range’ we are keeping people in treatment longer than regional, national and ‘family averages but this does not result in improved outcomes. In fact analysis suggests that outcomes deteriorate past a certain time in treatment. The 2010/11 Adult Treatment Plan will show how we have used the analysis to adapt services to improve outcomes. 








North East Lincolnshire Care Trust Plus - the design concept





Four Commissioning Groups led by front line staff and key stakeholders – the engine room for integrated and personalised care


Building a membership organisation with strong community links


Building a healthy community through increased choice, increased control and moving from engagement to co-production.


Our contribution to wider economic and social regeneration an important element of our community leadership role


Starting to make real progress on our strategic journey





North East Lincolnshire – deprivation





49th most deprived out of the 354 Local Authorities in England (2007). 


24% of lower level super output areas (LSOAs) in North East Lincolnshire are amongst the most deprived 10% in England.


49% of LSOAs in North East Lincolnshire are amongst the most deprived 30% in England.





North East Lincolnshire Care Trust Plus


So what does this mean for health in North East Lincolnshire





Male life expectancy – 75.9 years (below national + regional average)


Female life expectancy – 80.8 years (below national average) 


Biggest contributors to  life expectancy gap:


circulatory diseases


cancers


external causes e.g. RTAs


High teenage pregnancy rates


High level of smoking prevalence


Third worst area in England for alcohol abuse


Childhood obesity





North East Lincolnshire – the people





Population- 158,400 (ONS mid year estimates for 2007)


Forecast to increase by 12.21% by 2031 (from 158,900 in 2006 to 178,300 in 2031)


Greatest reduction – 15–19 age group (-11.76%)


Greatest increase – 85 + age group (+126.47%)


Young People with complex needs


95.53% ‘White British’


88% of the population live within 5 miles of our main Acute Provider (DPoW)


80% of households do not have a car





Portfolio Group





Corporate Savings Group (QIPP)





ICEC





Transforming


Care





Organisational


Development





PROGRAMME BUDGETING AND MARGINAL ANALYSIS





The CTP has been using programme budgeting to inform its Strategic plans for several years, and is now further developing its use in all aspects of its work. Programme Budgeting has been used in the Coronary Heart Disease Equity Profile to inform commissioning by highlighting CHD spend and health outcomes and comparing these to other health programmes. It has similarly been used in its impact assessment of East Marsh Neighbourhood Renewal Area housing investment. This has been a useful starting point and the CTP intends to progress on using PBMA in decision making.





Working with Yorkshire and Humber Public Health Observatory (YHPHO) the CTP will use the 7 steps PBMA methodology to identify areas for investment and disinvestment within the CTP at both macro and micro levels.





The introduction of a Spend and Outcome Tool led to the development of a factsheet for our CTP.  The use of this tool will aid the CTP in making decisions on prioritising investment (WCC Competency 6) and making sound financial investments (WCC Competency 11). 





What we’ve done to review





Scene Setting:  remembering CTP Core values:  


population and needs;  


How we consulted; and; Why 





Summary of what we have achieved since the Health


Strategy














New Context: Changes





Reprioritisation and Re-phasing: 


How have we arrived at our decisions





How are we going to achieve our aims?





What will we deliver for NE Lincs 2015





Population 


Characteristics





Population 


Needs





Reminder of how we 


consulted





Reminder of why we chose priorities





Achievements to date





Our progress to date





JSNA update





QIPP programme





Patient & Public views





Financial Challenge





PBC Environment





Partnership work





Market development & 


Provider Economics





Prioritisation process





Scenarios for 


disinvestment





Aspiration





Initiatives & 


Expected Outcomes





We know that keeping people healthy, treating patients earlier to avoid future complications and reducing waste and errors all result in a more people-centred, preventative, productive NHS.  We also need to spot the risks and signs of illness earlier and make sure that people get symptoms diagnosed quickly.





NHS 2010–2015: from good to great. Preventative, people-centred, productive (DoH 2009 Publication)





As we set out in High Quality Care for All, we expect every PCT to commission comprehensive wellbeing and prevention services, with the services offered personalised to meet the specific needs of their local populations.





NHS 2010–2015: from good to great. Preventative, people-centred, productive (DoH 2009 Publication)





Care and support are personal.  Effective care is always the product of a relationship between a patient and those caring for that patient. For delivery of truly high-quality care, that relationship must be based on an accurate and sensitive understanding of the context in which people live and work.  People’s individual needs, their dignity and their rights must be respected at every stage of their care journey.





NHS 2010–2015: from good to great. Preventative, people-centred, productive (DoH 2009 Publication)





Additionally, we consider that a more productive health service is also a sustainable health service for the future, in societal, economical and environmental terms. Indeed, ensuring that environmental impacts are taken into account in the design and delivery of healthcare will encourage reduction in wasteful products and services and will maximise the use of all types of resources for the most beneficial health gains.





NHS 2010–2015: from good to great. Preventative, people-centred, productive (DoH 2009 Publication)





Example – Asgard Project





In North East Lincolnshire we have about 652 young people at risk of social exclusion, health inequalities, teenage pregnancy, substance misuse, disrupted families, low aspiration and low self esteem. These ‘NEETs’ (young people Not in Education, Employment or Training) often show inability or unwillingness to use either universal or specialist health provision or social care provision. They often misuse services like A&E and come from second and third generation workless families.





The Asgard project – so named because, in Norse mythology, Asgard is where the Gods and warriors go to be safe – was started to promote health inclusion and boost aspirations among NEETS in the area.





This research began to illuminate what type of behaviour was resulting in A&E admissions, why these young people were engaged in risky behaviour and what could be done to persuade them to change. We saw that there were barriers to accessing health services. An extensive service mapping exercise was carried out with key agencies and stakeholders to gain their perceptions of the problems.





The Asgard emergency care project





The same teenagers were repeatedly using the Emergency Care Centre, A&E, Ambulance Service, GP out of hours service and Mental Health Crisis teams at Diana Princess of Wales Hospital, Grimsby.


A mean average of 20 teens a day were attending to deal with substance misuse and related injuries, self harm, unsafe sexual practices and undiagnosed and poorly managed chronic illnesses.


Significantly, 75% - 82% of this group had other vulnerability factors - homelessness, lack of family support, mental health problems and involvement in crime. About 35% of this group were ‘frequent flyers’ - they accessed emergency care more than twice every 30 days. Some 63% of these incidents were related to alcohol and drugs. There was a trend of the same young people being admitted repeatedly with the same health issues because


they were unable to break the cycle of ‘risky’ behaviour.





Emergency care case study: Jake


Jake was 17. He was paraplegic and had Autistic Spectrum disorders. He self harmed and used alcohol and amphetamines. Because of his challenging behavior, his family had kicked him out. He had been sleeping under a hedge. One of our Asgard project workers met him at A&E. A Frequent Flyer, Jake was challenging. But the worker took him to the hospital canteen and used a non-confrontational, ge tle approach. He settled down and began to talk, agreeing to cooperate with the Asgard team. The worker realised that he was concerned about hygiene. She took him to the Children’s Hospice and let him use the bath with a bath lift. She bought him some new clothes and funded bed & breakfast accommodation for him while getting him housed. He is now accommodated by the YMCA, attends a specialist Autistic Disorder service and has a supportive GP.





Case Study 2 – Supporting Cervical Screening





Segmentation of the data highlighted low numbers of young women attending for smears. Audience insight highlighted a number of barriers, competitions and possible motivations. This was used to develop a social norms approach – Inside Counts; the premise that young women spend time and energy looking good ‘outside’, but what about ‘inside’?





A range of activities have been used including working with young women as ambassadors to reinforce peer to peer support, fashion shows organised with local retailers and work with Children’s Centres. A major radio campaign is about to launch which draws on our insight and uses humorous conversations between women to reinforce key motivators.








Case Study 1 – Supporting Bowel Cancer Screening





After a well-established programme to increase awareness of bowel cancer using, the ‘Don’t Sit On It’ campaign, a common brand approach was combined with the national publicity. Audience insight highlighted the role of partners, family and friends as motivators as well as the role of a range of staff in


supporting customers and clients to complete home screening tests.





We have trained homecare workers, held workplace events and produced specific staff resources such as laminated picture instruction sheets. Stickers asking ‘Have you done it yet’ prompt conversations across community networks. In supermarkets, groups and other venues, communities offer peer to peer support. 





Example 





The Older People’s Strategy Action Plan includes almost 100 actions, many of which have been implemented or partly implemented. The needs assessment has also informed the Care Trust Plus’s Strategic Plan for Commissioning and the Commissioning Strategy for Transforming Community Services and several other strategies and action plans (e.g. for carers, end of life, dementia, mental health services development, etc)





Collaboratives extended to include CHD (awareness raising, BP testing), Skin integrity (awareness raising, skin clinic), Older people (Snug as a Bug and Keep Warm Eat Well campaigns re home energy efficiency and benefits take-up) 


NHS Heath Checks for 40-74s being implemented


Transformation of Services, Intermediate Care Services review underway. - Support at Home  4 Tier model developed (prevention, maintenance, complex needs, specialist service),  e.g. Tier 1 Service: A3 - Advise, Assist, Attend; Developing quality scheme for care homes; fewer short stays in residential and nursing care/fewer entering residential care (market re-shaping)


Social care/self-directed support (52 older people in receipt by October 09)


Mapping information on voluntary and statutory resources – developing electronic repository


Promoting sufficient fluid intake – working with Anglian Water on training and Charter awards to care homes/supply of hydration units (6 achieved to date) – based on an identified effective intervention


Increasing older people’s activities (New Age curling, chair based exercises) 


Almost 40% of people accessing the CTP’s weight management programme are over 50s


Additional luncheon clubs for older people


Co-location of health and social care teams in Primary Care Centres


Significant increase in carer’s needs assessments and service received to meet needs


Web-based activity monitoring systems have prevented admissions to residential care.


Befriending service increased. Services now also supporting carers of people with dementia on bereavement of the person cared for.





Routine information in the older people’s needs assessment has been updated this year and is also included in the JSNA, along with the 2008 needs assessment report and technical support document. The needs assessment informed the selection of older people’s priorities, included in the JSNA  





The Asgard young people’s employment project





The second strand of the Asgard project fought tackles worklessness- particularly in Grimsby’s East Marsh Ward, which is in the top 1% of deprivation in the UK with a high rate of teenage pregnancy.  North East Lincolnshire Care Trust Plus worked with Havelock academy to give vulnerable 16-19 year olds career opportunities in health and social care. We are just finishing the first year of this pilot scheme, where nine 16-17 year olds were placed in roles in the finance and IT department and the Trust’s Mental Health service.  We needed to find a practical way to tackle the unemployment that has blighted North East Lincolnshire for the past thirty years. We also needed to address the poverty of aspiration and motivation that has held the area’s young people in a poverty trap.   This project has another benefit - North East Lincolnshire Care Trust Plus will face a major staff shortage in the next fifteen to twenty years. Due to its isolated geography, attracting employees into the area is difficult, even in the recession. To provide the care our population requires, we must have a workforce fit for purpose. Most of all, we need a workforce that is attached to the locality - many of our staff who move away and don’t return.





Employment case studies: Ellie


Ellie came from a single parent family.  Neither her mother nor grandparents had ever worked. They lived in the middle of an area of multiple deprivations. Ellie frequently skipped school, and was excluded several times. She had a reputation for being confrontational with staff. She left with no qualifications.  She was given a post in the Care Trust Plus in the Learning Disabilities day centre.  The project co-ordinator helped her with clothing, transport and accommodation – because her relationship with her mother and her mother’s partner was volatile. Initially Ellie found the routine of work difficult, and was often late. The project co-ordinator talked to her about timekeeping and early morning routines, and she improved.  Since then, Ellie has flourished. Her team thinks highly of her, and she has gained a permanent job. She is starting additional training.  She assisted on a recruitment day at her old school, and her previous teachers could not believe how polite and responsible she had become. 





Our strategy to deliver choice is to:





Provide good quality, timely information so that our people who get care or support, and their carers, are empowered to make informed choices.





Involve people in the formation of the information and communication tools used to promote choice and ensure that this is accessible in a range of formats and languages.





Promote the Choose & Book programme, the NHS Choices website and ensure that people and their carers, are aware of the ‘choice menu’.





Extend the principles of a ‘Choice Menu’ into the wider care environment, particularly in complex case management.





Ensure that people and their carers, are offered the opportunity to discuss the clinical implications of any decisions they take and have the opportunity to make an informed choice around their future care. 





Develop integrated packages of health and social care provision in partnership with the person receiving care and their carers 





Routinely Commission services which are responsive, accessible and deliver high quality care, and take action where services are underperforming and user/ patient experience is compromised.  





Developing and implementing mechanisms for procuring, commissioning, and reviewing services at an individual level through Personal Health Budgets and Direct Health Payments, ensuring tie-in (and integration) with Self Directed Support social care system.





Ensure that user/ patient reported experiences and outcomes are fully utilised, and enforced, as part of routine contract monitoring.





Develop our intelligence of the provider landscape and focus investment on community services and care at home, so that people and their carers have more choice closer to home.





Work with the third sector to develop their role in supporting people and their carer, to understand the opportunities and limitations of patient choice.





Continue to develop practice based locality commissioning to ensure that , commissioning activity takes place at the closest point to the individual / community as possible. 





Continue to embed self-directed support and promote the take up of personal budgets.


Re-launch the personal health budget programme


Support and develop personalised service models such as Personal Vascular Health Checks – promote health checks to increase patient understanding and knowledge and have the right advice and support to be able to better manage, and ideally reduce, personal risk factors





The benefits expected from this programme are:





improved patient/client experience


improved staff experience


improved outcomes 


improvement in health & well being of local population





Efficacy





for patient/client


for clinicians 


for organisations





improving capability


realising patch-wide cash releasing savings


enabling choice and personalisation 





improved patient/client experience


improved staff experience


improved outcomes 


improvement in health & well being of local population





The reduction of risk – through informed decisions with access to all appropriate clinical information transformation





Supporting and driving forward service transformation





Efficiency - through reduction in duplication of effort and tasks associated with obtaining information to support care





�





Figure 1 NHS England CO₂e Emissions Baseline and Climate Change Act Targets





“We all aspire to a good quality of life and good health, but equally we all know it will take more than just wanting it to make it happen.  Creating a full picture of our health and social needs and sharing this with everyone is the first step. We then need to make sure we use this information to agree what are the most important things that need to be done - our priorities that will really improve people’s lives in North East Lincolnshire. We need to think about what will have an impact in the shorter term, and what may take a longer time for the changes we make to come to fruition and ensure that everyone understands that some of our efforts may take a while before we see the benefits.  Crucially, to improve people’s lives we need to recognise that it will take all of us as individuals, organisations and coming together as effective partners, if we are to succeed in our ambitions”.





Dr Tony Hill, Director of Public Health, NELCTP
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Vision





Care Plus        





North East Lincolnshire Care Trust Plus





Mission





Users, Commissioners & Stakeholders (Partners) 





Key Themes





‘





We want to develop 





partnerships that add 





value





’





‘





A service that 





provides real choice 





around our personal 





needs





’





We want to:





1 





‘





Create a healthier 





community





’





2.  





‘





Have people in 





control of their own care





’





3. 





‘





Accessible, 





responsive and high 





quality care





’





.





Care Plus: The Provider of Choice





To Provide Excellent Care and Personal Choice within the Communi





ty
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Establishing a coherent 





workforce plan





E1





Improving communications





Establish a  robust performance 





management system





E1





E2





E1





E4





E5





Establish a robust Estates 





Strategy and operational plan





Our Values





: We promise to
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ommunicate openly, transparently and honestly with





…





.
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ccount for our actions and decisions to 





……
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espect and promote dignity for





…





..





E





nrich and value the lives of 





……





.





.............our service users, staff and our community





Commissioners expect





Users  expect
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‘





Support and





improve 





Wellbeing





of the local





population





’





‘





To support





individuals 





achieve quality 





of life for those 





long





-





term 





Conditions





’





‘





Support individuals 





to fulfil their 





potential through 
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-





enablement





To provide real 





choice for those





at the 





End of life





’





Integrated Pathways
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Values





‘





Effectively address 





Acute 





needs





in community 





settings





E5





E5





E2





E5





Establish a marketing strategy and 





implementation plan





Work Programme





‘





   A3





’





Intermediate Tier





Complex Care





Specialist 





services





End of 





life





E6





NPfIT Approach – this will be achieved by;





Strategic IT Infrastructure will be designed to ensure 


High availability – including resilient services and technologies


High performance – meeting end user expectations of speed and responsiveness


Convenient access – to systems at point of service delivery anywhere


Partnership working capability – acknowledging commissioned care will not all be provided by existing conventional NHS bodies


Security – assuring the safety and confidentiality of care record information





Electronic Care Record Systems will provide 


Access at point of care 


Single recording of data 


Single or minimal instances of primary source data held


Accurate data which can be trusted


The sharing of information and system functionality across organisational boundaries and care settings through new and established care pathways to support real care scenarios


Data to feed secondary data systems needed to support competent business decision support


Support for the Choice and Personalisation agendas including access to own care records





The Workforce responsible for the delivery of clinical services will be supported by


delivering these enablers and changes through projects which are appropriately scoped, risk managed and performance managed.


ensuring an IT literate and competent workforce


developing a pervasive cultural ethos on Information Governance and security of data 


development of skills and understanding to ensure high quality data is captured and can be trusted by all users


ensuring users are engaged in the development, management and configuration of the systems on which their clinical practice is dependant





Planners, commissioners and managers of the provision of healthcare will have


an understanding and awareness of the solutions available 


access to a roadmap showing current and future solutions available


access to specialist professionals with knowledge on the solutions available and how they can be used


the capability to commission and decommission solutions to meet service needs within the strategic context


assurance on the availability of secure and fit for use infrastructure and systems


assurance that this programme is aligned with the strategic plans of each organisation
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Annual reports



2008 Health and Well-being in North East Lincolnshire

2009 A Picture of Need in North East Lincolnshire 



Reports include key headlines and priorities for improving health and well-being for the General Population, Children, Older people



and 



Summary tables including:

England/Yorkshire & Humber/NEL comparisons

NEL & Neighbourhood comparisons

NEL & Commissioning Group comparisons

Core data set

Summary documents and data files for indicators, categorised under :-

Demography

Social & Environmental Context

Lifestyle/Risk Factors

Burden of Ill Health

Services

Needs assessments, impact assessments and equity audits

Reports and updates for:



Adolescent Lifestyle Survey

Alcohol Misuse

Child and Adolescent Mental Health 

Coronary Heart Disease

Children and Young People

Diabetes

East Marsh NRA

Economic Well Being

Gypsy and Travellers

Homelessness Strategy

Illicit Drug Use

Learning Disability

Mental Health

Older People

Respiratory Disease

Sexual Health 

Strategic Housing Joint Housing Strategy

Strategic Housing Market

Strategic Housing Stock Condition Survey

Supporting People

Transport

JOINT STRATEGIC NEEDS ASSESSMENT FOR NORTH EAST LINCOLNSHIRE








