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Rationale and Context

Health Status on Teesside is amongst the worst in the
country, significantly below the England average for life
expectancy and almost all of the APHO indicators.

The biggest drivers behind poor health status are lifestyle
issues around tobaccos, alcohol and weight management.

These issues are directly linked to the three big killers: CVD,
Cancer and respiratory disease which account for over 60% of
Teesside’s premature mortality.

4 N

Smoking cessation services are to move to a Payment by
results basis to increase the focus on a successful,
sustained outcome.

Priority Initiatives

Implementation of the alcohol strategy will address the
rising levels of emergency hospital admissions for alcohol
poisoning, violence and alcohol-related liver disease.

Investment in community and specialist weight
management services.
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Impact
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Smoking prevalence across Teesside (30.5%) is higher than
the national average (24.1%) and for Hartlepool (33%) and
Middlesbrough (35%) also higher than the north-east average
(27 %). Smoking accounts for more premature death on
Teesside than the next six preventable causes put together.

Smoking

Smoking cessation services have operated for some years with
success on targets for four-week quitters but smoking
prevalence remain high and moving to a new approach will

\deliver more permanent reductions. /
/ Actions \

* Roll out the Payment by Results approach to smoking
cessation service providers by March 2010.

eCommission specialist providers to target the IDEA

resources at the hardest to reach groups such as manual
workers,.

*Public Health Specialists to provide advice to support

implementation of the tobacco alliance action plan to reduce
supply of illicit tobacco

sImplement the rewards and incentives scheme to address
smoking in pregnancy
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/ Key Performance Indicators \

*By 2013/14 reduce smoking prevalence to 25% (Hartlepool
and Middlesbrough) and 20% (Stockton and Redcar and
Cleveland)

*VSB05_M1 4 week quitters

*VSB02_M1_ M2 Circulatory Disease Mortality Rate

*VSB03_M1_ M2 Cancer Mortality Rate

\Smoking in Pregnancy Rate /
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/ Alcohol Strategy \

Across Teesside over 21% of adults are classified as
“hazardous” drinkers of alcohol and over 6% drink at
“harmful” or “dependent” levels. The Alcohol Strategy
based on a comprehensive needs assessment is aimed
at reducing the harm caused by alcohol on Teesside
from excessive drinking.

This harm includes alcohol poisoning, violence,
accidents

and liver disease. The Strategy consists of a range of

interventions and targeted support for hazardous,
\ harmful and dependent drinkers. /
/ Actions \ / \

« Commission screening, brief interventions and advice for K ey Perfo rmance I n d IC ato I's
hazardous drinkers including a GP Locally Enhanced
Service » VSC26-MO1 Rate of hospital admission for alcohol related

harm per 1000 population

» Commission open access comprehensive assessment and _
structured counselling services for hazardous and harmful *VSBO1 M1 M2 All Age All Cause Mortality- Male

drinkers
*VSBO1 M3 M4 All Age All Cause Mortality — Female

» Commission specialist treatment, home and community _ _ _
detox and prescribing for harmful and dependent drinkers *VSB02 —M1-M2 Circulatory Disease Mortality Rate

» Commission in patient detoxification and residential \ /
rehabilitation services
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/ Obesity \

Across Tees the levels of children and adults who are
overweight and obese is increasing. These levels are
higher than the national average with almost 50% of the
adult population overweight or obese. The consequences
of this are increased risk of diabetes, cardio-vascular
disease and cancer. Plans have been developed to
raise awareness so that people making healthy choices
starting at birth with breastfeeding, as well as providing a
range of tiered services to target those who are already

\ overweight and obese.
/ Actions \

» Commission community weight management interventions
consistently with NICE Guidance funded on a
tarifffoutcomes basis.

* Develop a referral pathway and commission specialist
weight management services

» Commission effective and dietetic services and surgical
interventions for the morbidly obese

» Provide advice to the local authority so that community

based interventions for physical activity and healthy eating
are well targeted
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/Key Performance Indicators\

VSB02 M1 M2 Circulatory Disease Mortality Rate
*VVSB03 M1 M2 Cancer Mortality Rate
*VSB11 M2 Breastfeeding prevalence

*VSC 27_MO02 Diabetes register

*VSB 09 % of children who are overweight or obese

- /
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Capacity/Capabilities

. Workforce development so that routine contacts
can provide brief interventions

. “Every contact will be a health improving contact”

. Capability issues addressed through planned
training programmes

p
Risk/mitigation

Dependent upon behavioural change

Emphasis on social marketing

The scale of the problems is such that success
would generate capacity problems

Capacity will expand as the programmes develop over the
life of the Strategy through training and recruitment

Activity Timeline - STAYING HEALTHY

Tier 3 services for Obesity

Specialist paediatric obesity
service

Tobacco control & Stop smoking
support

Alcohol harm prevention: social
marketing

Cancer Prevention:early
detection

IUh

10

11

12 13 14
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Investment £00C

4 Year Cumulative Recurrent Investment / Disinvestment

STAYING HEAL THY
£8,000
£7,000
£460 £282 £B31
£350
£6,000
£1,190
£5,000
£4,000 1 £2,030
£6,925 £6,513
£3,000
£2,000
£2,895
£1,000 -
Tier 3 services for Specidist Tobacco Cortrol Alcohol harm Cancer Tota Investment QIPP:Increase  Reduced Alcohol  Total Net Cost 4
Cbesity paediatric obesity &Stop Shoking  prevertionsocial  Prevertionearly productivity in  related admissions years
service support merketing detection Provider Services

Investment / Osinvestment Activities

Page 46 of 122




Staying Healthy
Scenario Grid

Scenario

Service Provision

Cost /
Investmen
t £000's

Saving /
Disinvestmen
t £000's

Net Cost /
Saving
£000's

BEST

- Tier 3 Obesity services;

- Specialist Paediatric Obesity
services;

- Tobacco control & Stop smoking
services;

- Alcohol harm prevention;

- Cancer Prevention, early detection

£6,925

-£412

£6,513

MIDDLE

Maintain whole investment in
Tobacco Control & Stop
Smoking; proportionate
reduction in all other new
initiatives; Increase QIPP
(greater productivity in Provider
Services, and greater reduction
in Alcohol related Emergency
Admissions).

£4,410

-£567

£3,843

WORST

Retain focus on Tobacco Control
& Stop Smoking, but at a
reduced level; proportionate
reductions in investment in all
other new initiatives; Increase
QIPP (greater productivity in
Provider Services, and further
reduction in Alcohol related
Emergency Admissions).

£2,871

-£655

£2,216

Page 47 of 122



/ Rationale and Context \ / \

Maternity services on Tees are of a generally high standard
and the birth rate is rising fairly gently. However, we need to
drive continual improvements in patient experience,
responsiveness, meeting preferences and the other

requirements of the national strategy Maternity Matters M at e r n | ty an d

The vision is to provide a choice of safe, high-quality,

personalised care N eW b O r n Car e

A priority is to improve outcomes for mother and baby and to

address the particular issues for vulnerable and disadvantaged
/ \ Impact (Smoking during pregnancy)

families

Priority Initiatives
Hartlepool —e— Middlesbrough —e—R&C Stockton
40 5
Commission the capacity to ensure that the range of 2 351
choice options available will meet demand T 304 .
S 25 .\-
. g —
Implement improvements to antenatal and newborn E 20| .
screening o 15 _
g
’g 10 -
Use contracting levers to improve breastfeeding and rates 8 5
of smoking in pregnancy 0 : : ‘ ‘
2009-2010 2010-2011 2011-2012 2012-2013 2013-2014

. y
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/ Choice \

® Maternity Matters provides guarantees of choice.
There is a range of choices on Teesside but it
requires expansion to ensure choices are respected.

* Women should be able to choose the place, time
or type of care, appropriate to their clinical needs

» Provision of more choice will increase the uptake

\ofmaternity care and improve outcomes /

/ Actions

® Commission external support to develop a
local model of care and service specification.

» Undertake benchmarking work across
community services to inform investment
decisions

» Embed patient satisfaction survey as a
requirement within provider contracts.

&

/

Key Performance Indicators

® Patient satisfaction levels in the survey

* Implementation of an agreed model of care with
choice options explicit

» Agreement of an investment plan to expand and

resource the range of choices
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There is a low take-up of ante-natal screening on
Teesside.

Ante-Natal & Newborn
Screening

The context and requirements are set by:

* Maternity Matters
» National Screening Committee

* Healthy Child Programme

>

/

~

® Commission provision of new Downs
combined antenatal screening test

Actions

* Implement promotion campaign for screening
and survey patient satisfaction

« Commission a communications campaign to
promote early booking and access to maternity

>

/
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\

Key Performance Indicators

* Availability of combined Downs antenatal
screening test

» % uptake of screening offer by women

» Proportion of expectant mothers with 12 week

booking /
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/ Improving rates of \

breastfeeding and smoking in
pregnancy

The current rates of smoking in pregnancy on Tees
are high (30% in Hartlepool), whereas the rate of
breastfeeding is low (22% in Hartlepool). These are
key initiatives in tackling obesity, improving child

health by reducing rates of maternal smoking and SMOKING WILL SERIOUSLY DAMAGE
working towards smoke-free families and reducing e e
\nequalities. /
NHS

/ Actions \

® Train all front-line staff in brief interventions to

promote breastfeeding and smoking cessation
and embed this requirement in contracts

Key Performance Indicators

. . L » Smoking in pregnancy WCC metric
» Commission a breastfeeding co-ordination and

support service in South Tees .
PP * Breastfeeding at 6-8 weeks

» Recruit a breastfeeding co-ordinator for both

\north of Tees PCTs using national funding. / \ /
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(. . i ) (. e )
Capacity/Capabilities Risks/Mitigation
sufficient to cope with demand. the role of the assistant midwife may
need to be further developed.
2. Current facilities are of a good standard
generally. 2. Capacity is fine in total but to respect all
wishes under Choice may require future
reviews and commissioning decisions.
- J - J
Activity Timeline - MATERNITY & NEWBORN CARE

Maternal Health/Health Prevention
(includes screening, smoking in
pregnancy and breastfeeding)

High Quality Community Maternity
services (including Choice and
new pathw ays)

High Quality Hospital Maternity
services (includes increasing
consultant cover)

10
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Investment £00C

4 Year Cumulative Recurrent Investment / Disinvestment
MATERNITY & NBEWBORN CARE

£3,000
£2,500 1 £99
£85 £405
£2,000 1
£449
£1,500
£825 £2,480
£1,000
£1526
£5007 £840
Materna Hgh Quality Hgh Qudity Hospital ~ Total Investment QIPP: Stop paying QPP Shift some QIPP: Increase Tota Net Cost 4
Hedlth/Hedlth Conmunity Maternity  Maternity services for ineppropriate  'Admitted' to Ward productivity in years
Prevention services admissions & Attender Provider Services
attendances

Investment / Osinvestment Activities
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Scenario

Service Provision

Cost/ Saving /
Investmen Disinvestmen
t £000's t £000's

Net Cost /
Saving
£000's

BEST

- Maternal Health / Health
development;

- High Quality Community Maternity
service;

- High Quality Hospital Maternity
service

£2,480 -£954

£1,526

MIDDLE

Cease additional investment in
Hospital maternity services,
proportionate reduction in Maternal
Health / Health Prevention and
Community Maternity services; and
Increase QIPP (greater productivity in
Provider services, greater reduction in
'inappropriate' Emergency
admissions)

£1,290 -£1,202

£88

WORST

Cease additional investment in
Maternal Health / Health Prevention
and Hospital maternity services,
proportionate reduction in Community
maternity services; and Increase QIPP
(greater productivity in Provider
services, further reduction in
'inappropriate’ Emergency
admissions)

£670 -£1,325

-£655
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Maternity and Newborn
Scenario Grid



/ Rationale and Context \

Children and Young People Plans and JSNA's for Tees outline
the main priorities for children. Developed with children their
families, carers and staff, they highlight the following child health
themes:

» Making healthy lifestyle choices;

« Helping children and young people and their families identify
sooner if they are at risk of disease and ill health;

* Improving access to, and quality of, care and treatment for
children and young people if they do get ill.

« Better support and treatment for children with a disability and
Wamilies. /

Priority Initiatives

¢ Reduce the incidence of avoidable disease which includes

obesity.
 Improve the quality of hospital and community health care for

all children.

« Keep children safe from abuse and neglect.

€ 4

a

A

Child Health

a

4

/Impact—(chlldhood obesﬂy)\

—e— Middlesbrough —e—R&C

Stockton

25

20

15

10

% obese Year 6 children

2009-2010

2010-2011 2011-2012 2012-2013
Year

2013-2014

&

4
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* Vaccination and immunisation is an evidenced

based means of reducing infection rates,

* Vaccination levels on Teesside are comparatively low

« Avoiding the often serious implications suffered

by those children contracting these avoidable ilinesses.

» People who are overweight or obese are at significantly

Reduce the incidence of avoidable
disease, including obesity

-

>

greater risk of developing cancer, heart disease and diabetes

/

4 N

Actions
* Increase vaccination and immunisation rates.
* Implement the national HPV vaccination
programme.
» Commission services to increase opportunities for greater
physical activity outside of normal school hours.
« Significantly increase the provision of treatment/support
programmes for young people who are obese
* Explore all opportunities for improved health, nutrition and
exercise through the enhanced Healthy Schools Model.

& /
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/ Key Performance Indicators \

» To demonstrate year on year % increase to achieve the
recommended herd immunity of 95%

* To increase HPV immunisation rate to 85%

« VSB 13 mirror the national picture to increase Chlamydia
screening to 35%

» VSBO08 teenage conception rates

» 87% of coverage for children's BMI in reception and year 6
« To further reduce our prevalence rates for obesity

- /




/ Improve the quality of hospital and \

community health care for children

« Sick and injured children do not always have access to
services of the highest measurable quality, especially those
requiring surgery or overnight medical admission.

« Increasing number of children and young people are
experiencing mental health and disability issues.

» Recent guidance emphasises the requirement to deliver
quality community based health services.

" /

1 ]

/ Actions \

» Work with other organisations across the North East to
review/improve service specifications with particular emphasis
on the quality criteria of contracts

« Assess the impact of workforce changes on current models of
service delivery, propose and implement changes to services
where improved clinical outcomes can be demonstrated
 Implement the NE Child Health Group’s recommendations on
the care of the sick and injured child

 Implement the whole Healthy Child Programme

- /
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/ Key Performance Indicators

» VSC33 patients experience of services for disabled
children and the core offer

adolescent health services

L

» VSB 12 Emotional health and wellbeing and child and

\

)




/ Keep children safe from abuse and \

neglect

How effective we are in keeping children safe
from abuse and neglect will be demonstrated
via performance indicators introduced for PCTs
by the SHA

-

Outcomes of the Laming review need to be implemented to
ensure every child should be safe from abuse and neglect.

/

~

 Implement the recommendations from Lord
Laming Report || March 09

» Ensure compliance with the standards set by the

Care Quality Commission July 09

* Help staff recognise their personal responsibility

to safeguard children who use services

» Receive and act on feedback from people who

use services

&

Actions

>

/
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Key Performance Indicators

* VSC 29 To reduce the incidence of unintentional
injury/deliberate self harm

« To reduce hospital admissions

&




Capacity/Capabilities

Cost effective services which are integrated
and co-located to maximise staff resource.
Concentrate inpatient units on to fewer sites.
Sharing of information and care management
across settings.

Risk/mitigation

Increasing numbers of children displaying
poor Health.

Poor outcomes for children with Increasing

numbers of children with a child protection
plan.

Fragmented services with limited integration,
co-location and information sharing.

Recruitment of paediatricians

J

Activity

Timeline - CHILD HEALTH

Healthy Schools

Early intervention TAMHs / CAMHs
ASD developments

Family Nurse Practitioner
Community Equipment

Teenage Pregnancy services
Aiming High

Substance Misuse

OT / Physio

Speech & Language

Children's Trust

Prevention/ Risk Taking behaviours

Domestic Violence

10

11
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4 Year Cumulative Recurrent Investment / Disinvestment

CHILD HEALTH
£2,500 == A
| £88
N

= EE
v
S
S £1500 -
«Q
R
c
Q
S
17
® £1000 -
>
=

| £88
£500 - - -
Healthy Early ASD FamilyNurse  Community Teenage  AimingHigh  Substance  OT/Physio Speech & Children's  Prevention/  Domestic Total QIPP: Total Net
Schools intervention developments Practitioner  Equipment Pregnancy Misuse Language Trust Risk Taking Violence Investment Increase  Cost 4 years
TAMHs/ services behaviours productivity in
CAMHSs Investment / Disinvestment Activities Provider
Services
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Child Health
Scenario Grid

Cost/ Saving / Net Cost /
Investmen Disinvestmen Saving
Scenario Service Provision t £000's t £000's £000's
- Reduce avoidable disease (including
Obesity);
- Improve quality of Hospital and
BEST £2,375 -£738 £1,637

Community healthcare for children;
- Keep children safe from abuse &
neglect

Maintain whole investment in key
initivitives, ie Healthy Schools,
TAMHs, CAMHSs, ASD, Family Nurse
Practitioner, Community Equipment
MIDDLE | & Children's Trust; small reduction in £1,230 -£1,846 -£616
'Risk taking behaviours'; Cease
investment in all other new initiatives;
Increase QIPP (greater productivity
in Provider Services).

Maintain whole investment in most
key initivitives, ie Healthy Schools,
TAMHs, CAMHSs, ASD & Children's
WORST | Trust; Cease investment in all other £580 -£2,215 -£1,635
new initiatives; Increase QIPP
(greater productivity in Provider
Services).
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/ Rationale and Context \
*Map of medicine provides clear evidence that more care can be safely

and effectively delivered out of hospital which can assist the further
strategic shifts planned on Tees

» We know that whilst the quality of care on Teesside is generally high
there is variation in utilization of services and outcomes of care across
the health system.

« Limited early detection of disease such as CVD and poor uptake of
screening programmes in some groups and communities put people at

risk of late diagnosis and poor health outcomes.

& -4
2
/ Priority Initiatives \

Transform the delivery of care locally through the
implementation of the Momentum: Pathways to healthcare
and PaC2E programmes.

* Identify and reduce unnecessary variation in practice to
improve access and quality.

eImplement the expansion of planned screening
programmes & improve uptake in ‘at risk’ or

@jvantaged groups. J

/

PLANNED CARE

An ambitious programme of redesign to

move care closer to home, eliminate unnecessary
variation and identify and treat early onset of disease

\

_4

&
/ Impact

Expected Impact of Planned Care Strategy

[mAcute Provision @ Communiy Reprovision OIPlanned Effciency |

100%

90%

80%
) .
60%

50%

40%

30%

20%

10%
0%
Outpatient Planned Same Day Elective

\
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Transforming Care across the
system — providing care closer
to home

*There is a history of limited investment and development of
community provision across Teesside. Demographic changes,
poor co-ordination of care and over reliance on hospital based
care has led to a 4% increase in in-patients per annum and 5%
increase in day care procedures.

*Whilst the quality of services are rated highly, significant

benefits could be delivered through the avoidance of delay and
we elimination of waste /
/ Actions \ /Key Performance Indicators\

* Service reviews completed as defined within Momentum &
PaCZ2E programme timetable

* Progress the agreed programme of service pathway
FEVIEWS. *Hospital LOS at top decile performance
* Implement reviewed & redesigned planned care pathways
in line with Momentum and PaC2E programmes, eliminating
processes and procedures that do not add value.

* 19% shift in hospital Out Patient Consultant Appointments
resulting 119,000 appointments re-provided in a community
setting

*46% shift of planned same day hospital procedures
resulting in 28,500 procedures carried out in a community
setting

& AN /
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» Re-commission pathways that integrate services across
traditional organisational boundaries.




/Early Detection and treatment of\

Disease

« Following NICE guidelines, early introduction of CVD risk
assessment aged 40-74 (health checks) in Teesside has
identified previously undiagnosed cases of hypertension,
diabetes and those at high risk of adverse health outcomes.
* Across Tees PCTs we are between 20 and 51% lower than
the national rate for cardiac pacing.

*Uptake rates for screening programmes in some patient
groups and communities in Teesside are low, increasing the
risk of late diagnosis and poorer outcome.

chances of a successful outcome.

4 e N

Actions

*Greater public awareness of the early signs of disease will
Wd to increases in early presentation, improving the /

* Develop and expand current risk assessment & treatment
programmes in cardio vascular disease and expand nurse led
community based cardiac arrhythmia services across
Teesside.

« Implement the national Abdominal Aortic Aneurism
screening programme

« Commission a range of campaigns using social marketing
techniques to increase uptake rates for screening

\programmes and to support the early detection of disease./

/ Key Performance Indicators \

¢ Abdominal Aortic Aneurism screening in place from early
2010.

 Rate of ICD and pacemaker insertion.

» Uptake of screening programmes across hard to reach
groups.

« Stretch targets to implement national health check
programme 2 years ahead of schedule

)
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/ Reducing inappropriate \

variation in care and outcomes

Elimination of unnecessary variation across the health system
will reducing inequality and improve health outcome.

*Whilst we consistently achieve high QoF scores in general
practice there remains variation in for example diagnosis of
depression and more than two fold variation in referral across
many specialities which can not be explained by clinical need
alone

*Patient surveys inform us that satisfaction with primary &
community services whilst generally good is not universal

/

/ Actions \

* Introduce a locally sensitive benchmarking tool that
provides feedback to practices for peer comparison thus
reducing unnecessary variation in primary care.

*Reduce variation across planned care pathways by
supporting the use of benchmark data and the application of
Map of Medicine

* Provide web based and written information for patients,
enabling them to make informed choices about the care they
receive and thus help them to access services more easily.

sImprove capacity and speed of access to NHS dental
services.
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/Key Performance Indicators\

» Comparative metrics agreed for benchmarking tool

* Progress towards top decile performance for benchmarked
cluster group across range of measures

» Patient satisfaction with information and choice as
measured by national and local surveys

* 50% of dental practices offering extended opening

*Achieve and maintain maximum 4 week wait for new and

Qﬂine dental appointments. /




Delivering Planned Care programme

CapaC|ty/Capab|I|t|es

Requirement for community facilities to be

ready for shift of services

(. e L.
) Risk/mitigation

Community facilities in North not ready in time for service
shifts

Project management approach used with comprehensive risk

* Change management capability and capacity and clinical & mitigation log in place & investment prioritised
eﬁge?gement requirement S|.gn|f|can.t . Capacity for delivery compromised due to service pressures
’ Slg.nlflcant workforce redesign required to . Delivery programme dynamic with prioritisation for
deliver pathway changes programme at highest level across system
° Requirement for skilled ‘lean’ practitioners to review & . Lack of clinical engagement in supporting service change
redesign services and to deliver required efficiencies and reducing variation
) . Clinical input to planned developments incentivised.
\_ Programme consistent with PBC commissioning plans J
Activity Timeline - PLANNED CARE
CHD/Circ: Anti-Coagulation in GP Practices
CHD/Circ: Teesw ide initiatives |
CHD/Circ: North - Arrhythmia service
CHD/Circ: North - Community ECG service |
CHD/Circ: North - Community 24hr BP |
CHD/Circ: South - |
CHD/Circ: Cardiac treatments |
Shift in Setting of Care re Momentum & PACE to Community |
Shift in Setting of Care re VFM & QIPP to Community |
Shift in Setting of Care re Momentum & PACE from Acute ]
VFM Programmes
QIPP: Care closer to home & Effectiveness of Interventions; |
10 11 12 13 14
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4 Year Cumulative Recurrent Investment / Disinvestment
PLANNED CARE

£33,000 -
£23,000 -
£13,000 -
£828
£76 £65 £555
£3,000 £570
g BLL [
ICHD/Circ:Anti-  CHD/Circ: CHD/Circ: CHD/Circ: CHD/Circ: CHD/Circ: CHD/Circ:  ShiftinSetting ShiftinSetting Total ShiftinSetting VFM&QIPP: VFM & QIPP: VFM & QIPP: VFM & QIPP:
Coagulationin Teeswide North- North- North- South- Cardiac of Carere of Carere VFM Investment of Carere Increase Continuing Prescribing  Primary Care &
'£71000 1 GPPractices initiatives Arrhythmia Community Community treatments Momentum & &QIPPto Momentum& productivityin  Carereview Efficiencies Dental
service ECGservice 24hr BP PACEto Community PACEfrom Provider
Community Acute Services
-£17,000
-£27,000
-£37,000 -
-£47,000

Investment / Disinvestment Activities
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Scenari
o]

Service Provision

Cost /
Investmen
t £000's

Saving /
Disinvestmen
t £000's

Net Cost /
Saving
£000's

BEST

- CHD/Circulation: develop Community
services Teeswide;

- CHD North: Anti-Coag, Arrhythmia
service, Community ECG, Community 24hr
BP; -
South: develop Community services

- develop Cardiac treatments

-Shift in setting of care re Momentum &
PACE;

- Shift in setting of care re VFM & QIPP
programmes

£40,826

-£85,897

-£45,071

MIDDLE

Maintain whole investment in key initiatives:

ie Anti-Coagulation, Arrhythmia services,
Commmunity ECG and Community 24hr
BP, and South of Tees Community
services; scale back Teeswide investment
in Cardiac treatments and Cease new
investment in other Teeswide CHD
initiatives; Increase QIPP (greater
productivity in Provider services, increase
savings from Continuing Care, Primary
Care and Prescribing reviews. Increase
shift in services to Primary & Community.)

£50,461

-£126,125

-£75,664

WORST

Maintain whole investment in key initiatives:

ie Anti-Coagulation, Arrhythmia services,
Commmunity ECG and Community 24hr
BP, scale back South of Tees Community
services; Cease new investment in other
Teeswide CHD and cardiac treatment
initiatives; Increase QIPP (greater
productivity in Provider services, further
increase savings from Continuing Care,
Primary Care and Prescribing reviews.
Further increase shift in services to Primary
& Community.)

£52,163

-£133,014

-£80,851
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K Rationale and Context \

Over half of the total expenditure of the

Tees PCTs is on acute care and whilst there has
been success in achieving access targets, outcomes
for patients are variable. Cancer mortality is high, as
is incidence of C. Difficile. Outcomes for patients
following a stroke could also be improved.

We therefore need to develop well integrated, high

guality services and expand screening to
improve survival rates for cancer
* Multi agency measures to implement the
National Stroke Strategy, with particular emphasis
on hyper acute and early facilitated discharge

/Priority Initiatives

* Improvements in cancer services and
further expansion of screening programmes
coupled with initiatives to improve uptake

» Improve quality, patient safety and organisational

\_

Acute Care

/

Impact (Cancer Mortality)

infections

!eputation by reducing hospital acquired j
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Cancer

-

The overall context is:

 Standards set within the Cancer Reform Strategy
and 110G guidance

» Locally cancer is the second largest contributor to
premature death and uptake of screening
programmes is low compared to

national performance

\
i i

» Commission an expansion in capacity in
radiotherapy at James Cook University Hospital

» Commission further expansion of breast and bowel
screening programmes.

» Map data and undertake segmentation in order to
better understand why different groups of people
do not undertake screening. This will enable us to
develop specific actions to address this as well as
raise awareness amongst patients

\_

~

/
~

v
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/Key Performance Indicators \

Cancer Screening

90% -

85%
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80% ////
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Year 1
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/




/ Stroke \

On Tees we have over 1000 stroke cases a year
but access to services is variable. We need to
improve on this in order to ensure that

patients not only survive but also reach their

full potential in terms of outcomes

\l /

1 |
/ ACTIONS \

» Agree the model of care across Tees for Hyper
Acute services to ensure achievement of
national standards

» Commission expansion of community stroke teams to
support patients in the community and
acilitate early discharge from acute settings

» Commission additional services to ensure that there is
sufficient capacity to provide longer term support so that

@ts reach their full rehabilitation potential /
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/Key Performance Indicators\

» Continuous improvement of performance
against the Sentinel audit

\_ /




/ C. DIFFICILE \

In Tees we have over 600 cases of C. Difficile per
year which causes significant harm and, in some
Cases, death and often affects

the most vulnerable patients

This could be avoided with appropriate education,
care and management and

we need to continue to work on establishing
cause and implementing change as part of

a continuous learning process

1 1

/

/ ACTIONS \

* Implement bespoke training and education
Programmes in primary care

» Ensure a Root Cause Analysis occurs for all
cases of C difficile overseen by the PCT Tees
wide Steering Group

« Set targets for the reduction in antibiotic
prescribing activity across Tees

«Performance manage quality and safety
kthrough the Tees HCAI Steering group /
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/Key Performance Indicators \

* 50% reduction in the number
of C. Difficile infections

 Uptake of training & education programmes

» Engagement of all stakeholders in
the HCAI Steering group

\_ /




(. . e
Capacity/Capabilities
1. Delivery of the model of care for hyper-acute may
present capacity issues regarding facilities e.g. space
and access to scans. Before deciding on the model of
care the Business Case needs to be developed to
address any risks.

2. Capacity and inclination of Foundation Trust
management to deliver change within required
timescales may require using the cardio vascular
network to present the argument for change

(Risk/mitigation

1. Failure to recruit to key posts (radiotherapy, stroke and
specialist infection control posts)
Consider different models of care e.g. skill mix or
centralisation of services or in the case of HCAI
commission a specialist to deliver specific work

2. Failure to agree and deliver a new model of care for hyper-acute
stroke
Use network and commissioner relationships as a lever.
3. Failure to increase early detection of cancer.
Put in place a large scale systematic programme to
raise public awareness and keep GPs up to date
educationally

- J

Timeline - ACUTE CARE

Activity

Stroke: Best Practice
Stroke: Rehab |
Stroke: Speech & Language 1
Stroke: Hyper Acute 1
Stroke: Early Discharge 1
Stroke: Community Servs 1
Stroke: Comm Hospital Staff 1
Alcohol: Hazardous |
Alcohol: Harmful |
Alcohol: Dependent 1
Cancer: addtl Radiotherapy 1
Cancer: Social M arketing |

Cancer: Breast & Bowel Screening

10

11

12 13 14
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Investment £000's

4 Year Cumulative Recurrent Investment /Disinvestment
ACUTE CARE

£18,000

£16,000 -

£14,000 -

£12,000

£10,000

£8,000 -

£6,000 | . £288

£4,000 -

£2,000 A . £320

£0 Jee2m0 [ eson |

Sroke:Best  Sroke:Rehab Sroke: Speech& Stroke:Hyper  Stroke: Early Sroke: Stroke: Comm Alcohol: Alcohol: Alcohol: Cancer:addtl ~ Cancer: Social Cancer: Breast Total Investment QIPP:Reduce VFM&QIPP:  QIPP:Reduced VAM&QIPP:  QIPP:Increase Total Net Costd

Practice Language Acute Discharge  Community  Hospital Saff  Hazar dous Har it ul Dependent  Radiotherapy  Marketing &Bowel Alcohol Related  Reduce Lengthof Stay Reviewof Block productivityin years
Servs Sereening Adnissions Ener gency (Sroke)  Contracts&PTS  Provider
admissions Services

Investment / Disinvestment Activities
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Scenario

Service Provision

Cost/
Investmen
t £000's

Saving /
Disinvestmen
t £000's

Net Cost /
Saving
£000's

BEST

- Cancer: Increased Screening, Treatment
& Awareness;

- Stroke: Enhanced Community services,
Early Supported Discharge;

- Alcohol Treatment: services for
Hazardous, Harmful & Dependent
drinkers.

£16,096

-£15,595

£501

MIDDLE

Maintain whole new investment in Cancer:
Radiotherapy and Stroke: Best Practice
tariffs; proportionate reduction in Cancer:
Screening and Treatment, all Alcohol
Treatment initiatives and some Stroke
initiatives; Cease new investment in
Cancer: Awareness, Stroke:Speech &
Language, Community Services and
Community Hospital staff. Increase QIPP
(greater productivity in Provider services,
greater reduction in Alcohol related
Emergency admissions and greater
reduction in Stroke Length of Stays)

£10,541

-£20,932

-£10,391

WORST

Maintain whole new investment in Cancer:
Radiotherapy and Stroke: Best Practice
tariffs; further reductions in Cancer:
Screening and Treatment, all Alcohol
Treatment initiatives and some Stroke
initiatives; Cease new investment in
Cancer: Awareness, Stroke:Speech &
Language, Early Discharge, Community
Services and Community Hospital staff;
Increase QIPP (greater productivity in
Provider services, greater reduction in
Alcohol related Emergency admissions
and greater reduction in Stroke Length of
Stays)

£6,624

-£22,184

-£15,560
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Acute Care
Scenario Grid



/ Rationale and Context \

* Up to half the people on Teesside are claiming incapacity
benefit as a consequence of anxiety and depression

» Across Tees there are significant levels of deprivation and there
is a recognised link between deprivation and common mental
health problems

» Dementia has a devastating effect on the lives and there is 62%
of undiagnosed dementia across Teesside

*Therefore we wish to develop a care model that prioritorises
early detection and intervention with care delivered to maximise

recovery.

/ Priority Initiatives x

* Improve access to Psychological Therapies

» Support people with dementia and their carers ensuring access
to high quality services, support and information

» Address the needs of dual diagnosis for substance misuse.

» Support people to live healthy, resilient and engaged lives
supported by high quality and inclusive mental health services.

/ Mental Health and \

Well Being

Improved Access to Psychological Therapies
Supporting people with dementia

Better management of dual diagnosis

\_ j

Qeople living healthy and resilient Iives/

Impact (IAPT)

10000 -
9000 -
8000 -
7000 -
6000 -
5000 +
4000 +
3000 -
2000 -
1000 -

O hdl T T T T 1

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

Individual egagemtn IAPT

Year
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/ Improved access to \

Psychological Therapies

*Patients currently wait up to a year for access to
psychological therapies and the overall quality of these
services is variable

» The current model of healthcare does not align the most
appropriate skill and resource to deal with the needs of the
individual, often meaning that people receive inappropriate
interventions

* People will have quick access to high quality evidence

based therapies resulting in improved outcome and less
@ce secondary care /
/ Actions \

* Roll out IAPT linked programmes including ‘back to work’ and
‘MH First Aid’, alternative to ‘sick notes’ with GPs, patient
education and condition management programmes

* Map and benchmark existing services against best practice to
secure qualitative and quantitative improvement

* Commission new models of service and ways of working that
increase and improve access to psychological therapies,

\l /
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-~

*Achieve and sustain year on year targets for individuals
engaged in treatment [Year 1 — 8191, year 2 onwards — 8983]

Key Performance Indicators

«Secure and sustain increased in individuals getting off sick pay
and benefits [Year 1 - 234, Year 2 — 259]

« Deliver waiting time targets of 12 weeks, referral to appointment
10/11 for talking therapy and 10 days referral to appointment for
low intensity treatment.

\l /




/Support people with dementia\

and their carers

*People on Tees with Dementia do not get timely
diagnosis or receive the appropriate support as a result.
They take longer to recover from concurrent conditions.

*We will systematically implement the National Dementia
Strategy

*People with dementia are diagnosed early, supported in

their home and enjoy equitable access to care and
wices /
/ Actions \

» Commission clearly understood pathways for the
identification, diagnosis, and treatment of dementia
across all care settings

» Use contractual levers to manage providers to
ensure the delivery of personalised and outcome
focused care packages

* Implement national policy and best practice for care

of people with dementia through mainstream service

@rms /
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/Key Performance Indicators \

* Increase by 100% the number of people with
dementia that have a diagnosis

* Increase the number of people with dementia
supported to live at home by 20%

» Determine and reduce in emergency admission to

* ‘Equity of outcome’ for people with dementia as

reported through patient experience survey

hospital for people with dementia




/ Better management of dual \

diagnosis

» Reported experience on Tees indicates that patients
suffering from a mental iliness and substance misuse find it
difficult to access services that recognise and meet the
needs of both conditions, meaning that neither of them is
managed effectively

« Patients on Teesside will receive appropriate treatment

from mental health and substance misuse services working

Wrtnership /
/ Actions \

» Undertake, with DAATSs an analysis to determine
local need in regard to alcohol and drug misuse and
how this is reflected in mental health services

» Commission pathways of care for people
experiencing mental health and substance misuse
needs, recognising the need to provide support to
children

\_ /
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/Key Performance Indicators\

* All patients assessed by mental health services will
be routinely screened for substance misuse

* All patients assessed by substance misuse services
will be routinely screened for mental health needs

» The number of patients in service with a recognised
dual diagnosis will increase to match prevalence
estimate

\_ /




resilient lives

» Commissioners currently have little information
regarding the quality, effectiveness and value for money
of services procured through block contract arrangements

» People on Teesside will have access to good quality
care, commissioned in line with identified needs and
managed within an agreed structure that supports them

/ People living healthy and \

- /
a Actions N

* Introduce rigorous, consistent monitoring of contracts with
emphasis on value for money and cost effectiveness

« Commission development programmes to educate and train
health and social care staff in recognising mental health
problems at the earliest opportunity

« Commission a range of interventions for ‘hard to reach’ and
vulnerable groups to support the implementation of local Social
Inclusion Plans

« Commission care and services line with local plan to implement
the national autism strategy

« Commission a comprehensive service for children with a
mental health need across Teesside

\_ /
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/ Key Performance Indicators\

* Implementation of the national contract within 2010/2011 that
includes all key metrics and indicators

 Waiting times for mental health services will be consistent with
those of acute services, i.e. from the current of 52 weeks for
some services to 12 weeks

« All people with mental health needs should have these
considered within all healthcare settings

« All localities will achieve a level 4 score in the CAMHS vital

N\ /




Delivering the mental health and well being programme

CapaC|ty/Capab|I|t|es

Increase knowledge and skills for workforce of all partner
agencies in mental health (capable workforce)

. Strong partnerships including joined up commissioning
frameworks with Local Authority partners

. Further develop delivery of mental health services in non
specialist settings.

. Finance — appropriate levels of finance/investment are

allocated to deliver the strategy
Disaggregation and understanding of provider budget

(e

\

J

~
Risk/mitigation

Economic downturn —work with partners signed up to the
strategy. mechanisms in place to support this

Provider poor performance — robust contract management
Pathway re design — ensure partner engagement and
provision in non stigmatising settings

Funding — consistent profiling of Mental Health Agenda
Provider engagement — contractual issues and management
Specialist regional priorities — engagement with regional
team and effective horizon scanning

J

Timeline - MENTAL HEALTH

Activity

Improving Access to Psychological
Therapies (IAPT)

Develop services for Autistic
Spectrumdisorders

Increase CAMHS services

Deliver National Dementia Strategy

e

10

11

12
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Investment £000

4 Year Cumulative Recurrent Investment / Disinvestment

MENTAL HEALTH
4000
£A79
3000 -
£1,150
2000 -
£1,160
1m N £537
£4,922
£518 £3,365
0
-£2,677

1000 Improving Accessto  Develop servicesfor  Increase CAMHS Deliver Natiordl Totd Investment QPP Prog Budget  VFM &QIPP: Review QPP RepatristeOut-  QIPP: Reviewlong  Total Net Saving 4

) 1 Psychologicd Autistic Spectrum services DenertiaStrategy reduceto lowest ONS MHelemert of Block of-Area termpackages years
Therapies (IAPT) disorders cluster quertile Cortracts
-2000 1
-FA02
-£239

-3000
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Scenario

Service Provision

Cost / Saving /
Investmen Disinvestmen
t £000's t £000's

Net Cost /
Saving
£000's

BEST

- Invest in IAPT;

- Develop services for Autistic
Spectrum conditions;

- Develop comprehensive
CAMHS service;

- Deliver National Dementia
Strategy

£3,365 -£6,042

-£2,677

MIDDLE

Maintain whole investment in
Dementia Strategy; proportionate
reduction in IAPT, Autistic
Spectrum & CAMHSs. Increase
QIPP (further reduction following
review of MH contracts; long term
packages and repatriation of out-
of-area patients) .

£1,970 -£9,384

-£7,414

WORST

Retain focus on Dementia
Strategy but at reduced level of
investment; further reduce
investment in IAPT & Autistic
Spectrum; Cease investment in
CAMHS. Increase QIPP (further
reduction following review of MH
contracts; long term packages
and repatriation of out-of-area
patients) .

£1,135 -£10,086

-£8,951
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K Rationale and Context \

* A quarter of people on Teesside report they have a
life limiting long term condition and are unable to enjoy
long and healthy lives

 People with a learning disability do not enjoy equitable
access to health care services

 Therefore our initiatives will provide the people of
Teesside with the capacity, capability and confidence to

live as healthier lives as possible through support for
Qm, their carers, families and communities

/ Priority Initiatives \

» Develop improved management of respiratory
conditions through new models of care and
transform services and delivers improved outcomes

 Ensure that people are better placed to better
manage their care and condition.

sTackle inequitable access to care and services for
people with a learning disability

~

Long Term Conditions

Improved Management of Respiratory Conditions
Personalised Care

Learning Disabilities

\l /
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/ Improved management of
respiratory conditions

» Respiratory disease is the third highest contributor to
early mortality on Teesside

» The is a three fold difference in COPD prevalence
across Tees resulting in variable to access and quality
of service

» Models of care are standardised with need, skills

@ resources aligned /

1
4 Actions N

« Commission in line with new model of care and
ways of working that improves access to and quality
of respiratory services

» Use PARR within the community to better
systematise the profiling and case management to
better target interventional support to ‘at risk’
individuals and vulnerable groups

» Commission effective pulmonary/pre-habilitation and
krehabilitation programmes for those in the early/
stages
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Key Performance Indicators

~

* 10% fewer admissions for acute exacerbations of
COPD

» People will not stay in acute hospital
unnecessarily

*All appropriate patients care plans and actively
managing condition through rescue packs

* All smokers aged 35 will be screened for COPD

\l /




/ Personalisation \

* Patients with a long term iliness do not always
receive the most appropriate or timely support

» One in ten people on Teesside are ‘unpaid’ carers
* Care is transformed from episodic interventions so

that all people with a long term iliness with a personal
health plan who can make their own choices.

- /
/ Actions

« Commission providers to offer people with an long
term condition and their carers a care plan that will be
reviewed annually

« Commission self management programmes across a
range of conditions and locations

» Commission Case management for those with
complex needs

*Develop the ‘market’ to increase local capability and
capacity to deliver all long term conditions

\l /
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Key Performance Indicators

personal health plan, make their own choices
are supported in those choices

 All ‘carers’ will be identified in general practi

 Self management programmes are available
across all major long term conditions

\_

* All people with a long term illness will have a

~

and

ce

/




4 N

Learning Disabilities

*People on Tees with a learning disability experience high
levels of health needs but often find it much harder than others
to access services as measured through local health self
assessments

» The absence of specialist providers means that too often
people are cared for outside of Teesside

» Everyone with a learning disability will be supported to live
locally with services designed to meet their needs

/ Actions \

* Commission services in line with pathways of care
are ‘adjusted’ to meet the needs of people with
learning disability

Key Performance Indicators

* Equality of access to Healthcare for all people with
a learning disability

» Commission primary care so that everyone with a
learning disability has an annual health check and is
offered a health action plan

* 50% reduction in the number of people with a
learning disability placed out of area for care and or

treatment
» Work with partners to develop the market to increase 100% of People with | ing disabilit ilb
local capability and capacity for provision of local : O [FERRISTI RN OIS T D€
Sl offered an annual health check and health action
plan
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Delivering long term condition programme

P
Capacity/Capabilities

¢ Range of local providers that offer choice

 Health facilitation service covering adults and young
people in transition

« Local Enhanced Service for annual health checks and
health action plans for LD

¢ Acute and community health services providing
individualised healthcare

~

J

-

p
Risk/mitigation

* Paucity of interest from providers to provide services locally — joint
commissioning approaches with local authorities and development of self
directed support.

» Recurrent funding to meet capacity areas — clear financial plans linked to
strategy

« Commitment to deliver by provider health organisations — Clear
commissioning intentions and robust contract management including CQIN
targets.

» Creating stigma for people with learning disabilies in healthcare settings —
Reasonable adjustments based on normalised pathways delivered by
healthcare staff. Workforce development in relation to attitude, awareness
and communication.

Activity

Timeline - LONG TERM CONDITIONS

LD: Equity of Access to Healthcare
LD: Equity of Access to MH Healthcare
LD: develop the market place
Respiratory: Intermediate Care 1
Respiratory: Community Initiatives 1

LTC: Carers Support 1

LTC: Personal Health Budgets 1

LTC: Personalised Care Plans for LTC 1
LTC: Telehealth/Telecare 1

LTC: Diabetes - self management

10

11

12 13 14
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4 Year Cumulative Recurrent Investment / Disinvestment
LONG TERM CONDITIONS

£10,000

£9,000 -

£8,000 | | e

£7,000 -
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o
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Investment £000's
R &
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8

£3,000 -

£2’000 | -

£0 J-

LD: Equity of Access LD: Equity of Access  LD: develop the Respiratory: Respiratory:  LTC: Carers Support LTC: Personal Health ~ LTC: Personalised LTC: LTC: Diabetes - self
to Healthcare to MH Healthcare market place Intermediate Care  Community Initiatives Budgets CarePlans for LTC  Telehealth/ Telecare

Total Investment QIPP: Reduced QIPP: Reduced QIPP: Review LD QIPP: Increase Total Net Cost 4
management Admissions inAcute  Admissions re element of MH/LD productivity in years
setting Telehealth/ Telecare  Block Contracts Provider Services

Investment / Disinvestment Activities
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Scenari
0]

Service Provision

Cost/
Investmen
t £000's

Saving /
Disinvestmen
t £000's

Net Cost /
Saving
£000's

BEST

- LD: Equity of Access to general &
mental health healthcare & develop
market place;

- Respiratory: Intermediate Care &
increased Community Services;

- LTC: Carers Support, Personal Health
Budgets, Personalised Care Plans,
Telehealth/Telecare, Diabetes-self
management

£8,965

-£3,372

£5,593

MIDDLE

Maintain whole new investment in
Diabetes & Intermediate Care; maintain
focus on Respiratory but at reduced
level; proportionate reduction in all other
initiatives. Increase QIPP (greater
productivity in Provider Services, review
of LD element of block contracts, greater
reduction in acute admissions).

£4,943

-£5,389

-£446

WORST

Maintain whole new investment in
Diabetes & Intermediate Care; maintain
focus on Respiratory but at a further
reduced level; maintain proportionate
reduction in other LTC initiatives; Cease
new investment in all LD initiatives.
Increase QIPP (greater productivity in
Provider Services, review of LD element
of block contracts, greater reduction in
acute admissions).

£2,668

-£6,280

-£3,612
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Rationale and Context

& D

 Around 60% of all deaths on Teesside occur in hospital and around
1,700 bed days annually could be avoided.

« Evidence suggests that many people do not have a ‘good death’ and
we know from audit and local patient surveys that most people in
Teesside would prefer to be supported to die at home — they want to
die with dignity.

<Patients and their loved ones are not always provided with the
information, support and advice that they need prior to the end of life
and through bereavement.

*On average across Teesside about 4% of people end their life in
hospice settings which is significantly less than in other parts of the

country.

Priority Initiatives

o Y

* Increased provision of information, advice and support
services will be commissioned for patients and their carers.
» We will commission a range of training programmes
aimed at improving awareness and competence of staff
across all care settings.

» We will expand the capacity and range of services
provided in the community.

<

L

/

END of LIFE CARE

Ensuring people and their families

can choose where to be at the end of life, be
well informed and provided with the best
possible care

\

4

/
-

.
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Impact

KPI - Reduce the number of people dying in hospital by 10%

HPCT 2009

HPCT 2015

SPCT 2009

SPCT 2015

MPCT 2009

MPCT 2015
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~

« Evidence suggests that timely and improved access to

Improved Information and
Advice

the patient and family experience at the end of life

inform the information, methods and manner of
communication that will be most effective.

« All people in Teesside on an End of Life Care (EoLC)
\pathway and their carers should be able to access high

quality information, support and advice when needed.

quality information, support and advice improves the quality of

» The North East consultation on ‘A Good Death’ will further

~

high

)

/ Actions

» We will commission and publicise a 24 hour
home based services.

» We will further develop and produce
bereavement information ‘packs’ which contain

to patients and their family

&

telephone advice line which will improve access to

locally relevant information which will be available

>

/
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/Key Performance Indicators\

*% of patients & families of people on EoLC
pathway receiving required level of
bereavement support ensuring 100% offer.

*Use of telephone advice service and impact on
access to care & other support

*Patient and carer feedback on accessibility and

\usefulness of information provision /
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Improving competence across cara

settings to enable choice

Currently local people experience variation in the care they
receive due to lack of knowledge or skills of care providers
which results in unnecessary admission to hospital especially
‘after hours’.

» A minimum standard of EoLC competence is needed by all
potential providers to ensure care is seamless and equitable
across care settings and patients.

no mandatory training in place for all care providers.

» Access to training for End of Life Care is variable and there is

" /

/ Actions

» Commission Gold Standard Framework and Advance Care
Plan training for all care providers, including care home,
primary care and community staff.

staff across all care settings.

» Commission a programme of Communication skills training
for key community staff members.

-

 Implement mandatory EoLC awareness training for provider

>

/
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/ Key Performance Indicators \

* GSF or equivalent standard implemented in 90% of care
homes by 2015.

* All people on an EoLC pathway to be offered an Advance
Care Plan which details prefered place of death.

* New mandatory training in place by 2011/12

* Year on year % increase of staff completing mandatory

\training. /




ﬁ:are management in communith

settings

» Access to care out of hospital for Teesside people on an
EoLC pathway varies according to location, time of day or night
or care setting.

* Increased capacity across the system will ensure that the
highest quality of holistic care is available to people at the End
of Life regardless of diagnosis, care setting and time of need,

Actions \

» Update baseline data on EoLC pathway provision across
Tees.

» Commission extended (24 hour) community nursing
provision to supporting the delivery of additional and more
responsive care, out of hospital.

« Commission increased support for those requiring care in
the home (‘sitting service’)

« Commission an expansion of hospice based care,

\with access to specialist support when necessary /

including extending access to alternative therapies and

bereavement support.
* Redesign specialist End of Life team provision.
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/Key Performance Indicators\

*Reduce the number of people dying in hospital by 30%.

* Year on year reduction in hospital admissions of people at
the End of Life.

» Response time for urgent access to EoL care (within 1
hour).

*% deaths in setting of choice (ACP audit)

*Monitor appropriate use of Liverpool (EoL) care pathway
across care settings.

*Reduction in number of bed days for people in hospital on

QL pathway. /
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Delivering End of Life programme

p
Capacity/Capabilities

workforce capacity issues addressed through cluster

workforce group and redesign of workforce will create
additional capacity to deliver

Capability issues addressed through planned training
programmes

Strategic Delivery group champions and leads programme

~

o

(Risk/mitigation

Information and advice not considered useful

Use patient and carer focus group to advise on content and
review retrospectively

Failure to reach agreement with providers on introducing
mandatory training

Already engaged with acute and community providers to
agree

Involve providers in planning implementation

Unable to engage care homes in GSF training

Use care homes that have already accessed training to
encourage participation and offer additional incentives

J

Activity
Timeline - END of LIFE STRATEGY
Increased access to
bereavement support
Expand 'sitting service' &
carer support
Expand Community Nursing
(24hr support)
Support for Hospice care
Expand Community
Specialist Team
Mandatory Training (e-
L SR I
staff
GSF Training for Nursing &
Care Homes
Implementation of Advanced
Care Plans
10 11 iz i3 14
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Investment £00

4 Year Cumulative Recurrent Investment / Disinvestment
END OF LIFE STRATEGY

£2,500
£30 £10
£40 £30
£250
£2,000 -
£1,025
£420
£1,500 -
£75
325
£875 =2
£1,000 -
£755
£500 1 £420
£470
£150
£100
£0 T T T T T T T T T T T T T T
Single point of Increased BExpand 'sitting Bxpand Support for Bxpand Mandatory GSF Trainingfor Implementation ~ Commskills  Total Investment Reduced Reduced Length QIPP:Increase Total Net Cost 4
contact access to service' & carer Community Hospice care Community Training (e- Nursing & Care of Advanced training Admissions in of Stay productivity years
bereavement support Nursing (24hr Specialist Team  learning) for Homes CarePlans Acute setting within Provider
support support) Care home staff Services

Investment / Disinvestment Activities
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Scenari
o]

Service Provision

Cost/
Investme
nt £000's

Saving /
Disinvestme
nt £000's

Net Cost /
Saving
£000's

BEST

- Improve competence;
- Care management in Community;
- Improve info & advice

£2,325

-£1,855

£470

MIDDLE

Maintain new investment in 'Improving
competence across care settings' and
the 'Single Point of Contact'; reduced
investment in Community Nursing 24hr
support and Sitting Service; Cease
additional investment in all other new
initiatives; Increase QIPP (greater
productivity in Provider services and
greater reduction in Emergency
admissions)

£1,140

-£2,478

-£1,338

WORST

Maintain new investment in 'Improving
competence across care settings' and
the 'Single Point of Contact'; further
reduce investment in Community
Nursing 24hr support and Sitting
Service; Cease additional investment
in all other new initiatives; Increase
QIPP (greater productivity in Provider
services and greater reduction in
Emergency admissions).

£553

-£2,573

-£2,020
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End of Life Care
Scenario Grid



/ Rationale and Context\

The infrastructure in terms of physical
estate, IM&T within the NHS on
Teesside is generally good but
improvements are required. Similarly we
need to further develop our workforce
and the engagement and leadership
from clinicians if we are to achieve our

\ambition. /

Local Vision

~

We will continue to develop a “fit for purpose”
workforce, supported by the use of the latest
technology, with patients having access to
services from modern premises that support
delivery of a wide range of high quality
services. We will continue to manage our
resources wisely and deliver improved value

\ for money.

~

/
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-

-

o

Enabling Strategies

IM&T, Workforce, Estates
Finance & Clinically lead Change

/

a4 N

Impact

To underpin, support and enable the
delivery of the initiatives within our eight

clinical themes.




/ Modernising our Estate\

Despite major strategic investments in recent years
in all four PCTs there are further developments
planned.

Completion of the CIAMs utilisation review will
provide the baseline to ensure efficient use of the
current estate.

However more needs to be done to ensure that
patients in all communities have access to the widest

possible range of services provided from high qualiy

safe and energy-efficient facilities.

a N 4 h

As a consequence of these investments patients will
North of the Tees the Momentum Pathways to have access to a wider range of services close to
Healthcare programme will deliver integrated care home, improving access to healthcare and social
facilities in Hartlepool, Stockton and Billingham, care services.

providing a wide range of primary and community
based services. These new developments will maximise efficiency
through modern estate planning and improve patient
South of the Tees the new community hospital at safety by encompassing the latest designs and
Redcar and the Health Village at North Ormesby will be technologies, helping to reduce the possibility of

augmented by the new facilities at Low Grange. contracting HCAIs.

\_ Y N J
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/Using the latest Technologies\

The Tees LHC's IT systems have been
independently developed and enhanced
incrementally.

The infrastructure is not integrated across the area
and has not previously worked in a way which allows
maximum benefit to be gained from the technological
advances and NPfIT.

" /

N

/The Tees strategic vision for IM&T is that “patients,

clinicians and staff will have the right information at the

right time to make the right decisions and choices and
deliver the right care.

We will establish a fully integraated Community of
Interest Network across the LHC.

The implementation of Map of Medicine and the
national programme products wil be rolled out and fully

\ established in the LHC. /
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/As a consequence of these developments patients\
will benefit from:

Safer, standard work (Map of Medicine)

easier booking of appointments at a time and place
convenient to them

easier access to prescriptions through a pharmacy of
their choice

improved care as a consequence of better and more

accessible patient records and more efficient transfer

Qtest results
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/Developing the Workforce

world class workforce - the right number of competent,
capable staff, working with the right tools, in the right
place, at the right time

-

Healthcare staff are highly valued by patients. However
frustrations arise where staff or skill shortages result in
services not being available just when they are needed
Delivery of world class services is dependent on having a

N

/

~

Working with partners across the Tees area and the
North East we will.....

» work to understand and manage the key

workforce risks and opportunities

» work with education providers to ensure that their
programmes are fit for purpose

« consider the staffing and education implications

of any service pathway reviews as a key component of

\the reviews

N

)
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Patients will be assured that the people delivering
their care, whether in hospital, their own home or in a
local healthcare centre are competent [well trained]
and are in sufficient numbers that can ensure that
services are of the highest possible quality and are
available in a timely manner

according to the needs of the individual

" )




/I\/Iaking Sound InvestmenQ

The four PCTs in Teesside have an
excellent track record of financial
management and financial control

There are however further significant
improvements that can be made when
considering the effectiveness of our

\im/estments.

ﬁ) improve the quality of our investments WA
will:

* continue to improve our annual financial
ratings under the annual external auditors
assessment

» further develop our programme of value for
money studies, maximising the effective use
of our resources

» use new methodologies to assess the
benefits of different investment opportunities,

secured from every £ invested

Kensuring that maximum health gain is /
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ﬁlrough these measures we will: \

e ensure we secure maximum benefit from
the investments we make, reducing our
reliance on ‘block contract investments,
linking future investment to demonstrable
health benefit

* be able to better demonstrate return on
investment in terms of health outcomes

* deliver our QIPP plan

&




/ Clinically lead Change \

Over recent years clinical engagement has taken
many forms — including GP Fundholding, GP
clusters, Professional Executive Committees,
Practice Based Commissioning.

However, the step change required to improve
services and increase our focus on the avoidance
of ill health will require even stronger and more

challenging clinical input to help us achieve our
@bitious aims /

ﬁ) secure the changes we wish to see we will: \ /

* review our arrangements for clinical involvement,

delivering better integration between the new joint As a consequence of these measures we will
PEC and PBC develop a new partnership with local clinicians

from all sectors, challenging outmoded models
« introduce improvements in support to PBC of practice and developing new innovative
Groups, and as a conseguence secure their services benefiting individual patients and
support and commitment to deliver the radical communities

service changes required

» Develop and support our clinicians in their
@dership role within the Strategy Delivery Groupy \ /
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Activity Timeline - ENABLING STRATEGY

Comms & OD: E-comms

Comms & OD: Corporate |

Comms & OD: Engage & consult |
Comms & OD: Marketing campaigns

Comms & OD: Info / publications |
Comms & OD: OD Plan
Balanced Scorecard / Benchmarking / Peer Review
Implement & maintain 'Map of Medicine'
IT & Estates

10 11 12 13

14
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4 Year Cumulative Recurrent Investment / Disinvestment

£6,000 ENABLING STRATEGIES

£5,000

£600
£662
» £4000
3
> £654
Q £3,256
<
© £3000 4 £545
£
D £5,140
(]
>
£ £200 -
£137
£300
£475 £2,679
£1000 4 £120
£572
£100
£0 g120 60 ‘ ‘ ‘ ‘ ‘ ‘ : : :
Comms &0OD: Comms &OD: Comms&OD: Comms&OD: Comms&OD: Comms&OD: Balanced Implement & IT & Estates Total 09/D& 0/ QIPP: Estate QIPP:Back QIPP: Total Net Cost
E-comms Corporate Engage & Marketing Info / OD Plan Scorecard/ maintain "Map Investment VFM rationalisation office &NEwide  Rationalise 4 years
consult campaigns publications Benchmarking/  of Medicine' programmes rationalisation Management &
Peer Review Governance
arrangements

Investment / Disinvestment Activities
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Scenario

Service Provision

Cost /
Investmen
t £000's

Saving /
Disinvestmen
t £000's

Net Cost /
Saving
£000's

BEST

- Implement Communications & OD
plans;

- Develop Balanced Scorecard;
Benchmarking & Peer Review;

- Implement & maintain '‘Map of
Medicine";

- Invest in IT & Estates

£5,140 -£2,461

£2,679

MIDDLE

Maintain new investment in all
Communications & OD initiatives, but
small reduction on OD Plan; Maintain
investment in 'Map of Medicine' but
proportionate reduction in investment in
'IT & Estates' and Benchmarking.
Increased QIPP (greater reductions in
Estates, Back office, Management &
Governance).

£3,052 -£3,675

-£623

WORST

Maintain new investment in all
Communications & OD initiatives, but
small reduction on OD Plan; Maintain
investment in 'Map of Medicine' but
further reduction in investment in 'IT &
Estates' and Cease investment in
Benchmarking. Increased QIPP (further
reductions in Estates, Back
office,Management & Governance).

£1,947 -£3,931

-£1,984

Page 106 of 122

Enabling Strategies
Scenario Grid



5.1

5.11

5.1.2

5.1.3

5.14

5.2

SECTION 5 — FINANCIAL NARRATIVE
Context

It is clear from the opening foreword to this strategy that delivering real
health improvement and reducing inequalities on Tees poses a
significant challenge which necessarily requires an ambitious strategy,
underpinned by an equally ambitious financial plan. In the context of
the economic landscape we face, securing resources to achieve our
vision will require the concerted and unified efforts of all partners within
the health economy, working together to achieve optimal health
benefits and economic efficiency.

Tees PCTs collectively approach this challenge from a position of
strength. Our successful track record is based on a sound and prudent
approach to financial management and management of financial
pressures and our strong focus on value for money will provide a firm
foundation from which to enter these testing years.

Revenue, capital and cash forecasts for all four PCTs for 2009/10 are
in line with agreed control totals and DH limits.

The following sections cover:

¢ Alignment of Financial Plan with Strategy

e Overview of QIPP Programme

¢ Financial Risks and Risk Management Strategy
e Financial Scenarios

e Review of the Impact of the Plan on Providers

Alignment of the Financial Plan with the Strategy

The PCTs have developed a strategic planning process that pulls
together the various strands of strategy formulation and
implementation. The key elements are:

Identify strategic priorities and goals

Set the programme budget strategy

Build detailed strategy and identify initiatives
Develop and prioritise initiatives

Set investment and operational plans
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521

5.2.2

5.2.3

5.2.4

5.25

5.2.6

Identifying strategic priorities and goals

The PCTs undertake an annual Joint Strategic Need Assessment
(JSNA), which identifies health needs, which are then in turn used to
inform strategic priorities and goals. In terms of priorities the JSNA
identifies Cancer, CHD and Respiratory disease as the three largest
contributors to premature death across Teesside and therefore high
investment priorities. Current DoH policy and horizon scanning for
potential changes also influences investment priorities.

Setting the programme budget strategy

Capturing information by programme budget is critical but poses data
challenges in relation to cost apportionment and outcome measures.
Nevertheless in order to review the efficiency and effectiveness of PCT
expenditure an ongoing review of spend and health outcome data is
performed in the annual Programme Budgeting exercise.

Programme budget marginal analysis data relevant to each PCT is
analysed in comparison to cluster groups and the national average.
Recognising the limitations of this data, the output from this exercise
has been used in conjunction with health needs analysis and other
NHS benchmarking data to inform investment in WCC initiatives at
Tees level. Although there is some variation in spend levels across
PCTs, proposed investment levels do recognise the need for services
to be developed systematically across Teesside, where possible, to
avoid inequity.

Cancer, Coronary Heart Disease (CHD) and respiratory disease are
the three largest contributors to premature death across Teesside, with
outcomes being poor by comparison to cluster groups and these areas
are therefore high investment priorities. Although indications are that
spend on cancer is potentially higher than other cluster groups, very
poor outcomes suggest a strong focus on prevention and detection
through screening programmes is required in order to ensure that
treatment can commence earlier and lead to improved life expectancy.
Management of CHD and respiratory disease is also crucial to avoiding
secondary care admissions and a key component of our Quality,
Innovation, Productivity and Improvement Plan (QIPP) aimed at
reducing emergency admissions.

Il health prevention is also an important theme as levels of smoking,
alcohol consumption and obesity are major contributory factors in
deteriorating health of Tees patients.

Total mental health investment across Tees is low compared to other
clusters with poor or borderline outcomes. The national Dementia
strategy is important to Tees and requires underpinning investment in
line with increasing incidence amongst an ageing population.
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5.2.7

5.2.8

Long term care and long term conditions generally are identified within
the strategy as requiring investment, with an emphasis on care closer
to home, self management and admission avoidance.

Other pathways identified within the strategy for investment included
LD, Maternity, Children, Stroke and End of Life. In some cases
programme budgeting identified a higher level of spend within
individual PCTs against cluster averages and so differential investment
may be required to ‘level’ up services across Tees and to commit
resource to enable pathway redesign to be achieved.

5.3 Building detailed strategy and identifying initiatives

5.3.1

5.3.2

In order to deliver the strategic vision, service proposals and
recommendations were identified within each WCC work stream in
conjunction with clinical leads and other stakeholders.

More detailed plans were developed for those initiatives requiring
investment or disinvestment, highlighting timelines for implementation,
cost proposals and impact on health outcomes identified within the
strategy.

5.4 Develop and prioritise initiatives

5.4.1

Following the development of the PB Strategy and identification of a
long list of initiatives, WCC theme leads, in conjunction with clinical
colleagues and other Strategy Development Group (SDG) members,
prioritised investment within themes according to the following criteria:

Evidence of need

Evidence of clinical effectiveness

Evidence of cost effectiveness

Health outcome / impact at individual and population level
Impact on disadvantaged groups

Links with / contribution to other clinical themes

Impact on key performance indicators

Impact on quality of service

Probability / confidence of delivery

Innovation
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5.4.2

5.4.3

5.5

551

5.56.2

5.5.3

In addition, in order to evaluate the relative effectiveness of public
health intervention the PCTs have developed a model that, with
reference to available clinical evidence, calculates the impact of
specific public health interventions on health outcomes, added life
years and acute service consumption using PCT specific data. The
outputs from the model informed the prioritisation of the Staying
Healthy investments.

Set investment and operational plans

Prioritised investment and disinvestment plans were then considered in
the context of affordability, timescales, deliverability and risk
management arrangements. Alternative scenarios and the impact of
plans under less favourable circumstances were considered to test
resilience of proposals. The resulting plans are considered prudent,
achievable and operationally viable.

Overview of Quality, Innovation, Productivity and Prevention
(QIPP) Programme

In response to the pending financial challenges, the requirement for
savings has been assessed in the range of 15-20% over 3-5 years,
which at the upper limit would require Tees to generate c£200m
savings through 2011/12 to 2013/14. The vehicle for delivering this
programme is the Quality, Innovation, Productivity and Prevention
(QIPP) plan, which identifies a range of technical and allocative
savings.

Approach

In terms of an approach we have recognised the immediacy of the task
and have therefore focussed on what is deliverable within the timescale
and given less emphasis to solutions of a longer-term nature, although
these will be addressed in due course.

The plan is based upon four key themes:

Improving System Performance

Changing Business Models

Redefining the Public’'s Relationship with the NHS
Building Capacity
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5.5.5

5.5.6

5.5.7

Improving System Performance

Within this theme the objective is to manage the overall flow of patients
through the system and where possible make use of lower cost
suppliers outside the tariff regime. There are four main strands to this
theme:

(1) Managing Demand — improving resource allocation

(2) Care at First Contact — effective treatment in the right place at the
right time

(3) Complex and Continuing Care

(4) Health Maintenance

Changing Business Models

The Tees Cluster has established an effective commissioning and
procurement function which has proved it can deliver successful
outcomes to complex procurement requirements. The challenge for
the function is to build on these foundations and become the catalyst
for the development of new approaches, support innovation, encourage
new entrants and facilitate the exit of existing suppliers who cannot and
will not change. It is anticipated that this approach will underpin the
delivery of substantial efficiency savings in future procurements.

Re-define the Public’s Relationship with the NHS

The scale of change required to deliver QIPP plans will require
fundamental change in the way the public relates to the NHS. This will
involve changing the public’'s attitude towards their health and their
interaction with the health services. This will involve targeting key
groups of patients on the basis of risk or current use of services,
making greater use of intervention tools, such as health counselling
and providing support through telehealth and home support and carer
training.

Building Capacity

The organisational challenge presented by QIPP is huge and whilst
there will be pressure to address management costs, PCTs also need
to focus their attention on developing capacity in key areas:

e Recruiting key skills — analysis, procurement and contract
managers

Training and development

Acquisition of tools and methodologies

In-source technologies and skills

Reviewing back office functions
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5.5.8 A summary of the QIPP initiatives at Tees level over the three years

5.6

5.6.1

5.6.2

5.6.3

from 2011/12 to 2013/14 is set out in the table below.

Tees QIPP programme summary Base Case Scenario 1 Scenario 2
Best Case Worst Case Mid Case
£'000 £'000 £'000
Pricing efficiencies 66,939 76,501 86,064
Tariff and other technical issues 11,652 15,970 15,330
Screening and prevention 1,279 2,287 2,112
Care closer to home 5,290 9,462 8,737
Reducing OP attendances 6,220 11,124 10,273
Reduce emergency admissions 6,546 11,708 10,811
Review effectiveness of interventions 8,220 14,703 13,577
Review of block contracts 2,180 3,899 3,600
Review productivity and effectiveness of community services 5,856 10,474 9,672
Review dental capacity 1,695 3,032 2,800
Review of primary care services 4,514 8,074 7,456
Review commissioning of MH/LD and long term care 6,750 12,072 11,148
Review patient transport arrangements 452 808 747
Prescribing performance 7,194 12,867 11,882
Review corporate costs, structure and estate 1,862 3,331 3,076
136,648 196,312 197,285
Assumptions:-
Technical efficiency 3.5% 4.0% 4.5%
Total efficiency requirement 4.5% 6.6% 6.6%

Financial risks and risk management strategy

The Tees financial plan takes a cautious and prudent approach to
management of finances over the period. Alternative scenarios
recognise not only changes in tariff efficiencies but additional pressures
on demand for services and the need to sustain an appropriate level of
strategic investment to deliver initiatives as well as maximising potential
efficiencies through the QIPP plan.

Contingencies reflect the requirement for a minimum 2% efficiency to
be maintained over the period of the plan in line with the operating
framework. However in addition to this Tees PCTs have taken the
decision to withhold a further c1.5% of 2010/11 growth, to be released
over the final three years of the plan, in support of the investment and
QUIPP initaitives.

Clearly the level of financial risk increases as we move from base case
through the alternative scenarios; however we recognise that this
needs to be balanced against maintaining a reasonable and
appropriate level of investment in theme initiatives. Recognising the
need for a balanced approach our contingency provisions remain at the
same level throughout each of the three financial scenarios.
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5.6.4

5.6.5

5.7

5.7.1

5.7.2

Resource released in year from the contingencies will be used where
appropriate to pump prime future years investment, prioritising those
areas fundamental to the delivery of the QIPP programme.

Plans in the three years from 2011/12 also recognise a provision for the
impact of the changing political landscape and the potential for new
and unforeseen policy initiatives at Department of Health and SHA
level which will have financial implications. Recent initiatives such as
Darzi practices and walk in centres have imposed financial obligations
on commissioners and this provision will assist in managing the impact
of such initiatives in the future.

Financial scenarios

The financial plans model a range of potential scenarios based on a
number of key variables such as expectation of growth, demographic
and demand changes, uplifts and inflationary pressures and technical
tariff efficiencies. Other elements within the model remain unchanged
e.g. pre-commitments.

The table below highlights the key assumptions within each scenario.

Planning assumptions 2010/11 2011/12 to 2013/14
Base case Scenario 1 Scenario 2
Best Worst Middle
Revenue Growth 5.60% 2.50% 0.00% 0.00%
Inflation and pressures 3.50% 2.50% 2.50% 2.50%
Efficiency -3.50% -3.50% -4.00% -4.50%
Net tariff uplift 0.00% -1.00% -1.50% -2.00%

CQUIN (cumulatively)

2010/11 1.50%

2011/12 2.50% 2.50% 2.50%
2012/13 3.50% 3.50% 3.50%
2013/14 4.50% 4.50% 4.50%
QIPP requirement 4.50% 6.60% 6.60%

General demand growth on
tariff elements and long term
care 1.00% 1.00% 1.50% 1.00%

Demographic change

Middlesbrough 0.00% 0.00% 0.00% 0.00%
Redcar and Cleveland 0.30% 0.30% 0.30% 0.30%
Stockton on Tees 0.70% 0.70% 0.70% 0.70%
Hartlepool 0.60% 0.60% 0.60% 0.60%

Page 113 of 122



5.7.3 Base Case — Best Case

Due to assumed growth of 2.5% in each year from 2011/12, the base
case is deemed to be ‘best case’. The base case identifies optimum
levels of strategic investment in theme groups and a risk adjusted QIPP
target of 4.5%.Total recurrent investment and disinvestment initiatives
per theme under base case in the four prospective years of the plan
2010/11 to 2013/14 are highlighted in the waterfall diagrams set out
within each theme section. A summary of this information is contained
in the table below.

Overview of WCC initiatives

Cumulative recurring impact of initiatives - Strategic Investment / disinvestment

Theme Gross Increased expenditure  Gross Reduced expenditure Net impact on expenditure

£'000 £'000 £'000
1 Staying Healthy 6925 6925
2 Maternity and Newborn Care 2480 2480
3 Child Health 2375 2375
4 Mental Health and Well being 3365 3365
5 Acute Care 16096 16096
6 Planned Care 3759 3759
7 Long Term Conditions 8965 8965
8 End of Life Care 2325 2325
9 Enabling Strategies 5140 5140

51430 0 51430

Cumulative recurring impact of initiatives - Cost savings

Theme Gross Increased expenditure  Gross Reduced expenditure Net impact on expenditure
£'000 £'000 £'000
1 Staying Healthy 412 -412
2 Maternity and Newborn Care 954 -954
3 Child Health 738 -738
4 Mental Health and Well being 6042 -6042
5 Acute Care 15595 -15595
6 Planned Care 37067 85897 -48830
7 Long Term Conditions 3372 -3372
8 End of Life Care 1855 -1855
9 Enabling Strategies 2461 -2461
37067 117326 -80259
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The overall financial impact of the Tees ‘Base Case’ throughout the four
years from 2010/11 through to 2013/14 is illustrated in the table below
by sector.

Sustainable Financial Position - Changes in I&E

£000s CAGR*, %

20,000 40,000 60,000 80,000 100,000 120,000 140,000

Surplus/deficit year ending 09/10

Change in Recurrent Income

Change in Non-Recurrent Income

Change in Primary and Community

Change in Mental Health and Learning Disability

Change in Continuing Care Spend
Change in NHS and Foundation Trusts
Change in ISTCs

Change in Ambulance Trusts

Change in Other Secondary and Tertiary
Change in Specialised Commissioning

Change in other PCT Commissioning Spends

000000060000

Change in Other PCT Spend 18%

Change in Contingencies

Surplus/Deficit year ending 13/14

‘Other PCT spend’ represents investment in strategic estate and IMT
infrastructure in line with the strategy and also includes the provision
for future DH policy initiatives as yet undefined.

The following chart highlights the cumulative change in Tees
expenditure from the 2008/9 surplus through to the 2013/14 surplus

Understanding how the PCT proposes to achieve a five year sustainable position
Cumulative change in expenditure over 5 years

200819 Income shifts Underlying cost Cost and Efficiency Programmes investments [ 2013/14 Surplus
surplus pressures

350000
300000
250,000
4 200,000
8
g
g
< 150,000
100,000
50,000
2008009 Supls  Changein  Change innon-  Other |  Additonal costs Expected CQUIN  Other cost | Efficiency fom  Efficiency fom  Direct CIPs  Benefits fom | Investments | 2013/14 surplus
recurrent income recurrentincome  adjustments|  fiom inflaion  payments pressures | on-tiff contracts  non- arif con- changes to point/  in strategic:
(including MFF, wacts and priorty initatives
Todgements, prescribing method of
surplus delivery or
repayments) senvice

* Impact once efficiency requirement either inherent in PbR tariffs or expected in other non-tariff contracts is applied against expected inflation (L., cost inflation less efficiency requirement = net tariff)
*The impact of changes to MFF have been netted out
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Risks and Opportunities identified under the base case are highlighted

as follows:-

Base Case Risks
Financial Impact of Identified Risks

D — Risk adjusted financial impact, £000
2009/10 2010111 201112 2012113 2013/14
1. Assumptions re available Resource prove - - 2,487 2,549 2,613 Modest asumptions re growth. Refine Financial Plans to reflect actual

optimistic growth and review potential for additional QIPP efficiencies
2. Cost projections understated eg Demand 3075 3075 3,730 3823 3919 Identify response plan to manage cost pressures, use contingency planning
assumptions / prescribing growth / HRG4 impact; arrangements, review potential for additional QIPP efficiencies
3. Delivery of CIP / QIPP plans fail - allocative target 1321 2,859 2,407 3,803 4,000 Revisit underlying assumptions and identify actions required to secure
efficiencies. Review potential for alternative QIPP efficiencies. Short term
use of continaency plannina arranaements.
4. Technical efficiency assumptions prove optimistic - - 2481 2,067 2,154 Consider opportunities to secure further allocative efficiencies.
5. Investment in priority areas does not lead to - 750 750 750 750 Reassess and reprioritise investments to areas yielding better value based
improved health outcomes. on available evidence.
6. Unplanned Department of Health policy impact. - - - - - Provision made in financial plans
Total 4,396 6,684 11,555 12,992 13434
Contingency - 34,684 30,882 %72 22,841
Risk as % of contingency na 19.3% 37.4% 48.6% 58.8%

Opportunities Identified
Financial Impact of Identified Opportunities

Likelihood adjusted financial impact, £000
Description
2009/10 2010/11 2011/12 2013/14 Actions taken to take advantage

1. QIPP programme delivers full potential savings @ - - 4932 4,683 4529 QIPP programme board focussed on yielding minimurm 6.6% efficiency
6.6% (includina market development and lean requirement

2. Lifestyle changes will improve long term general - 750 750 750 750 Strong focus on prevention measures within strategy
health, reducing pressure on Primary & Secondary|
3. Advances in technology, eg drug developments; - 750 750 750 750 Investment in technology in plan
statins; Telemed and IM&T deliver redical
4. Resource for unplanned Department of Health - - 2,700 3,600 4,500 Horizon scanning for DH initiatives
policy impact not required.
Total - 1500 9132 9,783 10529
As % of revenue 0.0% 0.1% 08% 0.9% 09%

5.7.4

Scenario 1 & 2 — Worst case and Middle case

In the context of alternative scenarios and reducing growth, it is an
inevitable but realistic assumption that allocation of new investment
resource will be constricted despite increased assumptions and efforts
through the QIPP programme. Fundamentally this will be managed in
such a way as to protect investment in the highest priority areas
disproportionately, in order to maximise health gain, whilst at the same
time recognising the need to continue moving forward across all
aspects of the strategy.

In order to mitigate this, the value of QIPP targets in both alternative
scenarios is increased to 6.6% risk adjusted, with a resulting reduction
in resources available for strategic investment.

In practical terms, the PCT QIPP Programme Board are focussed on
delivering 6.6% level of saving with detailed plans and priorities
currently being agreed across the Health Economy. This will ensure
that risks are minimised in relation to alternative scenarios 1 & 2.

Investments, and the impact of alternative scenarios on individual

programmes, are reflected under each strategic theme in the scenario
grids.
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= The table below highlights the impact of alternative financial scenarios

at Tees level.

50,000

Evaluating how this would change under different financial scenarios
Bridge between 5-year cumulative surplus under base case and cumulative surplus under financial scenarios, £000s

ostand effciency programmes

ancial scenario 2

50,000
(50000)
% (100000)
(150,000)
(200,000)
5 yearcum. suplus o} Change in Other Planned changes o5 year cu. surplus to
013underbase [ncome fomaocation | fomtanftin + T ot gencies 201314 under
case In scenario senario L e T e vio

5.7.5 Scenario 1 —Worst case

Under scenario 1 ‘worst case’, zero PCT growth is assumed and ‘worst
case’ pressures around tariff related demand and continuing care are

modelled to increase by 0.5%.

In order to mitigate this, the value of QIPP targets increase to 6.6% risk
adjusted, with a resulting managed reduction in resources available for

strategic investmen

t.

Incremental Risks under scenario 1 are identified as follows:-

Description of risk

200920 201011 201112 2012113 2013/14 Mitigation

1 Delivery of increased CIPIQUIPP plans fail - Revisit underlying assumptions and identify actions required to secure

allocative target efficiencies. Review potentialfor alternative QIPP efficiencies. Short term
2 Technical efficiency assumptions prove optimistic Consider opportunities to secure further allocative efficiencies.
3.
4.
5.

Total - 3953 3728 3497
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5.7.6 Scenario 2 — Middle Case

Under scenario 2 ‘middle case’, zero PCT growth is assumed. In order
to mitigate this, the value of QIPP targets increase to 6.6% risk
adjusted, with a resulting managed reduction in resources available for
strategic investment.

Incremental Risks under scenario 2 are identified as follows:-

T Risk adjusted financial impact, £000
2009/10 201011 2011/12 2012/13 2013/14 Mitigation

1 Delivery of increased CIP/QUIPP plans fail - - - 2,259 Revisit underlying assumptions and identity actions required to secure
allocative target efficiencies. Review potential or alterative QIPP efficiencies. Short term
2 Technical efficiency assumptions prove optimistic - - 1231 Consider opportunities to secure further allocative effciencies.

3.

a-

5-

Total - = 3953 3732 3,490

As 6 of contngercy &S

5.8 Impact on providers

5.8.1 The five year forecast spend across provider type is highlighted in the
table below.

Sustainable Financial Position: Actual and 5-year forecast

New recurrent baseline 885,850 934,979 987,237 1,011,918 1,037,216 1,063,146
Non-recurrent allocation received every year 44,207 49,613 63,790 60,592 60,592 60,592
Non-recurrent allocation (18,303) 2,517 3,801 - - -
Resource Other Miscellaneous allocation 23,665 25,077 22,760 22,749 22,917 23,061
Prior year lodgements 1,800 9,890 13,334 750 - -
New lodgements - - - -
Return of previous year surplus/deficit - 1,295 1,250 1,251 1,250 1,250
Total 937,219 1,023,371 1,092,173 1,097,260 1,121,975 1,148,049
Primary and community 297,546 318,823 336,003 333,981 341,973 349,829
MH and LD commissioning 111,689 113,487 116,799 114,156 115,502 116,964 0.9%
Continuing care 20,910 28,129 28,475 29,980 31,689 33,501
Secondary or tertiary acute care 417,992 455,397 450,303 451,742 453,323 453,811
Expenditure Specialised Commissioning 32,547 40,765 44,941 48,999 52,798 56,698
Other PCT Commissioning Spends 18,804 23,121 26,373 24,947 27,150 29,988 9.8%
Other PCT Spend 36,437 42,399 53,343 61,323 71,568 83,167
Contingencies - - 34,684 30,882 26,722 22,841
Total Expenditure 935,924 1,022,121 1,090,922 1,096,010 1,120,725 1,146,799
(Deficit) Reported 1,295 1,250 1,251 1,250 1,250 1,250

*Compounded annual growth rate
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5.8.2

5.8.3

5.8.4

Primary & Community

The focus on care closer to home and better management of long term
conditions in order to reduce hospital admissions is a key plank of our
strategy. This will require substantial investment in the development of
community and to a smaller extent primary care based services. There
is a fundamental requirement to redesign care pathways in order to
achieve requirements of the QIPP programme and this also supports
the need to invest in this area.

The QIPP programme identifies scope for savings within Primary Care,
and work to review contracts and the development of a balanced
scorecard in this area is crucial.

Scope for efficiencies within Community is also clearly identified, with
specific reference to reviewing capacity and effectiveness within
Community hospitals across the patch.

Prescribing performance highlights substantial potential for savings,
albeit differentially across the patch. Performance against cluster
groups provides a clear indication of the level of savings and these are
reflected in QIPP plan going forward.

Mental Health and Learning Disabilities

Investment in Mental Health and Learning disabilities increases
gradually over the period with investment targeted at dementia
strategy, equity of access and long term packages of care.

Again scope for potential savings has been identified, particularly in
relation to potential efficiencies achievable through the ADVANCE
programme with Tees East and Wear Valley MH and LD provider.

Continuing Care

Continuing care, due to demographic change on Teesside will continue
to be a pressure and this is recognised within the plan, although growth
in recent years has partly been due to changing criteria.

Personal health budgets are expected to impact on this area of spend,
with potential financial consequences, as yet unclear.

From a QIPP perspective, focus will be on considering alternative ways

to support individuals to live independantly at home without recourse to
nursing home provision.
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5.8.5

5.8.6

5.8.7

Secondary and Tertiary Care

A number of investment priorities will impact on Acute services, in
particular Cancer developments. Although the impact of population
growth and general demand trends are reflected in both activity and
finance, benchmarking data suggests significant potential to reduce
emergency admissions and outpatient attendances. Growth in acute
contract activity has caused considerable pressures within recent years
and plans to manage this are an important feature of the QIPP
programme and a key focus for PBC groups on Tees.

Although there is a net increase in expenditure over the period, it is
expected to stabilise in the latter years, as increased costs and
investments will be offset against QIPP programme savings. This is a
concern for the main local Acute providers, South Tees Hospitals and
North Tees & Hartlepool NHS FT’s and we will work very closely with
providers to ensure that this transition is carefully managed to avoid
destabilisation.

Care closer to home is a significant driver in the transfer of services
from Acute settings to the Community, with Momentum and PACE
programmes North and South of the patch. It is worth noting that North
Tees and Hartlepool NHS FT is the current provider of community
services to Stockton and Hartlepool PCTs, with the future of MRCCS
yet to be decided. Whilst the location of services is expected to change
over the period, for the purposes of the plan, it is assumed that the FT
will continue to act as provider of community services

Specialised Commissioning
Specialised Commissioning is also a growth area with new

technologies and advancements increasing expectation and generating
demand for services.

Other commissioning spend
Increased spend reflects the increasing focus on prevention, targeting

investment at a range of initiatives such as smoking, obesity and
alcohol.
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5.9.  Working with partners to deliver strategy

5.9.1 Clearly this strategy has immense implications for partners, providers
and stakeholders. The Tees health economy benefits from strong and
successful partnerships and this platform will be crucial in the journey
to deliver the strategy.

5.9.2 A QIPP Strategy Board has been established, with Chief Executive
membership from all providers across Tees, supported by Directors of
Finance and a PCT QIPP programme office.

5.9.3 This group will oversee the development of specific work streams and
milestones across each area of the plan.

5.10 Capital Planning / Enabling Strategies/ OD & Communications

5.10.1 The Financial plan includes provision for additional estate and
technology infrastructure in line with strategic requirements. Care
closer to home is a key feature in the delivery of our Estate strategy
and investment in IMT is crucial to maximise the efficient and effective
delivery of health services.

5.10.2 Key capital developments include a range of LIFT and other third party
developments in the coming years and continuous review of existing
capacity will ensure optimal usage of strategic assets.

5.11 Future developments in health economics

Tees PCTs have invested in the Clinical Evaluation Research and
Development Unit at Durham University and are currently working with
health economists to explore and develop evidence based outcome
data linked to care pathways. This work will review expenditure at
intervention level within a care pathway to identify how best value and
maximum health gain can be achieved and therefore help to inform
future prioritisation of investment and disinvestment. The initial focus of
this work will be sexual health and it is hoped that the output from this
area can be used to create a toolkit which can be used across
alternative pathways.
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Section 6 —  Declaration of Board approval

Throughout the development of this Strategy and the accompanying
Communications and Engagement Strategy, the Financial Strategies and
the Organisational Development Plan, all four PCT Boards and the Tees
Strategy and Procurement Board have been engaged in and contributed
to the priorities contained within.

Through these discussions the Boards have made a number of changes
to the aims and objectives, increasing our ambition and committing to a
step change in staying healthy as well as the further development of
treatment and care services

Various mechanisms are being used to secure ongoing Board input and
approval including:

e The Strategy launch and refresh events

e The sub-committee structure of the Tees Strategy and
Procurement Board

« Working groups focusing on various aspects of the Strategies and
OD Plan

e Regqular briefing sessions for Board members

o Formal Board meetings

Bill Gamble
Chair — Redcar and Cleveland PCT

Ann O’Hanlon
Chair — Middlesbrough PCT

Graham Prest
Chair — Stockton on Tees Teaching PCT

Steve Wallace
Chair — Hartlepool PCT and the Tees Strategy and Procurement Board

Page 122 of 122





