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Section 1: Foreword

Welcome to the Vale of York Clinical Commissioning Group’s strategy
document.

This document contains our plans for the coming three years and sets out the
evidence on which they are based.

The Health and Social Care Act that created Clinical Commissioning Groups
has at its heart a desire to increase the involvement of both clinicians ﬂ?e
public in the design of the healthcare system. The Vale of York\CliniCal
Commissioning Group has been keen, from the outset, to e in a
meaningful way with the public and patients. We are already s gﬂe fruits
of these efforts in the form of our Patient Forum and in the \0&)// t patients
were involved in the restructuring of the Urgent Car ices in York

Hospital. \Q

The public were also involved in the development Q.l “Vision, mission and
values”, something of which we are very proud. Th ision” will serve us well
as a guiding star, something to refer to when are facing very difficult
dilemmas on the provision of services. O edecessor organisation, the
North Yorkshire and York PCT, has stru@o balance the books for years.
In the last four years the PCT recei ver £100 million in “exceptional”
payments to allow them to de financial balance. As a Clinical
Commissioning Group in the new these payments will not be available to
the Vale of York and so we mu e other steps to achieve financial balance
each and every year. This pl a huge responsibility on the CCG team who
must square the circle sing demand for services against a flat budget
allocation.

The strategy laid %ﬁis document explains how we intend to achieve this
goal. ° %

develop e near future as the results of the “North Yorkshire Review Part
27 available. We may also have to integrate changes in response to
I s from the NHS Commissioning Board as we expect that we will be
subject to a high level of oversight until we are in recurrent balance.

,." H Dr Mark Hayes

rL h o = Chief Clinical Officer

Whilst thisﬁ%’égy iS as accurate as we can make it today, these plans may

> Vale of York Clinical Commissioning Group

Nt

Page| 3



11e]s pue

siapes s} Buidojanap ‘999 ay) Buiysijgels3

m
(7]
=
=
®
0
c
a
Q
(%]
ot
=
3
2
0
=3
o
o
c
*
g
:
3
(0]
=p
m
2
3
=

‘S8l lUNWWOD
uaam)aq Aoueloadxa

aJl| Ayyleay pue Aosuejoadxa
B}I| Ul SBOUBIBIP 90NPaYe.

"'Speau siaied
JO Ssaualeme asealou|.

seouepuae Juswiiedsp
Aouabiawa Jaoma e

"SOWOH
[enuapisay/BuisinN
WwoJj suoissiwpe

JO Jaquuinu 8y} 80Npay .

"aA19084 Aay)
21ed 8y} Jnoge sadloyo
pawiojul Bupjew sjuaijede.

*Allunww oo
oy} ul papinoid aieoyyeay
BullN0J 8sealdu|.

‘paonpal aq ||m |eydsoy
ul puads ajdoad awii ] .

"uonIpuod Jivy} abeuew o0}
pajoddns |98} ||IM 8|doad

EDBW DM [[IM DIUIHIP 1.y

109dsay uollesliunwwo)

Abojouyoas} Jo
asn Buisiwixe|y

$924N0S3J |epueuly SURSIX3 UIYUM paysijgelsa sued |V

A11u831u

Buyew
UOISIOdP PaWLIOoU|
¢Syl op o3 sn ajqeus ||Im 1ey\

SJUBUIWIISP J3PIM Suljoel uo SgAMH YHM IO

9Jed Asewnud
Joj Suluieuy ssaualeme Jased Juawa|dw|

SSOUDAIIDLD
1500 34nsua 0} pado|anap A3sireuis

*8uj||asunod
9J4ed Asewiud pue uosiel| o1ielysAsd
‘enpuaswap Joj sue|d yuswa|dwi pue dojaAag

awayads ,TTT, |euonneu uawajdwy,

‘SM3INSY uonedIpalN/sue|d

aJe) AduaBiawz/sue|d a4e) dUBAPY JO
uonejuswa|dwi 213eWa1SAS :S9WOH SulsinN
‘shemyied aued Aiojejnquiy

1uswsaseue|p uled/A3ojojewnayy ssedwodus

01 92IAJISS HSIAI SunsIxa Jo uoisuedxa JapISUOD
(syuelnsuod aued Auepuodas yum diysiauiied

ul ss9204d MmalABJ |edldiad e Jo Alljiqisea) 91e311saAul)
$59204d MBINDY 1934 dD e ulejulew pue ysijqeis3
sAemyied aied paseq Allunwwod dojaaag

* 94ed j|9s pajsoddns a|geul
‘shemyied aued 9yl Jo pul/Ad0D/se1eqelq dojanag
‘'swea] aJe) pooysnoqysiaN dn 19S5

édB1 M [[IM uonde ey

Ayredw3 28euno)

Ayljenbaul
3uippel

sJaJe)

duiquuosaud

yilesaH
EUETN

aJe)d
1uadin

aJe)
9A1309|7

suonIpuo)
wJi9 | Suo’

Avllenb3

SUeIOIUID pue J0}0as AJejun|oAn
‘saiiunwwod ‘syuaned yum buibebu]

éOp 01 Sul08 am a.Je Jeym--ai0ja.13Y |

uolleAouU|

yoeousdde pajeibajul ue 10}
slouped yum Jayieboy buiopn

Juswabebus o1gndsusied
sdiysiauyied maN
diysiapes) [eolul|D

aWOoy 0} JOSO[0 S80I
salnssaid |eloueul

9|iyjo.d uonejndod bBuiby

sa1niunjioddo g saduajeyd

Jouejeq |eloueul o
Aduaidiy4a panosduw|

S9JIAJSS PAUOISSIWIWOD
40 A1ajes pue Alljenb panoisdw| e

saljenbaul yijeay pasnpay e

S9WO023IN0 aJedyyeay paroidw| e
é9A31Yde 03 Juem am op ey

Ayjenp

AllUNnWIWO JNO Ul UOAISAS 10} Sulaq||aMm 13 Yljeay 1S9q Yl dA3IYDdE O] UOISIA DI )IOA JO 3|ep
9T/ST0Z — £T/ZTOT Ueld 21831e11S :dnouD SUIUOISSILIWO) [EDIUI]D YJOA JO SJeA




Where we are now




Section 3: Context

3.1 Why do we need a strategy?

We need a strategy as a means of identifying, and then addressing, the
requirements and needs of the residents within our locality.

On a practical level this strategy will assist in:

e Providing a framework against which to make sensible decisions.

e Focussing the limited clinical time that is available to us into the right
areas. -

e Establishing objectives and a clear sense of purpose for the member
practices of our Clinical Commissioning Group (CCG), the Governing
Body leads and employees. b

e Enabling us to demonstrate success i.e. we said and then we did.

e Providing focus on key outcome areas, e.g. addressmg Ionger term
resource issues. -

e Providing the platform that will enable us to address our statutory
requirement, for example, the Quality, Innovatlon Prevention and
Productivity (QIPP) challenge.

e Meeting the requirements of the North Yorkshire Review (it must noted
that changes may be required as a result of the North Yorkshire
Review Part 2 being undertaken by K@E).

In developing this strategy we hav
functions we will need to deliver a
shadow organisation, through t
becoming a statutory organisati@

o had to consider the statutory
move through the transition from a
quired authorisation process to finally

The functions (see belo ired for us to become a statutory organisation
have been considered an broadly be split into five broad categories. The
work programme thaigsupports this strategy will identify how we will deliver its
key priorities and j a%jomg build our capacity and capability in each of the
categories. The ce requirements have been addressed via a separate

organisationel&ir lopment strategy.

Public & Patient
Engagement /
Communications

Support for redesign Commissioning

Health
As nt

pihg Joint Developing clinical Engaging with the Responding to
Strategic Needs specifications and public, patients and service needs
Assessments, pathway redesign, key stakeholders. through
building on service evaluations, Media/press handling identification of best

collected data to
forecast local
health needs and
identify gaps in

service provision.

and performance
management.

and social marketing.

value providers.
Formal contract
management and
negotiation.

Back office — Maintaining core functions that underpin the successful running of an
organisation, such as finance, business intelligence, IT systems and support, human
resources and legal services. To be sustained through a mixture of in-house provision and
outsourcing working closely with our partners in the Yorkshire and Humber Cluster
Commissioning Support Unit
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3.2 General Overview
Vale of York Clinical Commissioning Group Health Profile

The Vale of York Clinical Commissioning Group (VoYCCG) covers an area
including York, Selby, Easingwold, Pocklington and parts of Ryedale. The
area comprises 36 GP practices, and a registered population of 332,665. For
a detailed breakdown of the health profile, including our provider landscape,
please go to Appendix 2. However a summary of activity levels with our main
provider, York Hospital Foundation Trust, can be found overleaf. (1/
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Predicted Hospital Activity levels at the Vale of York Main Acute Provider York Hospital Foundation Trust (NYY)

Activity Assumptions Based on Current Levels as at Quarter 1 April to June 2012

Ld

12/13 13/14 14/15 15/16 13/14 14/15 15/16
Activity Activity Activity Activity % % %

Planned 38,860 39,171 39,562 39,958 0.8% 1.0% 1.0%
Unplanned 32,679 32,940 33,270 33,603 0.8% 1.0% 1.0%
All Outpatients 333,468 336,136 339,497 342,892 0.8% 1.0% 1.0%
Accident & Emergency 77,619 78,240 79,022 79,812 0.8% 1.0% 1.0%
Demographic Growth 2.8% 3.0% 3.0% f»

Planned 1,088 1,175 1,187 \

Unplanned 915 988 998

All Outpatients 9,337 10,084 10,185 Q

Accident & Emergency 2,173 2,347 2,371 \W
QIPP -2.0% -2.0% -2.0% q

Planned -777 -783 -791 Q

Unplanned -654 -659 \

All Qutpatients -6,669 -6,723

Accident & Emergency -1,552 -1,565

note 1- 12/13 activity assumptions taken from total NYY actvity @ 95% \‘

note 2- 12/13 FOT activity based on Quarter 1 actual Q

note 3 - does not include Pocklington GP Practice @
Activity Assumptions Based on Agreed Contract Levels for lw&

. 12/13 13/14 14/15 15/16 13/14 14/15 15/16
Activity Activity Activity Activity % % %

Planned 37 37,684 38,061 38,442 0.8% 1.0% 1.0%
Unplanned 1,42 31,679 31,996 32,316 0.8% 1.0% 1.0%
All Outpatients 67 331,599 334,915 338,264 0.8% 1.0% 1.0%
Accident & Emergency 0 78,372 79,156 79,947 0.8% 1.0% 1.0%
Demographic Growth 2.8% 3.0% 3.0%

Planned 1,047 1,131 1,142

Unplanned 880 950 960

All Outpatiénts 9,211 9,948 10,047

Accide ergency 2,177 2,351 2,375
QIPP -2.0% -2.0% -2.0%

Planned -748 -754 -761

Unplanned -629 -634 -640

All Outpatients -6,579 -6,632 -6,698

Accident & Emergency -1,555 -1,567 -1,583

note 1- Activity assumptions taken from total NYY contract @ 95%
note 2- 12/13is based on agreed contract with YFT
note 3 - does not include Pocklington GP Practice.




Our residents request...

O& “l need support to manage my
q& condition...”

“If | go to hospital | want to get
home as soon as possible...”

“l want to be supported
by people who know me...”



The development of this strategy will be in line with the vision, mission and
values that we have agreed with our membership and our residents, that

being:

Our Vision

To achieve the best health and wellbeing for everyone in our
community.

Our Mission Q

Our Values O

with everyone in our community.

To involve the wider Clinical Community in the@
implementation of services.

To enable individuals to make the best decisi \ ncerning their own
health and wellbeing. ﬁ

To build and maintain excellent partners%between all agencies in

Health and Social Care.
To lead the local Health and Soci&ére system in adopting best

practice from around the world.
To ensure that all this is achiev in the available resources.

N

To commission excellent healthcare on behalf of an%(:@mership

lopment and

Communicatio pen and clear communication at all times, inside
and outside the anisation, is essential for us to succeed. We

recognise th messages we send out need to be clear to everyone
who recei :
Cou é& e have the courage to believe that our community has the

cap %ﬂ) understand complex health issues and that it can be trusted

tm cipate in making decisions on the allocation of health resources.
$ athy — We understand that not all ills can be cured. We

nderstand the suffering this causes and we work to reduce it.

Equality — We believe that health outcomes should be the same for
everyone. We will reduce unnecessary inequality.

Innovation — We believe in continuous improvement and we will use
the creativity of our stakeholders and staff.

Integrity — We will be truthful, open and honest; we will maintain
consistency in our actions, values and principles.

Measurement - Successful measurement is a cornerstone of
successful improvement.

10




¢ Prioritisation — We will use an open and transparent process to arrive
at value driven choices.

e Quality - We strive to be the best that we can be and to deliver
excellence in everything we do.

e Respect — We have respect for individuals, whether they are patients
or staff colleagues; we respect the culture and customs of our partner
organisations.

5.1 What we see Vale of York Clinical Commissioning p
becoming

Our transition through the new clinical commissioning system n based
on being proactively informed by our clinicians about sewlimnges that
need to happen in order to improve quality, access, effici nd outcomes.
This will continue to be the case throughout our ongoi opment. We will
utilise the opportunities that face to face contact wit tieats and their carers
provides us with. We will therefore be in a positi apply the important
insights gained at GP practice level into wher%can direct our efforts to
improve what health care services will be, awo

in the future.

they should be, provided

Added to the clinical viewpoint will be @/idence of need and views gained
from our public engagement process&or an example of this see Appendix
3).

We will also utilise the abun@gof health intelligence available to us via the
Joint Strategic Needs sment (JSNA) documents, which we have
developed with our loca hority partners. All our priority areas identified in
Section 7 have beenighlighted in the JSNAs associated with our locality.

Taking into ac @[hls rich vein of information and evidence will allow us to
be confid t any changes we implement will bring about real
mproveme% in the health outcomes and experiences of our resident
popul h@ owever, we will further ensure this through the use of strategic
cri projects within annual work programmes, those being:

e Do specific projects:
o Improve healthcare outcomes?
Reduce inequalities in health outcomes?
Improve the quality and safety of commissioned services?
Improve efficiency?
Have the support of clinicians, partners, patients?
Support the delivery of other strategies and plans e.g. VoYCCG
Financial Strategy?

O O O O O

An example of how strategic criteria were used to prioritise the 2012/13 work
programme can be found in Appendix 4.

11




HOW WE ARE GOING TO GET THERE

Our residents request...

Q‘I want to be supported
,QQO by people who know me...”

A
“If I \#fl I want to
b ted at home...”

“l need support to manage my
condition...”

“l don’t want to end
Up in a home...”

12



Section 6: Implementing our strateg

6.1 Delivery

As a new organisation within the equally new NHS architecture we are aware
that we will be unable to achieve the implementation of this strategy in
isolation. We need to ensure that we have the knowledge and skills to
understand, nurture and maintain the relationships needed to be good
commissioners and good corporate citizens, and as a consequence provide
positive benefits for our residents.

We understand the importance of good collaborative working wh%}er
commissioners, particularly City of York Council, North Yorks unty
Council and East Riding County Council and also with the g NHS
Commissioning Board. In addition VoYCCG along with the fouf/other local
Clinical Commissioning Groups in North Yorkshire h% stablished a
collaborative commissioning forum that has dev%e risk sharing
arrangements and established CCG lead commissijoR arrangements for
specific areas service provision requiring economie ale.

We will use what we know about our comm%nwiti to engage with different

people and groups in ways that best meet needs, and to communicate
messages which aim to improve health. 6

We will utilise the intelligence gain@ough our engagement activities to
ensure patients’, carers’ and the ;@y S experiences, views and opinions are
integral to our planning and cor@ loning of services.

better record the infor we receive so to ensure increased impact on
shaping local health%i es and health outcomes.

We will also W
t

contribute health prevention agenda, expanding our residents’
knowledge;ﬁr expertise about self-care and exploring use of initiatives such
as co al@ ve social marketing approaches.

ensure that decisions made about the commissioning, delivery and
development of services are based on the bedrock successful engagement
processes, in line with our Public and Patient Engagement Strategy (see
Appendix 5) thus being in line with local needs, reflecting the wishes of local
people. Therefore our engagement processes will be embedded within the
following key levels:

We will also develop c@n onships with our providers to ensure that we
rv

rtnership with our public health colleagues to actively

> Integrity — shaping overall relationships with patients, the public and
other key stakeholders.

» Strategic engagement — involvement with local engagement and
scrutiny structures in relation to our vision and plans e.g. Health &

13
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Wellbeing Boards, Overview & Scrutiny Committees, and
LINks/HealthWatch.

> Patient experience — supporting delivery of service developments and
changes.

This strategy provides an opportunity to bring together the priorities we have
initially identified with the delivery and engagement processes described
above. What follows, therefore, are our proposed detailed delivery plans
2012/13 which will support the initiation of this five year strategy. Our intention
will be to review and update these plans on an annual basis.

6.2 Quality

We are committed to effectively implementing all quallty dutles
powers and functions which will transfer to (VoYCCG) and e g that our

population continues to receive health and care serwc t are of high
quality across the three quality domains:-

e patient safety Q\
e clinical effectiveness %
e patient experience \4

ngland 2012/13 sets out the
f the NHS remains the delivery of
jve to be the best that we can be and
thing we do.

The Operating Framework for the NH
priorities for the year and the core pur
quality services for our patients. W
to deliver excellence for patients i

VoYCCG GPs and manageQ;éet with their acute providers on a monthly
basis at Contract Mapdgement Boards and Sub Contract Management
Boards for Quality an fformance meetings to receive assurance on the

quality of care com ed by VoYCCG and to discuss the challenge any

performance i ISS’§ the provider.
We aim to Iﬁ}t is through:

Impr, C@aﬂent Safety
X with the acute trusts to reduce their hospital mortality rates
ctively performance manage and disseminate learning from Serious
Incidents and Complaints, including promotion of the Duty of Candour
% Use National Reporting & Learning System data to monitor trends in
reported incidents and ensure that lessons learnt are implemented.
% Reduce Hospital Acquired Infections in line with agreed trajectories
% Improve collection of data in relation to pressure ulcers, falls, urinary
tract infections and Venous Thrombembolism (VTE).
% Ensure robust arrangements are in place for safeguarding adults and
children

14
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Commissioning Clinically Effective Care
% Commission services based on National Institute for Clinical
Excellence (NICE) quality standards and ensure all providers are
compliant with the relevant standards.
Appointed a GP Clinical Lead to oversee the VoYCCG quality agenda
Targeting areas of concern raised by external or local intelligence,
including proactive assurance of performance against national
standards, and ensuring that action from lessons learnt is taken
effectively.
% Implementing the rollout of Neighbourhood Care Teams to improve
care for patients with long-term conditions and ensure that learning
from Plan, Do, Study, Act cycles is shared across VoYCCG. f\/

X/
o

e

*

Improving Patient Experience
% Increase the use of patient stories methodology. Q
% Introduction of the Friends & Family Test and real time g\ycapture of
patient/carer experience
Eliminate mixed-sex accommodation to maintain % dignity

X/ 7
L X GIR X 4

Monitor the results of NHS patient and staff s and ensure that
action is taken to resolve any significant con
Work with providers to ensure they publis
NHS datasets

Review findings from Care Quality C jssion (CQC) inspections and

ensure providers are fully complian CQC standards.

X/
°e

y accounts/key agreed

X/
°

There are a range of areas wher@CCG will be actively monitor our
contracts and work with providersté’ ify any concerns identified including:-

v Clearing the backlog&étients waiting over 52 weeks for general

surgery at York

Cancer targets ovement in the 62 day waits following screening
Improvement in ambulance turnaround times at acute trusts

Rollout of Ps%tric Liaison Service at acute trusts

Increasedays Choose & Book for hospital referrals

AN NN

In 2012 )g‘ G agreed a Commissioning for Quality and Innovation

(cQu NQ eme with our acute providers which incorporates the four
nat icators:-

VTE risk assessment
v Patient Experience based on the results of the NHS Inpatient Survey
v' Safety Thermometer
v' Dementia

In addition, we agreed local quality indicators for:-
v Improvement programme for Neighbourhood Care Teams

v' 60% of acute admissions to be seen by a decision making clinician
within 4 hours of admission
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v

v

Reduction in the length of stay in the elderly bed base in acute
hospitals

Improvement in the occupancy rate in the elderly medicine bed base at
community hospitals

Improve continuity of care between secondary and primary care when
patients are discharged from hospital.

End of Life Care — Death in the place of choice

VoYCCG and our acute providers will agree baseline positions in the second
quarter of 2012/13 and improvement trajectories to be achieved by the fourth
quarter. The Quality Team will reconcile the data on a quarterly basis to
determine whether or not the acute trusts qualify for the CQUIN paymer%

16
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Section 7: Specific Delivery Plans: 2012/13

71

Our priorities

Based on the use of the strategic criteria described previously our areas of
priority for 2012/13 are as follows:

Long Term Conditions

v

Electjv

v

We will be recognised for delivering proactive healthcare services
rather than a reactive one. We will put the patient at the centre of
everything we do and will develop joint care plans with them tﬂzlp
manage their long term conditions. This is a relevant approad\e}s e
VoYCCG locality will face an increasing elderly populatigrigin future
years that are likely to be living longer with potentiall %ple long
term conditions. @

Along with our commissioning and provider parte will develop a
more stream-lined and co-ordinated approac eng term conditions
care planning. Integral to all this will be % evelopment of care
pathways that support our patients throug condition.

f more localised services for
will address any gaps in local
s the cost pressures associated

We will take the lead on the develop
patients with long term conditions
clinical knowledge and that ad
with secondary care admissio

We will work towards @ng delivery of an inclusive and multi-
disciplinary approach@ atient needs assessment and health care

delivery by invg | professionals working in general practice,
community servi ocial care and voluntary sector.

We will put,i e an evidence based process to risk profiling of our
patients, ifying those at highest risk of going into crisis and
proa\i@putting in place care plans (see above) to avoid this.

nned) Care

The” Vale of York locality, in general, has a high dependency on
econdary care services. We want to ensure our patients are seen in

the most appropriate care setting for their condition.

We will support the care closer to home agenda and continue to
investigate how we can develop specialist health support in the
community where it is deemed that secondary care level input is not
required.

Urgent Care

v

We will work with our member practices and Nursing and Residential
Home providers to ensure that processes are put in place to ensure

17
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care is provided in the Homes and that admission into hospital is
avoided wherever this is practicable.

v We will work with our secondary care partners to ensure that care
pathways associated with ambulatory care conditions are robust and
provide avoidance to hospital admission wherever possible.

Mental Health
v" We will ensure our patients have sustained access to appropriate
mental health services.
v We will focus on areas where current services do not fully support
patients or areas we feel that an improvement in service can be rﬂ?ﬁ.

Prescribing \r

v Our prescribing processes will be as effective as possi animise
patient safety and best utilise our prescribing budget. \

Tackling Inequality q
v" We will work with our Health and Well Being B artners to reduce
S

the gap in healthy life expectancy between tl@ t and least deprived
members of our population. %

Children \4

v' We will ensure that the children r@ble to reach their full physical and
mental potential, whatever thq&\ of potential may be.

All the above will be done withj financial allocation to ensure delivery of
value for money in all our comaghigsioned services and in accordance with our
Financial Strategy (see X 6). Supporting the delivery of this strategy is
our Quality, Improve roductivity, Prevention (QIPP) programme which
ow us to make real sustainable changes through

has been developed_to
transformation delg quality improvements for our residents as well as

supporting thes dri value for money. Details of the QIPP programme for
2012/13 ¢ evfound in Appendix 7, this being further developed for the
years 201 d 2014/15.

&O
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7.2 Our Delivery Plans

Long Term Conditions

What do we aim to deliver?

We plan to support the increasing numbers of individuals living with long term conditions
by:

7
0'0

Ensuring patients are at the right level of care all of the time.

Ensuring we have productive community teams incorporating cross-professional
and cross-provider working.

Seamless service provision between health and social care providing benefits for
users including:

X3

%

X3

%

o An improved, less confusing experience for all those concerned — patients,
carers, families.
o Optimum care provision and improved communication. \
o Timely and accurate liaison with all relevant providers. Q
g at home

« Maximising independence and enabling service users to resu
safely in a time efficient manner, which includes: I/
o Supporting care at home.
o health promotion/self management education

How will we deliver this?

We will deliver this by: S)
% Designing and implementing a new inte care model (known as
Neighbourhood Care Teams) to support individuals with long term conditions.
« Proactively identify people at risk of crisis)ﬁ‘rpugh a GP practice based ‘risk
stratification’ model
Regular Multi-Disciplinary Team (MD@ eetings supported by above risk

X3

%

0‘0

stratification model
» Promote self care via Personalised @Ians, initiated via above MDT meetings.
Evaluate existing care pathway: COPD and diabetes and implement change
where appropriate and clinicaI@x edient.

X/
L %4

How will we know we have delivered?

v" 17 Neighbourhood C%e?(eams will have been established covering every GP

practice within our lpcality.
v' Every Neighbour% Care Team will be undertaking regular MDT meetings
proactively jd ing/patients at potential risk of hospital admission and providing
them with P alised Care Plans to provide care for them in the community.
v' Care pa@ for COPD & diabetes will have been evaluated and necessary
amendments made to make them as cost effective as possible whilst maintaining a
hiqh@ of care for our residents.

How will delivery benefit our community?

Nservice that truly has the patient at the centre of everything we do.

v An increase in the level of care provided in the community with more of our
residents being treated in their own homes.

v A strengthening of partnership working with our partners from the local authorities,
secondary and community care and the voluntary sector.

v" A service based on a continual process of improvement.

v' A reduction in the number of our residents being admitted to hospital as
emergencies by x.

When will we deliver?

v" Al NCTs will be in place by April 2013.
v" Changes to the COPD care pathway will be completed by March 2013
v' Changes to Diabetes care pathway will be completed by March 2013.
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Elective (Planned) Care

What do we aim to deliver?

We plan to evaluate a number of elective (planned) care pathways to enable a
number of procedures that are currently provided in a hospital setting to be
transferred to the community and making them more accessible to our residents.

How will we deliver this?

s Our GPs will work with their hospital clinical colleagues to develop a
partnership approach towards developing plans across the following
specialties:

o Dermatology;
o Gynaecology %
o Cardiology \

o Ophthalmology

How will we know we have delivered?

v We will have services previously provided in a hospltal%\g based in the
community.

v We will have improved access to advice and k tion for the above
specialties. Q
v" We will have increased the knowledge and awa s of the management for

specialties identified

v The level of patient satisfaction for t&pecialties identified will have
increased.

v Reduction in the number of GP initiat@ spital referrals by x

How will delivery benefit our community?

v The services associated with@bove specialties will be more accessible to
our residents.

v' The care pathways fo@ pecialties identified will be more streamlined
whilst maintaining effectiveness.

v" Improved suppo@ education to GP practices in the management of
routine conditions within the specialty areas identified.

v" Our residents d at the centre of care provision.

When will we deliver?

v' Change N‘h’e Dermatology care pathway will be completed by March 2013.
2s+t0 the Gynaecology care pathway will be completed by October

hanges to Ophthalmology care pathway will be completed by April 2013
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Urgent Care

What do we aim to deliver?

We will be looking to review and modify a number of elements within the urgent care
pathway. The work is as a direct consequence of that carried out during 2011/12 by
Vale of York CCG clinicians. The focus will be to look at urgent care pathways
associated with ambulatory care (medical care not needing admission), falls and
catheterisation. We will also be looking at how can reduce admissions from Care
Homes (Nursing and Residential)

We will also be working further on initiative begun in 2011 around developing an
integrated unscheduled care service.

How will we deliver this?

+ We will look to develop a partnership approach between our their
hospital clinical colleagues to develop the care pathways assgej with this
programme.

and create a more integrated approach to delivering gare.
< We will be developing a partnership approach with Jrsing Homes in our
locality, working together to see if we can

% Improve the competencies between GP care and hg(e practitioners,

ent some emergency

admissions to hospital.
+ We look to integrate the Out-of-Hours service%n our plans

How will we know we have delivered?

v" We will have reduced the number o@cﬁp}gency/urgent admissions into the

hospital.

v" We will have reduced the inap@\e use of emergency services through
patients being signposted to t ropriate service.

v' Care Homes will have agreé take into account their residents Advance
Care Plans, Emergency Cates/Plans and End of Life Plans.

v Care Homes, in a o% ed GP practices, will have in place plans to
undertake regular4nedication reviews for their residents

v We will have an intégrated workforce, between GPs, hospital care and out of
hours care, in ptace.

v We will hay, r emergency/urgent admissions originating from Nursing

Care HOK

How will delivery benefit our community?

nse and outcome that is appropriate to their clinical needs.
ewer inappropriate ED attendances
Our residents attending the emergency department will be signposted to the
appropriate service for their health need.
v Patient experience and satisfaction improved.
v' Care Home residents will be treated in accordance with their wishes and will
have plans in place to avoid unnecessary hospital admission.

& oUr residents who access emergency services will receive a clinical
r

When will we deliver?

v" Changes to the care pathways associated with Nursing and Residential
Homes will be completed by December 2012.

v" Changes to the ambulatory care pathways will be completed by February
2013
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Mental Health

What do we aim to deliver?

Improved care for people with mental health problems in the acute trust.

How will we deliver this?

% By developing a psychiatric liaison service

How will we know we have delivered?

v Clear system in place to support patients with mental health problems
in acute trust

v Positive patient and carer feedback

v' Positive staff feedback

v Monitoring agreed outcomes via Quality reports.

How will delivery benefit our community?

v" Reduction in length of stay
v" Reduction in discharge to nursing homes
v Improved patient and carer satisfaction

When will we deliver?

v’ Stage one, psychiatric liaison in elderly has started aim to build to
cover all wards by end of 2013

v Psychiatric liaison in the Emergency Department — 2013-14 depending
on financial situation

v Wider liaison service will depend on finances

What do we aim to deliver?

% Improved care for people with derrtgn}h

How will we deliver this?

v' By education across acute t @GPS and their staff, in nursing homes
and in the wider communit
v' By commissioning deme@ﬁ care navigators

How will we know we have delivered?

Records of educationprovided

Positive patient angCarer feedback

Positive staff back

Dementja ness monitoring of community services and

AN NN

busine
v Mon agreed outcomes via Quality reports.

How will delivery benefit our community?

vA Improved quality of life for patients and carers
educed crisis admissions
Reduced stress for staff

When will we deliver?

v Guidelines to GP — 2012

v" Dementia training at acute trust ongoing 2012-13

v' Community awareness joint funded post starts October 2012

v" Ongoing awareness and training for nursing homes via dementia forum

What do we aim to deliver?

Improved access to talking therapies

How will we deliver this?

% By completing the review of counselling services and IAPT, and
thinking imaginatively with provider and voluntary sector partners to
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deliver services within a severely restricted budget

How will we know we have delivered?

v Improved equitable access to services
v Positive patient feedback

How will delivery benefit our community?

v Early access to intervention to manage mental distress
v' Improved patient satisfaction

When will we deliver?

v' Completion of review April 2013.
v" Innovative solutions discussions 2013.
v Commission new services 2013-14.
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Prescribing

What do we aim to deliver?

Prescribing is an every day intervention in the NHS. We aim to ensure that

prescribing in VoY is optimal in terms of patient safety and clinical and cost

effectiveness. We aim to ensure that prescribing interventions in primary care:
e are safe

are appropriate for the individual

are necessary

are offered with any necessary support to ensure that the prescribing

intervention is optimal

are reviewed at appropriate intervals %

stay within the dedicated budget Q\

comply with local and national guidance

comply with any relevant legislation (}
take place within agreed frameworks and accordin \Qc policy and
procedure where appropriate

How will we deliver this?

To deliver this it is vital that prescribers are well in \Qd of clinical and cost
effectiveness issues and make unbiased prescripi cisions. VoY therefore
needs to: W

e provide timely, high quality, robust pre:?@ping information

e appraise local and national data ano@e this to inform policy on use of

drugs — new and existing
e have a robust approach to m@ng the introduction of new drugs
e ensure prescribers areo e of their responsibilities around

prescribing
have an effective performan itoring and management function in able to
support prescribers and j standards where necessary.

How will we know we have delivered?

We will know if we have délivered if we stay within the prescribing budget - or
if not that we are t% account for why not (noting that there may be other
influences on ﬂ]& ribing budget that may not be within our control). We
will know b% iny of prescribing data and through governance processes

whether prgseiibing safety is being maintained.

How will delivery benefit our community?

es are minimised and that patients get the best possible health gain
from the use of their medicines. Staying within budget will minimise pressure
from prescribing interventions on other healthcare budgets.

Apzﬁoﬁrhté, optimal use of medicines will ensure that adverse effects of
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Tackling Inequality

What do we aim to deliver?

Improve health outcomes for people living in the most deprived areas within the
VoYCCG locality. In addition improve the health outcomes for groups of people most
likely to experience poor health and/or struggle to access/health services.

The Joint Strategic Needs Assessments covering our locality identify that health
inequalities are prevalent. The work of the Fairness Commission highlights the links
between low income and poorer health outcomes.

average 10 years less than other residents if they are male or 3.5 years less if they
are female. We believe this is deeply unfair, and jars against our vision tGsachiéve
the best health and wellbeing for everyone in our community. Q

People living in some areas within the VoYCCG locality can expect to}ign

There are clear links between other types of deprivation and poor (eay outcomes,
so it is the same areas and communities where there are mor. le"experiencing
a range of issues, from substance misuse and unemplo e%o mental health
problems and long-term health conditions. 56

effects of these complex issues around deprivation in particular communities and

To reduce health inequality therefore requires us t’?ﬂ;)%ss both the causes and
areas of VoYCCG.

How will we deliver this?

With our Health and Well Being Board pa se the Marmot framework and its 6
domains as a holistic approach to reduci alth inequalities in VoYCCG.

v' Consider the impact on h@ﬁequalities in every decision we make and
every policy we develop

v Allocate our resouree where they are needed most, particularly those
areas or groups Ie who suffer poorer health outcomes.

v As organisations, work in an integrated way with individuals and communities

health outcomes, understanding the complex and cross-
ues relating to health inequality, many of which are rooted
in wider factors. We will endeavour to understand and address the key
issué@ﬁes which can act as a catalyst to improving broader outcomes,
rathé&g than trying to solve individual problems as separate organisations.

v ign approaches to improving health and wellbeing of communities in

YOrk who experience the poorest outcomes. We will work with individuals and
ommunities to develop community based solutions which will make the
biggest difference to their health and wellbeing.

v' We will commit to investing in a range of community approaches, including
more outreach work, working closely with both communities of interest and
geographic communities, who experience lower health outcomes. We
acknowledge that these approaches take time to yield results, so where there
is evidence of impact, we will commit to funding these in the long term where
possible.

v' Take a smarter approach around communicating health and wellbeing
messages with our residents. We will:
¢ undertake joint campaigns across all partners

e use our understanding of communities and individuals to target
communication

cutting nat
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e adopt innovative marketing approaches which actively engage people
¢ utilise health champions to go to places where older people are rather than
expecting people always to come to us.

v' We will work with and acknowledge the positive impact that existing
partnerships and task groups are making in their work to address health
inequalities.

How will we know we have delivered?

v" Reduce the rate of premature death from chronic conditions
v" Improve mental health and well being
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Children

What do we aim to deliver?

The children of VoYCCG are our future. We have a duty to ensure that the children
are able to reach their full physical and mental potential, whatever that level of
potential may be. Children also have a right to be children and to enjoy their
childhood years free from avoidable morbidity and mortality. We aim to support out
resident children to be healthy, happy children, young people and adults where
positive lifestyle choices are instinctive thereby taking the first steps towards
improving the number of healthy years experienced as they grow older. In
partnership with our Health & Well Being Boards we concentrate on the following
priorities:

e Helping all York children enjoy a wonderful family life Q

e Supporting those who need extra help
e Promoting good mental health
\r local children

In promoting this concept we take seriously our duty to safe u%a
and young people. We intend to ensure that the safeguardi ildren and young
people is a primary consideration in all our commissioning@\ ours.

How will we deliver this?

@

% Health lifestyle programmes to stop the gr%in levels of obesity in our

children and start to reduce levels.

+ Developing age appropriate scheme \‘promote healthy choices and
lifestyle.

« Ensure support is available to familj deliver our commissioning aims.

How will we know we have delivered?

v' Stop the growth in the perca@z of children recorded as obese at ages 5

and 11
v" A range of age appro schemes and literature is available to promote
healthy choices andli es
How will delivery benefit our community?
v Children will liyé longer, healthier lives — will also have an impact upon the
wider famil e changes in lifestyle.
v Easier at o relevant schemes and literature.

When will we deliver?

v" Schefmes will be put in place during 2012/13 in accordance with our plans
deVeloped with our Health & Well Being Board partners.

27

L
14
L
L
-
[
LU
o
(o}
-
o
=
o
o
L
(14
<
L
=
=
o
I







Appendix 1: Glossary of terms

Ambulatory Care

Health services provided on an outpatient basis. Specifically relating to those
who visit and depart a health care facilty on the same day following
treatment.

Authorisation
A process whereby a Clinical Commissioning Group has satisfied the NHS
Commissioning Board of the matters set out in the Health and Social Care Act

2012.
Care Pathways f\/

Patient focused care programmes, representing a sequence of Xents,
and how they should link to one another. $

Clinical Commissioning Group
A group led by GPs that will, from April 2013, be res ible for how NHS

funding in their community will be spent. \

Commissioning (a‘
A means of getting best value for the local popuiation through translating
aspirations and need, by documenting servi quirements and then buying

those services. @

Development GP &

Need a definition 0

Deprivation ,.\CJ

The state of having little or no money and few or no material possessions.

Financial Allocatio
The budget provid tatutory health organisation to meet the health needs
of its population.

ommissioning Group locality as per the Health and Social Act

Governing@&d&
Resp nﬁ) or arranging for the provision of specified health services within
a %Ii;%c

Health and Well Being Board

Health and Well Being Boards bring together the key commissioners in an
area. To including representatives of Clinical Commissioning Groups,
Directors of Public Health, children’s services, and adult social services, with
at least one democratically elected councillor and a representative of
HealthWatch. They will assess local needs and develop a shared strategy to
address them, providing a strategic framework for individual commissioner’s
plans.
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Health Needs Assessment
A process that identifies current and future health needs, which informs
service planning.

Joint Strategic Needs Assessment
A process that identifies current and future health and well being needs, which
informs service planning.

Management GP
Need a definition

NHS Commissioning Board
The NHS Commissioning Board created under the Health & Social ‘{2 c
2012 to be responsible for arranging for the provision of health

England. (v

Nursing Home
A residential institution equipped to care for those to look after

themselves.

t
s in

Outcomes
A change in status resulting from a specific acgiQrJ a series of actions.

Primary Care
The term for the health services from cﬁders who act as the principal point
of consultation for patients e.g. GPS.‘&

QIPP (Quality, Innovation, Pr ﬁon & Productivity)

Over 2011/12 - 2014/15 the will face significant additional demand for
services arising from the .~ lifestyle of the population as well as the
need to fund new tec s gies and drugs. To meet this challenge, the NHS
needs to deliver rec%n efficiency savings of up to £20 billion by 2014/15.

Quiality, Innovatio uctivity and Prevention (QIPP) is the response to the
challenge of i |m he quality of care the NHS delivers whilst at the same
time makln savmgs

esn e *Home

ere residents receive personal care.

Residents of Vale of York Clinical Commissioning Group
Those people who are registered with a member GP practice of VoYCCG.

Secondary Care
A service provided by medical specialists who generally do not have first
contact with patients e.g. hospital consultants.

Shadow Organisation

An established Clinical Commissioning Group that is not authorised statutory
body (see above). During this period the CCG’s commissioning performance
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will be overseen by an established statutory body e.g. NHS North Yorkshire &
York.

Social Marketing
The application of commercial marketing strategies to promote public health.

Specification
A document describing the requirements of a particular service.

Stakeholders
Those that can influence or be affected by an organisation's actions

Strategy \(1/

A method or plan chosen to bring about a desired future. Q
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Appendix 2: Vale of York Clinical Commissioning Group Health Profile

Vale of York
Clinical
Commissioning
Group Area

Map of
Deprivation

IMD 2010 Ranking
relative to England

* 0.9to 1 Least deprived
* 081009
0.7t00.8
061007
05006
041005
* 03t004
* 02t003
* 011002
0 to0.1 Most Deprived

Postcode centroids
coloured by IMD 2010.
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The VoYCCG locality is a mixture of urban and rural, with the majority of the
population living in York, which has approximately 200,000 people living
within the local authority area outlined above. VoYCCG also includes parts of
North Yorkshire County Council and East Riding Local Authority areas which
cover a much larger proportion of the geographical area. As a result, there
are particular issues relating to the rurality of the area, especially in relation to
access to services. Only 2% of the North Yorkshire County Council area
(which includes Selby and the areas above York on the map) has a population
density of more than 4 people per hectare and over four fifths of North
Yorkshire is defined as ‘super sparse’ (with fewer than 0.5 people per
hectare).”

Deprivation 0

Whilst the locality may be generally perceived as affluent, the %reas of
specific deprivation within York and Selby as indicated on the\map¢ There are
also households with significant deprivation in the more t ‘areas which
the statistics can obscure. There are around 14,500 p ho live in areas
classified as being the 20% most deprived areas in t\ untry?. The most
deprived areas within the VoYCCG locality are Westfield, Guildhall,
Clifton, Heworth, Hull Road wards in York, and wn).

Population profile \4

However, there is a significant exceptionr within the 20-24 age range due to
the two universities in the Iocality/@’ lagram below).
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Aging Population

For City of York Council residents, 2010 data shows that since 2001 there has
been a rise of 24% in the number of people aged 80 or more years and this
trend is set to continue with an additional anticipated increase of 62% by
2021. For North Yorkshire County Council residents it is estimated that there
will be a 48% increase in the number of 65-84 year olds and a 65% increase
in people aged over 85 for the period between 2001 and 2021.

These potential increases have significant implications for the provision of
services in a society where people are living longer and mayﬂple

increasingly complex needs. \
Black and Minority Ethnic

There is a growing black and minority ethnic (BME) popul \n York, due in
part to the continuing expansion of university and hi cation facilities
within the city. The 2001 census put York’s BME p 3tion> at 4.9 per cent.
The more recent Joseph Rowntree Foundation st 2010 suggested this
had now grown to 11 per cent of York’s total pﬂl} n by 2009". The study
identified 92 different ethnic and national origins i the city and 78 different
first languages®. For North Yorkshire, the 1 put its BME population at
1.1%, which is also growing, only more sl n line with the national trend.

Lesbian, Gay, Bisexual or Trans Lj@

There is a lack of data with re o lesbian, gay, bisexual or trans living in
the VoYCCG locality (and natiprally), however various government surveys

suggest the percentag national population who are lesbian, gay,
bisexual or trans is som re between 2% and 7% of the population.

Births and migra (% Annual births / 1000 females aged

@

15-44
VoYCCG !‘%@ irth rate which is lower than the 14 .
national a@ ge, reflected in lower than average

fertili r@ among females aged 15-44.

120

100 +

ite this, the population in the VoYCCG locality is 20
increasing, and it is estimated® to have higher net o -
migration than both the region and the UK @
VoYCCG’s birth rate is lower than the death rate,
therefore the increase in population of can be

40

20 +

assumed to be largely due to migration. 0
Vale of York

% All groups other than White British

4 JRF — Mapping rapidly changing population growth. A case study in York 2010
® JRF — Mapping rapidly changing population growth. A case study in York 2010
® ONS Mid Year 2010 estimates
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3.3 Provider landscape
Secondary care providers

In 2010/11 VoYCCG had 101,404 inpatient admissions. The table below shows
the main providers that were used and the number of admissions at each

provider, the number of admissions that were elective (planned).

Provider Number of | Of which elective | % of Provider
admissions total %
(%)

York Teaching | 84,945 (84%) 35,167 &8%

Hospital ‘Q

Leeds Teaching 4,264 (4%) 2,692 V 1.7%

Hospital

Scarborough 2,095 (2%) Qi{b 4.3%

Hospital

Ramsey Healthcare 2,049 (2%) m 2.3%

Other 8,051 (8%) 6 n/a

Total 101,404 \4 , 734 n/a

(100%)

As can be seen from the above figures
secondary care episode utilise semn
Foundation Trust (YHFT) (88%). 0

The current contract value f&/FT with the VoYCCG is £151 million. This
includes adjustments m number of key areas within the 2012/13 QIPP
programme. If these are e not realised the contract will over perform and
will reflect a considerable” cost pressure. For a full cost breakdown of our
current contracts pl e%o to the Financial Strategy in Appendix 6

st majority of patients requiring a
at York Teaching Hospital NHS

VoYCCG hw}]ned clinical leads in key roles to work closely with lead
clinicians fr FT. This partnership approach is expected to result in the
develo n’@ f innovative approaches to the delivery of existing secondary
car ICés, maximising cost effectiveness and clinical efficiency to improve
p xperience and outcomes, whilst maintaining the highest quality
standards.

Community providers

Current mainstream community nursing provision is available seven days a
week between the hours of 8.30am and 6pm. It provides care for housebound
patients unable to leave their home without substantial support. Community
services also provide: intermediate care service provision through Community
Matrons, Case Managers, physiotherapy and occupational therapy. Further
services include:
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» Health Visitors

» Physiotherapy

= Falls Prevention

» Fast Response

» Occupational Therapy

» Continence Services

= Tissue Viability

» Heart Failure Nurses

= Respiratory Nurses

» Specialist Palliative Care

= Nutrition and Dietetics Advice
» Diabetes Specialist Nursing

Community services have recently been transferred to YHFT thus iding an
excellent opportunity to both integrate pathways of care and \m current
service provision. VoYCCG has identified this as a priority and g?ﬁssigned a
clinical lead to work with YHFT colleagues to achieve the ai \e tablishing a
more integrated way of working between community, %tice and social
care teams.

Community hospitals and walk-in centre f&

There are three community hospitals and &e walk-in centre within the
VoYCCG locality. Patients are supported& team of specialists including
nursing staff, physiotherapists and occ i@nal therapists, dieticians, speech
and language therapists, social care p@ers, consultants and GPs.

Selby War Memorial Commun@spital (check title is correct): 24 beds
and outpatient services that in .

e Audiology;
Children’s and@escent Services

Dermatolo

ENT G%
Endog&sinelogy

G erology

G%i{ ic Medicine

? eral Surgery
@ ynaecology

Orthopaedics
Ophthalmology
Podiatry
Rheumatology
Urology
Vascular Surgery

In addition the Community Hospital provides a nurse staffed Minor Injuries
Unit, diagnostic facilities (e.g. X-ray and ultrasound) and rehabilitation facilities
(e.g. physiotherapy and occupational therapy)
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St Monica’s Hospital, Easingwold: 12 beds. In addition it also provides
respite care, convalescent care, physiotherapy (including outpatient clinics),
occupational therapy, musculoskeletal services and also a Haemodialysis
satellite unit.

In addition to the above practices to the north of the CCG locality also access
Malton Community Hospital (30 beds). These beds are covered overnight
and at weekends by an Out of Hours service. The Community Hospital also
provides outpatient services covering:

Children’s and Adolescent Services f\/
Cardiology \
Diabetic Medicine Q
Dermatology

ENT \(v
Endocrinology q
Gastroenterology Q

General Surgery \

Gynaecology Q

Obstetrics %

Orthopaedics \‘

Ophthalmology Q

Respiratory Medicine 6

Rheumatology &

Urology 0

Vascular Surgery 0

itaI provides a Minor Injuries Unit, which is a
rerseen by GPs during weekends and evenings.

In addition the Communi
nurse practitioner servi s%

York walk-in ce Qchrrently a nurse-based facility fro the treatment of
minor injurie illnesses. Following a recent review of urgent care services
the walk-in has transferred to a location adjacent to the emergency
departmeﬁyYork Hospital as part of ongoing work around the development

of $ Care Centre.

Rehabilitation Units are designed to prevent unnecessary admission to or
facilitate earlier discharge hospital. The units providing this in the Vale of York
Clinical Commissioning Group locality are:

e White Cross Court Rehabilitation Unit (23 beds with 12 single rooms)

e St Helens Rehabilitation Unit (20 beds with 8 single rooms)

¢ Archways Rehabilitation Unit (22 bedded community unit) — provides
both ‘step up’ care from home and ‘step down’ care from hospital. It
is within the community services contract unlike White Cross Court
and St Helens which are within the acute care contract.
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Other Providers
A range of further contracts exist that directly support patient pathways.

e Yorkshire Ambulance Service (YAS) -We have identified pathway
redesign and service developments which will enhance the value of
this contract particularly with regard to patient outcomes and
experience.

e Voluntary Sector Contracts and Grants — the CCG has a number of
contracts covering a range of third sector providers. In the futd@ﬁwe
CCG will seek to maximise the benefits of these contracts ané\ideptify
further opportunities for collaborative working.

Any Qualified Provider \q/

Any Qualified Provider (AQP) is a way of commissioni @services where
patients can choose who provides their care from a i&\ oviders that meet
the necessary quality standards and are willing t ver the service for a
locally set tariff. Providers can be from the NHS, private or voluntary sectors.

patients to decide which provider they e. Providers will therefore not

Providers do not receive any guarantees of Xume of work as it will be up to
know the number of patients they are li ﬁeat from month to month.

Three services covering the VoY
commissioned via AQP in 2012@

ocality have been identified as being
e being:

= Non-obstetric Utl — expectation that contracts will be awarded
by the end of S er 2012.
= Podiatry — expectation that contracts will be awarded by April 2013.
=  Wheelchair, e — expectation that the advertisement of this service
will be pubii during the autumn of 2012.
3.4 Eng&entllnvolvement
Pri re Involvement

Harnessing the added value of clinical input from primary care is key to
delivering this strategy in terms of stimulating innovation, improving quality
and ensuring value for money. Consequently the CCG will encourage
awareness, engagements and ultimately ownership of commissioning
decisions and in the delivery of its objectives and work programme associated
with this strategy.

To enhance communication between the VoYCCG Governing Body and
constituent practices, four development groups have been established, each
with a Development GP Governing Body member assigned to it. A structured
approach to engagement has been agreed via a monthly GP Forum, for which

38



each constituent practice has agreed to send a clinical representative. In
addition a monthly newsletter, ‘Update’, highlighting current issues and news
is sent to each practice.

Working with partners and stakeholders

We are proactively engaging with a wide range of local partners including
local authorities, acute/community care providers, voluntary/independent
sector providers, clinicians and patients/carers to ensure our plans reflect
local need and that partners play a key role in any change in health service
provision that may take place.

We recognise that there are many stakeholders and partners with @e
need to engage over time and in a variety of ways. We develope ble and
Patient Engagement Strategy in February 2012 (see publj patient
section below). To compliment this we are also in the process\of dgveloping a
Communication Strategy which will enable an effecti ommunication
programme be utilised to support the effective engage of this strategy
with partners and stakeholders.

Health and Well Being Boards f&

VoYCCG will be represented on three Healt Well Being Boards covering
City of York Council, North Yorkshire Council and East Yorkshire
County Council.

As part of the work programme %@d with each Health and Well Being
Board, we are anticipating thato Il participate and update on a number of
developments including: o

e Delivery of a J@trategic Needs Assessment identifying a broad
range of health determinants and subsequently engaging with local
practices re ing the emerging implications.

e Develop a Health and Wellbeing Strategy.

. Regugah‘% dates in relation to the development of the VoYCCG,

I the development of this strategy and the VoYCCG

incl

a sation process.

lew of all joint commissioning arrangements between health and
ocial care.

We acknowledge the importance of joint working with the Health and Well

Being Boards and recognise the benefits gained through both the alignment
and integration of commissioning strategies/plans.
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Public and patients

We are committed to excellent patient care and it is essential that strong
relationships and engagement processes are developed with our resident
population. In so doing local people will be able to be meaningfully involved in
the development and implementation of this strategy. It is vital that our
residents are actively engaged in shaping the planning and delivery of local
services in order to ensure that their needs and wants are met, and that
healthcare is accessible and responsive to their view and experiences. We
have a unique position in that we are able to communicate with patients on a
daily basis via interaction with our member practices and welcome the

opportunity to harness this experience in order to develop strong and e tive
ties with our community.

inform all aspects of our commissioning, from detail nning to
commissioning services through to managing perfor It is these
fundamental principles that formed our Public and t Engagement
Strategy (see Appendix 4). As part of our engageme tegy we intend to
have regular public events to discuss planning an ivery of local services,

feedback from the event that took place in % 12 can be found in
Appendix 3.

The following diagram illustrates how effective community g{g%b ent will

Engaging
comrmunilies Lo
identify health
needs &
aspirations

Engaging the
public in
decisions about

priorities &
strategies

3 Patient centred
monitoring &
performance

Engaging

patients in
service design
& improvement

Patient centred
procurement &
contracting

" («\-\l-__".":"’
Specifying 0utc®
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To drive this agenda forward we have appointed two Governing Body leads
(the Chair and a Management Governing Body member) who will actively
develop a range of public and patient engagement processes, working closely
with a Steering Group, which includes four lay public members, and a
dedicated public engagement officer with experience in developing effective
communication methods.
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Appendix 3: Vale of York CCG Public and Patient Congress
28 June 2012

Evaluation Results

1. Please tell us your background (please tick all that apply)

The majority of people attending the Congress were from local voluntary or

community groups, 10 people were LINKk members and 9 described

themselves as a member of the public. 6 people were from GP practice

Patient Participation Groups.

Your background (please tick all that apply)

20

YV

303 % (10)

273%(9)

182 % (§)

515% (17

LINk member Elected represantative Veluntany/community
s illor) n

{e.g. Councillor)
Member of public NHS staff (CCG, Member of 3 GP practice
, etc) Participation Group

2. How uséfuloverall did you find the information presented?
A

How useful overall did you find the information presented?

Answer Options

group representatve

Response Response

Percent Count
Unsatisfactory 2.6% 1
Satisfactory 10.5% 4
Good 50.0% 19
Excellent 36.8% 14
answered question 38
skipped question 0

3. How satisfied were you with the presentations?
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How satisfied were you with the presentations?

Answer Options Response Response

Percent Count
Unsatisfactory 2.6% 1
Satisfactory 7.9% 3
Good 52.6% 20
Excellent 36.8% 14
answered question 38
skipped question

4. Did you feel you were given enough opportunity to have you f\/
and get your views across? Q}\r

Did you feel you were given enough opportunity to have your say
and get your views across? (0 being not at all, to 3 being very
well)

Answer Options Response Response

Percent Count
0 Not at all 2.6% 1
1 15.8% 6
2 36.8% 14
3 Very well 44.7% 17
answered question 38
;skipped question 0

N
5. How confident are you pgﬁe opinions given will be considered and

used to influence f cision making?

How confident are you that the opinions given will be considered
and used to influence future decision making? (0 being not at all,
to 3 being very well)

Answer Options Response Response

Percent Count
0 Not at all 2.7% 1
1 24.3% 9
2 48.6% 18
3 Very well 24.3% 9
answered question 37
skipped question 1
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6. How would you rate the environment of the event?

Event environment (location, venue, catering, time, etc.)

Answer Options Response Response

Percent Count
Unsatisfactory 8.1% 3
Satisfactory 13.5% 5
Good 45.9% 17
Excellent 32.4% 12
Any comments? 7
answered question 37
skipped question 1 1/
Q>
7. Overall — how satisfied were you with the event? (1/

The vast majority of those who answered this question (@ple), felt that
the event was either good (19) or excellent (14). One p ticked
unsatisfactory. This respondent was a member of t lic and was
unsatisfied with all aspects of the event — howev% have said they would
like to be invited to future events and wants to get ip¥olved in discussion
groups. ){o

e 4

Overall, how would you rate this event?

Unsatisfactory

Satisfactory

20
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7. What topics would you like to see being covered at future Public and
Patient Congress events?

A cloud analysis of the most frequent words used shows the following:

Example Exisng GROUP Health AN D

Social Patient progress Public
Social Services support

Voluntary Sector ,

Real "consultation" about real issues Items that Va \%)4 CCG WILL
be going to make decisions about. An item to co %I h and social
care "integration". \;\Q

Dementia and mental health — using facilitie@ upport both
Cooperation between health and social s% at local levels
Cooperation between hospitals, ambu?::e ervice, and social services
Personal responsibility to be more in d in health care. Inviting all
voluntary groups and represent —ﬁed choice passed down to
individuals.

Progress reports on today’s i

Patient Participation Group$sin*ocal areas — e.g. how they are run.

Patient reps on the Stem roup — How will they be representative of
patients? These rep Id not be appointed by health professionals

e Progress on alt jve'support

e People to have portunity to express views on where wastage could
be prevented<and quick and easy savings to be made

e The chall the existing NHS and it’s institutions (Hospitals, clinics,
health ¢ s) of greater private [involvement]

. Me&@tums for intervention, e.g. at what value is one decided to be,
saydigbetic

lic involvement avenues
Holistic Planning! Geographic and democratic nature of such a large

rural county
e Progress in relation to the joint working between health and social care.
e 2. Partnership working with voluntary sector providers
Not sure it’s for the Public and Patient Congress — but some form of
direct engagement with Voluntary Sector re: what services they feel they
can deliver and how this might happen
More specific topics
Complaints, public supervisions, accountability, suggestions, monitoring
Shared budgets with Local Authorities
How you are monitoring and evaluating patient outcomes (Qualitative)
as well as financial results and ‘numbers treated’
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9. Would you like to be invited to future events? \

Working with the voluntary sector. Valuing existing voluntary services
and good practice.

Voluntary sector and patient participation. Carers, mental health

How the voluntary sector can be more involved in developing plans.
Carers

Mental Health

Addressing social issues. Deprivation/ Inequality alongside healthcare/
promotion / Integrated work between voluntary, third sector. What can
third sector bring? Third sector presentation.

Link between social services and GP practices - i.e. neighbourhood
teams?

Top 10 cost factors involved in £19m deficit instead of readin t@
"Worst nightmare" says North Yorkshire & York PCT Chief" ir%&a
media.

3. Presentation by Public Health doctor on new respor@i}; in the
area. q

36 out of 37 people who answered this question %Yes - 97%

XN

10. Would you like to get involved in fl@' discussion groups?

30 people said they would. One pers@swered No.

11. Interest in which dis u@)n groups/ future work?

The table below shows theAevel of interest expressed by those who
answered. The highest level of interest was in relation to carers, then long-
term conditions, @ e care and dementia.

>

| am particularly interested in (please tick all that apply)

. Response Response
AT OTAHEE Percent Count
All long term conditions 57.1% 20
Diabetes 28.6% 10
Heart disease 25.7% 9
Stroke 40.0% 14
Chest conditions 17.1% 6
Psychiatric Liaison 40.0% 14
End of life care 54.3% 19
Urgent Care 42.9% 15
Ophthalmology 17.1% 6
Gynaecology 25.7% 9
Dermatology 22.9% 8
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Rheumatology & Pain Management 40.0% 14

Dementia 48.6% 17
Carers 57.1% 20
Anything else? 6
answered question 35
skipped question 3

Anything else?

3 respondents stated Mental Health

1 person mentioned  Orthopaedics

1 person specified Disabilities

2 people stated that they were interested in all of the above issues.

1 commented that All other health AND social care issues we@

interest Q
\QQO
Q

13. Name of the Congress %

12. Contact details

35 people have given their contact details

Our Steering Group feels that the name ‘Cq@gs’ is a bit too business-like.
People attending the event were asked t orward any alternatives that
may help encourage more patients an public to attend.

The most important words or phra@ ere:
e 5 people suggeste tr@erm Forum in one way or another
e 3 people are ok e name Congress

All responses are Iis%)elow
&

e alled our group the ‘Health Matters Reference Group’
r\'% )
o

In
Fo
&' ngress'
py with Congress

ublic and patient participation event
¢ The name is not important. What is important is that patients have
confidence in CCGs, in that they are open and honest
e Agree — Consultation to replace Congress
e Liaison meetings
e Forum
e Public Involvement Forum
e Discussion or simply Meeting!
[ ]
[ ]
[ ]
[ ]

Conference

Your Health — For All Events VoYCCG
Forum

Congress is OK
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Community Conversation

VoY CCG Participate

Forum

Steering? Way Forward? Discussion? Input? Ideas?
Empowering Engagement in Health and Social Care
"Consultation" Event

14. General Comments

The vast majority of the comments made were very positive. There were a
few suggestions — mainly around choosing more accessible venues for future
events, and more publicity.

Ne ust have

been 50+... I'm a bit dubious about the Question Ti elevance
Everyone should have a name badge - with at ir first name

e Very informative evening. The public need t@ re of this type of

event
¢ Need more focus on agenda %

e Interesting

e Stop hiding information to the publio?uster group minutes, reducing
spending on “local clinical value t ents”

¢ Many thanks for the opportunity ta.get involved and | hope that any of
my comments are treated ag"positive

e Very out of the way — nogublic transport, only car users could attend

¢ |t was well worth the long.fbecause of rush hour) and steamy journey

[ ]

[ ]

All comments are listed below: 6\'
e Where are the under 30's? The average age of the ;?5

Quite encouragingsg better than | expected (This is a compliment!)
Feel more med % riendly with a bit more understanding of your
problems and_commitment

e Can you giv ssurance that if citizens wish to be cared for by NHS
service private companies (even if the latter are competitive)
tha | be unless no alternative is available?

e Th ents are a really good source of information but need to be

ocalised

o mseful discussion
Very positive event

o Excellent

e Looking forward to the next one. | don’t feel that all participants
understood the financial implications of what they ‘preferred’ in session 1

e Excellent event

e Excellent approach. Need more clinicians (pharmacists etc) here too

e Extremely interesting and enjoyable. Longer time for meeting
people/networking would have been nice

e Would like some attention given to the professional services the
voluntary sector offers. The materials / information / publicity for the

event could have been greater. The vol sector appears as an ‘also ran’.
We are essential!
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Can you please make the next event more accessible

Thanks!

Well worth attending to share ideas

Event could be held with environmental/ green considerations — e.g.
public transport accessible. Good fruit though, and well done on
organisation/ planning.

More publicity around events please.

Myself and our X Practice Manager only discovered the existence of this
Public, Patient Event last week! Great idea. Hopefully say on website
return comments/ feedback so | can add to my PPG Noticeboard?
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Appendix 4: Details of priority setting process
VALE OF YORK CLINICAL COMMISSIONING GROUP
Board Meeting

2 February 2012

Report From: Rachel Johns
Associate DPH and Locality Director

Report Subject:  Prioritisation Update 0

Report Status: Open (19

1. Introduction Qq

At the board session on 5 January 2012, VOYC tinued to develop the

approach to prioritisation. Once again Sue B% from the Public

Health Observatory assisted which was very useful. The session covered:
o Agreeing the strategic objectiv

Agreeing the associated priqtj ion criteria

Weighting the criteria

Testing this with existiq@!otential areas of work

Rapid filtering of theé’ gic plan long list.

<

2. Corporate objecth@e
Work on the Visiop and Values is well developed and will shortly be

finalised. These%aut how VOYCC will work and have a direct
relationship t rategic objectives which set out what VOYCC has to
do. After debate and discussion it was agreed that the strategic objectives
for Val rk CCG are to:
o | gge healthcare outcomes

ce health inequalities
. prove the quality and safety of commissioned services
* * Improve efficiency
» Achieve financial balance

3. Prioritisation Criteria

The board agreed that these corporate objectives mean that future
decisions and activity should be prioritised and considered against the
following critiera:

* Does it improve healthcare outcomes?

* Does it reduce inequalities in health outcomes?
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» Does it improve the quality and safety of commissioned services?

« Does it improve efficiency?

» Is it feasible and strategic? (supported by clinicians, partners,
patients)

It was recognised that any action would need to be considered within the
financial constraints of the CCG but it was agreed that this consideration
would be applied separately from the initial prioritisation process as
resource implications may have an absolute impact and should not be
hidden.

4. Weighting the Criteria 0
Although the board found it relatively straightforward to aga@ég

prioritisation criteria, it was recognised that they may not carry jequal
weight and an exercise was undertaken to consider the
importance given by attending board members.

The board discussed variations in their individu \ghtlngs which was
useful for both prioritisation and organisation% opment. It was
e

recognised that partners and public stakehgolderg'might apply different
weightings and this will be pursued in the steps.

The average weightings given b{&@)oard members present were:

Does it improve healthcareQh omes? 11.5
Does it reduce inequalitjes¥a health outcomes? 11.27
Does it improve the Qs @ and safety of 9.68
commissioned s , Q’

Does it improve'e ency’? 8.55

Is it feasible ategic? (supported by clinicians, 9
partners pa%)

5. T st@&&gainst Areas of Work

board used the criteria to test the relative prioritisation of three areas
within the draft strategic plan. This was a useful process which gave
results which were broadly in line with expectations:
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Smoking in

Levels of Long term
Criteria Weight Care 111 Conditions
Weig Weig Weig
hted hted hted
Score | Score | Score | Score | Score | score

Does it improve

healthcare

outcomes? 11.5 3| 34.5 1 11.5 5| 57.5

Does it reduce
inequalities in health

outcomes? 11.3 3| 33.8 2| 225 QS 56.4

Dose it improve the

safety and/or quality %

of commissioned q)

services? 9.7 5| 484 09 1 9.7

Does it improve 3\

efficiency? 8.5 5| 427 Q 256 5| 427

Is it feasible and %

strategic? 9 5| 45. 5 45.0 3| 27.0
Total ,Zﬁ% Total | 133.7 | Total | 193.3

It should be noted that as the av weights were not dramatically

different they would not have @ ed the order of prioritisation but did

influence the relative dlffere@

6. Rapid Filtering of@ List

Due to time ¢
to apply thé

ts and a lack of worked up detail it was not possible
eria to every topic included in the long list of priorities
strategic plan. However it was possible to consider each of
t a spectrum of Impact (summary of first four criteria) and

them ag |
. This allowed further work to focus on those which are likely to
e greatest impact and chance of success within 2012/13.

The following is a simplified representation of the discussion.
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High Impact / Low Feasibility

Dermatology
Urgent assessment
Cardiology
Psychiatric Liaison

High Impact / High Feasibility

Long Term Conditions (including
smoking)

Nursing Home care

Dementia

Ophthalmology

End of Life

Low Impact / Low Feasibility

Low Impact / High Feasibility

Gynaecology
Neurology \
MSK extension Q

7. Next Steps

p
S

and allowed rapid filtering of strategic plan warkiareas. It was generally

This process agreed strategic objectives, piIo;ﬁ% itisation for VOYCC

recognised that this was a very useful procg::, ich required further

refinement and consideration of the view
strategic plan will be updated to reflec
sessions will refine this process to
include a session with Patients C

artners and the public. The
ork to date and further
or longer term planning. This will
ress, likely to be in the early summer.
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Appendix 5:

Communication and stakeholder

engagement strategy 2012/13

Version 0.6, August 2012
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1.0

Introduction

This strategy outlines the engagement and communications approach,

processes and activities that we, NHS Vale of York Clinical Commissioning
Group (CCG), will employ during 2012/13 and beyond.

It has been written in accordance with our vision, mission and values and

seeks to support their delivery.

Our vision is: Q

“To achieve the best health and wellbeing for everyone in our com

Our mission is to:

commission excellent healthcare on behalf (%%m partnership
with, everyone in our community; \

involve the wider clinical community in development and

implementation of services; \4

enable individuals to make th@decisions concerning their
own health and wellbein

build and maintain ex@nt partnerships between all agencies in
health and socia

lead the Io@lth and social care system in adopting best
practice fgom around the world;

ensu Il this is achieved within the available resources.

,\
Our value&%r

Q0

Communication — Open and clear communication at all times, inside
and outside the organisation, is essential for us to succeed. We
recognise that the messages we send out need to be clear to
everyone who receives them.

Courage — We have the courage to believe that our community has
the capacity to understand complex health issues and that it can
be trusted to participate in making decisions on the allocation of
health resources.

Empathy — We understand that not all ills can be cured. We

understand the suffering this causes and we work to reduce it.
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e Equality — We believe that health outcomes should be the same for
everyone. We will reduce unnecessary inequality.

¢ Innovation — We believe in continuous improvement and we will use
the creativity of our stakeholders and staff.

o Integrity — We will be truthful, open and honest and will maintain
consistency in our actions, values and principles.

o Measurement — We recognise that successful measurement is a
cornerstone of successful improvement.

e Prioritisation — We will use an open and transparent process t%

arrive at value driven choices. \
¢ Quality - We strive to be the best that we can be and er
excellence in everything we do. \*.1/
¢ Respect — We have respect for individuals, w they are

patients or staff colleagues. We respect tl:e\ re and customs of

our partner organisations. %

X\

2.0 Overarching objectives is strategy

The objectives of this strategy are te;
e provide a robust commu@n and engagement framework for us to
follow, in line with the uirements for authorisation and wider policy;
e empower our ms and staff to appreciate the need for
communicati%nd engagement as part of their role within the CCG;

e ensurea o@
stak@s;

° f@ke dialogue between our CCG and its stakeholders to ensure they
$ art of the decision making process and uphold the our commitment
t

o0 ‘no decision about me, without me’;

d consistent voice between our CCG and its various

e develop and maintain mutual goodwill and understanding between our
CCG and its stakeholders, resulting in the formation of a positive
reputation amongst stakeholders;

e ensure that information about our CCG and its business is readily
available and accessible to those who need it;

¢ ensure that we are able to fulfil our statutory duties;

e position our CCG as the leader of the local NHS.
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3.0

Communication and engagement governance

The patient and public engagement element of this strategy has been
developed by the NHS Vale of York CCG Public and Patient Engagement

Steering Group which comprises the following members:

Prof Alan Maynard (Chair)

Vale of York CCG

Sian Balsom

York CVS/ & nominated rep for
North Yorkshire and York Forum

Chris Edmondson Lay Member

Sarah Harrison North Yorkshire LINk

Helen Mackman Lay Member

Carol Pack York LINk ﬂ
Juliana Sharp Lay Member I

Pat Sloss Yorkshire al@mmber CSS

Dr Cath Snape

Graham Tissiman

Vale of CCG
La ber

V
N
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4.0

Communications Steering Group
A Communications Steering Group has also been established which is
responsible for delivering the communication elements of this strategy. The

members of this group are:

Dr Shaun O’Connell (Vale of York CCG)

Dr Cath Snape (Vale of York CCG)

Dr David Hayward (Vale of York CCG)

Rachel Potts (Vale of York CCG) f\/

Alex Trewhitt (North Yorkshire and \
Humber CSU) Q

v
\Y
Policy context for this strategy \

The context in which we operate will significantly'inflyence the delivery of
communications and engagement in the future® National and local policy
acknowledges and promotes the need to j ve involvement in and

communicating core values, actions@lrategies to local communities.

4.1 The Health and Social (é&ct 2012

CCGs are required by @
e involve the public i"the planning and development of services;

e involve t@%on any changes that affect patient services, not just
S

“significant” impact;

thos

J %Vthelr commissioning plans on how they intend to involve

$ nts and the public in their commissioning decisions;

consult on their annual commissioning plans to ensure proper
opportunities for public input;

e report on involvement in their Annual Report;

e have lay members on their governing body;

e have due regard to the findings from the local HealthWatch;

e consult Local Authorities about substantial service change;

e have regard to the NHS Constitution in carrying out their functions;

58



e act with a view to securing the involvement of patients in decisions
about their care; and

e promote choice.

4.2 Developing Clinical Commissioning Groups — Towards Authorisation

This guidance advises that the proposed content of the authorisation process
is built around six domains, one of which is ‘meaningful engagement with
patients, carers and their communities’. As part of being granted
authorisation, we are required to demonstrate capability across each Q/

domains.

4.3 NHS Operating Framework 2012/2013 q\

The Operating Framework for 2012/2013 outlines that t ed for good

systematic engagement with staff, patients and tm |c is essential so that

service delivery and change is taken forward active involvement of

local people. Q
4.4 The Equality Act 2010 Q&

The Equality Act 2010 promote patients should have equal access to
care when they need it. :: @)ort development of commissioning plans and

decision making, it is €s al that particular attention is paid to effective
engagement and co%mcation methods for disadvantaged, vulnerable
groups and for ho currently struggle to access services.
Communicati eeds of staff, patients and members of the public should be
c@y@iidered and engagement is important to ensure we understand

t act of its decisions on different people.

4.5 The NHS Constitution

The NHS Constitution came into force in January 2010. It places a statutory

duty on NHS bodies and explains a number of rights which are a legal
entitlement. One of these is the right to be involved directly or indirectly

through representatives:

¢ in the planning of healthcare services;
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e the development and consideration of proposals for changes in the way
those services are provided; and

¢ inthe decisions to be made affecting the operation of those services.

4.6 The York and North Yorkshire Compacts

A national Compact has been in place since 1998 involving national and local

government and the voluntary/community sector. It outlines a way of working
that improves their relationship for mutual advantage. The Coalition
Government renewed the Compact agreement with the civil society ()/
organisations in England in December 2010. Both York and North Yorkshir
have a Compact agreement supported by the unitary Local Auth '%nd the
voluntary and community sector. Within both Compact agreem{r:i/nere is an
overarching statement which set out the principles, unde and
commitments to work together for mutual advantage. T@underpinned by
specific codes of practice on key areas of coIIabOﬁt;? e will explore the

potential for becoming a signatory of both Compact agreements.

X
o
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5.0 Periority areas for patient and public engagement

We want to involve people at every stage of the commissioning cycle, using
their knowledge and experiences of local health services. This will cover:
e assessing the needs of our population to help us determine what and
where services need to be provided;
e reviewing existing service provision to identify gaps in provision and
potential for improvements;
e deciding priorities, identifying which areas of work will be %,
e Designing services and ensuring our community is en t the
beginning of any service development;
e producing an annual plan to provide details of s%qlg future plans
and how the public have been engaged; \
e managing performance and monitoring pe mance against plans;

e seeking public and patient views o}&a&r experience of local health

services. 6
&

Assessing needs - the Join egic Needs Assessment (JSNA) will be the
main method for assesurrent and future needs at a population level and
will be the responsibi ity of'the Health and Well Being Boards that cover our

ensure pub@
JSNA.

Rﬁ&ing existing service provision

a. Complaints, concerns and experiences will be used to identify

5.1 How we will get there

th these Boards, we will develop robust processes to

atient engagement is integral in the development of the

areas of development.

b.  Patient surveys of current services ensuring all
specifications/contracts for new services include patient feedback
as part of an evaluation process.

c. Develop a system for accepting ideas (see appendix 1 for

proposed PPE structure)
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Discussions with relevant ‘joint working groups’ e.g. mental
health, older people, children and young people, carers.
Public and Patient Forum, open to everyone, will be held twice a

year.

Deciding priorities

Deciding priorities will be the role of the CCG Governing Body (which includes
lay representation) and needs to be transparent to the public. This shouﬁ/

include:

Designing services %

a.

a.

An explicit review of alternatives. Q\

Discussions with relevant ‘joint working groups’. @
Involvement of the CCG Public and Patient Ff@( ee appendix

1). Q\

Every service design process i s patient and public
engagement (PPE), taking j @ccount patients, public, interest
groups and geography. '&

PPE is identified in j ﬁproject plans within business cases.
Discussions wit}*@evant ‘joint working groups’ e.g. for mental

health, oldémpeople, children and young people and carers.

e all new services include patient feedback as part of the

Managing peﬁo@?ﬁe of services

&\/aluation process.

&O

C.

Robust links with Health and Wellbeing Boards.

Discussions with relevant ‘joint working groups’.

Annual Plan

Plan to be written in plain English
Widely circulated using joint distribution where possible.
Available online and in different formats.

Discussed at Patient/Public Forum.
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6.0

‘No decision about me without me’
All services will ensure genuine patient centred care with patient participation,
e.g. implementation of informed decision making and encouraging use of

decision making tools where appropriate.

Future developments

Progress on delivering this strategy will be reviewed and reported on an

This will provide an opportunity to take into account relevant local anwl nal
issues that may be arising, e.g. personalisation. %

O

Structure to delivering public and F@\bnt

engagement (see appendix 1) X,

We have established two key mechanisn@) facilitating engagement with
patients and the public:
e Patient and Public Eng@ént (PPE) Steering Group
The remit of the grou;'@ oversee and monitor engagement, develop,
implement and @ progress on the PPE strategy. The group also
provides guid !ce,CCG commissioners, thus ensuring PPE is
embedde ommissioning activities.

é}?c activities used to engage will vary depending on the

topics for review.

$ lic and Patient Forum
The Public and Patient Forum will be held twice a year. The Forum is
open to the public, all stakeholder and patient reference groups. It will
receive reports from the PPE Steering Group on work being
undertaken by the CCG as well as being encouraged to contribute to

discussions on CCG activities.

We will use the ‘Patient Engagement Continuum’ as a way of identifying a

number of ways of engaging with the public (see appendix 2) and the Patient
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7.0

Experience and Engagement Commissioning Cycle (appendix 3) will be used
to identify at what points we work with patients and stakeholders in the

commissioning process

Our approach to clinical engagement

Clinical engagement is critical to ensure we gain support from our clinical

colleagues for the decisions we make as an organisation. f\/

Our engagement with clinicians will be ongoing and the way in %/
facilitate engagement will vary depending on the nature of the

However, we have already established two key mec Q to ensure the
opinions of local clinicians are heard and consid part of our

commissioning cycle, both of which are detailed below.

o

GP forum
The GP Forum is held once a mo@s open to all GP Practice staff
across the Vale of York.

<

Each Forum focuses o@rticular theme which gives attendees the
opportunity to discu issue in detail and feed back their ideas to the
group. Theme$ ssed at GP Forums held so far have included:

. Red%&gﬁnon-elecﬁve admissions and managing patient flow

o (T alth
@HS Constitution

e Prescribing

Occasionally, the GP Forum will be held in the format of a ‘consultation café’
whereby secondary care consultants are available to discuss specialist areas
with attendees. Our first consultation café proved very successful and gave
attendees the opportunity to discuss specialist areas such as:

e Gynaecology
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e ENT
e Urology
e Cardiology

The outcomes of the Forum are fed into the commissioning cycle and

reported via the monthly GP Practice Update.

Project specific steering groups
There is a need for us to facilitate engagement with organisations tha g’

role to play in the successful delivery of specific CCG-led prOJeAﬁ/Q

This will involve the creation of specific steering groups @smg
representatives from partner organisations to ensure f \e\ e integral to the

development of the project.
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8.0 Communicating with our stakeholders

We have a wide

with. Wherever

range of stakeholders with whom we need to communicate

possible, we will establish mechanisms to facilitate dialogue

with them to ensure we can respond appropriately to their needs.

The following table highlights the priority stakeholders along with

recommendations for when they should be communicated with (note that the

method of communication is covered in section 11).

V

Stakeholder When to communicate with them 9

GP practices | Staff working within GP Practices are conside d? e

within the primary internal stakeholders. They must tq re be kept

CCG informed of issues and developments i %n ly manner and
be made aware of issues before the@%}ome public
knowledge. %
As GP Practice staff have @\éontact with patients, they
should be seen and tre s CCG ambassadors who have a
high level of influ% er shaping public perceptions toward
the CCG.

O
Political Political,stakeholders have a significant level of influence over

stakeholders
(including
Overview aw
Scrutiny

cg

the syccess of CCG projects and can also play an important

R Q rms of reputational management amongst members
h

r
\; e public.

Political stakeholders should be communicated with at a
personal level, which will largely be achieved through

members of the CCG building trusting relationships with them.

The level of communication required with political
stakeholders should always be considered at the start of any

new project or service redesign.

The more information and justification that can be given to

them about the need for change, the more supportive they
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9.0

may be.

Political stakeholders should always be copied into proactive
press releases to ensure they are informed prior to stories

hitting the media.

Partner Building an open and trusting relationship with our partners

organisations | can help ensure their support during times of change.

(providers, fg(

voluntary They also play a key role in cascading information to N d

sector, local users’.

authority etc) (1/

Patients and Patients and the general public need to @éess to

the public information about issues that will impax n on them. This
can help create a mutual underst (@ nd appreciation for
why the change needs to be ma\‘rf;ﬁ/
Facilitating two-way com ation with patients and the
public is essential if to uphold our commitment to
being a responsiv anisation.

Media We nee 'Cf:redible links with the media to ensure they
view the as a trusted partner — someone they can come
tof expert view on health related matters.

}ﬁis will be achieved by responding quickly to their enquiries
& and being flexible in our approach to dealing with them.
Monitoring media trends will also be important to support the

& CCG in being proactive on particular issues.

Positioning and brand values

The emergence of this new organisation brings with it the opportunity for a
fresh start.

Although the public perception of the NHS brand is generally positive, there

are reputational issues associated with the PCT which the CCG will wish to

steer away.
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A favourable reputation is often achieved through consistency — both in terms

of how the organisation behaves and how it interacts and is seen by people.

Consistency in voice will be achieved through having the communications
steering group, as it will essentially act as a gatekeeper for all public facing
information relating to the CCG.

However, internal communications within the CCG is paramount to ensu%
there is as little dissonance between how the CCG brand is perceived \

internally and externally. Q

v

It should be noted that to build a successful brand externall Xeeds to ‘cook’
from within by staff acting as ambassadors for the branH\ ully appreciating

The ultimate vision for the CCG brand is to l:&:gnised as a trusted local
leader of the NHS. Its voice must be authoritative, while at the same time

showing empathy for local people’s r@

During 2012/13, the communica@ strategy aims to raise the profile of Vale of

its values.

York CCG and begin to reali is vision.

O
&

10.0 Brag@g and visual identity
F

oreseeable future, Vale of York CCG should brand itself as a ‘non-

statutory NHS organisation’, therefore using the following logo:
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NHS

Vale of York
Clinical Commissioning Group

As the CCG is branded under the NHS, all associated correspondence and
literature should comply with the NHS branding guidelines, a copy @ i
can be accessed here: http://www.nhsidentity.nhs.uk/ %

The organisation should always be referred to as either le of York
Clinical Commissioning Group’ or ‘Vale of York CCG’ T}\ breviation
‘VOYCCG’ should never be used. (19

Over time, a ‘house style’ will be developed @iﬁerentiates the CCG from
other NHS organisations. This house styl@ uld bolster the CCGs brand
values and make it instantly recognis something which can be

challenging in such a complex ana@l i-faceted environment as the NHS.

A series of corporate te)@gand corresponding brand guidelines will be

produced to ensure prop se of the NHS Vale of York CCG brand.

10.1 Ton ice
We4ill aim to communicate in plain English at all times — both in written and
verbal communication. The use of acronyms should be kept to a minimum or

at least explained within the document.

To support this, communication should follow guidance provided by The

Campaign for Plain English, available at http://www.plainenglish.co.uk/free-

guides.
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11.0 Methods of communication

The following section outlines the key methods of communication we use to
communicate with various stakeholders, along with a description of how each

will be used.

11.1 Internal communication with GP practices

An online survey of staff working in GP practices was undertaken to establish

The key findings from the 97 surveys received were used to detern‘@\ht
following key methods of communicating with GP practice staf\(v

the most effective way to communicate with them.

Weekly email updates j

The purpose of the weekly email update is to ensureg ice staff only receive

information from the CCG that is relevant to then{w
li

bombarded with information which increases t
the information. @Q

The email update will be sent every

ill ensure they are not

lihood of them reading

ay to Practice Managers and
Commissioning Leads with eac ractice. These updates will include any
t need to be undertaken that week. Where

necessary, the email wi @ ain information from third parties too, and third
aged to send information in this way rather than

parties should be encour
directly to individ %tices.

The updat Wnot include any general information about CCG development
or wi r@ues such as feedback from the monthly GP forums. The updates

operational issues and actio

c ever include reminders about upcoming events.

Monthly practice updates
A practice update will be created in PDF format and sent to Practice Managers

for onward cascade to all practice staff.
The primary objective of this update is to feed back on the monthly GP

Forums, as well as to provide an update on the development of the CCG and

wider issues affecting GP Practices.
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Practice Liaison Representatives
We have identified four CCG Board members to act as GP Practice Liaison

Leads.

The role of the Liaison Leads is to act as conduit between GP practices and the
CCG Board. Each of the four Leads is responsible for a small number of GP

Practices.

Intranet %

An intranet is currently being developed which will act as a repo;ﬁ/ f

information for GPs and Practice staff.

The intranet will be part of the CCG website and access@om anywhere —

not restricted to those connected to the N3 network

sharing of best practice and discussion a ey issues.

11.2 Media managem%
The media plays @y le in helping shape a positive reputation and should

be treated artiier with which we must build a constructive relationship.

fﬁsﬁ@media management protocol has been developed which outlines
()

Over time, we will look to establish and onlin;}&,um which will facilitate

nd responsibilities, particularly with regard to reactive media

management.

In terms of proactive media management, a forward plan of press releases will
be developed taking into consideration the achievement of key milestones in
our development and, later on, the implementation/change of new services and

initiatives.
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Although every effort will be made to sell-in these stories to the media, even if
they are not picked up, they will still provide a useful timeline of achievements

to be placed on our website.

A key feature of our media approach will be the continual reference to our
Patient and Public Engagement Steering Group. Making this group visible will
help to demonstrate that decisions have not been in isolation and give a level

of ownership to the members of these groups.

11.3 Online presence Q

Having a strong online presence is important because it: Q

o facilitates dialogue; @

e allows communication in ‘real time’ and is es@y useful in

crisis situations;

e reaches a range of audiences — both m@d old;

e enables you to communicate in innovatiye ways, such as through

the use of video;
¢ is an effective way to build a I@ontacts who want to be kept

informed of information @g to the CCG.

Corporate website O
In the interim, we will h)aQQicated section hosted within the existing NHS

North Yorkshire and Yor bsite.

However, overj ;ew standalone website will be launched at:

www.valeo g.nhs.uk

The'fole social media can play in reaching those who are deemed ‘hard to

reach’ should not be underestimated.

An official profile for NHS Vale of York CCG will be established on Facebook,
Twitter and YouTube. These will be managed by a select number of members

from the communications steering group.
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Facebook and twitter feeds will be used to further promote stories featured on
the proactive media list, and also used to promote upcoming events. YouTube
will be used to feature video briefings and films such as the Public and Patient

Forum.

11.4 Stakeholder communication

Stakeholders, such as political representatives and partner organisations, will
be made aware of issues in a timely manner. The nature of the issue will
dictate the level of communication required, for example, they should be
informed of a serious incident before it hits the local press. f»

Timely stakeholder communication will be made possible by mai g an up

Quarterly stakeholder update \9

A quarterly stakeholder newsletter will be produced

to date stakeholder database.

will act as the main

vehicle of communication for keeping a wide range of stakeholders informed

of developments within the CCG. Q\J

A plan for how and where this will be distributed will be developed.

11.5 Other forms of external communi

Depending on the nature of wh{ryeds to be communicated, it may be
necessary for us to empl r forms of communication in addition to those

detailed above.

The following m %hould be considered as part of any communication

initiative: A{_
‘(}verﬁsing in local press and community magazines such as
&O ‘Your Local Link’
e Posters and leaflets

e PowerPoint presentations

e Profiling opportunities in local, regional and national media and
events — this will be key to positioning NHS Vale of York CCG as a
trusted health expert, thus bolstering the vision to be recognised
as the local leader of the NHS.

75



12.0 Key communication priorities for 2012/13

The following key communication priorities have been identified for 2012/13:

e Ensure that the communication requirements contained within the
‘CCG readiness for authorisation’ checklist are fulfilled;

¢ Develop and launch a dedicated website for the CCG;

¢ Build a positive relationship with local media outlets (such as York
Press, BBC Radio York, Selby Times, Pocklington Post), to be
achieved through regular briefings and profiling opportunities;

o Develop a distinctive visual design style for the CCG to b sil/
across all corporate materials;

e Build internal communication networks with GP pr (t%s and
other organisations to ensure they are kept inf@x‘of CCG

developments;

e Ensure communication protocols are e \ed to ensure
appropriate and timely communication with stakeholders

¢ Monitor the effectiveness of com ication activities to help
inform the communication str@&r 2013/14.

&

13.0 Evaluating our co&%unications

In order to ensure effec’ss, all methods of communication will require
eva

some form of ongoin% ation.

Surveys, parti using online solutions such as Survey Monkey, are a
good way %‘rﬂte ongoing feedback on particular methods of
t

com ur@

The communications steering group will periodically review each of the

on and brand awareness.

aforementioned methods of communication to ensure they are achieving the
desired results; for example, by gauging the satisfaction of GPs in terms of

how informed they feel.

14.0 Budget
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15.0

An annual budget will be allocated in order to help plan communication

activities and ensure money is spent in the most effective way.

This will be particularly important as the CCG begins to agree strategic

priorities as communication is likely to play a key role in achieving them. For
example, if the management of long term conditions becomes a key strategic
priority, communication materials may be required to explain any changes to

patients. This will inevitably have cost implications.

Progress made so far \

Our CCG has made excellent progress so far in tHisitransition year. Below is a

description of some of the highlights from ourigommunication and

engagement activities. QJQ

Public and patient forum

We have so far held two very
successful Public and Patieno

Forums, both of which 9
attracted significant numbers
of patients anq vc@

sector repres es.

The | t@;(u’m, held in June, P’ A

focussed on giving attendees

"
a feel for how difficult the prioritisation process is and the challenges faced by

the CCG in doing this.

Feedback obtained from attendees was very positive and many said they now
appreciate the complexities of commissioning and that there is not an infinite

pot of money to pay for all the health services people want.
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One aspect of the Forum we hope to improve in the future is encouraging more

young people to attend and give their views.

Engaging GP Practice staff

Another aspect of engagement and communication that has been particularly
effective over the past 12 months is with colleagues from our constituent GP
Practices.

Our monthly GP Forum has been very well attended and has facilitated splle"
very interesting and productive discussions around topics such as Te% ,

= | Our monthly Practice UI has also been

U “==| well received and we % ow been
m = | producing it for 1 hs. Each edition

S includes an updatefrom Dr Mark Hayes,
ficer, about the CCGs

ards authorisation and the

non-elective hospital admissions and prescribing.

vt e

SO EEEEEES BEEENEEEE | Chief Clini
“ '. - B e progres
Sele e '.: - et cha@es being faced by the local health
@ my.

: The Update also highlights actions GP
Practices can take to support the CCGs

priorities, and includes a specific section

Also In this Issia...

R R s | e o R T 0 T Ra W i

gy e A S e around prescribing.

CCG tea@ng exercise
In Jul CCG held a team building exercise to give members and newly

CSS representatives the opportunity to meet each other and get

everyone thinking about CCG priorities.
The afternoon involved a number of facilitated sessions which aimed to get

people thinking about the CCGs vision, how they contribute towards achieving

it and also to think about any specific areas that need to be improved.
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The session was very productive and resulted in attendees leaving with a
shared appreciation for each others’ role and feeling more engaged in the
vision of the CCG.
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Appendix 3: Patient Experience and Engagement Commissioning
Cycle

For full details on the cycle visit:

http://www.institute.nhs.uk/tools/the engagement cycle/the engageme
nt cycle introduction.html
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Appendix 6

Vale of York Clinical Commissioning Group
Draft Financial Strategy
2013/14 — 2015/16

Delivering the CCG’s Financial Strategy

Financial Framework

become an NHS body and become operational from 1 April 2013. The CCGN
currently operating in shadow form and whilst the financial strategy spe

relates to the CCG some elements are derived from a disaggregati f NHS
North Yorkshire and York (NHSNYY) financial plan. Most importgt%&N S NYY

Vale of York Clinical Commissioning Group (CCG) are seeking authorisati n%
@

operates within a very challenging financial environment and f /13 has
submitted a deficit plan of £19m. The CCG strategy assum ortionate
amount of that deficit will transfer over to the CCG in 13/ ei

Due to the challenging financial position of NHSNYY r(oiynly does the CCG face
the prospect of commencing operations with a requigement to repay a proportion of
inherited deficit it also needs to ensure there is s nt focus on the underlying
recurrent position (run rate position). The transf8rymation the CCG aims to achieve
will require a shift of resources across the system; the challenge will be to
do this at scale, without significant resour 0 pump prime initiatives. The
overarching vision of the CCG is to ta hole system approach with significant
partnership working with all Local authqrities within its boundaries and a
collaborative approach with its m@cute and community provider York Teaching
Hospitals NHS Foundation

Details of CCG level allogdtions are not expected until autumn 2012 so planning
assumptions are curre ed on a disaggregation of NHS NYY allocations.
Financial analysis is4etived from the national data collection baseline exercise,
which considere YY financial accounts outturn for 2011/12 and financial
plan for 2012/1% at the date of publication NHSNYY has not delegated running
costs bud§t@1 S0 assumptions are based on the national running cost

maxim penditure allowance. There will be amendments to the financial data
collecti relation to specialist commissioning although the planning assumption
is any budgetary or allocation change would be matched with an expenditure
change. As such this financial strategy should be seen as an evolving document
and will require periodic updates as clarity on the operation, funding and
responsibilities within the new NHS architecture is confirmed. It is anticipated a
formal review will be conducted once CCG allocations are notified and once the
NCB publishes its Charter for 2013/14.
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Medium term financial plan 2012/13 — 2015/16

Table 1 Medium term financial plan

Vale of York CCG has developed its outline strategic plan, based on a range of
scenarios, it is important to emphasise that the significant financial risk in the local
health system means any variance from plan in 12/13 has a material impact on the
whole strategic programme. There are three scenarios presented here.

The base case is a CCG level plan derived from the PCT 12/13 plan of a
£19m deficit, this plan assumes full delivery of all QIPP schemes and no
contract budget overspends. The planning assumption for the VOYC )
that a proportion of this deficit will become chargeable against the ZN 4
allocation (£5.3m) Q

A revised scenario details the impact of a £5.8 budgetary ov rsa?wd (this is
over and above the CCG’s share of the planned £19m d Xt is is based
on month 4 VOY dashboard information and assume %r uired actions
to bring spend back in line are undelivered.

A revised scenario based on a £10m budgeta \%)end, this is based on
provider predictions of activity and expenditurle?kg%Nth throughout the
remained of 2012/13

The three scenarios are summarised in t %1 to 3 below and more
detailed is provided in Appendix A, B . The initial planning assumption
(base case)shows a return to recury@t' lance in 2013/14.
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Table 1 Base Case, achievement of 2012/13 plan including share of £19m
PCT deficit

Table 1 2012113 2013114 201415 201516
Rec NR Total Rec NR Total Rec NR Total Rec NR Total
£000  £000  £000 | £000  £000  £000 | £000  £000  £000 £000 £000  £000
Anticipated Resources Available | 353,687 6,690  360,377| 363,500 6,690  370,280] 367,226] 6,690 373,916| 370,898 6,690 377,588
Anticipated Expenditure -382,570 639 -383,200| -381,114 167 380,047 -378,497 833 -377,664|  -379,698 0 -379,698
Surplus/(deficit) 28,883] _ 6,051] 22,832] 7,504 6,857 0,667 -1,271] _ 7,523] 3,748 8,799] 6,690 2,100
Planned efficiencies 17,528 of 17.528] 17,781 o 17781 17,334 of 17,334 18,579 o| 18579
Surplus/(deficit) 11,355 6,051 5,304 257 68571 7114 6063 7,523 13,586 9,780 6,600 16,470
Contingeny 0 973 973 o 3633 3633 o 3632 3632
Defict repayment 0 -5,304| -5,304| 0 897 897 0 8,850 8,850
SIGITEERED 1,355 6,051 5,304 257 641 87| 6083 4787 10,850 9,780| 11,908 21,688

Table 2 Assumed £5.8m in year overspend (in addition to share
deficit)

Table 2 201213 2013/14 2014/15 [} 2015/16
Rec NR Total Rec NR Total Rec NR Total Rec NR Total
£'000 £'000 £'000 £'000 £'000 £'000 £'000 £000 _~«£000% | £000 £'000 £'000

Anticipated Resources Available 353,687 6,690  360,377| 363,590 6,690 370,280 367,226| 6,690}, m 370,898 6,690 377,588
P_N\ N,

Anticipated Expenditure -388,376 639 -389,015| -385,228 167 -385,061| -384,586 | 833 -383,753 -384,945 0 -384,945
Surplus/(deficit) -34,689 6,05]  -28,638]  -21,638 6,857 14,781 -17,360] 7,5: -9,837] 14,047 6,690 7,357
Planned efficiencies 17,528 of 17.528] 18,129 o 18129] 18,503 ol 18,503 18,916 o| 18,916
Surplus/(deficit) 7,161 6,051  -11,110 -3,509 6,857| 3,348 1,144] 7,523 8,667| 4,870 6,690 11,560
Contingeny 0 927] 927 . 90 3,691 3,691 0 3,681 -3,681
Defict repayment 0 -11,110 -11.1 "0 -10,689 -10,689 0 -7,713] 7,713
SICIEEEGED 7,161 6,051  11,110]  3,500|  -5180] 8,689 1,144 6857 5713 4870 4,704 165

s

Table 3 Assumed £10m iny overspend (in addition to share of £19m
deficit)

Table 3 2002113 LfF 2013/14 2014/15 2015/16
Rec & NRy, hefotal Rec NR Total Rec NR Total Rec NR Total
£'000, ~ Cg008” £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000
Anticipated Resources Availabley ﬁ%\, 6,690 360,377 363,590 6,690 370,280 367,226] 6,690 373,916 370,898 6,690 377,588
| I
Anticipated Expenditure 392,570 639 -393,209| -389,644 167 -389,477| -388,984 833  -388,151 -389,328 0 -389,328
Surplus/(deficit) ey -38,883] 6,051] 32,832 -26,054 6,857] -19,197| -21,758 7,523] 14,235 18,429 6,690] 11,739
4 9%
Planned efficiencies 17,528 o] 17,528] 18,381 o] 18381 18,757, o 18757 19,172 o 19172
Surplus/(deficit) -21,355| 6,051  -15,304] 7,673 6,857 816 3,001 7,523 4,522 743 6,690 7,433
Contingeny 0 938 938 o 3733 3,733 0 3,722] 3,722
Defict repayment 0| -15304] -15304 o[ -19,058| -19,058 0| -20,269|  -20,269
Sulblus(deficlt -21,355) 6,051|  -15,304) 7,673 -9,385|  -17,058]  -3,001| -15,268)  -18,269 743]  17,302]  -16,559

Financial Planning Assumptions
The financial parameters included within this document build on the principles set

out in the 12/13 Operating Framework, and supporting documents such as
Payment by Results guidance.
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The following assumptions have been made

Allocation uplift at PCT level for 2012/13 was 2.8% this is assumed to
continue until 2013/14, the forward projection from 2014/15 has been
assumed at 1%

The CCG control total for 2012/13 will be a deficit of £5,304, this is a %
apportionment of the NHSNYY deficit plan of £19m

The plan is structured to fulfil the requirement to create recurrent
headroom of 2% which can only be utilised on a non recurrent basis.
Inflation on tariff and non tariff is 2.5% and continues at this level for the
duration of the plan

Efficiency on tariff and non-tariff is -4.3% in 2012/13, and assume
4.0% in each future year. The net impact on the tariff and non- XQ
2013/14 onwards is therefore -1.5%

The assumptions on tariff inflation and efficiency will be res\{gyhually
upon publication of the national tariff guidance.

for the duration of the plan, similarly any QIPP r ons related to non-

Payments for non elective activity will continue at 3(\l ginal tariff rate

elective activity would also be at 30% marginw nless activity returns

to a level below the 2008/09 threshold

The financial impact of non payment for r, |ssions has been built into
the plan although the clinical audit to r; the baseline is underway
The locally negotiated financial en for CQUINS payments of 1.5%

is

only assumed for 2012/13, th verts to an assumption of 2.5% from

2013/14 onwards

Additional health and soc Q@e funding for reablement is excluded from

this financial plan as es have transferred to the Local Authority,

they will however be renced in the overall strategy as a key enabler to

the redesign of th&ylocal health and social care system.

The assumpti rescribing is that inflationary increases are offset by

until 20 at which point a 1% increase is assumed.

efficien%'ez therefore no uplift in prescribing expenditure is planned for

egic developments, and service redesign or QIPP schemes are based

e A th@t ge in the planning process there is no assumed investment in
Elé T , . .

in year pay back and the QIPP plan should be net of any required
investment. A strategic review is underway across the wider health
economy and decisions on investment will be made in line with the
published strategy.

Demographic growth is assumed to be 2.8% in 2013/14 then increases to

3% from 2014/15 onwards.
The assumed level of QIPP is 2% in each year of the financial plan

Specialist commissioning figures submitted as part of the national baseline

exercise are subject to change. As at the point of publication no notified
changes have been made.
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e As at the date of publication no corporate or running cost budgets have
been delegated from the PCT cluster, the planning assumption is that
budget delegation will match running cost assumptions as detailed in that
section.

System Wide External Review

Two of the three scenarios modelled above in the medium term financial
plan show that the CCG would not achieve its statutory break even duty
until 2015/16 or longer if further corrective action is not taken, Th|

not a new financial challenge that faces the local heath economy

former PCT has received in the region of £100m of financial s

to the end of 2011/12. For 2012/13 the PCT will receive no e

support and has submitted a deficit plan. The |mpI|cat|on e Vale
of York CCG is a brought forward deficit of £5.3m but gher
underlying recurrent expenditure figure in the regio

external review has been commissioned and } to issue its findings
at the end of October 2012. No assumptions have' been made within this
plan of those findings, other than further significant actions will be
identified to deliver radical service recon@gration options that deliver
the system wide change required. @

In order to address the financial challenges tl:};ﬁ\e system faces an

review including the 3 Acute a mmunity providers within the North
Yorkshire Patch one of Whic rk teaching Hospitals Foundation trust
is the major service pro 'd@or Vale of York.

Once the North Yorksh@wide review is published and key stakeholders
commit to the impl ntation programme this plan will be revised to
take into accqu@ additional savings.

All key stakeholders with the he;i onomy have committed to the

Fmanmﬁ&l&boratmn and risk sharing

@nh Yorkshire and York has existed in its current geographical
st re since 2005/06, prior to that date there were 4 PCT’s covering North

Yorkshire, at that time there was a strong collaborative working model which
has continued through a locality model, although not identical to the proposed
CCG’s configurations there is a strong commitment across the health
economy to maintain this collaboration, there are three key strands to this:

e Functions run at a North Yorkshire Level where there is an intention to
continue through commissioning support services, for example
continuing care, commissioning for vulnerable people, non-contract
activity.
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e Host contract arrangements where one CCG will lead on negotiation, in
year performance and contract management, for Vale of York this will
include York Teaching Hospitals Foundation Trust, Leeds and York
Partnerships NHS Foundation Trust, Leeds Teaching Hospital Trust.

¢ Financial risk sharing, this is proposed to cover three areas, continuing
health care, funded nursing care, high cost patients, all 4 North
Yorkshire CCGs will pool resources to share risk and benefits of these
areas.

Due to the challenging financial position across the whole of North Yorkshire a

strategic review is currently underway, where it is beneficial both financial
and strategically to collaborate VOY will do so.
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Run rate

An important aspect of the financial plan for VOY is the analysis of run rate
expenditure. NHS North Yorkshire and York has had historical financial
problems and in 12/13 submitted a deficit plan. It is important the CCG fully
understand the recurrent underlying rate of spend to ensure itis on a
trajectory of improving the position and not heading further into deficit. It is
essential that there is a forensic understanding of commissioning decisions,
QIPP schemes and efficiency proposals and that these are all mapped to a
monthly run rate analysis. This will be routinely monitored by the governing

body 2012/13 onwards. f\/

Where does the money go? (v

The table below details where the CCG expends its resource ajority of
resource is expended with York Hospitals Foundation Trust, ing the
acquisition of Scarborough and North East Yorkshire, th| ounts for 47.2%
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Table 4 where does the money go

12/13
i £000 %

Commissioned Services

York Hospitals Foundation Trust (Acute senices) 150,760,703.6 41.2%

York Hospitals Foundation Trust (Community Senvices) 17,613,460.3 4.8%

Harrogate District Foundation Trust (Acute senices) 1,292,766.2 0.4%

Harrogate District Foundation Trust (Community senices 8,999,232.8 2.5%

Scarborough & North East Yorkshire NHS Trust 4,073,884.7 1.1%

Leeds and York Partnership Trust 29,861,508.3 8.2%

Yorkshire Ambulance Senvice 12,342,151.6 3.4%

Leeds Teaching Hospital Trust 11,639,692.0 3.2%

Ramsey Hospital - clifton park york 6,510,750.5 1.8%

Hull & East Yorkshire NHS Trust 4,513,266.9 1.2%

Nuffield Hospital - York 1,871,680.6

Mid Yorskhire 1,833,405.8

Tees Esk & Wear Valley MH 1,341,471.0

South Tees Foundation Trust 1,296,563.5 £7%,0.4%)

Total Major NHS Contracts above £1m 253,950,537.6[ 69.4%|

SO

Other NHS Contracts below £1m. 8,136,171.3| % | 22%

NHS Non Contract Activity 6,072,300, % ¥ 1.7%

Private Providers contracts below £1m 1,030,24@:3{7 * 0.3%

Other NHS Commissioning 3,092, 41/ 0.8%
Total NHS contracts 272,)\%7 74.5%

%

Partnerships %, 2,%18,070.8 0.7%

Hospice payments 9218,226.4 0.3%

Pooled Budgets 1 5,049,416.7 1.4%

Continuing Care | %4 ¥ 20,014,115.5 5.5%

Funded Nursing Care \) 4,400,626.6 1.2%
Total Non NHS Contracts 33,400,456.0 9.1%)
Total Commissioned Services 305,682,250.7 83.6%)
Primary Care A\,Y

Prescribing V 7 46,438,850.0 12.7%
Total Primary Care 46,438,850.0 12.7%)

Corporate Senices [ % tba 0.0%

Pocklington pragtfc8igommmmissioning to be split 13,560,000.0

Deficit Repay t 0.0 0.0%
Total Corporate Services 13,560,000.0 3.7%
Total Commissioned & Corporate Sehip'y\ 365,681,100.7 100.0%]

Runn'n&sts

S commissioning board have set a running cost allowance for each
ased on registered population adjusted to ONS clusters. For Vale of

CG

dafcl,

Yy

-5,303,684.2

York this is £8.35m which equates to £24.74 per head of population
(unadjusted). This is in line with expectations and the initial management
structure ensures the CCG will operate within its running cost total.
Throughout the remainder of 2012/13 the CCG will work closely with the PCT
cluster to develop its understanding of non-pay expenditure and conclude the

business case for HQ location. A significant number of support functions will

be provided by the North Yorkshire and Humber commissioning support

service.

0.5
0.5%
0%
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Table 5 Structure Costs (Pay and Non Pay)

Running Costs £000’s

Board of Governors £1,121
Clinical Engagement £268
Management Costs £1,804
Non pay (including CSS) £4,985
Total £8,178
Population 337,500
Running Cost per Head £24.23
National Running Cost Target £8,350
National Running Cost Per Head Target 24.74

Practice Level information

Up to 2010/11 the PCT utilised the DH fair shares toolkit to \Aate practice
level budgets as part of the practice based commissionimt' tive. Once the
CCG is established as a statutory NHS body it will be d with an
allocation, PCT level data collection exercises have conducted in
September 2011 and July 2012 to ensure the D ufficient information to
map expenditure from the current NHS architecturefo the new system which
incorporates CCGs. In addition a revised all ion formula will be put in
place. This will notify the CCG of its Actu ation and an assessment will
be made of its distance from a fair shar; ocation. It is also anticipated that
a policy on how CCGs may move to shares allocation will be published.
In a period of flat growth where up@ the overall NHS allocation are only
intended to cover inflationary in es any movement towards fair shares will
be small, as such the CCG s§ not anticipate any significant movement

from the overall PCT a@ or 12/13, once it has been disaggregated.
all

Once the overall CC ation is known the intention will be to refresh
practice level bud d ensure there is a consistent process for continuing
the movementst air share practice level budgets.

N
Cash O&

Q@/ill operate in a similar cash regime to PCTs. There will be an annual
cashimit within which the CCG must remain. As part of the closedown of the
PCT a greater understanding of the anticipated year end position will be
sought, as with any business there is a time lag between service delivery and
payment for those services, the CCG must ensure sufficient cash is available
to meet those year end obligations inherited from the PCT.

Once the CCG is fully functioning in 2013/14 it will be responsible for the
direct payment to providers for services. As the vast majority of CCG business
is covered by the standard NHS contract 74% of all cash expenditure will flow
in equal 12™s. In addition almost 13% is to cover prescribing spend, this
means that each month 87% of the CCG cash flow is known. In year
adjustments would have to be made for contractual under/overtrades.
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Financial governance

As part of its establishment the CCG is considering its requirement to
establish robust financial and corporate governance arrangements, there are
several key policy and procedure documents that the CCG will adopt prior to
establishment, the key ones being:

e Constitution

e Standing Orders and Standing Financial instructions f»
e Prime financial procedure documents \

e Scheme of Delegation

In addition the CCG will be using the SBS ledger syste \:rkre its
obligations for accounting for public funding can be cheme of
delegation for authorisation of all expenditure will bé\ edded within the

system. Q

Committees of the board will be in place to seekassurance that the
organisational governance is sound and s&yance can be placed on the
mechanisms in place, this will be done minantly through the audit
and governance committees.

QIPP 0

The VOY CCG qipp scheme&)/ﬁ is £7.3m detail of the schemes are
provided below, there will-bg ix of new schemes and full year effect of
schemes that comme 11/12. As 12/13 is the base year for the financial
strategy it is essential all Schemes are fully delivered.

%
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Table 6 Strategic QIPP plan

Ref Workstream | Strategy workstream Target action 12113 13114 14/15 15/16
VOYCet 3 Elective Care pathways Dermatology; £26,378 £18,842
Ophthalmology; £53,769 £38407
Cardiology; £68,160 £68,160
Gynaecology. £57,040 £0
VOYCC2 2 LTC LOC £1,162,028  £1,144424
VOYCC3 2 MH -Dementia Psych liaison see CE11
VOYCC4 2 Urgent care Urgentcare pathway £100,000
VOYCC5 3 MSKexpansion Orthopaedics £660,339
Pain Management £49,654 £16,551
Rheumatology £47,882 £15,961
Orthopaedics £169,532
Pain Management £67,199 £22400
Rheumatology £744,079 £35,162
VoYCC6 3 Contracting Effective use of Contract/VFM £2,135,342 £818,984
VoYCC7 X Lucentis £1,488,793  £1488,793 £818,076
VoYCCG 8 X Medicine Management £485,81 11
unidentified QIPP £3,749,285| & £7,344,980” £7,282449
Total £7,316,006 £7,416 61,056] £7,282,449

In order to deliver the financial strategy detailed in table >schemes
which are 2% of expenditure will be required from 13/1)\s ards; these are in
addition to any national provider efficiency require et in the operating
framework and PBR tariff guidance. The mediu r IPP schemes are
tabled above. The detailed schemes are a continuation of schemes already
commenced. There is still a significant amou &Lrequired but unidentified
QIPP at this point. @b

Capital 0‘&

Once established it is not an&gﬂed the CCG will have any significant
assets, buildings within t ity are in the process of transferring to
Foundation Trusts or operty Company,

The majority of IM&%astructure relates to those buildings or is to support
primary care se i ed not to be on the CCG balance sheet.

Future capi y be required as part of our system redesign aspirations,
howeveS@ ssumed that the CCG will work with the NHS and other
pa secure any necessary capital.

At this stage the CCG does not anticipate that it will have a baseline capital
allocation.

94




Appendix A Base Case to PCT planned £19m deficit

201213 2013714 2014715 201516
Category Rec NR Total Rec NR Total Rec NR Total Rec NR Total
£000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000
RESOURCE AVAILABILITY
Revenue Resource Limit 334,499 0 334,499 353,687 0 353,687 363,590 0 363,590 367,226 0 367,226
Pocklington Practice 16,512 16,512

Revenue Growth 9,366 0 9,366 9,903 9,903] 3,636 3,636 3,672 3,672]

2% Topslice 6,690 6,690 0 0 6,690 6,690) 6,690 6,690) 6,690 6,690)

assumed retum of NEL threshold funding

Total Resources Available 353,687 6690 360,377, 363,590 6,690 370,280 367,226 6690 373,916 370,898 6,690 377,588
UNAVOIDABLE EXPENDITURE

Baseline expenditure -345,558 2,784 348,342 -365,042 167 -364,875| 361,334 833 -361,163 0 361,163

Pocklington Practice 16,512 0 -16512 0 0 0 0

CQUIN 6,568 2,146 4,423

Contract inflation 6,106 0 -6,106] 6,472 6,472 7,050 8312 -8,312)

Demographic Growth 7,826 7,826 7,600 -7,600) 8,114 8223 -8,223)

Cost Pressures -2,000 -2,000) -2,000 2,000 -2,000)

Contingency 0 0 0 913 913 0 3,633 0 3,632 -3,632)

Sub Total 382,570 381,114 746 381,860 378,497 2,800] 381,297 379,698 3,632 383,329
TOTAL REMAINING FOR INVESTMENT 17,524 5,944] -11,580) -11,271] 3,890] 7,381 -8,799] 3,058 5,741
Strategic Investments (Gross)

Strategic Investments 0 0 0 0
FINANCIAL POSITION BEFORE EFFICIENCIES 28,883 6051 22,832 7,524 5944 1,580 1,271 3,890 7,381 8,799 ﬂ‘

.
SAVINGS L : [

Provider Efficiencies 10,212 0 10,212] 10,480 10,480| 10,067 10,067} 11,3160, [V 4

Quality and Productivity Programme 7,315 7,315 7,301 7,301 7,267 7,267 7,263 Q. | 4
Revised In Year (Deficit) / Surplus 11,355 6,051 -5,304| 257] 5,944 6,201 6,063 3,890 9,953 9.7aa| 3,088 12,838

(deficit repayment)/ retum of surplus 5,304 -5,304] 897 ﬁ ./ 8850 8,850

11,355 6,051 -5,304] 257 641 897 6,063 4,787 1n,ﬂ | 9,780 11,908 21,688
Appendix B Forecast overspend of £5.8m plus shar T planned
£19m deficit
2012113 2013714 2014715 201516
Category Rec NR Total Rec NR Tofal NR Total Rec NR Total
£000 £000 £000 £000 £000 £0g0 £000 £000 £000 £000 £000 £000
RESOURCE AVAILABILITY NI

Revenue Resource Limit 334,499 0 334,499 353,687 0y 353,687 363,590 0 363,590 367,226 0 367,226

Pocklington Practice 16,512 16,512| Q. .

Revenue Growth 9,366 0 9,366 9,903 F—m 3,636 3,636 3,672 3,672

2% Topslice 6,690 6,690 0 0 ,/66%), 6,690 6,690 6,690} 6,690 6,69}

assumed retum of NEL threshold funding fo ) 4

A Oa,
Total Resources Available 353,687 6,690 360,377 363,560 / 16,090  370,280) 367,226 6,690 373,916 370,898 6,600 377,588
¥ 4
UNAVOIDABLE EXPENDITURE A,

Baseline expenditure 351,364 2,784 354,148 768048 167 -368,681 367,099 833 -366,266) 366,082 0 366,082

Pocklington Practice 16,512 0 -16,512| b 4 0| 0 0| 0 0|

CQUIN 6,568 2,146 °

Contract inflation 6,106 6,617 7,197 -8,461

Demographic Growth 8,290 8,402

Cost Pressures 2,000 2,000

Contingency 0 3,601 0 -3,681

Sub Total 384,586 2,858] 387,444
TOTAL REMAINING FOR INVESTMENT A7,360] __ 3,832] 13,5528
Strategic Investments (Gross)

Strategic Investments 0 0
FINANCIAL POSITION BEFORE EFFICIENCIES 21,638 5,930 17,360 3,832 13,528 14,047 3,009 5,357
EFFICIENCY SAVINGS h V4

Provider Eficiencies 30,212 0 10,212) 10,712 10,712] 10,302 10,302} 11,555 11,555]

Quality and Productivity Programme | oo, T 7315 7,315| 7,417 7,417 8,201 8,201 7,362 7,362
Revised In Year (Deficit) / Surplus 7,161 6051 11,110 3,500 5,930 2,421 1,144 3,832 4,976 4,870 3,009 7,879)

Ps
(deficit repayment)/ retum of surplus © fa N hatt -11,110 -11,110| 10,689 -10,689) 7,713 -7,713|
7,161 6051 11,110 -3,509 5,180 -8,689) 1,144 6,857 5,713 4,870 4,704 165|
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Appendix C Forecast overspend of £10m plus share of PCT planned
£19m deficit

2012113 2013714 2014715 201516
Category Rec NR Total Rec NR Total Rec NR Total Rec NR Total
£000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000
RESOURCE AVAILABILITY
Revenue Resource Limit 334,499 0 334,499 353,687 0 353,687 363,590 0 363,590 367,226 0 367,226
Pocklington Practice 16,512 16,512
Revenue Growth 9,366 0 9,366 9,903 9,903] 3,636 3,636 3,672 3,672]
2% Topslice 6,690 6,690 0 0 6,690 6,690) 6,690 6,690) 6,690 6,690)
assumed retum of NEL threshold funding
Total Resources Available 353,687 6690 360,377, 363,590 6,690 370,280 367,226 6690 373,916 370,898 6,690 377,588
UNAVOIDABLE EXPENDITURE
Baseline expenditure -355,558 2,784 358,342 -373,042 167 -372,875| 371,264 833 370,431 -370,228 0 370228
Pocklington Practice 16,512 0 -16,512 0 0 0 0 0 0
CQUIN 6,568 2,146 4,423
Contract inflation 6,106 0 -6,106] 6,722 6,722 7,303 7,303 8,569
Demographic Growth 7,826 7,826 7,880 -7,880) 8,418 8,418 8,531
Cost Pressures -2,000 -2,000) -2,000 -2,000) 2,000
Contingency 0 0 0 938 -938] 0 3,733 3,733 0 3,722
Sub Total 392,570 -390,415| -388,984] 2,900 391,884 389,328 3,722 387,328
TOTAL REMAINING FOR INVESTMENT -21,758 3,790 -17,968 -13.429‘ -9,739
Strategic Investments (Gross) F N y 4
Strategic Investments 0| 0| 0] 7 0]
FINANCIAL POSITION BEFORE EFFICIENCIES -38,883 6,051 -32,832 -26,054 5,919 -20,135] -21,758 3,790 -17,968| /18429 2968 9,739
EFFICIENCY SAVINGS ® €
Provider Eficiencies 10,212 0 10,212) 10,880 10,880| 10,472 10,4 A Ve 11,727}
Quality and Productivity Programme 7,315 7,315 7,501 7,501 8,284 8264] Tdas” 7,445
1
Revised In Year (Deficit) / Surplus 21,355 6051  -15304) 7,673 5,919 1,754 3,001 3,790 789 743 2,968 3,710)
(deficit repayment) retum of surplus -15,304 15,304 -19858 ¥ 419,088] -20,269 20,269
A
21,355 6051 15304 7,673 9,385 17,058 3,001 15268 -18,269] 743 47,302 -16,559|
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