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1. Foreword from the Chairman, Chief Executive and Professional Executive Committee Chairman

South Staffordshire Primary Care Trust (PCT ) leads the NHS locally. Our vision is to:
“To prevent ill-health and promote long-life and we ll-being”.

This Strategic Plan, a statement of our 5 year commissioning intentions up to 2013, captures how we will translate this
vision into positive actions converting taxpayers’ money into safe high quality healthcare that will improve health and
reduce inequalities for our residents.

Since being established in 2006, the PCT has come a long way. We recognise that our residents are the most important
contributors to their own health and well-being and we have deliberately worked with local people to put patient experience
and engagement at the heart of everything we do, giving patients more control to improve their independence and choice.

This approach is reflected within all aspects of this Strategic Plan — our values, our strategic goals, our models of care and
in all the actions that we are taking.

We know that people who heavily rely on the NHS also use other public and voluntary services. So, we are working hard
to achieve a much stronger and integrated service between healthcare and other services. We are also working with a
range of other organisations, in partnership, to turn our vision into reality.

We also know that preventing ill-health is often the most cost effective solution to keeping people healthy and we have
services in place to shift the balance from treating people when they are sick - to keeping people well.

Local services are key and in many cases the best place to look after someone is in their own home — where they feel
secure. Therefore, we continue to introduce services to provide care closer to home and reduce the need for hospital
stays.

2009/10 presented us with some big challenges. In previous years our focus has been about reducing waiting times to get
people through the door — now it is combining this with ensuring quality once patients get there.




As you know, there has been intense public scrutiny of one of our acute hospitals run by Mid Staffordshire
NHS Foundation Trust. This has had a profound effect on patients, relatives, staff and all those connected to
the Trust; unnecessary trauma has been caused.

We will continue to restore the public trust and confidence in the quality of the NHS locally ensuring that the
services we provide and commission are amongst the safest and most effective.

We know that our leadership role over the coming years will be within a tight financial climate. We will only
succeed if we recognise and respond to all aspects of our business, not only consistently managing to balance
our budget, but doing so whilst delivering the best clinical services that are highly customer-oriented and focus
on safety.

We firmly believe that this strategy will enable us to achieve our goals impacting positively, effectively and
efficiently on the health of the population, and we look forward to continuing to work with our patients and
public to deliver progress against the actions we have set ourselves.

Alex J H Fox, MBE, Stuart Poynor, Dr Phil Ballard,
Chairman Chief Executive PEC Chairman
Quality of Commissioning Good

Financial Management Good







2. VISION

This chapter describes our Vision for the next 5 years, how it has been informed by a joint strategic heeds assessment and listening to local
people and what that vision means to South Staffordshire. It explains the Values and Purpose that underpin the organisation and translates
our vision into 7 strategic priorities. These priorities will be delivered through 13 high impact initiatives  that are described in detail later in
chapter 4.

2.1 DEVELOPING OUR VISION

Our vision “To prevent ill-health and promote long-life and we lI-being” has been informed by our Joint Strategic Needs Assessment and
by what local people have told us is important to them. Chapter 3 describes in detail the profile of our population and shows that we need to
address: the gap in life expectancy for parts of our population, access to services for those living in rural areas and for those with specific
mental health and learning disability needs, provision of care for a growing elderly population and improve the lifestyles of our children and
young people.

With our aging population, the increasing cost of technology and the current financial constraints facing the NHS, it is important that all our
efforts to deliver the vision are focussed on getting more for the public and tax payer whilst ensuring that local NHS services deliver high
quality care.

In Lord Darzi's report on the NHS, ‘The Next Stage Review ' quality is defined as, “safe and effective care of which the patient's whol e
experience is positive” , and the emphasis on improving quality has also resulted in considerable cost savings. Largely this has been
achieved by removing the steps in a patient’s health care journey which do not add value to their experience or clinical outcome.

However, cost savings cannot be realised unless capacity is taken out of the system. Through delivery of this plan, which will work towards
the transformation of our community services , we aim to reduce reliance on acute hospital care where national evidence suggests that
up to 25% of patients in hospital beds don’t need to be and that they could be looked after safely by NHS staff at home. This will mean
working with our partners to reduce the number of acute hospital beds during the lifetime of this plan.

In order to achieve this required ‘shift in care ' from acute reactive services to proactive care delivered closer to people’s homes we will work
with local partners to deliver the NHS West Midlands QIPP recommendations published in October 2009, made by the public and clinical
leaders and continue to listen to what local people tell us. We will rely on clinicians and staff, who are our greatest asset, and support and
empower them to make the changes we need. We have included a QIPP section within this plan which begins to set out how we will
accelerate the pace of change to transform community services and reduce reliance on hospital care.

Our Organisational Development plan supports this approach by focussing on skilling up clinicians and managers at all levels of the
organisation to lead local change and innovation, which will improve quality and reduce unnecessary steps in the patient journey
throughout their health and social care pathway.

Our style is proactive and we demonstrate through this Strategic Plan our commitment to address the major health challenges faced by our
community and to make a difference. The diagram on page 11 describes how our mission, vision and strategic objectives are linked to our
world class commissioning outcome aspirations for the population of South Staffordshire.



2.2 OUR STRATEGIC GOALS

Our strategic goals link directly to what people in South Staffordshire have told us matter to them and to the evidence we
have of their particular health needs. The achievement of these goals will be driven by our model of care described later in
chapter 6 and the 13 strategic initiatives that underpin our approach to improvement.

The strategic goals are shown in the table below.

Our Strategic Goals

1.“Improve children’s health” by working as a partner within Staffordshire Children’s Trust to ensure that services for
children will be high quality, equitable and easy to access

2.“Increase life expectancy and reduce health inequ  alities” by focussing on prevention and lifestyle services to tackle
key conditions such as heart disease, stroke, cancer and respiratory disease, to improve the quality and length of people’s
lives and address health inequalities.

3.“Improve access to services” by reducing waiting times for hospital treatment, improving access to GPs and NHS
dentists, redesigning planned and urgent care services.

4.“Improve the quality of the patient experience” by raising standards of cleanliness and safety in hospitals and building
the PCT’s capacity to drive up quality through clinical governance and commissioning.

5.“Improve care for people with long-term condition s” through provision of proactive community-based care for
patients with long-term conditions, by developing individual care plans designed to improve quality of life. The aim is to
replace avoidable hospital admissions by supporting patients and carers at home and improve, in particular, the quality of
stroke care.

6.“Improve mental health and learning disability se rvices” providing modern services for vulnerable adults which
promote their dignity and independence.

7.“Improve end of life care” through providing a range of community services (both health and social care) in order
to support patients near the end of life, to be cared for and to die in their preferred place.




2.3 OUR 13 STRATEGIC INITIATIVES

To ensure we achieve our 7 strategic goals we have developed and prioritised the following 13 strategic initiatives
during 2008/10. These are summarised below and described in more detail in chapter 5 which shows how they will
deliver our outcome aspirations.

Strategic
Initiative 1

Strategic
Initiative 2

Strategic
Initiative 3

Strategic
Initiative 4

Strategic
Initiative 5

Strategic
Initiative 6

Provide equitable and easy access to Child and Adol  escent Mental Health Services - to develop an
ASD service, expand specialist support 24/7 and increase primary prevention through expansion of the
early intervention workforce.

Children’s Community Nursing Teams  — to increase capacity and remodel the service across South
Staffordshire. Access to children’s hospice services will be maintained and short stay breaks will be
available for all eligible children and young people. Care will be provided closer to home and hospital
admissions avoided.

Reduce infant mortality in the East Staffordshire a  rea — to target improvements in the commissioning
of maternity services, develop lifestyle services for women so that smoking cessation and breast
feeding is promoted.

Implement the Public Health Five Year Plan “Mind th e Gap” - to tackle lifestyle issues on obesity,
smoking, alcohol, mental health and screening through further implementing the Health Trainers role
and developing social marketing.

Reduce mortality from Cardio Vascular Disease = — to implement a CVD risk register and intervention
programme across South Staffordshire. Implement a thrombolysis action plan, primary angioplasty
protocols, develop cardiac strategy and roll programme out across whole PCT.

Intermediate care - to manage patients closer to home through integrated health and social care teams.
The Establishment of a HUB of health care professionals in the community and commission a
Falls Prevention service.



Improve access to services in primary and secondary care -to maintain and expand the 18 week
waits for all consultant led specialties and expand access improvements to non consultant led services.
Develop a health and well being centre and improve access to Dental services in the community.

Local implementation plan Cancer Reform Strategy — to commission services that are NICE 10G
compliant so that all patients have access to high quality care. To implement the 31 day standard for
access to radiology in all Hospital departments and introduce the HPV vaccine.

Case management for long term conditions  — to develop integrated health and social care teams
across South Staffordshire through the appointment of Case Managers who will utilise risk stratification
tools to identify those most at risk and help avoid hospital admission.

Community stroke service and warfarin monitoring — to review existing nursing teams and develop
a PBC community stroke service and a Local Enhanced Service for warfarin monitoring by GPs so that
all patients who have suffered a stroke have access to a community service by 2012.

Dementia care — to appoint 6 Dementia Care Advisors and develop an integrated seamless service
with access to memory clinics to reduce the delay in diagnosis and ensure people and their families
do not fall into crisis.

Primary Care Mental Health - to improve access to primary care services for those with mild to
moderate mental health conditions through the implementation of a range of local primary care services
and enhanced specialist services, including recruiting 40 Primary Care Mental Health Workers and early
intervention support.

24 hour end of life care — to develop locally sensitive models of care and programmes that will support
and enable people to have the choice of dying at home when they reach their end of life. To sustain and
make improvements in the implementation of the Gold Standards Framework in primary care and
ensure that there is access to palliative care medicine boxes in the home.



2.4 OUR OUTCOME ASPIRATIONS

We have selected 10 outcome aspirations for improving the health and well-being of our population. The diagram below
shows how these will underpin our 7 strategic goals to deliver our vision.

OUR VISION
“To prevent ill-nealth and promote
long life and well-being”
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OUR OUTCOME ASPIRATIONS

1. Reduce childhood obesity in year 6 children
2. Reduce infant mortality rate in East Staffordshire
3. Increase life expectancy year on year across South Staffordshire
4. Reduce the gap in life expectancy between the least and most deprived
5. Reduce the growth in annual rate of alcohol related admissions
6. Reduce death rates from cancer
7. Improve responsiveness to personal needs of patients
8. Reduce death rates from cardiovascular disease
9. Increase the number of patients on dementia registers
10. Increase the proportion of deaths at home




2.5 MAPPING OUR GOALS, INITIATIVE AND OUTCOMES

The delivery of our vision, 7 strategic goals and 10 improved outcomes will be achieved through 13
strategic initiatives which are described in detail in chapter 5. The table below demonstrates how these
initiatives are linked to delivering those strategic goals and outcome aspirations for our population.

Goals, Initiatives and Outcomes - the links 10 World Class Commissioning Outcomes

9 B - = | = . 2 > ® g =

Strategic High Impact £c &% ES 85 82 29 o5 g2¢ § -
.y . © © 5= — = +— = =T

Goals Initiatives $2 -8 £5 85 =22 8¢ 05 T2 Bz &

I 5 °

. Children

. Life expectancy

. Improve access
to services

. Improve quality
of patient
experience

. Long term
conditions

. Mental health

and learning
disability

. End of life

CAMHSs

Community nursing teams
Maternity services

Other supporting initiatives

Lifestyle modification programme
CVD Local Enhanced Service, CVD risk
management programme

Intermediate care to manage patients
closer to home

Other supporting initiatives (A&E
screening, clinic in a box, sacral nerve)

Darzi health centre

Commissioning Advisory Group (high
cost drugs / interventions) and NICE
interventions

Case management (unique care)

. Community stroke care and warafin

monitoring

. Dementia care
. Primary care mental health workers

Other supporting initiatives (dementia /
crisis resolution)

. 24 hour end of life care to allow patients

the choice of dying at home



2.6 HOW THE ELEMENTS IN THE STRATEGIC PLAN FIT TOGE THER

\ HOW THE ELEMENTS IN THE STRATEGIC PLAN FIT TOGETHER
Our ) _ _
To prevent ill-health and promote long-life and wel I-being
Vision
Our 7 The key areas we will focus on in order to deliver our vision for
Strategic Goals South Staffordshire PCT.
Our 13 The activity that we will undertake to deliver our 7 strategic
Strategic Initiatives goals. This will help us to focus our resources on delivering

the strategic goals.

The detailed plans for each of the initiatives. Eac h

e E e cr initiative will be delivered by a number of project S.

The measures we will use to demonstrate our success
These are a range of national and locally chosen
Local Outcome Measures Outcomes from the WCC list.

Our National and

Additional metrics for us to measure our success
Metrics including additional national measures such as Vita
Signs, and other specific measures for each of the

projects.




2.7 WHEN WE EXPECT TO ACHEIVE OUR OUTCOMES

Over the next 5 years the table below shows the timeline for achievement of the outcome aspirations for our population.
Individual trajectory graphs for each outcome are shown later in chapter 5 alongside our 13 strategic initiatives for

delivery.
Year Year Year Year Year
i 3 4 5 6 7
Group S \_lltal Outcome Description Brief rationale for aspiration
Ref Signs 2009 2010 2011 2012 2013
/10 /11 /12 /13 114
1a (Hl\f;'g;)'”eq”a"“es 690 | 686 | 682 | 6.78 | 6.70 | Straight line projection
Slope index of inequality for
1b Health inequalities life expectancy at birth 6.20 6.20 6.10 6.00 5.90 Halting the increasing gap in WCC years
(Females) . . . . . 3-5 and then reducing it in WCC years 5-7
For all PCTs
2a fe expectancy 7810 | 7851 | 78.92 | 79.33 | 79.74 | Basedon continuing current upward
(Males) Life expectancy at time of rend, linear projection applie
birth, years
b Life expectancy 81.40 81.56 81.72 81.88 82.04 Continuing current upward trend, linear
(Females) projection applied
Birth 3 Infant mortality l\/_lortallty rate per 1,000 live 8.67 8.42 755 6.76 6.05 To gchleve arate that is statistically
births, under one year old similar to England
Directly standardised rates
from all malignant Reducing the Vital Signs target between
Planned care 23 VSBO03 | Cancer mortality neoplasms (ICD-10 C0OO- 110.1 108.7 106.5 104.5 102.6 | WCC years 3 and 5 and then extending
C97) Premature mortality this trajectory for WCC years 6 and 7.
(under 75 years)
Part of Prevalence of obesity in Péz\:egi?:i:lzroefnossesr#g;gured To reduce in line with the Vital Signs
Children 14 - Y b4 N . 18.4% | 17.5% | 17.5% | 17.3% | 17.1% | target and then to extend this reduction by
VSBO09 | year 6 children by the National Child
0.2% each year.
Measurement Programme
. Rate of hospital admissions . - . o
Mental health 44 Alcohol-related hospital | 0 66 000 for alcohol- 1,609 | 1,753 | 1,803 | 2,029 | 2,163 | Proiected activity levels minus 1%
admissions annually
related harm
Directly standardised rates
" ) Ei:gggéaogo;tﬁgﬂi:‘ndfor all Reducing the projection of CVD
Long term conditions 55 VSBO02 | CVD mortality N 72.4 69.5 66.2 63.2 60.7 premature mortality each year by 1%
CVD mortality, (ICD10 100- between WCC years 4 and 7
199). Premature mortality Y :
(under 75 years)
End of life 63 Deaths at home Proportion of all deaths that 21.0% | 23.0% | 24.0% | 24.0% | 24.0% Based on recommended levels in relevant
occur at home PCT strategy.
To improve patient experience as
. . measured by increasing the score for 5
64 Patient experience tTo0 oreonal neads of > | 690 | 690 | 700 |700 | 710 | Patientexperience questions by 3 and
p p . . . . . therefore increasing the composite score
patients >
by 3. A composite measure from the
Adult Inpatient Survey.
Other (local)
rl?ﬁnng:Igf_ |re18r?:soit2e Increase the number of To get 80% of the estimated number of
65 peop patients on primary care 2,700 3,085 3,855 5,009 6,412 people with dementia on a GP register as

primary care dementia
register

dementia.

measured through the QOF




2.8 OUR VALUES

South Staffordshire PCT has signed up to the values of the NHS Constitution as guiding principles to shape the way we
work and to reflect our culture and aspirations as we focus on the future and implement our vision. These core values
underpin all of the work of our PCT and form a clear statement to our public, patients, staff, partners and other stakeholders.

We believe that our core values actively reflect our organisational culture and underpin the behaviours of our staff as we
commission to meet the needs of our residents.

*Respect and dignity : We will commission services in a way which values each person as an individual, respects
their aspirations and commitments in life and seek to understand their priorities, needs, abilities and limits. We take
what others have to say seriously. We are honest about our point of view and what we can and cannot do, running
our business with transparency.

Commitment to quality of care : We earn the trust placed in us by insisting on quality in all our commissioned
services, ensuring they strive to get the basics right every time: safety, confidentiality, professional and managerial
integrity, accountability, dependable service and good communication. We welcome feedback, learn from our
mistakes and build on our successes.

*Compassion : We find the time to listen and talk when it is needed, make the effort to understand, and get on and
do the small things that mean so much — not because we are asked to but because we care. We reflect this value in
our commissioning activities and how we treat our staff.

sImproving lives : Our core purpose is to improve health and well-being and people’s experiences of the NHS. We
value excellence and professionalism wherever we find it — in the everyday things that make people’s lives better as
much as in clinical practice, service improvements and innovation.

*Working together for our residents: We put our residents first in everything we do, by reaching out to staff,
patients, carers, families, communities, and professionals outside the NHS. We put the needs of individuals and
communities before organisational boundaries.

*Everyone counts: We use our resources for the benefit of the whole community, and make sure nobody is
excluded or left behind. We accept that some people need more help, that difficult decisions have to be taken — and
that where resources are wasted, others opportunities are wasted. We recognise that we all have a part to play in
making ourselves and our communities healthier.



2.9 REALISING OUR VISION FOR THE FUTURE

Realising our vision of how healthcare should change in South Staffordshire over the next five years reflects what people
have told us is important to them. It can be summarised through the following 5 key themes.

*“Working in Partnership”

We will achieve ever closer integration between healthcare and other services for children and adults in Staffordshire
through strategic initiative 6. We know many people who rely heavily on the NHS also use other public and voluntary
services. By working more closely together we can cut duplication, spot problems before they occur and tailor care to their
individual needs, increasing their independence and improving their health.

*“Preventing lll-Health”

We will shift the balance of investment and attention to keeping people well , not just treating them when they are sick. We
know that preventing ill-health is often the most cost-effective solution to keeping people healthy and we can add most years
to life and life to years by identifying risks and tackling them early. Our strategic initiative 4 will target lifestyle modification
programmes to support delivery of our vision.

*“Care closer to Home”

We will provide care closer to home if appropriate, increasing access to services in the community in order to reduce
reliance on hospital services and because often the best place to look after someone is in their own home. Our strategic
initiatives 7 and 9 will deliver alternatives to hospital based care.

«“Safe and Effective”

We will make local health services among the safest and most effective in the country to restore public trust and
confidence in the quality of the NHS and make sure our residents are offered only safe, effective services. Particular priority
will be given to cancer services through strategic initiative 8.

*“Patients in Control”

We will make sure people have an excellent experience when they use their health service, putting them more in control to
improve their independence and choices and to respect their status as the most important contributors to their own health and
well-being. Specific focus will be given to end of life care and services for those with mental health and learning disability
services through strategic initiatives 11 and 12.



2.10 TURNING VISION INTO REALITY
There are four key stages to making our vision a reality:-

» Firstly, the PCT launched its inclusive Joint Strategic Needs Assessment  process in September 2007 with the
engagement of a wide number of local stakeholders. The baseline report was produced in December 2007 along with
specific JISNAs on alcohol, older people’s mental health, end of life care and adult mental health. These have all informed
the PCT and joint commissioning in 2008—09 and are available to all Staffordshire partners on the PCT website. Detail of
needs assessment information is described in chapter 3. In addition the Children’s JISNA was completed by the Children’s
Trust partnership.

» Secondly, we have followed a clinically-led process to engage our partners, clinicians and patients in designing the
strategies and solutions to meeting those needs. This process, called ‘One Step Beyond ', is led by the Professional
Executive Committee and includes ‘The Service Delivery Board’, which brings together senior clinical and managerial
leaders from across the health and social care economy and has involved the creation of nine Service Improvement Boards,
each mirroring the Care Pathway Groups established as part of Lord Darzi’'s Next Stage Review of the NHS. These
service improvement boards have produced local strategies and provide a mechanism for overview and scrutiny of the
implementation of PBC plans to deliver care closer to home.
ONE STEP BEYOND

Professional Executive
Committee

Service Delivery Board

Maternity & Child Health Health & [|Planned Carel | Urgent/ Long-term Mental
Newborn Wellbeing 18 weeks || Acute Care Conditions Health

End of Life Dementia

The membership of the Service Improvement Boards includes front line clinicians, practice based commissioners and
operational managers from across South Staffordshire and patient involvement has been a major part of their work. This
patient and public involvement is being further strengthened through working closely with the recently established South
Staffordshire PCT Patients’ Council . A team of Clinical Champions, senior leaders in their own fields, have also been
appointed to provide dedicated clinical leadership and direction to the work of the Boards. The recommendations of these
Boards have led the development of the PCT’s Strategic Plan.



» Thirdly, we have considered decommissioning services . It is assumed that there will be no growth in funding in
2011/12, if the PCT continues to provide services in the same way there will be a deficit in funding. Therefore the PCT is
currently developing a formalised framework to assess value for money for its commissioned services, both quality and
financial. Three work streams have been identified to take this process forward. These include:

1. Procedures of Limited Therapeutic Value —  National evidence suggests a number of procedures have limited clinical
value. The PCT has benchmarked standardised admission ratios for 36 procedures and is in the process of developing
clinical guidelines to support reduced referrals for these procedures.

2. Programme Budgeting Marginal Analysis - This is an economic tool that demonstrates where the PCT is spending its
money and the outcomes achieved compared to other PCTs. The PCT has identified five areas for further analysis by
Public Health, from which two areas will be chosen for in depth analysis to ensure pathways meet best clinical evidence.
Board, clinical and public engagement will be ensured throughout the process

3. Acute Service Review - This review is considering the needs of the projected population to 2020.
» Finally, we have aligned all our key plans and are committed to their implementation:

*QOur strategic plan i.e. our statement of what we will achieve in the next five years.

*Our financial plan i.e. where we will invest our financial resources.

*Our organisational development plan i.e. how we will design the structure and processes of the PCT and
support staff development to enable delivery of our plan.

*Our operating plans i.e. our yearly set of objectives which will take us towards our strategic vision.

In summary, this chapter has outlined our intention to focus on our role to become a world class commissioning
organisation and ensure that we deliver our 7 strategic goals and fulfill our vision of preventing ill-health and promoting
long-life and well-being. We will achieve this by working together with our partners in health and social care to respond to
the needs of individuals through a model of care delivery that will:

*Provide increased access to preventative services in the community
*Target interventions to avoid hospital admissions and sustain independence and
*Deliver bespoke packages of care close to people’s own homes for those most at risk.







3. CONTEXT

This chapter sets out the context for developing this strategic plan. It looks at the characteristics of the population of
South Staffordshire and provider landscape and highlights our current and future financial position. It also describes
the process we have gone through to identify our 13 strategic investment initiatives that will support delivery of the 7
strategic goals outlined in the previous chapter.

3.1 WHO WE ARE

South Staffordshire PCT was created in October 2006 following the merger of four smaller PCTs. We cover the
southern two thirds of the county of Staffordshire, which includes the towns of Stafford, Cannock, Burntwood, Lichfield,
Tamworth and Burton-upon-Trent and a large number of rural communities.

Our job is to be a world-class ‘commissioner’ of health services, that is, using our skills in assessing the health needs of
our population, engaging with clinicians and the public to identify how best to meet those needs and then investing our
resources to secure the greatest possible health gain for the 609,000 people living in South Staffordshire.

We also have a significant ‘provider’ function, employing 2,047 staff, who deliver community and home-based health
services to our population.

3.2 WHAT PEOPLE TELL US

We have listened carefully to what people who depend on our health services tell us. The PCT held a major partner
and patient engagement event in May 2009 entitled ‘Navigating your local NHS’. This was attended by 250 people
including patients carers, third sector partners and NHS staff and a series of local listening events across South
Staffordshire. We have identified the themes that matter and how people want services to change. We have also
considered the results of a MORI Telephone Poll, conducted in May 2008 on behalf of the West Midlands Strategic
Health Authority, which highlights areas for concern for our population.

Our listening events identified the following views from local people:-

People want their services to be local

People want their services to be safe and of the highest possible quality

People want to see more done for people suffering from dementia

People want the care they and their loved ones receive at the end of their lives to respect their dignity and
preferences

People want different services to talk to each other and treat people as individuals

People want more help to avoid becoming ill and stay out of hospitals



The MORI Telephone Poll shows that people want to see the most improvement in:-

*The cleanliness of hospitals
*Access to NHS dentists
*Waiting times in A&E Departments

Those views, coupled with evidence about the health needs of our population and best practice in health care delivery,
have helped shape our vision and strategic priorities. We address how we are improving the issues identified above in

the ‘Implementation’ section in 5.4.

3.2.1 During this year we have established a new pa

We are working hard to ensure that we work closely with
this engagement model at every level to inform and the
decisions that we make about delivery of services.

tient and public engagement model

The Engagement Model starts at GP Practice Level with the
formation of Patient Participation Groups as part of a Locally
Enhanced Service (LES) funded by the PCT for each GP practice
that signs up to the LES. These Groups are trained and supported
by the National Association for Patient Participation (NAPP) and the
PCT Patient and Public Engagement Team.

Members of the GP Level groups are nominated to sit on the next
level which is the 6 district-wide Patient Engagement Groups.

From these District Groups two members are nominated to sit on
the PCT wide Patients’ Council. The remit at this level is a wider
one, addressing community issues and the PCT's strategic priorities
with a two way flow of information. Outcomes from the Council are
influencing decision making, improving existing services and
ensuring the commissioning of innovative new services.

Feedback from the Patient Council will not only reach back down to
and up from the GP Practice level, but also will feed into the PCT
Board, PEC and the various PCT Board committees ensuring a
meaningful communication flow is maintained.



3.3 OUR POPULATION

South Staffordshire PCT is responsible for the health of a population of 615,700 people. This section describes
some of the key features of our population.

24% of South Staffordshire PCT’s population is rural
compared with 19% nationally, with high proportions of
people in South Staffordshire, Stafford and Lichfield
living in rural areas.

South Staffordshire PCT has a lower proportion of
residents from a minority ethnic group than England
(5% compared with 12%) with East Staffordshire
having the largest proportion (7.6% or 8,200 people).

The map shows the larger proportions of pockets of
deprivation are found in the centres of East
Staffordshire, Tamworth and Cannock Chase local
authority areas.

Tamworth, East Staffordshire and Cannock Chase
local authorities have high number of young people;
South Staffordshire, Stafford and Lichfield have high
numbers of older people.



There will be a 6% growth in the overall population over the next ten years. All areas within the PCT will see a significant
growth (higher than the national average) in those aged 65 and over and in particular those aged 75 and over.

Percentage change in 65 and over population, 2009-2 029
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3.4 HEALTH NEEDS

There are particular health issues affecting our population.

3.4.1 Health Inequalities

Overall life expectancy is 78 years for men and 81 years for women which is similar to the national average. However it
is lower for men and women in Cannock Chase and East Staffordshire and also for women in Tamworth. The gap

between these areas and England is also widening. The graphs overleaf demonstrate this position for our population.

For men, 17 wards in South Staffordshire have significantly low life expectancy compared to the national average. For
women, 15 wards have lower life expectancy than England.

There are significant inequalities within the PCT, with 8% of the population living in the most deprived areas in England.
These are mainly in East Staffordshire, Tamworth and Cannock Chase.

Whilst the overall population of people from BME communities is low (5%) compared to the national average (12%),
some health conditions such as type 2 diabetes and stroke are higher among some ethnic groups.

The number of migrant workers is low. However, there has been a substantial increase of 179% between 2002/03 and
2007/08, with East Staffordshire and Stafford having the largest numbers. Half of these workers originate from Poland.

People with mental health problems and adults with learning disabilities have significant physical health risks and health
problems including obesity, respiratory disease, smoking, heart disease, high blood pressure, diabetes and stroke. On
average they die five to ten years younger than others.

In addition there is a large prison population in South Staffordshire who have poorer health outcomes.



The PCT receives an annual allocation of approximately £9m to fund healthcare services for 4000 prisoners located
within its 6 responsible establishments. The range of services commissioned with this funding includes:

(i) Within prison: primary care nursing, GPs, dentists, therapy services, out of hours and pharmacy services, specialist
mental health and substance misuse services

(i) Within the community: acute secondary care activity.

The PCT also has responsibility, contained within this allocation, to fund prison staff to escort patients to hospital
appointments.

The PCT is committed to working with its prison partners on the continued development of prison healthcare services to
ensure they are reflective of patient need and that care delivery provides equity with the community.

By 2012 the building of a seventh prison (Featherstone 2) will have been completed which will increase the PCT’s
responsible prison population of 4,000 by 40% with an additional 1,620 prisoners, and will almost double the prison

health allocation. Healthcare services within Featherstone 2 will be commissioned by the PCT in accordance with
agreed “Models of Care for Adult Male Prisoners”, which sets the direction of travel for clinical services across the South
Staffordshire adult male prisoner estate.






3.4.2 Mortality
Infant mortality rates remain high in East Staffordshire.

Infant mortality by local authority, 2006-2008
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Overall mortality rates from all causes are decreasing although they remain significantly higher for women compared to
the national average. Circulatory disease, cancer and respiratory disease account for around three quarters of all
deaths.

Common causes of death across South Staffordshire P CT, 2006-2008
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Cardiovascular disease mortality (CVD) rates are statistically higher than the national average for four of the
eleven social marketing groups with ‘Municipal Dependency' having a rate almost twice as high as England.

CVD mortality (premature) by social marketing group  , 2006-2008
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3.4.3 Lifestyle and health

Smoking
Synthetic estimates suggest that 6% of 11-15 year olds and 23% of the PCT adult population smoke. The

prevalence of smoking from the 2008 South Staffordshire PCT Adult Lifestyle Survey is slightly lower (17%).
National surveys estimate that 70% of smokers want to quit.

Alcohol
Mortality rates for alcohol specific conditions have increased over the past 15 years by 154% for men and
87% for women (30 deaths per year in 1990-1994 to 80 per year in 2002-2006).

30% of 11-15 year olds report drinking in the last week compared to 20% nationally. For adults, there are
estimated to be 96,000 hazardous drinkers, 23,000 harmful drinkers, 16,000 alcohol dependent drinkers and
87,000 binge drinkers.

Obesity
Synthetic estimates suggest that 16% of children aged 2-15 years and 27% of the adult PCT population are

obese. The local Adult Lifestyle Survey 2008 found obesity levels based on self reported height and weight
for the PCT as 19%.

Physical Activity

In South Staffordshire PCT, only 12% men and 11% women achieve the recommended levels of moderate
physical activity (30 minutes of activity at least five times a week). Around one in five adults achieve 30
minutes of activity at least three times a week. However, 47% of men and 54% of women participate in no
physical activity at all.

Sexual Health

Teenage conception rates are similar to the national average although Cannock Chase and Tamworth have
higher rates. There are eight wards where rates are significantly higher than England. Teenage pregnancy
is associated with deprivation.

Sexually transmitted infections are steadily increasing, and in particular chlamydia with the highest rates
being in young women aged 16-24.



3.5 CURRENT PERFORMANCE

The 2007/08 Annual Health Check performance rating for the PCT was ‘Fair’ for quality of services and ‘Good’ for use of
resources. In 2008/09 we improved upon this position to achieve “Good” for quality of services and “Good” for use of
resources.

Performance against targets and priorities directly linked to the PCT'’s vision and strategic goals is generally good. There
are concentrated efforts to integrate services across health and social care for both adults and children, with specific
models of care being developed. Similarly, the South Staffordshire health economy has been successful in making ahead-
of-target progress to reduce total waiting time from GP referral to definitive treatment to a maximum of 18 weeks.

There are currently a number of areas of risk based on current performance information. In the main these reflect service
areas relating to Health Improvement and Health Inequalities. For example;

» Early access to maternity services

* Prevalence of breastfeeding at 6-8 weeks

e Smoking rates/quitters

*  Number of drug misusers recorded as being in effective treatment
* 9% of practices with Cardiovascular Disease registers

e Chlamydia Screening

* Teenage Pregnancy

The PCT's strategy will address performance against all these targets.



3.5.1 Local Area Agreements and performance

The current local area agreement has been in place since April 2008 and is a three year joint arrangement between the
PCTs, local authority and central government. The PCT is a lead partner and has a major role in the health and well
being and children/young people categories as well as a responsibility to support a number of other areas of work.
There are 35 indicators (locally determined) within the agreement.

South Staffordshire PCT leads on Adult participation in sport and active recreation, Alcohol related hospital admissions,
Mortality from all circulatory diseases at ages under 75 and 16+ current smoking prevalence.

All partners have a joint responsibility for supporting the targets and delivery plans, as they are county wide.

A traffic light system is used to describe progress and direction of travel. Performance against all indicators that the
PCT has lead responsibility for is positive; none of the indicators the PCT leads on are reporting red.

Adult Participation in Sport and Active recreation is measured annually through the National Active People’s survey
which is commissioned by Sport England, the final performance figure for 2008/09 will be collated from 2 surveys,
completed 12 months apart. The figure for 2008/09 will be available at Quarter 3 of 2009/10, thus this indicator has
been reported amber against the first year target. The final outturn for year 1 of the LAA will be available in December
20009.

Alcohol Related Hospital Admissions  is measured by the West Midlands Public Health Observatory who release
data to South Staffordshire PCT quarterly. The indicator includes both admissions that are wholly attributable to
alcohol (e.g. Alcoholic Liver Disease), as well as those only partly attributable to alcohol (e.g. Hypertensive Disorders).
Locality Crime & Disorder Reduction Partnerships are responsible for the wider preventative aspect of delivering NI 39,
data provided by South Staffordshire PCT helps to focus this work in areas of greatest need (alongside data from the
Safer Stronger team at Staffordshire County Council).

Premature Mortality from CVD — Achieving this target is linked to the other indicators that South Staffordshire PCT
leads on as CVD is largely preventable through lifestyle change. The CVD Risk Management schemes in both North
and South Staffordshire will also help achieve this target

Smoking Prevalence — This indicator is monitored through 4 week quit data, supplied by both NHS north Staffordshire
and South Staffordshire PCT’s stop smoking service. The Tobacco Control Alliance is the responsible delivery group
for this indicator and is a broad partnership focussed on the control of tobacco, rather than the stop smoking services.
By improving tobacco control (through enforcement, education and awareness raising) more people will be inclined to
access the stop smoking services thus achieving the target.



3.5.2 LAA Milestones

Indicator Baseline LAA Improvement Target Partners who have
08/09 09/10 10/11 signed up to the target,
lead partner/s (shown
with an *)
NI 8: Adult participation | 20.3%3 23.3% 24.3% 25.3% *Sport Across
in sport and (Active People)+ Staffordshire
*NI 39: Rate of hospital | 1303 per 100,000 | 1619 per To be agreed in To be agreed in *Staffordshire DAAT
admissions per population 100,000 the early 2009 the early 2009 Staffordshire County
100,000 for alcohol (HES 2006/07) population refresh refresh Council
related harm
NI 121: Mortality rate 79.04 per 71.43 per 67.19 per 100,000 | 63.20 per 100,000 | *South Staffordshire PCT
from all circulatory 100,000 100,000 population population North Staffordshire PCT
diseases at ages under | population population
75 (NCHOD 2004-
2006)
NI 123: Stopping Quitters: 4776 Quitters:4887 Quitters:4920 Quitters:4938 *South Staffordshire PCT
smoking Rate: 720 per Rate: 719 per Rate: 719 per Rate: 719 per North Staffordshire PCT
100,000 100,000 100,000 100,000
population population population population
(Smoking
cessation data
04/05 to 06/07)

+ The baseline and targets encompass 5 targeted Districts, which are: Cannock Chase, Newcastle under Lyme, South Staffordshire, Staffordshire Moorlands

and Tamworth




3.6 PROVIDER LANDSCAPE

The PCT has the following significant providers of care within its borders.

Primary Care
* 95 GP Practices : The PCT has relatively good access to primary care with an average of 1,650 patients per GP.

« 83 Dental Practices : In addition, the PCT provides its own dental services from 10 locations.

» 113 Pharmacies : An increasing number of services are delivered from Pharmacies and set to increase as a result of the
Pharmacy White Paper.

* 66 Optometry Practices : Including an extensive primary care-delivered diabetic retinopathy screening service.

* 6 Prisons : The PCT commissions all health services for the 2,900 prisoners within its borders. This figure is increasing
as more prison spaces are created and will nearly double by 2012 when a new prison, Featherstone 2, opens.

Secondary Care

» Burton Hospitals NHS Foundation Trust : A medium-size district general hospital serving the eastern catchment of the
PCT, which accounts for 60% of its total activity. Our annual contract value with the Trust in 2009/10 is £75m.

» Mid Staffordshire Hospitals NHS Foundation Trust  : A similar-sized hospital with sites in Stafford and Cannock. The
vast majority of its services are provided to the PCT’s patients. Our annual contract value with the Trust in 2009/10 is
£126m

» South Staffordshire and Shropshire Healthcare NHS F oundation Trust : The predominant provider of specialist
mental health, learning disability and community children’s services for the PCT’s population. Our annual contract value
with the Trust in 2009/10 is £56m.

» South Staffordshire PCT : The main provider of community healthcare services, including two community hospitals in
Lichfield and Tamworth. Our annual contract value with the Provider Arm in 2009/10 is £72m.

« Midland Treatment Centre : A Wave 1 Independent Sector Treatment Centre located on the Burton Hospitals campus.
Our annual contract value with the Treatment Centre in 2009/10 is £12m.

Ambulance Services
* West Midlands Ambulance Service NHS Trust : Provider of ambulance services across all 17 PCT’s in the
Region. Our annual contract value with the Ambulance Service in 2009/10 is £13m.

As the result of the distribution of our population, transport links and travel times to nearest hospitals, it is notable
that 40% of secondary care activity is commissioned from providers outside our boundaries.

The PCT currently has a modest level of provision sourced from the 3rd sector.



3.6.1 Health market analysis

Our understanding of health care markets, and health market analysis (HMA), is evolving. We need to manage our
relationships and contracts with providers in order to ensure that they deliver the highest possible quality of service and
value for money. We want a choice of high quality providers in place to meet the health needs of our population, and
have clear strategies for dealing with situations where there is a lack of provider choice. Competition is intended to be a
driving force for improved quality and efficiency. However we do need to be mindful that by stimulating the market we do
not destabilise the health economy.

During this year we have developed/populated a capacity plan to support analysis of the current market and allow testing
of changes at a specialty/HRG level. Systematic review of current provision described in our Commissioning Strategy will
take place annually from January 2010 to inform the Local Prioritisation process. A specific piece of work is being carried
out around Midlands Treatment Centre contract end. We signed a 3rd sector Compact and commissioned development of
a 3rd sector Commissioning Strategy, including awareness events such as the Engagement event held in May this year to
support people navigate local services.

There is a joint service directory with Adult Social Care and Health. Engagement with patients in service redesign
strengthened and feedback linked into PBC developments. Many services have been advertised through supply2health
in line with Procurement Strategy resulting in contracts awarded to 3rd sector organisations eg. Cannock primary care
mental health workers to Starfish. Services have been changed as a result of review of services. A clinically PEC led
decommissioning process is in place.

Examples of how we have used health market analysis include:-

» A review of poor delivery of stroke services at Mid Staffordshire Foundation Trust , PBC, supported by the PCT Board,
made a decision to realigh hyperacute stroke to other acute hospitals. Initial treatment now takes place in Walsall and
Wolverhampton. Mid Staffordshire Foundation Trust is improving the pathway for hyper-acute stroke. The Clinical Quality
Review Group will agree repatriation of the service once quality and safety is assured.

« Patient feedback showing a preference for phlebotomy to be closer to home led to reprovision in community at a reduced
cost.

« After a tender process for Health Trainers, no suitable provider was found so PCT Provider Arm supported development of
a new Lifestyle Service to offer clients choice in the way they manage their approach to changing their lifestyle.

* 40% of PCT acute activity is out of area so there are a number of providers as confirmed in the review current provision. A
programme of integration across Staffordshire with Social Care has commenced and timetable for Section 75 will be in place.



3.7 COMMISSIONING LANDSCAPE

Practice Based Commissioning - The PCT has supported the development and empowerment of Practice Based
Commissioning (PBC), which is organised in to 5 consortia and 4 independent Practice Based Commissioners in GP
practices . The distribution of PBC consortia is shown on the map below.

PBC - The map gives an illustration of the population
catchments of the larger consortia.

PBC are responsible for commissioning all health
services relating to their population with the exception of
primary care services, prison health and specialised
services.

Collaborative Commissioning : The PCT benefits from collaborative commissioning arrangements which operate at
national, regional and sub-regional level for specialised services. The PCT is part of the Shropshire and Staffordshire
local collaborative commissioning arrangements.

Joint Commissioning Unit : The PCT has joined with NHS North Staffordshire and Staffordshire County Council
Directorate of Social Care and Health to create a Joint Commissioning Unit (JCU) for the strategic commissioning of
mental health, learning disability, physical and sensory disability and older people’s services. The JCU has the remit of
setting strategic direction and a framework for local NHS and social care commissioners to operate within and secure
more integrated service solutions.



3.8 FINANCIAL SITUATION

The PCT'’s financial resource limit in 2009/10 is £864m. It is being spent in the following areas:

2009/10 Planned Expenditure by Heading

O Hospital and Community
Health Services

B Prescribing
5o, 8% 3% OGeneral Practitioner
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OProvidear

B Headquarters /
Administration

The financial strategy of the PCT at the time of reconfiguration on 1 October 2006 was to address the recurring deficit
inherited from three of the former legacy PCT’s. The next phase of the strategy was to generate a relatively small surplus
of around of 0.5% of budget on a recurring basis. Each year the PCT would reinvest this small surplus to improve the
range and quality of services for our population.

The legacy PCTs reported a combined financial deficit of £9.5m in 2005/06. KPMG, external auditors for the legacy
PCT'’s, and the newly emerged South Staffordshire PCT reported in December 2006 that the PCT was heading for a
deficit of £16.1m. Following delivery of a successful financial recovery plan the PCT delivered a surplus for year end
2006/2007 of £804,000. This achievement demonstrated a significant milestone for the PCT and a catalyst for further
successes and improvement in financial regulation. The development of this significant improvement was down to the
dedication of staff in the PCT and the successful partnership with our staff side representatives. The decision to take
clear financial recovery actions at this very early stage was a clear factor in the turnaround of the PCT’s financial position.



The PCT delivered a surplus of £4.606m and £4.676m for the financial years ending 31 March 2008 and 31 March 2009
respectively. These were very close to the control target agreed and set with the SHA. The figure for this financial year
is £2,023m and the PCT is confident that it will manage its finances positively throughout the year to achieve actual
outturn close to this financial aim.

This improvement in financial performance over the three years since the establishment of the PCT has been not only
reflected in improved external audit local evaluation score, with an improved rating from 2 (fair); 1 in 2006/07 to 3 (good)
in 2007/08. Transition from audit local evaluation assessment to Comprehensive Area Assessment (CAA) including Use
of Resources (UOR) the PCT also achieved a score of 3 in all three categories — Finance, Governance and Workforce.

Pricewaterhouse Cooper Limited annual audit letter advised Audit Committee that the PCT has demonstrated a track
record of operating within budget while maintaining good service performance.

The financial trend moving forward for the PCT, reflected in the Medium Term Financial Plan, is the continued delivery of
a relative surplus each year. For 2010/11 this will be 0.5% and 1% of turnover there after, reinvested in improved
services, in addition the PCT has incorporated within the plan a 2% contingency.

Key assumptions that drive the future forecasted position are as follows:

* Robust financial management.

* Clear identification of cost pressures, risks and opportunities.

*  Full benefit realisation delivered in accordance with financial plans (total system not just new investments).

*  PCT Provider Services delivery of Cost Improvements (efficiency).

* Identification of contingency reserves at the start of the financial year of around 2% of budget.

* The contingency reserve is released in-year to mitigate newly identified risks and secure improved patient
services.

* The finance systems are of a high standard and the finance teams throughout the PCT are a dedicated highly
skilled professional team.

* Quality of financial reporting is of a high standard and financial reporting is timely.



3.9 ACTIVITY COMMISSIONED

The PCT commissions services from a large number of NHS Trusts. Due to the geography and population distribution within
the PCT, 40% of healthcare activity is sourced from outside the PCT’s borders.

This means 40% of our hospital-based activity is outside the direct commissioning control of the PCT due to the NHS’s
arrangements for ‘co-ordinating PCTs’ leading contractual negotiation and agreement with their host NHS providers.
Nonetheless, the PCT is implementing a number of demand management and care pathway redesign schemes which assert

our influence over usage of hospital-based care.

The planned Hospital and Community expenditure by Provider in 2009/10, totalling £558m, is shown below.
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The PCT has used a capacity planning model (AETNA) to forecast how demographic change will impact on demand for
hospital services. The demand model shows that, with no intervention on the part of the PCT, the cost of acute
hospital-based services would grow year on year as follows:

Effect of Demographic Change

Annual Expenditure

Care Category (Ems)

2009 2010 2011 2012 2013
Elective Day Case 39.8 40.3 40.1 41.2 41.8
Elective Inpatient 31.4 31.8 32.3 32.7 334
Non-Elective 158.8 162.1 165.3 168.2 172.7
Outpatient 48 48.4 49 49.5 50.2
TOTAL 278 282.6 286.7 291.6 298.1
Cumulative % increase
(2009 baseline and prices) 1.0% 2.7% 4.2% 6.0% 8.3%

It is interesting to note that between 2008 and 2013 the total size of our population grows by only 3%, there will be a 6%
growth in the overall population over the next ten years. However, due to the rapidly ageing profile, demand for non-
elective care in volume terms will grow by 6.9% and total activity expenditure will grow (at 2009 prices) by 8.3%.



3.10 PRIORITISATION PROCESS

As a consequence of the PCT’s prioritisation process for allocating funding for 2009/2010, a PCT-wide panel assessed
81 bids for funding. These bids were submitted using the PCT’s Prioritisation Tool and were individually scored. The
Prioritisation Tool modified from the ‘Portsmouth’ model prompted the bid author to address the following issues:

. Evidence of need

. Outcomes of treatment

. Quality of evidence

. Cost effectiveness

. Total cost of the development

. Will the development address the health inequality gap?
. Is the development the only treatment, or are there alternatives?
. Is this required to meet a national standard?

. Is this required to meet a vital sign or DoH directive?
10. Evidence of clinical engagement

11. Evidence of public engagement

12. Partnerships

13. Links to PCT Strategic Plan Themes and Objectives
14. Links to PCT’s World Class Commissioning outcomes
15. Risks to not funding

16. Programme budget score

O©CooO~NO Ok, WDNE

The PCT approved developments to the tune of £16.3 million covering both 2009/10 and 2010/11, £4.2m was allocated to
the prioritisation process in 2009/10, balance of £12.1m was allocated against 2010/11. The remaining allocations being
applied to inflation growth, pre-commitments or unavoidable pressures. In light of available funding, the PCT is funding
the first 13 strategic initiatives which scored highest against the above criteria to support the implementation of the
strategic plan; these are outlined below, by strategic goal, along with some elements of pre-commitments for 2010/2011.



3.11 AGREED DEVELOPMENTS FROM PRIORITISATION PROCESS 2009/2010

South Staffordshire PCT Return on
Investments

Recurrent Savings by 2012/13

Strategic goal No [ High Impact Initiatives Recurrent Description TOTAL
Discretionary
Funding
£000K Activity £000K
Children's 1| CAMHS 838
2 | Community Nursing teams (Paediatrics £221k and children's nursing services £300k) 521 | Elec 325 70
3 | Maternity Services 45
Other supporting initiatives (including infant mortality) 233
Sub Total 1,637 | Sub Total 325 70
Life Expectancy 4 | Lifestyle modification programme (alcohol/obesity/smoking reduction) 2,395 | Elec 204 740
Non Elec 837 2,226
DC/SD 341 319
OoP 25,866 3,582
A&E 2,250 169
5 | CVD Local enhanced and
CVD risk management programme - id patients with >20% risk of developing CVD in next 10 468 | Non Elec 210 696
years
Sub Total 2.863 | Sub Total 29,708 7,732
Improve access 6 | Intermediate care to manage patients closer to home (Falls, non medical response, medical 3,220 | Intermediate Care 1,691 2,199
to services leadership, integrated Community Care Order) West -Non Elec
Other supporting initiatives (A&E screening, clinic in a box, sacral nerve) 755 | A&E Screening 2,728 3,066
(East) Non Elec
A&E 18,710 632
Falls - Non Elec 24 30
Sub Total 3975 | Sub Total 23,153 5,927
Improve quality 7 | Darzi health centre
of patient Dentistry 1,230 | A&E 1,000 75
experience 8 | Commissioning Advisory Group (high cost drugs/interventions) and NICE interventions (Cancer
Reform Strategy) 1,178 | - - -
Sub Total 2,408 | Sub Total 1,000 75
Long term 9 | Case management (unique care) 1,299 | Non Elec 415 820
conditions
10 | Community stroke care and warfarin monitoring 1,500
Sub Total 2,799 | Sub Total 415 820
Mental Health 11 | Dementia Care 695
and Learning 12 | Primary care mental health workers to deal with patients who have mild-moderate mental health 1,870 | Non Elec 84 24
Disability issues oP 4,008 1,038
Other supporting initiatives (crisis resolution) 775 | - - -
Sub Total 3,340 | Sub Total 4,092 1,062
End of life 13 | 24 hour end of life care to allow patients choice of dying at home 1,700 | Non Elec 686 1,242
Sub Total 1,700 | Sub Total 686 1,242
Total 18,722 £59,379 16,928




3.12 FINANCIAL PLANNING ASSUMPTIONS BEYOND 2009/10

Within the Long Term Financial Model 3 financial scenario’s have been modelled. These are summarised below:

South Staffordshire PCT

Indicative Financial Assumptions

2010/11 2011/12 2012/13 2013/14
Base Case
PCT Funding Uplift 5.75% 0.0% 0.0% 0.0%
Tariff Uplift 3.50% 2.50% 2.50% 2.50%
Efficiency -3.50% -4.50% -4.50% -4.50%
Net Tariff Uplift 0.00% -2.00% -2.00% -2.00%
CQUIN -1.00%
Total Uplift 4.75% 2.00% 2.00% 2.00%
Scenario 1
PCT Funding Uplift 0.00% 0.00% 0.00%
Tariff Uplift 2.50% 2.50% 2.50%
Efficiency -4.00% -4.00% -4.00%
Net Tariff Uplift 0.0% -1.50% -1.50% -1.50%
Total Uplift 1.50% 1.50% 1.50%
Movement against baseline -0.50% -0.50% -0.50%
Scenario 2
PCT Funding Uplift 1.50% 2.50% 2.75%
Tariff Uplift 2.50% 2.50% 2.50%
Efficiency -3.50% -3.50% -3.50%
Net Tariff Uplift 0.0% -1.00% -1.00% -1.00%
Total Uplift 2.50% 3.50% 3.75%
Movement against baseline 0.5% 1.50% 1.75%




Financial impact of a 1% movement in resource allocation equates to approximately £9m, therefore,
an extra 2.5% uplift provides an additional £22.5m and 2.75% uplift £24.75m uplift.

PBR/Non PBR tariff movements — 0.5% net movement on tariff approximately equates to £2.2 m, a

1% net movement equates to £4.4m

2010/11 2011/12 2012/13 2013/14
£'m £'m £'m £'m

Scenario 1 (Downside)
Difference between base scenario to downside
scenario
PCT Funding 0 0 0
Tariff 0.5% reduction pa -2.2 -2.2 -2.2
Net -2.2 -2.2 -2.2
Cumulative Movement Base vs Scenario 1 -2.2 -6.5 -13.0
Scenario 2 (Upside)
Movement from Base
PCT Funding 13.1 22.1 25.0
Tariff -4.4 -4.4 -4.4
Net +8.7 +17.7 +20.6
Cumulative Net Movement Base vs Scenario 2 +8.7 +35.3 +82.6

To deliver a balanced financial plan in a downside scenario the PCT will retain its investment in the following

strategic priority areas:

1. CVD Risk assessment 2. Patient Experience

3. Cancer
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3.13 OVERALL THEMES FROM CONTEXT SECTION — What does this tell us?

In summary ..

«  We expect to see an increase in demand for health care services with a growing elderly
population. We will need to ensure that long term conditions are effectively managed in the
community.

«  We will need to target our resources to improve access to services for those in the most deprived
areas and reduce the gap in health inequalities.

We will need to focus on prevention and invest in supporting people to make healthy lifestyle
choices.

«  We will need to manage the market, offer choice and ensure there is contestability and value for
money from commissioned services.

«  We will need to work collaboratively with specialist and practice based commissioners to deliver
the right model of care for our population.

«  Current initiatives will not meet the financial gap forecast to 2013/14 in a ‘Financial down side
scenario’. We will need to accelerate developments which will deliver quality and productivity
during 2010/11-12. We address how we are planning to meet this challenge in section 4.4 QIPP.







| 4. STRATEGY |

This chapter describes in more detail how our 5 year strategic plan has been developed and the challenges we face moving
forwards. It is informed by our JSNA and sets out the 10 selected outcomes that we expect to address by 2013 through
achievement of our 7 strategic goals.

4.1 STRATEGIC GOALS

Our strategic goals link to what people in South Staffordshire have told us matter to them and to the evidence we have of
local health needs. The achievement of these goals will be driven by our model of care which underpins our approach to
improvement and is clearly linked to our care closer to home strategies and practice based commissioning plans.

The strategic goals are to:

1. Improve children’s health by working as a partner within Staffordshire Children’s Trust to ensure that services for children
will be high quality, equitable and easy to access.

2. Increase life expectancy and reduce health inequa lities by focussing on key conditions such as heart disease, stroke,
cancer and respiratory disease to improve the quality and length of people’s lives.

3. Improve access to services, by reducing waiting times for hospital treatment, improving access to GPs and NHS dentists,
redesigning planned and urgent care services.

4. Improve quality of patient experience, by raising standards of cleanliness and safety in hospitals and ensuring patients
have access to the drugs and interventions they need to improve their quality of life.

5. Improve care for people with long-term conditions through provision of proactive community-based care for patients
with long-term conditions, by developing individual care plans designed to improve quality of life. The aim is to replace
avoidable hospital admissions by supporting patients and carers at home.

6. Improve mental health and learning disability ser  vices, by providing modern services for vulnerable adults which
promote their dignity and independence.

7. Improve end of life care through providing a range of community services (both health and social care) in order to support
patients near the end of life, to be cared for and to die in their preferred place.



4.2 STRATEGIC DEVELOPMENT

The development of our Strategic Plan has been an inclusive effort which has involved our Board, clinical leaders and patients at
every stage. It has built upon work undertaken since 2007 when we developed the PCT's Strategic Direction, which identified the six
strategic themes we should concentrate on.

This year we have held seven community engagement events across South Staffordshire, inviting the public and key stakeholders to
share our thoughts and provide their input to the priorities we should adopt. Children, young people and parent’s views have been
gathered through the processes within the Children’s Trust Partnership. This is further enhanced by the implementation of Your
Welcome criteria.

The detail of the objectives and initiatives within each strategic goal has been created through our ‘One Step Beyond’ clinical
engagement process, described in section 2.10.

We have considered the recommendations of the Regional Care Pathway Groups which reported on each of the clinical themes
addressed in the NHS Next Stage Review ‘Our NHS, Our Future’, and the review’s final report published in July 2008 ‘High Quality
Health Care for All'. We have also considered the Department of Health’'s (DH) Transforming Community Services (TCS) leaders
guides to develop a strategy and recommendations to support care closer to home. Recommendations from our TCS strategy are
shown on the next page.

At our invitation, national clinical leaders from the DH have visited South Staffordshire to work alongside our Service Delivery Board
and help us refine service strategies, including Professor George Alberti who supported our Stroke Strategy and Urgent Care
Strategy and Professor Louis Appleby in respect of Mental Health.

We have taken note of the ‘7 Big Challenges’ for healthcare identified in West Midlands Strategic Health Authority’s response to the
NHS Next Stage Review, ‘Investing for Health — Delivering Our Vision for a World Class Service.” The PCT has recently reviewed
local actions to address these challenges and these are inherent throughout this plan.

The seven big challenges are:

1. Despite some improvements in overall health status, there are still unacceptable differences across the region.

2.  There remains variability in the quality and safety of services and individual care.

3.  Patients expect services to be joined up and to have co-ordination across teams caring for them. Yet the fact is that at
present patients and the public often struggle to understand how services work.

4, The public, our ‘customers’, have little confidence that their local NHS will get better.

5.  We are not focusing on upstream investment around prevention.

6 We continue to spend substantial amounts of resources on clinical activities where the evidence suggests there is little
or no return on the investment.

7. The rate of cost pressures arising from doing “more of the same” with an ageing population, a rising tide of long term
conditions and an accelerating pace of technological development.

By implementing the changes set out in our strategic plan, we will make substantial progress towards tackling these challenges.



4.3 TRANSFORMING COMMUNITY SERVICES

In an address at a national Long Term Conditions conference in October 2009 David Nicholson said that the greatest gains to be
made in terms of improving quality, safety and efficiency of clinical services was through the improved management of Long
Term Conditions. He described the need for improved preventative measures, supported self care and the overriding
requirement to transform community services to prevent unnecessary hospital admissions, reduce lengths of stay and deliver
rehabilitation in the community.

The PCT provider services are in the process of reconfiguring their workforce in to a ‘Neighbourhood team’ model to meet this
challenge. They are also considering options regarding their future alignment as set out in guidance from the Department of
Health (DH).

The following recommendations are being taken forward from a commissioning perspective following an assessment of local
clinical pathways against the DH Transforming Community Services leaders guides.

Recommendations/Actions:

* Proactively take forward Predictive Modelling (risk assessment) and implement across the PCT. The PCT has registered to
participate in the regional training for the BUPA Health Dialogue predictive modelling tool. A ‘One Step Beyond’ Task and Finish
group, linked to the long term conditions Service Improvement Board, has been established to take forward this work.

» Improve access to quality activity information and associated costs to monitor productivity in the community setting. This
requires the availability of robust activity and financial data such as is provided through Productivity Improvement Programme.
The PCT is to investigate this together with other sources of community based activity information.

» Continue to support and raise awareness of expert patient and carers programmes.

* Work with the Joint Commissioning Unit (JCU) to raise awareness of the value of ‘Personalised budgets’ and ensure these are
made available to all those who are eligible.

* Implement suggestions cited within the Transforming Community Services guides such as supplementing nurse telephone calls
for clinic appointments.

» Continue to work with the JCU to progress Tele-health care and assistive technology across the PCT and social care.

» Continue to implement the PCT’s model of care and work towards integration across health and social care to deliver care
closer to home.

» Use the SHAs ‘Inspiring Clinical Change' NHS West Midlands QIPP deliberative events report through the One Step Beyond
Pathway groups PEC and PBC to prioritise areas for transformation, see section 4.4.



4.4 QIPP - (QUALITY, INNOVATION, PRODUCTIVITY AND PR EVENTION)

The PCT has established a local QIPP project team to review the implications of the NHS West Midlands ‘Inspiring Clinical Change’ report
published in October 2009. This details the findings from a series of deliberative events involving patients and clinicians in identifying
innovative changes which can improve the quality, productivity and preventative nature of patient services. This PCT QIPP team is led by
the Director of Quality and supported by a management consultancy ‘TeamWork'. It is reviewing the SHA report together with other sources
of information to identify which services would most benefit from investment, and also, those that do not add value to patient experience and
clinical outcomes.

PCTs have an opportunity to submit plans to NHS West Midlands which will deliver QIPP initiatives and to draw upon a ‘Strategic Reserve’
fund which has been ring fenced from 2010/11 PCT budgets. This is to ensure local investments secure the best and most cost effective
outcomes for patients.

We have identified the key QIPP themes which will represent the highest QIPP related gains for South Staffordshire patients:-
Prevent ill health & disease.

Reduce demand on unscheduled secondary care through management of LTC.

Reduce demand on unscheduled secondary care by providing alternatives to A&E.

Reduce demand on unscheduled secondary care by providing alternative pathways for children in health crisis.

Reduce demand on scheduled secondary care by managing patients in primary care and ensuring best practice is followed.
Reduce demand on secondary care beds by ensuring patients do not stay unnecessarily.

Reduce demand on secondary mental health.

Ensure existing resources are used most productively.

N Rr~LDNE

There are several work streams per QIPP theme which map to our strategic goals, initiatives and WCC outcomes shown in section 4.4.2 .
These are currently work in progress in terms of quantifying both patient and financial benefits. An important element of QIPP is a
comprehensive review of acute service provision which will demonstrate productivity gains where ‘Best practice’ models are applied. The
detailed plan will be submitted to the SHA in March and become an addendum to this strategic plan.

The table on the following page demonstrates the possible scenarios to reduce the gap in funding by 2014 mapped to the QIPP themes
above.

In order to identify innovative solutions we have developed an ‘Innovation Opportunity’ process which draws upon best evidence, local
information and which uses tried and tested tools and techniques. This is shown in section 4.4.3.

To ensure we make the right decisions it is important that we work in partnership with all stakeholders including providers, patients and the
public. The PCTs service transformational structure ‘One Step Beyond’, is being refocused to consider QIPP across all of its clinical
pathway groups. The Service Delivery Board will communicate with all partners at Chief Executive level and we will work together to ensure
the viability of local services are in the best interests of patients.



4.4.1 Actions to reduce future Gap in Funding

The following strategic initiatives will be considered to meet the £42 million deficit projected for 2014 based upon the
baseline financial scenario.

QIPP Themes 2010/11 2011/12 2012/13 2013/14
from section 4.4 £m £m £m £m

Potential Gap -21.2 -25.0 -27.7 -33.4
Possible Scenario's

Prevention 1,8 0.7 11 1.4 1.9
Self care 1,2,4,8 2.0 2.4 2.4 2.4
Avoidance 2,3, 4,58 3.2 4.0 4.3 6.2
Restriction 57,8 6.1 6.6 6.6 6.6
Unblock contracts 6,7 ,8 0.5 0.8 1.1 1.3
Change setting 2,3,45,6,7, 8 5.3 5.9 5.9 6.9
Capacity management 3,45,7,8 2.9 3.1 4.4 6.1
Collaborative working a ll 0.1 0.6 1.0 1.3
Infrastructure 8 0.4 0.6 0.7 0.8
Sub total 21.2 25.0 27.7 334

Net 0.0 0.0 0.0 0.0




4.4.2 QIPP Initiatives
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4.4.3 Innovation Opportunity Chart
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4.5 WORLD CLASS COMMISSIONING OUTCOMES

The PCT has selected outcomes which will have the most positive impact on the health of our
population.

The outcomes are:

1. Reduce the gap in life expectancy between the most and least deprived

2. Increase life expectancy year on year across South Staffordshire

3. Reduce the infant mortality rate in East Staffordshire

4. Reduce the death rates for premature cancer

5. Reduce the prevalence of obesity in year 6 children

6. Reduce the growth in the rate of alcohol related admissions

7. Reduce the death rates for premature cardiovascular disease

8. Increase the proportion of deaths at home

9. Improve patient experience

10. Increase the number of people who are on a dementia primary care register.






5. IMPLEMENTATION

This chapter describes how we will deliver our 7 strategic goals in more detail and why the areas we have selected are
important to us. It highlights our 13 strategic initiatives and shows how these will deliver our 10 world class commissioning
outcomes. Where possible we have included financial benefits realisation. This is complex due to the interdependences of
initiatives, the impact of our aging population and the cost of new treatments. Further work is being undertaken by the
QIPP programme detailed in section 4.4, and more detail will be included in a future addendum to this plan.

5.1 STRATEGIC GOAL 1: IMPROVE CHILDREN’S HEALTH

Why is it a goal?

Happy and healthy childhood, results in more productive, healthier and happier adults. It is therefore a priority to identify
any difficulties or problems early on and provide early interventions to meet those needs. There are a number of key areas
in South Staffordshire.

Infant mortality in South Staffordshire PCT in 2005-2007 was 6.2 infant deaths per 1,000 live births (significantly higher
than the England average). Babies from certain population groups (routine and manual socio-economic groups, students,
unemployed and lone mothers) are more likely to die before their first birthday. Also infant mortality in East Staffordshire
appears to be on an upward trend since 2000-2002, and in 2005-2007 was significantly higher than the England average at
8.4 per 1,000 live births.

Under-18 conception rates have reduced but remain higher than the Government’s target to cut teenage pregnancy rates
by 50% by 2010 (base year 1998). While rates in Staffordshire are on average lower the England average, they are
significantly higher in Cannock Chase and Tamworth and are increasing in the Stafford area.

Alcohol consumption between 11 and 16 year olds is increasing. 33% of Staffordshire children in this age group reported
having an alcoholic drink in the last 7 days, significantly higher than the England average of 21%. The highest reported
rate was in Tamworth (38%).

16,380 South Staffordshire children are estimated to have an emotional or mental health problem at any time. Wait times
for assessment at by the Child and Adolescent Mental Health Service vary across South Staffordshire, from 2 weeks to 16
weeks and diagnosis of some ASD is currently taking up to 2 years. However, this is improving following investment during
2008/2009.

A regional report in to Paediatric Services in the West Midlands (Durrow Report, 2007) identified the need to review the
future service model for acute paediatrics in South Staffordshire.



Specific objectives for improving children’s health

Reduce childhood obesity in year 6 children.

Address inequalities in infant mortality rates by reducing current 3-year average rate in East Staffordshire from 8.4
infant deaths /per 1,000 live births in 2005-07 to 6.76 (confidence interval 4.60 — 9.59) in 2009-11.

Reduce under-18 years pregnancy rates by 50% from 1998 baseline to 21.6 per 1000 in 2010

Provide equitable and easy access to Child and Adolescent Mental Health Services (CAMHS) by addressing
current service gaps, reducing admissions to tier 4 services by 50% and reducing wait times for initial assessment to
8 weeks maximum.

Develop integrated children’s services  with local authorities and other partners, establishing multi-agency care
pathways in all public health services e.g.: obesity, sexual health, safeguarding.

. Address needs of children with disabilities and/or life limiting con ditions, % " 1>
) $ % |)) ) " ) 1] $ $
. Reduce the consumption of alcohol by under 16 year olds and reduce the impact of alcohol on children and
families.
Prevalence of obesity in Year 6 children
Data period 2006/07 2007/08 2008/09 2009/10 2010/11 2011/12 2012/13
WCC Year 2007/08 2008/09 2009/10 2010/11 2011/12 2012/13 2013/14
Improvement Aspiration (5 Years) - draft
Y1 Y2 Y3 Y4 Y5 Y6 Y7

Obesity prevalence in year 6 children

16.6%

19.0%

18.4%

17.5%

17.5%

17.3%

17.1%

Vital Signs

17.3%

17.5%

17.5%

The following strategic initiatives will address th

ese specific objectives.




STRATEGIC GOAL 1 - IMPROVE CHILDREN'S HEALTH

Strategic

Initiative 1

Activity

Provide equitable and easy access to Child and Adolescent
Mental Health Services (Links to Mental health, Intermediate care,
Improving access initiatives)

Required Resources
(Workforce, Estates, Providers, Finance)

Link to WCC

Patient

Outcome 7 Experience

Metrics to be used for measuring success

Year 1: Commission a new ASD service and
mainstream screening of looked after children.
Expand access to specialist support 24/7
availability.

Address transition to adult services for children and

increase primary prevention provision*

Year 2 — 5: Develop intensive outreach service tier

3 and increase support for Primary Care and

Community and Learning Partnerships for early

identification and intervention.

Increased workforce for ASD intervention
service established through tender.

Expansion of early intervention workforce
and additional training to mainstream
services.

09/10 10/11 11/12 12/13 13/14
Cumulative Investment (£1000s)

£209 £838 £838 £838 £838

Financial Benefits Realisation
£ £ £ £ £

*Waiting times reduced to 8 weeks for initial
appointment for CAMHS by Q2 2010/2011 and
ASD diagnostic services by Q2 2010/2011.
*Reduced admissions OOH for children and
young people with mental health problems.
*Reduced length of stay for children and young
people who overdose/self harm.

sImproved SDQ score for children and Young
People when discharged from CAMHS.
*Benchmarking for the above to be completed
by end Q2 2010/2011.

*Targets established end Q3 2010/2011.

per year.

Equality
Assessment

Risks to

delivery

Improved emotional and mental health in children and young people. 200 more children per year will have quicker
access to treatment closer to home from specialist teams, which is anticipated to prevent up to 20 admissions

Mental Health services are commissioned across South Staffordshire in partnership with Staffordshire County
Council to ensure equity of provision. These services are being remodelled to address the variations in provision
resulting from previous PCT configuration, with psychology and psychiatry now being made available across the
whole PCT. Groups of children, who are high risk, such as those who are looked after, are specifically targeted

and provided with the support they require.

If improvements are not made in CAMHS and Learning Disability services on a health economy wide basis, the
PCT will be unable to meet its objectives, and vital signs or deliver against Staffordshire’s Children and Young

People’s Plan and outcomes for children and young people will not improve. Mitigation: Funding has been secured
through LDP processes and services are being developed in partnership through Staffordshire Children's Trust.




STRATEGIC GOAL 1 - IMPROVE CHILDREN’'S HEALTH

Children’s Community Nursing Teams. Link to WCC Improve life expectancy / Patient
(Links to Intermediate care, LTC and Experience / Reduce infant
End of life initiatives) mortality

Strategic

Initiative 2 Outcomes 2,7,9

Activity Required Resources Metrics to be used for measuring success
(Workforce, Estates, Providers, Finance)

Year 1: Begin development of children’s Increased workforce capacity and *Patient satisfaction surveys from hospice
community nursing teams across South remodelling of service provision.
Staffordshire. *Increased numbers of children receiving

Year 2 — 5: Increase community nursing 0010 | 1011 | 1112 | 121 | 1314 end of life care in the home (benchmark Q3
provision for children and young people ---- 2010/2011).
allowing more end of life care to take place in gigggﬁ? in in-patient care by Q4

the home and support the provision of short

breaks. S0 e U sIncreased number of children with
Remodel special school nursing service to Financial Benefits Realisation additional needs accessing mainstream
meet the needs of children with additional o= prm prm prm . education.

needs within education.
Fully implement early intervention
programme.

Access to children’s hospice services will be maintained and training provided to statutory short break providers
Impact ensuring access for all eligible children/young people. More children will receive care closer to home from
children’s community nurses and unnecessary hospital admissions will be avoided (based on 5% reduction) .

_ The PCT is working within Staffordshire Children’s Trust partnership to ensure that services for children
Equallty with disability are equitable and the PCT is actively addressing the inequalities in provision of Children’s
Assessment Community Nursing by providing additional investment and development of an overarching Service
Specification for all the teams to aspire to.

Risk: Without this development, it will not be possible to respond to the changes in epidemiology and the

: reconfiguration of acute paediatric care without robust community services being in place across the health
Risks to economy. This would propose a risk to the health of Children and young people and result in care being further
delivery away from place of residence.

Mitigation: Funding available for additional capacity to develop the service and remodelling and refocusing of
service to meet outcomes based service specification.




STRATEGIC GOAL 1 - IMPROVE CHILDREN’'S HEALTH

Strategic Reduce infant mortality in the East Staffordshire [Rfg//CRiehL/o{@:

Initiative 3 Area (Links to Staying healthy initiative). REUER [l ey

Activity Required Resources Metrics to be used for measuring
(Workforce, Estates, Providers, Finance) success

Year 1: Commission maternity services in Within existing contracts. Caseload, continuity of carer, early
targeted areas to ensure appropriate case Central DH funding in 2009/10 to promote access, breastfeeding rates,

loads, continuity of carer, early social and breastfeeding at Burton Hospital. smoking in pregnancy rates by
medical risk assessment, reduction in Part of lifestyle modification allocation. ward or practice.

smoking in preghancy and increase breast
feeding.

fese serv
Year 2-5: Develop lifestyle services for

women. Partnership work on poverty and Cumulative Investment (£1000s)

housing. £50 £50 £50 £50 £50

Financial Benefits Realisation

£ £ £ £ £

The difference between the projected number of infant deaths if the current trend continues and the target could
be about 10 infant deaths over a 3 year period.

Equality

Specific support will be targeted to those areas of highest deprivation with the PCT.
Assessment

Risks to Risks: Services not delivered to contract, Lifestyle services not accessible to those in greatest need, long term
funding to support breast feeding promotion not committed.

Mitigation, Contract performance monitoring, social marketing approaches, funding pre-commitments identified early.

delivery




Strateqgy in action

Amy is 30 years old and discovers she is pregnant with her fourth baby. Amy thinks that she is about 8 weeks
pregnant and contacts her local midwife to arrange an initial appointment at the children centre. She has seen the
number displayed in the GP surgery. The midwife undertakes a complete social/medical assessment. The midwife
is the lead professional who sees Amy throughout her pregnancy at the children’s centre. She receives her scans
and blood tests at the centre.

Amy’'s partner works away from home a lot and she is concerned about how she will care for her other children
during and after her pregnancy. Her midwife is able to offer her support and completes a Common Assessment
Framework for her. This means that a number of professionals meet with Amy at the Children’s Centre to help her
and her family. The midwife helps her to stop smoking and the school offer to help with breakfast and after school
clubs. The parent support worker helps her to access Citizens Advice Bureau so she can get help with her finances
and to attend ante natal classes. The Health Visitor helps her to manage the behaviour of the youngest child. At
term Amy delivers her baby in a midwife led unit and on discharge is breastfeeding her baby. She attends for post
natal at the Children’s Centre.

Transformational Change To Improve Children’s Healt h
The PCT has committed some £1.2 million investment towards ‘Improving Children’s Health’ over the next 2 years.

The PCT has signed up to the Disability Charter and is implementing Aiming High for Disabled Children. This is
supported by investment in Speech and Language Therapy, Children’s Community Nursing and palliative care at
Children’s Hospices.

The PCT is creating increased access to services to keep young people out of secondary care. This will be achieved by
providing care closer to home through increased capacity in community nursing teams to prevent admissions and
facilitate early discharge. In addition extra staffing for child and adolescent mental health (CAMHS) will allow
maintenance of the autistic spectrum disorder service, increased provision and the development of an out of hours, crisis
response and early intervention service for urgent interventions.

The PCT is working as part of Staffordshire Children’s Trust to integrate services to provide a seamless provision for
children, young people and their families.

In line with the Laming reports, the PCT will be investing in nursing staff to provide additional supervision for practitioners
to safeguard children. This will enable staff to challenge and have the confidence to take forward safeguarding concerns.




Capacity to Deliver

Additional investment has been made available through LDP processes to commission the services. In line with WCC,
outcomes are being commissioned, not bodies so it is not possible to identify additional staff. However, performance
and outcomes data is requested as part of the contract, so improvements from baseline can be measured and assured.
In addition, services are being remodelled, against newly developed service specifications, so that services can be
refocused to meet the outcomes identified.

The table below shows the key milestones that will measure the delivery of these initiatives.

2010/2011

2011/2012

Q1

Q2

Q3

Q4

Q1

Q3

Q3

Q4

Waiting times reduced to 8 weeks for initial
appointment for CAMHS

5

Waiting times reduced to 8 weeks for initial
appointment ASD diagnostic services

5

Intervention service for ASD established

Benchmarking for

-Length of stay for children and young
people who overdose/self harm

-Improved SDQ score for children and Young
People when discharged from CAMHS

Targets established end Q3 2010/2011
-Length of stay for children and young
people who overdose/self harm

-Improved SDQ score for children and Young
People when discharged from CAMHS

End of life care at home benchmarking
complete

Reduced stay — inpatients

Reduction in infant mortality in East
Staffordshire

Reduce Childhood Obesity in year 6 children
to 17.5%

Reduce Childhood Obesity in year 6 children
10 17.1%




Infant deaths (under 1) per 1,000 live births

Trajectory for achieving outcome aspirations
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Reduction in infant mortality in East Staffordshire

9.
<

&

—&— East Staffs actual

—e— East Staffs projection

East Staffs draft aspiration

England actual and
projected

1999-2001

2000-2002

2001-2003

2002-2004

2003-2005

5-2007

2004-2006

2

Period

2006-2008

2007-2009

2008-2010

2009-2011

2010-2012

2011-2013

Outcome aspiration
setting rationale

No specific annual target
was previously set for
WCC. The target was for
reversing the downward
trend

This draft aspiration is
based on becoming
statistically similar to
England by WCC year 7.




5.2 STRATEGIC GOAL 2: INCREASE LIFE EXPECTANCY AND REDUCE HEALTH INEQUALITIES
Why is it a goal?

Nationally life expectancy has improved year on year for the past ten years, however there are still marked differences
amongst those who are more disadvantaged. Health inequalities still exist resulting in poorer health for those who are
more disadvantaged. In some areas the gap between those who have the best and worst health is continuing to widen.

There is national recognition reflected in the performance and quality assurance frameworks for PCT’s that the
government wants a stronger focus on improving the health of those living in areas with the worst life expectancy.

In South Staffordshire life expectancy is 79 years, which is similar to the national average, however there are variations
across the county. Life expectancy for males is higher than the national average, however it is lower for females.
Tamworth is a spearhead area (so is included in the national targets). In Tamworth life expectancy has increased for
males and is now higher than the national average but for females it has decreased. In Cannock Chase life expectancy
is lower in males and females than the national average and the gap is widening. In East Staffs life expectancy in
women is lower than the national average and the gap is widening.

In addition some specific wards have significantly lower life expectancy when compared to England. Improving the life
expectancy of those living in these areas would reduce both premature death and disease and improve quality of life.

Some diseases impact more greatly on life expectancy and include circulatory disease, cancer and respiratory
conditions. Interventions that would be beneficial in reducing the gap in life expectancy include smoking cessation,
therapies and lifestyle changes for those with cardiovascular disease, early detection of cancer and the management
and prevention of respiratory and alcohol related diseases.



The PCT has prioritised an ambitious programme for primary and secondary prevention, which aims to increase life
expectancy across the population and particular in areas of greatest need and to groups who have lifestyle risk factors.

Specific objectives for increasing life expectancy:

1. Achieve an overall increase in life expectancy from baseline of 2004 - 2006 average = 77.5 years for men and 81.2 for
women.

2. Achieve a 6% reduction in cardiovascular mortality year on year, i.e. 2009/10 = 67.19 per 100,000 population;
2010/11 63.2 per 100,000 population.

3. Achieve year on year reduction in gap in life expectancy  between England average and areas where it is widening
(Tamworth and East Staffordshire females and Cannock males and females) .

4. Reduction in prevalence of obesity from baseline of 26,500 adults.

5. Reduction in prevalence of smoking from baseline of 114,000 adults.

6. Reduction in rate of growth of alcohol related hospital admissions  (increasing by 15.7% per annum).

7. Increase the number of adults participating in sport  or active recreation from 20.3% to 25.3%.

The overall impact of the Public Health Five Year Plan to increase life expectancy.

2010/11 2011/12 2012/13 2013/14
la Life expectancy (Males) 78.51 78.92 79.33 79.74
1b Life expectancy (Females) 81.56 81.72 81.88 82.04
2a Health inequalities (Males) 6.86 6.82 6.78 6.70
2b Health inequalities (Females) 6.20 6.10 6.00 5.90

The following strategic initiatives will address these specific objectives.



STRATEGIC GOAL 2—- INCREASE LIFE EXPECTANCY AND REDUC E HEALTH INEQUALITIES

Implement the Public Health Five Year Plan ‘Mind the Gap" 455 Increase Life Expectancy
to tackle lifestyle issues on obesity, smoking, alcohol, mental health | / Reduce Gap, CVD,

and screening to support people to stay healthy (links to Patient % % %&% Alcohol Admissions and
experience, LTC and Mental Health initiatives). Cancer

Activity Required Resources Metrics to be used for measuring success
(Workforce, Estates, Providers, Finance)

Implement health trainers. Workforce and services. Increase Life Expectancy.

N.B £50k allocated to infant mortality Number of health trainer referrals.
Develop social marketing campaigns to Number of people who stop smoking at four weeks .
promote a culture of self care and to _____ Physical activity in those currently inactive over five
increase access to immunisation and years.
screening. B B> B> B> B> Reduce smoking prevalence.

Hospital admissions for alcohol related harm .

Implement lifestyle programmes. The prevalence of adult obesity.

B B> B> B> B> Inequity in uptake of screening and immunisation.
Develop and implement mental health N.B Financial benefit of tobacco control is being
promotion strategy. reviewed by QIPP team

Health trainers will see 9,360 referrals per year. Social marketing campaigns to reduce alcohol, smoking, obesity and increase
breastfeeding, Physical activity and improve mental health will be delivered through the smoking cessation services, the number
of smoking quitters at four weeks will be 3,773. An additional 2,000 people from Cannock Chase and Tamworth will also access
smoking cessation services. Reduce smoking prevalence over a five year period from 23% to 18%. There will be a reduction in
the prevalence of adult obesity by 2% over the five years. Reducing the year on year increase in the hospital admissions

for alcohol related harm over the five year period (rate of 2,350 per 100,000 population in 2013/14). Increase the number

of inactive adults to participate in physical activity by 10% over the next five years, equating to 44,780 more people equitable
uptake of screening and immunisation across the PCT.

The aim of the Five Year Plan is to reduce inequalities through the reduction of cardiovascular disease and to promote a culture
of self help. The plan aims to improve the health of the worst by targeting interventions initially in areas where health outcomes
are worst. The plan will improve access to services for groups most at risk by using social marketing techniques and promoting
a culture of self help that fosters positive mental well being.

Social marketing work will ensure engagement of targeted populations so that services and interventions are appropriate to need
lack of ‘potential providers’ from which to commission services will be addressed through work with SPs and local partners to
promote the five year plan and primary prevention through the public health department and district public health leads.

Gaps in service provision will require us to work with partner agencies and voluntary sector to promote need for additional
services e.g. smoking tariff and expert patient tariff. Lack of engagement of general public in self care agenda will be addressed
through social marketing work and work with partner agencies to promote ‘healthy lifestyles’.




STRATEGIC GOAL 2 — INCREASE LIFE EXPECTANCY AND REDU CE HEALTH INEQUALITIES

Reduce mortality from Cardio Vascular Disease #$$
(Links to staying healthy, LTC and Dementia initiatives)

Reduce death rate
from CVD

Activity Required Resources Metrics to be used for measuring success
(Workforce, Estates, Providers, Finance)

Year 1: Implement a CVD risk Primary care GP’s and Practice Nurses, alternative service to Number of patients CVD risk assessed and
register and intervention support primary care in high risk approach, performance and managed within PCT performance (quality)
programme across South quality management, workforce development, commissioning of indicators.
Staffordshire. lifestyle services. Number of patients from deprived areas

A population based approach needs commissioning, finance and | CVD risk assessed and managed.
Implement thrombolysis action IT systems support, performance and quality management, Number of patients successfully completing
plan and primary angioplasty estates (rooms for delivery), trained provider workforce to deliver | |ifestyle programmes.
protocols. and pathology support. Monitor reduction in:

» excess bed days from 08/09 baseline by

Vear 2-5: Develop cardiac 1 1 T | e
strategy and roll programme out « length of stay from 08/09 baseline (14.6)

across whole PCT. B B B B B down to 11 days by 2013

» CVD premature mortality by 1% from 08/09
baseline by 2013

The CVD risk programme will result in the avoidance of 181 CVD events (including 41 deaths) annually.
It is anticipated to have the effect of reducing approximately 2,500 acute bed days.

The programme will indentify and manage high risk individuals across the PCT. Translated versions of the national
materials area now available. Additional support to primary care to implement the programme is being prioritised
in the first instance, to those areas of the PCT localities where there is the greatest inequality.

Lack of engagement in primary care delivery will require the PCT to tender for alternative service providers. Lack of
engagement by the population at risk will require a proactive social marketing and engagement approach. Targeted
communication of information provided to individuals with their appointments and the use of potential social marketing
Techniques to sustain take up in 2010 and 2011.

Lack of engagement of individuals in measures to reduce risk will require ongoing review and development of lifestyle services
and social marketing work on healthy lifestyles.

Funding will be secured for a population based programme as the PCT has identified that improvements with CVD outcomes
will remain one of the top three highest priorities for investment.




Capacity to deliver

The CVD risk management programme is initially targeted to high risk individuals, using risk stratification software from MSDi it is
anticipated that approx 24,000 new high risk individuals will be identified across the PCT. In total there are an estimated 44,000
high risk individuals across the PCT (these will either be already known or not detected by MSDi). This equates to an average of
240 new high risk and 440 total patients per practice. Practices have been offered a LES to cover the period 09/10 and 10/11.

2009/10 2010/11
Q4 Q1 Q2 Q3 Q4

All practices known to be signed up / refused
LES

20 practices across the PCT offered individual
support for LES delivery

Additional training provided to practices

Contract agreed with provider arm for alternative
service for those not delivering LES

Total 1,000 risk assessments offered

Next 30 practices across the PCT offered
individual support for LES delivery

Alternative service in place and delivering

Cumulative total 3,000 risk assessments offered

Plans developed for population wide programme

Remaining practices across the PCT offered
support for LES delivery

Cumulative total 7,000 risk assessments offered

Funding agreed for population wide programme

Cumulative total 12,000 risk assessments offered

Tendering for population-wide programme, to
commence based on funding

Cumulative total 17,000 risk assessments offered




Strateqy in_action

Bob is a 52 year-old, overweight, inactive smoker who drinks too much. He is just one of 350,000 adults in with lifestyle
and health risk factors. Bob was identified as a CVD and diabetes risk using the GP data system and risk stratification
tool. His GP is concerned about his blood pressure and cholesterol so starts medication but he also talks to him about
his weight, smoking and alcohol.

The GP refers Bob to a health trainer who spends time working with Bob to make some changes to his lifestyle. Two
weeks in to the programme Bob has lost 4lbs and the next 3 months, with support from the health trainer, loses another
stone, walks three times a week and has decided to give up smoking.

After 12 months, Bob is back for a review with his GP. He has lost 3 stone, exercises regularly, stopped smoking and
drinks moderately. His blood pressure and cholesterol are well under control and his risk of diabetes has reduced.

Transformation Change To Increase Life Expectancy

Through the prioritisation process, the PCT has committed some £5 million investment towards ‘Improving life
expectancy’ over the next 2 years.

All patients between 40-74 will be assessed for modifiable cardiovascular risk by their GP, using a predictive modelling
software which will identify patients with >20% risk of developing CVD in next 10 years. These patients will then be
referred on to the Lifestyle Modification programme. This is a package of lifestyle interventions to reduce smoking and
alcohol consumption, increase physical activity and improve nutrition resulting in a reduction of cardiovascular disease,
obesity and diabetes amongst adults and children.

The PCT, in line with national strategy, has also committed to increase provision of a number of screening programmes
including widening of the breast screening programme, HPV programme to vaccinate teenage girls against cervical
cancer and screening for antenatal sickle cell for newborn and implementation of a bowel screening programme.




Trajectory for achieving outcome aspirations
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5.3 STRATEGIC GOAL 3: IMPROVE ACCESS TO SERVICES

Why is it a goal?

In a 2008 telephone MORI poll of South Staffordshire residents, people cited waiting times in A&E as one of their top three
areas in need of improvement. By introducing alternatives to hospital based care, we will be directly responding to

concerns raised by local people.

Up to 40% of people attending A&E with a minor injury or iliness could be cared for by local primary care or neighbourhood
teams.

Our urgent care system is fragile and susceptible to slight changes in demand which then generate e.g. delayed discharges
from hospital, delayed turnaround times for ambulances bringing patients to A&E, long waits for patients in A&E or hospitals
not being able to accept all their planned and unplanned admissions consistently.

Specific objectives to improve access:

1. Achieve a reduction in non-elective hospital admissions  of 10% by 2013.

2. The following strategic initiatives will address these specific objectives.



STRATEGIC GOAL 3 - IMPROVE ACCESS TO SERVICES

Strategic

Initiative 6

Activity

Intermediate care to manage patients closer to home
through integrated health and social care teams
(links with LTC initiatives)

Required Resources
(Workforce, Estates, Providers, Finance)

Link to WCC

outcomes 1,8

Reducing the gap in Life
Expectancy / Cancer Mortality
Rate

Metrics to be used for measuring success

Year 1: Integrated health and social care
teams to support Case Management
(Strategic Initiative 9). Supported discharge in
West. Frail elderly consultant in the
community. Integrated, Intermediate care
ward in community setting (Littleton ward).

Year 2-5: Falls prevention East, A&E
Screening East and integrated support
workers.

Pivotal to the success of care closer to home,
the hub will provide direct access to a range
of Primary/Acute services by Health care and
services users alike.

Strong Clinical leadership to support safe and
effective services closer to home and
including integrated non-medical response
teams.

Integrated Support Workers (ISWs) roles
10 specialist and 20 generic.

09/10 10/11 11/12 12/13 13/14
Cumulative Investment (£1,000s)

£933 £3730 £4155 £4686 £4686
Financial Benefits Realisation
£0 £3641 £5583 £6277 £6277

Percentage reduction in length of stay for
non elective admissions.

Percentage reduction in A&E
attendances.

Number and percentage of people cared
for in their own home using PIP data as
measurement tool.

Percentage reduction in non elective
admissions from care homes of 25% by
year 2.

Impact

Equality
Assessment

Risks to
delivery

Achieve a reduction in non elective admissions of 10% by 2013. 9184 more patients will receive care closer to
home rather than in a hospital setting.

Integration of teams is being worked towards across the PCT to support and enable the PCTs model of care which
aims to deliver safe and equitable care across the PCT

The vision for integration may not be shared by all partners and this will impede implementation and affect delivery
of services. This will be mitigated through sustained strong leadership and partner engagement and involvement.
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Transformational Change To Improving Access to Serv ices
Through the prioritisation process, the PCT has committed some £8.9 million investment towards ‘Improving access to

services’ over the next 2 years. This includes investment in intermediate care, primary care access to GPs and
dentistry.

Intermediate Care:

Intermediate care is key to implementing the PCT’s model of care which will enable patients to be safely treated in the
community, rather than being admitted to secondary care. In addition it will help them through the healthcare system
in a more timely fashion by providing supported discharge. A number of services will be implemented to this end
including integrated health and social care teams to both assess and deliver health care, for which a new staffing
group is being developed with the University. This staff group (Integrated support workers) will be able to undertake a
range of practical tasks for patients including basic wound care, shopping, filling out benefit forms, ordering basic
equipment etc. There will be a falls prevention services which will provide inspections of patient homes with remedial
work to remove or reduce the hazards that pose a risk of falls, increased medical leadership for care of the elderly.

A&E:
In A&E patients will be triaged by GPs and other clinical staff to the most appropriate service which may be in the

community/primary care.

Primary Care Access:

The Darzi Centre opened on 1st April 2009 which is a 7 day a week, 8am - 8pm service 365 days per year. A further
GP practice will be opening in Essington for April 2010 to provide additional GP capacity. The PCT has procured 4
new dental practices (Gnosall, Burton, Tamworth and Burntwood) which open February 2010 accepting all categories
of NHS patients and some 9,000 units of dental activity have been commissioned in 2008/2009, this will increase by
2% year on year. Two new pharmacy practices have also been agreed for opening in 2009/2010.



Strategy in Action

Mr & Mrs A are an elderly couple who were living in a two bed terraced house with their son who has learning
disabilities. They had no central heating and the only means of heating was a coal fire. Mr & Mrs A were worried about
their deteriorating health due to their accommodation and the accompanying problems this incurred.

Mr A is the main carer for his wife who has heart trouble and arthritis. Mr A has arthritis, mobility problems and giddy
turns. Their son has Down’s syndrome and suffers poor mental health.

Mrs A was unable to climb the stairs due to her health and had to sleep on a chair in the lounge. Mr A was only able to
climb the stairs by crawling up on his hands and knees, and had great difficulty getting the coal in from outside to make
up the fire.

The family’s local councillor contacted ‘Health Net” who approached the housing provider on behalf of the family
explaining the full circumstances of their health issues. Additional points were subsequently awarded and the family
were offered a bungalow within 6 days. ‘Health Net’ then referred their case to the Department of Work and Pensions for
a full benefit check, resulting in an additional £2,400 per annum.

Imminent health crises and unscheduled admission to hospital were averted for all three members of the family.

Capacity to Deliver

The Sustainability Tool (Institute of Innovation & Improvement) has been utilised with an independent assessor to
establish current strengths and weaknesses within the project. The sustainability scoring was 55-59.6 (the closer to 100
the stronger the sustainability rating) which indicates that there is optimism the project will be sustainable. Our capacity
strengths include senior leadership engagement and ability to deliver benefits beyond helping patients. To ensure
sustainability we will focus on improving clinical engagement, staff involvement adaptability of improved processes and
infrastructure.

Immediate actions to support this are being made and the Provider Arm is supportive of the model. Provider services
have been involved in previous work to develop ISWs and are active members of the ISW task groups. There is now a
need to confirm and commence a programme of work with the teams as soon as possible through the Care out of
Hospital programme and where in the West of the PCT teams are co-locating and therefore beginning the journey
towards integration. This will provide an opportunity to utilise the range of evidence based tools and methodologies to
support integrated working, blurring professional boundaries and develop a patient- centred, inter-professional and
competence based approach to workforce design



Delivering Improvements:

QIPP How Measured by
Quality Meeting patient and carer needs, with more personalised care delivered by fewer people. This is absolutely Patient questionnaires
fundamental to the design of the ISW role and a direct response to requests from patients and carers.
The ISW role designed in 2004 is now being taken forward due to facilitating cross organisational
Innovation agrc_eements, building on previ_o_us Iea_rning so posts now more robust and structures_ and processes can be
designed to ensure sustainability. This is an important example for workforce redesign which is a key
component of successful service innovation
Productivity Workforce redesign is key to improved productivity by ensuring staff have the right skills to meet the needs Task delegation
of patients at each stage of their pathway. Providers need to improve capacity to realize changes and enable (Qualified to ISW)
shift from current workforce profiles to new more flexible and productive arrangements and to ensure that Time released for
staff are working to their highest competency levels with capability and confidently delegating tasks to qualified staff
others. This is a longer term solution rather than a ‘quick win’, requiring coaching and motivating for staff and Use of additional capacity
financial modellng for different options. by qualified staff or
reinvestment of savings
Prevention A key commissioning objective is avoiding hospital admission and thereby preventing unnecessary timer in Reducing LoS

hospital. Apart from the emaotional issues of time within the hospital settings for patients and cares, there is a
significant impact on additional loss of function for patients with LTCs as they quickly become more
dependant once within that environment, with implications for additional enablement/rehab on discharge.

eg # NoF ;7 daysto 5

The table below shows the key milestones that will measure the delivery of these initiatives

Milestone

2010/2011

2011/2012

Q1 Q2 Q3 Q4 01 Q3

Q3 Q4

Clear consensus from all organisations about
the proposals for integration across health and ©
social care teams

Team development work to support integrated,
inter-professional and patient-centred models
of working commences as part of the COH
programme, TCS and other team development
emerging through clinical pathway initiatives ()]

Activity and task analysis workshops can be
held to enable competency based workforce
modelling with assurance to staff of safe

practice and appropriate supervision ()]

That new support worker posts are all

considered as potential ISWs through patient
and clinical pathway approach to designing the ()]
Job Descriptions and competencies

Recruitment of wte ISW 7 20 20 20
Admissions avoided to A&E from community 21
Admissions avoided to acute beds 14 40 40 40

120 200 200




Trajectory for achieving outcome aspirations
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5.4 STRATEGIC GOAL 4: QUALITY OF PATIENT EXPERIEN CE
Why is it a goal?

The final report of NHS Review ‘High Quality Care for All’ has put fresh emphasis upon quality being at the heart of
everything the NHS does.

In a 2008 telephone MORI poll of South Staffordshire residents, people cited cleanliness of hospitals, access to an NHS
dentist and as two of their top three areas in need of improvement.

The NHS constitution (consultation due to conclude 5th February 2010) proposes new rights proposes new patient rights
to treatment within a maximum of 18 weeks from a GP referral and to be seen by a cancer specialist within 2 weeks from
a GP referral, or where this is not possible, for the NHS to take reasonable steps to offer a range of alternative providers.

Specific objectives to improve the quality of the p atient experience:

» Make ‘quality ’ the organising principle for the NHS in South Staffordshire

» Reduce healthcare acquired infections

* Implement the national Cancer Reform Strategy

» Ensure all national targets for access to health services are met (e.g. maximum 18 week wait from referral to
treatment, extending GP Practice opening hours)

 Ensure that all residents who want access to a local NHS dentist can find one conveniently

The following strategic initiatives will address these specific objectives.



STRATEGIC GOAL 4 — QUALITY OF PATIENT EXPERIENCE

Strategic

Initiative 7(a)

Activity

Improve access to services in primary care (Links with
LTC, prevention, mental health, end of life initiatives.)

Required Resources

Link to WCC

outcomes 3,7,8

Deaths at home/ patient
experience / cancer mortality

Metrics to be used for measuring
success

Improve access to primary care by increasing
the number of GP practices opening hours
above the current level of 65%.

Maintain provision of the health and well being
centre providing a GP surgery 8am to 8pm 7
days a week 365 days a year for walk in
patients living in South Staffordshire as well as
for patients registered with the practice.

Increase access to dental services via
commissioning new Dental services in Burton
upon Trent, rural East Staffordshire and
Tamworth and Cannock. Implement redesigned
care pathways for orthodontics.

Year 2-5: Improve efficiency and impact of
prison dental services

(Workforce, Estates, Providers, Finance)

Additional funding for Dental service 2009/10 - £1.2m,
no additional funding for 2010/11. The additional

funding is above the PCTs base funding of 29m for all
dental care. No additional funding from 11/12 onward.

09/10 10/11 11/12 12/13 13/14
Cumulative Investment (£1,000s)

£870 £1,230 £1,230 £1,230 £1,230
Financial Benefits Realisation
£0 £75 £75 £75 £75

N.B Financial benefits of improving access to primary
care services will be addressed through the QIPP
programme. Initially 1000 A&E visits are likely to be
saved across the PCT through access to a Dentist in
primary care. Need to also quantify saved GP
appointments

73% of GP practices offering extended
hours.

GP satisfaction and patient satisfactions
guestionnaires where return rates
exceed 30% and an 80% positive return
is received by year 1.

Increase the number of People
accessing NHS dental care by 31st
March 2010 - an additional 32,026 (total
of 338,162) 31st March 2011 - an
additional 48,939 (total of 355,075).

Equality
Assessment

Risks to
delivery

73% of the population are able to access extended hours with their GP and the health and well being centre
provides an additional GP surgery. 5,500 more patients will be registered with a GP.

An extra 13,394 patients will have access to NHS dentistry. 200 patients in Tamworth (priority area) will be treated
locally in Primary orthodontic services to reduce demand in Acute services. 90% of patients on admitted and 95%
of those on non admitted pathways will receive treatment within 18 weeks.

Part of the funding for dental care will be directed towards improving access to NHS dental care in minority ethnic
areas in Burton on Trent Extended hours are offered in all towns and rural areas across South Staffordshire to all
patients including minority ethnic groups

Access - Practices do not wish to provide extended hours and PCTs plan to use other measures is not met
Dental - Insufficient new patients register for NHS dental care .
Risk will be mitigated by ongoing communications campaign targeted at hard to reach groups and private patients
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STRATEGIC GOAL 4 — QUALITY OF PATIENT EXPERIENCE

Strategic
Initiative 7(b)

Activity

Year 1(09-10)

*Maintain 18 week wait for consultant led services
in all specialities.

*Maintain achievement of 2 week wait & 31/62 day
waits for cancer treatment.

*Prepare for entitlement for 18 weeks by ensuring
plans are in place to validate and treat backlog
Year 2-5

*Extend 18 week wait from referral to treatment to
non consultant specialties.

*Managing demand for secondary care in
challenged specialities - Dermatology and T&O
prioritised by the PCT for Year 2 based on analysis
of SAR values for outpatients.

*Achieve 2 week wait for all breast surgery
referrals

*Driving further improvement in patient experience

Improve access to services in community and
secondary care (Links to LTC initiative)

Link to WCC
outcomes 3,7,8

Required Resources

(Workforce, Estates, Providers, Finance)

*Development of business plans to support
alternative pathways to reduce demand on
secondary care e.g. community dermatology
services

*Development of capacity and capability to deliver
alternative pathways e.g. training of GPWSI

sImplementation of map of medicine

*Ensuring sufficient capacity is commissioned and
delivered in order to meet demand, particularly in
non consultant specialities (e.g. CAMHS,
psychological therapies, AHP services) and to deal
with any backlog by April 2010

*Development of a mechanism to identify patients

approaching breach date with no DTA in preparation
for entitlement to 18 weeks.

Patient Experience /
Cancer Mortality

Metrics to be used for measuring
success

*Achievement of National 18 week and
cancer targets

*Reduction in GP referrals to identified
challenged specialities.

*92% of patients being admitted on the
day of their operation by April 2011.
*Reduction in provider instigated
cancelled operations by 20% from
2008-09 baseline by April 2011.

*90% of patients who book via C&B
able to book their appointment first time
appointment first time via C&B
*Reduction in Hospital Acquired
Infections

eImproved patient experience as
measured by national survey.

Impact

Equality
Assessment

Risks to

delivery

Patients on cancer and benign pathways will receive treatment within timescales laid out in national operational
standards. The quality of patient experience will improve.

Achieving 18 weeks and cancer targets will reduce inequalities by addressing the variations in waiting
times between health care providers across the PCT.

eLack of robust data in community services. Mitigation — development of systems and process to monitor waiting times.
«Inability to reduce demand on outpatient services. Mitigation — Partnership with acute and community providers and
PBC to review demand management strategies.
Affordability of additional capacity required to maintain/meet 18 weeks. Mitigation — Prioritisation of expenditure
against key targets. Displacement of elective activity by emergency demand Mitigation — Urgent Care work stream
activities to reduce demand.
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Capacity to Deliver

The PCT is achieving the 18 weeks referral to treatment target within its current acute capacity and plans are in place
to increase primary care capacity. The PCT has reviewed waiting times and impact of triage at its 5 prison services
and established interim provision. A new model of service is being developed and services will be tendered in 2010.
Additional capacity in Public Health, commissioning and finance is needed to ensure the PCT has competency in
commissioning this service area.

The table below shows the key milestones that will measure the delivery of these initiatives.
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STRATEGIC GOAL 4 — QUALITY OF PATIENT EXPERIENCE

Strategic

Initiative 8

Activity

Local implementation plan Cancer Reform Strategy
(Links to Improving access and End of Life initiatives)

outcome 8

Required Resources

(Workforce, Estates, Providers, Finance)

Links to WCC

Cancer mortality rate

Metrics to be used for measuring
success

To facilitate patient access to cancer services
which are NICE IOG compliant.

Year 1:

*Promote healthy lifestyles

*Achievement of Cancer Vital Signs
*Achievement of Smoking Cessation Targets

«Achievement of Cervical Screening 14 day
cytology turnaround

*Achieve 31 day standard to cover all
radiotherapy departments

Year 2-5:
eIntroduce HPV vaccine
*Reduce cancer mortality rates in every area

Partnerships working between Networks PBC,
clinicians, the third sector, patient groups and the
Healthy Lifestyle Service to implement the strategy
and contribute to the National Cancer Survivorship

Initiative. Cancer Strategy Manager.

09/10 10/11 11/12 12/13
Cumulative Investment (£1,000s)

£1,178 £1,178 £1,178 £1,178 £1,178

Financial Benefits Realisation
£0 £ £ £ £

The NCAG report suggests cost impact assessment for
acute oncology= five year saving of £71,372 per 100
thousand population. For SSPCT this would equate to
£428,232 over 5yrs.

Extended life expectancy for
patients.

Lower morbidity amongst
survivors of cancer.

HPV uptake.

Increased uptake of cancer
screening services.

Compliance with NICE
Improving Outcomes Guidance.

Impact

Equality
Assessment

Risks to

delivery

Reduction in mortality rates from 110.1 in 2009/10 per 100,000 population to 108.8 per 100,000 population in
2010/11. The lower mortality rates will lead to a reduction in the number of referrals to secondary care. Work is
underway to quantify the role of the Lifestyle Service in reducing hospital admissions.

The implementation of a PCT wide initiative for Cancer services will lead to the identification of inequitable
outcomes and allow targeted work to be undertaken to address the inequalities.

Mortality and morbidity will increase if the Cancer Reform Strategy is not implemented. There will be a detrimental
impact on secondary and primary care services and poor patient experiences and outcomes. The PCT has
demonstrated its commitment to improving cancer services by funding the post of Cancer Strategy Manager who will
lead the implementation of the Cancer Reform Strategy. The PCT has also agreed public health 5 year plan

“Mind the Gap” which also supports delivery of this initiative.

85




Strateqgy in Action

Mrs G is a 56 year old married lady with two children both in their early twenties. During her routine breast screening a lump
was identified in her left breast. She was referred by her GP to a Specialist for removal of the lump. Following investigation the
lump was found to be cancerous.

Mrs G commenced chemotherapy, followed by a course of radiotherapy. Prior to her being diagnosed with breast cancer,
herceptin had been in the news headlines. After reading extensively all the information surrounding the drug Mrs G visited her
GP to find out if this drug would be appropriate for her. The GP referred her back to the consultant where further discussions
were held. Having received information about her suitability to be prescribed herceptin, she was able to make an informed
choice to request the drug.

Mrs G was fully involved in the decision making process surrounding her care and was cared for by a multidisciplinary team
who respected her requests. Mrs G is now making good progress and is busy planning her daughters wedding, with the
knowledge that she has been given the best possible care and treatment available and hopefully, prevent the cancer returning.

Strategy in Action 2

Following the introduction of the HPV vaccine into the national immunisation programme, Sarah aged 13 was called to receive
the vaccine. Consent was given by Sarah and her parents.

The vaccination was given with minimal disruption to Sarah, as the PCT has established an Immunisation Team who visit local
schools to deliver the HPV vaccine. Sarah received the 3 separate doses and each time was immunised by the same
person. This offered Sarah continuity and made subsequent vaccinations less daunting.

Collected data demonstrates an uptake of the vaccine for year 8 girls to be 91.5% for the 1st immunisation, 90.3% for the 2nd
and 81.4% for the 3rd.

The value of the vaccine will not become evident for approximately 12 years. It is anticipated the prevalence of cervical cancer
will be reduced, and lead to a subsequent drop in the mortality rate for cervical cancer.




Capacity to Deliver
There is a good partnership working and engagement across the health economy with all stakeholders to deliver the

Cancer Reform Strategy. This will be strengthened through the leadership of the PCT, its 5 year “Mind the Gap” plan
and through the dedicated appointment of a Cancer Strategy Manager.

The table below shows the key milestones that will measure the delivery of these initiatives:

Milestone 2010/2011 2011/2012

Q1 Q2 Q3 Q4 Q1 Q3 Q3 Q4
Achievement of Cancer Vital O o
Signs
Achievement of Smoking O O

cessation targets

Achievement of cervical @)
screening 14 day turnaround

Promotion of healthy lifestyles @)

31 day standard for all O
radiotherapy departments

90% uptake of HPV vaccine @)

Reduction in cancer mortality O o)
rate year on year
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5.5 STRATEGIC GOAL 5: IMPROVE CARE FOR PEOPLE WIT H LONG-TERM CONDITIONS
Why is it a goal?

5% of patients are estimated to take up 49% of hospital bed days. By better management and identifying people at risk of
hospital admission earlier we could make a huge difference to people’s health and avoid the costs of unnecessary hospital
admissions.

8% of the population suffer from a long-term condition (approximately 50,000 people in South Staffordshire). The ageing
profile of our population will lead to more demand on hospital services if not addressed.

The National Sentinel Stroke Audit revealed that the quality of stroke care in South Staffordshire had room for improvement
and that too few patients were experiencing the recommended care pathway. There is good evidence of effective
interventions which can limit the harm caused by long-term conditions.

There are over 7,000 people suffering from Dementia in South Staffordshire now, but by 2017 that will be over 10,000 and
by 2027 over 13,000. Currently there is no provision of a dedicated ‘Dementia service’. This leads to many unnecessary
challenges and issues for people with dementia, and their carers. A noticeable absence of any advanced care planning is
evident for end of life care for people with dementia. Only 40% of the expected prevalence of dementing illnesses is
recorded in General Practice.

Specific objectives to improve care for people with long term conditions:

1. To identify people who are in need of help  to prevent them becoming ill and also those who suffer the effects of
deprivation

To put individuals in control  of their lives

Provide services that are proactive rather than reactive

Reduce length of stay when hospital admission is required

To work in partnership with other agencies

arLON

World Class commissioning Outcome for Dementia:

H To double the number of patients on primary care dementia registers and double the number who have a care plan
reviewed annually as part of the annual care review

H To increase the numbers of patients with a comprehensive care plan

The following strategic initiatives will address these specific objectives.



STRATEGIC GOAL 5 - IMPROVE CARE FOR PEOPLE WITH LONG TERM CONDITIONS

Strategic
Initiative 9

Activity

Year 1: Integrated health and social care teams to
support Case Management, Supported Discharge
and Intermediate Care Ward in West.

Commence risk stratification project.

Host NHSWM appointed Tele-health project
manager and develop business plan for SSPCT.

Year 2 -5: East and West

sImplement Risk Stratification to identify ‘High risk’
population utilising NHSWM procured
BUPA/Health Dialogue tool

*Review Tele-healthcare business plan against
QIPP and local priorities

sIncrease numbers of practices involved in Met
office healthy outlook, COPD service

*A&E Screening

sImplementation of a PCT wide HUB
*Falls prevention

Elderly care Consultant (East)

Case management for long term conditions
(links to improving access, staying healthy,
mental health and End of life initiatives)

Link to WCC
outcomes 1,
4,7

Required Resources
(Workforce, Estates, Providers, Finance)

Case managers.

09/10 | 10/11 11/12 12/13 13/14
Cumulative Investment (£1000s)

£225 £1,299 £1,623 £2,029 £2,029
Financial Benefits Realisation
£ £654 £682 £820 £820

(Further work is being undertaken by the
QIPP team to further quantify financial
benefits realisation)

Reducing gap in life expectancy/ patient
experience/ deaths from cardiovascular
disease

Metrics to be used for measuring success

Number of GP practices participating in
BUPA/Health Dialogue Risk stratification tool.

*Number of avoidable admissions for Chronic
conditions (ACS).

*Percentage reduction in length of stay for non
elective admissions.

*Percentage reduction in A&E attendances.

Number and percentage of people cared for in
their own homes.

*Percentage reduction in non elective admissions
from care homes of 10% by year 2.

eImproved clinical outcomes as per FIM score
reduction in step up admissions.

*Reduction in delayed discharge payments and
long term placements. Reduction in excess bed
days.

*Minimise hospital readmissions within 28 days

Impact

Equality
Assessment

to needs alone.

Risks to
delivery

5-12% of the population will be stratified against the risk of developing long term conditions. Patients with a long term
condition will have a patient held individualised care plans and there will an expanded range of care closer to home
services available. Individuals will be put in control of their own health and those who are in need of help will identified
early to prevent them becoming ill. Partnership working will be strengthened, hospital admissions avoided and

length of stay reduced through active case management of those at risk.

The aging population in South Staffordshire PCT is growing as is the number of people with long term conditions.
By implementing a PCT wide approach to risk stratification, people will be able to assess care and treatment according

The interdependency of the core elements of this initiative will need to be tightly managed and have a clear set of
stakeholders who are all signed up to ensuring delivery. Failure of the initiative will have significant financial impact
resulting in an unaffordable acute care system which is ineffective, unable to progress and of poor quality.
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Capacity to Deliver

It is anticipated that the HUB will be run by a competent provider with prior experience of service delivery and flexibility
to provide a bespoke service to the population of South Staffordshire. The service providers will be indentified on the
basis of skill competency and capacity to provide the service and grow.

The table below shows the key milestones that will measure the delivery of these initiatives:

Milestone 2010/2011 2011/2012

Ql Q2 Q3 Q4 Ql Q3 Q3 Q4

Frail elderly service design o)

Frail elderly service o]
implementation and recruitment of
Consultant

Palliative Care services in place o)

Front end A&E Burton in place o)

Front end A&E Stafford in place o]

Integrated health and social care
teams West o]

Integrated health and social care
teams East o]

CatH team implementation o]

Closure of Beds at MSFT and )
Burton




STRATEGIC GOAL 5 - IMPROVE CARE FOR PEOPLE WITH LONG TERM CONDITIONS

Strategic
Initiative 10

End of Life initiatives)

Activity

Stroke: Year 1: Development by PBC of community stroke
services across the PCT.

*South East PBC — Undertake review of existing Community
Nursing service

eCannock PBC — Commencement in July 2009

*East Staffordshire PBC — Commencement in September 2009

Year 2-5: Roll out across the PCT so that all patients have access
to a community stroke service.

*Seisdon PBC — April 2010
Stafford PBC — April 2010

*South East PBC — Complete review of current team and roll out
service by December 2010

Warfarin: Year 1: PBC working with practices to improve the
uptake of the LES or alternatives.

*East Staffs PBC — March 2010

Year 2-5: Roll out within the community

*South East PBC — April 2010

«Cannock /Seisdon/Stafford models of delivery agreed — 2011
*Roll out to community — 2012

Community stroke care and warfarin monitoring [
(Links to CVD risk, improving access and Link to WCC

outcomes 1,5,7,

Required Resources

(Workforce, Estates, Providers, Finance)

«Community Stroke services to be commissioned
and operational across the PCT.

eLocal enhanced services for Warfarin
monitoring or alternative schemes developed.
<Ensuring that there is sufficient capacity in the
services commissioned.

*Recruitment and training of required staff.
*Performance monitoring support.

09/10 10/11 11/12 12/13 | 13/14
Cumulative Investment (£1000s)

£275 £1500 £1500 £150 £1500
0
Financial Benefits Realisation
£ £ £ £ £

Reduce gap in life expectancy/stroke admissions
9 given brain scan in 24 hours/ patient experience/
mortality rates in East Staffordshire

Metrics to be used for measuring success

- 80% of stroke patients to spend 90% of their
time on a specialised stroke unit

- 60% of higher risk TIA cases to be scanned
and treated within 24 hours

- Reduce excess bed days by 25%

- Reduce readmissions rate: National
readmission rate is 7%. Age and sex
standardised percent and 95% confidence
interval locally 8-9% target to reduce by 1%

- Monitor numbers of patients with AF on
warfarin against national benchmarks

- Increase year on year numbers of people who
have a stroke receiving community
Rehabilitation

Impact

Equality
Assessment

Risks to

delivery

Reduction in the utilisation of secondary care for patients.
Reduction in the average length of stay and reduction in readmission rates for those patients who have suffered a stroke.
Reduction in the incidence and prevalence of stroke.

All patients deemed clinically in need of community stroke services will be able to access them by 2011.
By providing a service that patients can access across the entire health economy of South Staffordshire we will be
contributing to the fight to reduce all age, all cause mortality and morbidity rates.

Capacity within PBC to drive forward the changes to services will supported by the PCT through the Cardiac Strategy Manager and
the sharing of good Practice across PBC clusters. Secondary care providers will be confident that high quality community services
are available through close working and robust contract performance monitoring. Reduction in length of stay will be achieved by
promoting the work of the community services. Sufficient capacity within the community will be maintained through the monitoring
of demand, ensuring maximum productivity and developing discharge and Step Down pathways, and through the integration of
health and social care equipment and staffing. Active promotion of the Warfarin LES will be undertaken to ensure good levels of
take up and alternative provision will be scoped for areas of low uptake.
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Capacity to Deliver

Community Stroke Services already exist in parts of South Staffordshire PCT. Existing community nursing services will
be reviewed and redesigned to ensure coverage across the whole of the PCT.

Milestone 2010/2011 2011/2012

Q1 Q2 Q3 Q4 Q1 Q3 Q3 Q4

Increase percentage of patients
with AF who are on Warfarin O @)
monitoring in the community

Reduce CVD premature
mortality each year by 1% O o)

Provide access for community
stroke service for 100% of
patients who have survived a
stroke. O

Reduce length of stay from
08/09 baseline (14.6) down to O @)
11 days

Reduce excess bed days from
08/09 baseline of £176k by 25 O O
%.

Maintain national readmission
rate at 7%. Local baseline is o o
7%.




STRATEGIC GOAL 5 — IMPROVE CARE FOR PEOPLE WITH LONG TERM CONDITIONS
Strategic

Initiative 11

Activity

Dementia Care- (links to staying healthy, CVD risk,
mental health, improving access and End of life initiatives) Kel¥i(eo]ag[cK0;

Links to WCC

Required Resources

(Workforce, Estates, Providers, Finance)

Increase number of Dementia
patients with care plan

Metrics to be used for measuring success

By 2012 all people with a suspected or confirmed
diagnosis of dementia will access an integrated,
seamless, proactive and high quality locality based
service that encompasses all the expertise to meet
needs of the people with dementia and those of their
carers.

Year 1: - Develop primary care based tender
specification for memory clinics.

*Work with skills for health & Care to develop.
*Dementia Care advisor role.

*Develop/ source training for care home workers and
carers.

*Develop GP e-learning training package with RCGP
Year 2: -Commission services as above.

- 6 band 3 Dementia care advisors

- Memory clinics across the PCT (minimum of 6 in year
2 rising to a clinic in as many GP practices as possible)

- Social work time to be incorporated within Memory
clinic specification

£44 £695 £695 £695 £695
Financial Benefits Realisation
£0 £ £ £ £

(Unmet need- investment will reduce the predicted spiralling
costs of dementia due to rising incidence of disease and
significantly aging population. This initiative will also impact
on secondary care activity. Cost benefits to be quantified by
QIPP team)

1. Increase the percentage of
recorded prevalence year on year.

2. Reduce the percentage of people
with Dementia who occupy excess
bed days.

3. Reduce the prescription of
antipsychotic agents for people with
Dementia and increase the
prescription of acetyl cholinesterase.
4. Reduce the length of stay at End of
Life in residential or nursing homes.
5. Reduce the average time from first
presentation of symptoms to
diagnosis.

social care costs.

Equality

ASEERENEINY - ddressed

Risks to

delivery

from partners

Through a managed and integrated health care approach delivered in primary care, we aim to reduced the diagnosis delay
to ten weeks or less from three years, and prevent people and their families going in to crisis. This will improve the
experiences of people and their carers, the quality of care and reduce the impact of the burden of disease on Health and

We will improve access to services across the PCT bringing care closer to peoples homes. We will target areas with high
prevalence rates and elderly population. The service will ensure the needs of people with Dementia in care homes are

Risk - Funding withdrawn, Mitigation - Ensure the board are informed of the implications and aware of the burden of
dementia illness in South Staffordshire.
Risk - No suitable applicants for Memory clinic tender advert. Involve partners in developing specification, communicate

benefits far and wide. Apply clinical expert advise to proposed tender specification. Re-advertise, incorporating feed back

Risk - GP practices do not sign up for the E-learning despite revalidation credits available. Market benefits through PBC
and Strategic meetings. Deploy Clinical champion for dementia to clinically engage where required.
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Strategy in Action

Mrs F is a 67 year old lady who has been Diabetic since childhood. She has smoked for over 40 years and 10 years
ago was diagnosed with Chronic Obstructive Airways Disease. In recent months she has been admitted to hospital on
two separate occasions with shortness of breath and a chest infection.

Mrs F lives alone and due to her illness finds it difficult to go out and cannot walk long distances. Her only means of
communication with her family is through her home computer and telephone. A neighbour shops and cleans for her
once a week. She feels isolated and lonely.

Following her last admissions, Mrs F was assigned a Case Manager who works closely with her GP. The Case
Manager has worked with Mrs F over the last few weeks and agreed a management and support plan with her. The
Case Manager has also helped Mrs F to understand how to live with her conditions and limit the effects of disease on
her life. Mrs F now has access to a Tele Care Manager who contacts her by phone to provide regular health advice.
She receives health alerts telling her to take action to prevent worsening of her respiratory problems when the weather
changes. In addition she has been put in touch with a lady who lives nearby with similar problems and they speak
regularly on the phone and are planning to visit one another.

Mrs F has requested that as she begins to feel better she wishes to learn more about her iliness through taking a
course. Her care manager has suggested the ‘Expert patient program’

Transformation Change To Improve Care For People with Long Term Conditions

Through the prioritisation process, the PCT has committed some £2.1 million investment towards ‘Improving care for
people with long term conditions’ over the next 2 years.

The PCT stroke strategy sets out a clear pathway for stroke service development over the next five years and beyond.
The pathway takes the patient through proactive primary prevention, covered by the Lifestyle Modification programme,
pre-admission with ambulance services using the FAST assessment, the hyper-acute phase, the acute phase, acute
rehabilitation, transfer home or for further rehab’, and end of life care for stroke and TIA.

The PCT has a Deanery funded workforce transformation manager in post for the next twelve months to look at the
workforce and the necessary competencies to deliver world class stroke services across the whole stroke pathway.




Quality Improvements

The package to deliver early diagnosis of Dementia using memory clinics based in primary care uses Dementia
Advisors to help navigate the system. It is cost effective and efficient through providing early intervention and reducing
the need for secondary care referrals. This innovative model tackles the beginning of the dementia pathway then adds
support for the patient and carer once diagnosis is confirmed. Dementia Advisor will be locally based to provide care
closer to home.

Capacity to Deliver

Primary and community care will additional resources to deliver this initiative, including 6 Dementia Advisors and 2
medics to provide clinical sessions. GP practices will be required to undertake E-Learning.

The table below shows the key milestones that will measure the delivery of these initiatives:

Milestone 2010/2011 2011/2012

Q1 Q2 Q3 Q4 Q1 Q3 Q3 Q4

Increase the percentage of
recorded people with dementia O
on the QOF registers to 80%

Increase the percentage of
people with dementia on the O
QOF registers with a care plan
to x (tbc)
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5.6 STRATEGIC GOAL 6: IMPROVE MENTAL HEALTH AND LE ARNING DISABILITY SERVICES

Why is it a goal?

Mild to moderate mental health issues are extremely prevalent (23% of the population at any one time), causing negative
effects on an individual's mental and physical health. Treating underlying stress and improving coping skills in this group
of mild-moderate mental health problems would lead to significant savings in otherwise unhelpful expenditure.

There is often confusion between different organisations leading to a multitude of potential services and referral
pathways but with lack of clarity how each organisation works or what clinical governance is in place within each set-up.

Older people in South Staffordshire with dementia will increase in number from 7,000 currently to 10,000 by 2017, the
second highest rate of growth in the West Midlands.

People with learning disabilities often have a poor experience of primary care services which acts as the gateway to
screening and treatment, leading to unequal access and treatment, exacerbated by the difficulties that some people
have in advocating for themselves. Some of the health inequality experienced is due to poor recognition of the particular
health needs of people with learning disabilities by the NHS.

Most people with learning disabilities live with their families. Many live with aging parents who are increasingly at risk of
experiencing health problems. Often people living with older carers only become known to services when a crisis
occurs. Large numbers of people are still cared for in institutional settings.

Specific objectives for mental health and learning disabilities:

1.
2.

3.

No

Develop a detailed knowledge and evidence base of services in Staffordshire.

Ensure everyone with mild to moderate mental health problems has access to preventative and primary care  based
services.

Ensure that people with severe and enduring mental health  problems have access to safe, supported services and
that physical health needs are supported.

Address the mental health needs of all individuals in culturally appropriate  ways, tailored to the individual
circumstances.

Develop services for people with dementia which minimise their reliance on hospital-based services or other institutional
care, and ensure 100% of those on a dementia register have a care plan.

Give people with a learning disability more independence, choice and control in their lives.

Deliver more appropriate less socially-excluding services, particularly in respect of accommodation and care



STRATEGIC GOAL 6 — IMPROVE MENTAL HEALTH AND LEARNIN G DISABILITY SERVICES

Strategic

Initiative 12

access initiatives)

Activity

Primary care prevention — mental health care workers
(Links to Staying healthy, LTC, Dementia, Improving

Required Resources

(Workforce, Estates, Providers,
Finance)

Link to WCC

outcomes 6,7

Reduce rate of growth in
alcohol related admissions/
Patient experience

Metrics to be used for measuring success

Year 1: Continue to develop and implement a
range of local primary mental health services

improving access to a range of psychological
therapies, interventions and support, using a

stepped approach.

*Enhance specialist mental health services
through clinical review and redesign to
ensure early intervention and access is at the
heart of service delivery.

Year 2-5: Continue development of primary
mental health capacity using stepped care
approach; strengthen the focus of
psychological support.

40 Primary care mental health workers
and psychological therapies available
in the community. 16 of which are
required to deliver NICE approved
therapies but not exclusively CBT.

09/10 | 10/11 11/12 12/13 13/14
Cumulative Investment (£1,000s)

£460 £1870 £2,12 £2,433 £2,433
0
Financial Benefits Realisation
£0 £768 £922 £1,062 1,062

IAPT Data Quality Metrics Reporting:
* Number of referrals

* Number waiting assessment

* Number receiving treatment

* Number claiming benefit

* Number returning to employment

Impact

Equality
Assessment

Risks to

delivery

Access to psychological therapies will be improved and about 10,000 patients with mild to moderate mental health
problems will have access a primary care mental health service based in or near to the GP practice. This will avoid
52 non elective admissions to secondary care in year one and 70 non elective admissions in year two.

Through the implementation of community development workers, we will target marginalised communities.

The workforce delivering the NICE approved therapies is not within a BACP approved framework, including the
accreditation for the workforce and evidence of appropriate supervision. Commission leads are committed to
delivering the highest levels of clinical quality and are taking regular action with providers to ensure that the
workforce has appropriate accreditation and supervision.
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Strategy in Action 2

Mrs P, a recently widowed 78 year old lady, was depressed missing her late husband and she was also anxious because
she was forgetting things. She was referred to the Community Mental Health Team (CMHT) by CRUSE the
bereavement counselling agency; she was assessed initially by a Community Mental Health Worker (CMHW) who found
she had memory impairment as indicated by Mini Mental State Examination (MMSE).

The CMHW suggested a more thorough assessment in a memory clinic run in the GP practice. She attended the clinic
with her daughter and was assessed using Addenbrooke’s Cognitive Examination (ACE). This confirmed

memory problems, but with re-calling of memaories rather than a failure to make new memories. This and

other difficulties suggested that the problem was not Alzheimer’s disease.

Mrs P had been treated for high blood pressure in middle age but was no longer on treatment. Her memory problems
tended to fluctuate with good and bad spells. This all suggested vascular dementia (brain damage cause by poor blood
supply). She had tests including blood tests, which showed raised cholesterol, a heart tracing, which showed evidence
of a previous heart attack, and an MRI scan which showed changes confirming small vessel vascular dementia.

Mrs P and her daughter were seen again in the memory clinic. She was given the diagnosis and the iliness and its
management was explained. She was prescribed a cholesterol-lowering tablet and low dose aspirin to help her
circulation. She was given lifestyle advice about diet, exercise and the importance of maintaining vascular health. She
was seen at home by the memory clinic advisor a few days later for further counselling, information and advice. The
advisor was able to answer her questions and address her concerns.

She was seen again by the advisor a week later. She was given information about planning for the future including the
option of advance statements and Lasting Power of Attorney. She was told about the local Alzheimer Society, Alzheimer
Café and other sources of support. She was later seen by a psychologist who advised how to make the most of her
memory using specific techniques.

By this time Mrs P and her daughter had been given a lot of information and explanation about dementia, its
management and prognosis and had been provided with emotional and practical support. The vascular risks had been
identified and treated; her GP had arranged routine check up to monitor blood pressure and cholesterol.




Transformational Change To Improve Mental Health An  d Learning Disability Services

Through the prioritisation process, the PCT has committed some £4.3 million investment towards ‘Improving mental health
and learning disability services’ over the next 2 years.

Primary care mental health workers

A primary care mental health service will provide a service for patients with mild to moderate common mental health
difficulties such as depression, anxiety.

Crisis resolution

Additional crisis resolution team to meet home treatment target and better treat patients who present as emergencies.
The development of home treatment would allow, over time, the reduction of inpatient stay and also reduction of bed
numbers. This has been evidenced nationally and internationally.

Dementia

Development of a pathway and appropriate services for dementia in line with national dementia strategy. Will provide a
number of new services (early diagnosis memory assessment services, cognitive stimulation therapy team, pilot of a local
dementia care coordinator service), increased public information and workforce training and development.

Capacity to Deliver

The workforce capacity is in place to deliver this initiative and all PBC clusters have plans to delivery the service by April
2010.

The table below shows the key milestones that will measure the delivery of these initiatives:

Milestone 2010/2011 2011/2012

Q1 Q2 Q3 Q4 Q1 Q3 Q3 Q4

40 Primary Care Mental Health
Workers (IAPT Model) in place o)
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5.7 STRATEGIC GOAL 7: IMPROVE END OF LIFE CARE
Why is it a goal?

6,000 residents die each year in South Staffordshire and for the vast majority of them these are not sudden deaths and
so they would benefit from a planned end of life care pathway that maximises their choice.

Our home death rates were 17% in 2007 (below the national average) rising to 19.5% in 2008. If we assume that this is a
proxy indicator for people expressing choice, then it is a priority for us to increase this figure.

In addition, we are served by 4 adult hospices which provide excellence in end of life care. However, these services have
historically provided services to patients with cancer.

Only 25% of the 6,000 deaths are from cancer and there is therefore a need to improve access to specialist palliative
care for those with COPD, heart failure, dementia, etc.

By 2012 the number of over 65’s will increase by 17% (nationally it will be by 11%) and therefore the number of
anticipated deaths will increase and our services need to grow and change accordingly.

Investment in this area is very important but so is redesign. It is worth noting that over 50% of patients who die in hospital
do so in the first week. This may indicate people are admitted to die. If we reduce by half the numbers of patients
dying in hospital, it would release £4.8m. We need to strengthen the culture and ethos that end of life care is
everyone’s business and dying well is achievable in all care settings

Specific objectives for end of life care

1. Identify appropriate patients as their needs arise and assess them for supportive, palliative and end of life care.

2. All those with advanced life limiting progressive disease will receive high quality end of life care , reflecting their
preferences, maintaining dignity, and promoting self determination.

3.  Ensure timely access to a range of specialist and non specialist palliative c are services appropriate to their
needs.

4.  Increase the percentage of deaths at home from 19.5% to at least 25% of all deaths

The following strategic initiatives will address these specific objectives.



STRATEGIC GOAL 7 — IMPROVE END OF LIFE CARE

Strategic
Initiative 13

Activity

Year 1 — Recurrently fund the End of Life leads / facilitators to implement
elements of national End of Life care programme .Continue to develop locally
sensitive models and supporting programmes. Improve the quality of care
across care settings by delivering the end of life SIP to 28 nursing homes and
the two community hospitals. Improve access of non cancer patients and their
clinical teams to palliative and end of life care, in primary care. Sustain
improvement in GSF patrticipation (91/94) . Support 46 practices, numerous
nursing teams and 23 pharmacies to provide palliative care drug boxes in the
home. Be selected to test the Single Point of Access ‘hub’. Increase adult
hospice funding from 32% to 40% to support equitable access based upon
need.

Year 2-5. Evaluate the nursing home SIP and continue work with the
community hospitals. Strengthen the audit and delivery of preferred priorities for
care. Broaden work force development activity ensuring the four core elements
of education and training are commissioned and delivered particularly related to
OOH providers, WMAS and rapidly responding teams. Increase access to rapid
and intermediate type services .Build capacity in rapid response and basic care
provision to deliver 24/7 dedicated care in the last stages of life. Progress
public awareness and engagement work incorporating user feed back and
experience into plans. Produce updated palliative care directory.

24 hour end of life teams (Links to Intermediate
care, Cancer reform, LTC, Dementia initiatives)

Links to WCC
outcomes 3,7

Required Resources

(Workforce, Estates, Providers, Finance)

Leads/ facilitators Providers of basic care
services. Sufficient specialist workforce capacity.
IT resources and support — develop database,
website and metrics, helpline access. Workforce
— sufficient skills knowledge competence
particularly OOH services including WMAS and
RRT/ intermediate care teams Capacity in
community nursing. Support with project
management — PBC and/or central
commissioning. Performance support-
monitoring and recovery action plan if needed.
Equipment — rapid access essential.

Investment (£1,000s)

£425 £1,700 £1,700 £1,700 £1,700
Financial Benefits Realisation
£218 £539 £765 £1,242 £1,242

Increase the proportion of deaths
at home/Patient Experience

Metrics to be used for
measuring success

Place of death by percentage
and number, per local authority
area and across the PCT.

Increase to proportion of deaths
at home to 25% in the 3 years
from 2009 to 2012.

Audit the uptake of drug boxes
across the PCT and outcomes
achieved for patients and
professionals using or issuing
the boxes.

patients preferred place.

Equality
Assessment

Risks to

delivery

Patients will be supported to enable them to have the choice of dying at home. Over 5 years 780 patients, and an additional 10%
from the 2008/9 baseline will choose to die at home. By 2013 90% of GP practices and community teams will offer access to
palliative care . Medication In the home to reduce crises led institutional admission and increase the quality of care provided in the

Increased equity is resulting from services being made available to those with identified needs for end of life care, rather than
those with a specific diagnosis. High quality services are also being supported across a range of settings.

Working with the in and out of hours providers and WMAS through the End of Life Darzi Group, will raise awareness of alternatives to
hospital and reduce the risk of patients being taken directly to A&E. The PCT Provider service must ensure that there is 24/7 availability
of community nursing to respond to demand especially at peak times. Detailed service specifications will underpin the requirement for all
PCT Provider nursing teams such as rapid response and intermediate care, to deliver general palliative care services, so that support is
Available to patients at all times. PCT commissioners must engage with partners in the Local Authority and other agencies to deliver of
the EoL care model. There will need to be continued raising of awareness and education and a robust workforce development strategy
to ensure non cancer patients are included in EoL care.
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Strateqy in Action

Mary is a 75 year old widow who lives on her own. She has a good social circle of women friends but her family live
away. She has just been diagnosed with cancer and been told she has not got long to live. She very much wants to die at
home but is worried because one of her friends died last year in hospital having first been taken in to a care home. She
remembers her friend saying how powerless she had felt towards the end.

She shares her worries with her Macmillan Nurse who is visiting her for the first time since her diagnosis. The Nurse
listens and supports her, talks through her emotions and worries and tells her about the care plan they will draw up
together which will make explicit her wishes at each stage. They talk about how she might use her friends to help her with
day to day tasks; and how, through her nursing key worker, her health needs will be supported and managed
responsively by both specialist and general nursing care teams.

As the weeks pass, Mary has grown weaker. Carers are coming in every other day but while on her own one day she
stumbles and falls and finds she hasn’t the strength to get up. She has had assistive technology installed in her house
which summons help. Instead of sending an ambulance to take her to hospital, the Rapid Response Team attend. They
conduct an immediate care assessment and put in place a more intensive package of homecare support. Mary’s case is
discussed at the GP Practice the next day and she receives a medication and physical review which puts further
adjustments in place.

As her final days approach, her friends are with her providing basic care and emotional support, while the Macmillan
specialist teams are on-hand to support the carers and ensure Mary’s palliative care medication is available and well-
managed.

She dies, peacefully and pain free, on her terms ,with her friends and family around her at home.

Transformational Change To Improve End Of Life Care

Through the prioritisation process, the PCT has committed some £3.6 million investment towards ‘Improving end of life
care’ over the next 2 years. This includes both development of an end of life service and drugs for cancer and end of life
drugs.

Identified patients nearing the end of their life will have access to fast responsive 24 hour co-ordinated health and personal
/ social care, in their own home, enabling them to have choice about where they are cared for and die.




Capacity to Deliver

Basic care and rapid response funding via the LDP will enable between 72 and 144 hours of additional basic care to be
provided during the end of life period using a flexible approach to care delivery. In addition some capacity will be
released via existing community based teams through re-modelling of intermediate care, rapid response and similar
community teams. An End of Life Lead is in post and responsible for implementing all elements of the national end of
life programme.

The table below shows the key milestones that will measure the delivery of these initiatives
Milestone 2010/2011 2011/2012
Q1 Q2 Q3 Q4 Q1 Q3 Q3 Q4

Increase percentage of patients with AF who
are on Warfarin monitoring in the community (o] o]

Reduce CVD premature mortality each year by
1% 0 (o)

Provide access for community stroke service for
100% of patients who have survived a stroke.

o
Reduce length of stay from 08/09 baseline

(14.6) down to 11 days o] o]
Reduce excess bed days from 08/09 baseline of

£176k by 25 %. o] (o]
Maintain national readmission rate at 7%. Local

baseline is 7%. o] (o]

EoL service specifications and job descriptions
completed o]

Commissioning arrangements for EoL pathway
in place

Phase 1 palliative care drug box audit )
Commence heart failure/palliative pathway pilot
Commence single point of access

Evaluate EoL nursing home service
improvement programme (o]
Repeat audit of GSF for equity of access to
services for non cancer patients

System in place for early identification of
patients in the community who would benefit o]
from early palliative and supportive care




Trajectory for achieving outcome aspirations
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This chapter has explained the detailed initiatives that will underpin delivery of our 7 strategic goals and 10 world class
commissioning outcomes. Each of the 13 high impact initiatives is support by other smaller initiatives that will ensure we

get the best value from investment of our resources.

In summary, our initiatives for delivery of our vision and strategic goals have focussed on up stream prevention, lifestyle
choices and alternatives to hospital based care. These will allow us to tackle the key challenges of reducing inequalities,
increasing life expectancy and improving the quality of the patient experience. We believe this emphasis will continue to
restore confidence in local health care services and allow individuals access to choices of care, tailored to need and as

close to their own home as possible.







6. DELIVERY

This chapter provides an overview of our past delivery performance against each of our 7 strategic goals and
describes the organisational requirements and enablers that will underpin delivery of the strategic plan. It also sets
out how we will manage the risk associated with delivery of the plan and future performance monitoring arrangements.

6.1 PAST DELIVERY PERFORMANCE

In its first full year of operation (2007/08) the PCT performed well, not least in turning round an inherited net financial
deficit of £16m from its predecessor PCTs in to a £4.8m surplus for the year 2007/08. The forecast outturn position
for 2009/10 is 4.5 million surplus.

Other key performance targets which were achieved are:

Area Target PCT Achieved PCT Achieved
2007/08 2008/09

Percentage of admitted
patients treated within 18 85% 86.5% 93%
weeks
Percentage of non admitted 96.7%
patients treated within 18 90% 94%
weeks
Number of patients waiting
over 6 weeks for audiology Tha 2,517 57
assessment
Cancer waiting times All Exceeded Exceeded
Percentage of patients seen 97.82
within 4 hours of attending 98% 98%

A&E




Significant progress has been made against our 7 strategic goals since their adoption in 2007.

Examples include:
1. Improving children’s health

. Increased access to children's community nursing services

. Improved access to physiotherapy services and physiotherapy equipment

. In partnership with Staffordshire County Council we have improved short break facilities and opportunities for children with
disabilities.

. In partnership we have increased access to substance misuse services for young people

. In partnership we have increased access to level 1 CAMHS through training programme and have expanded early
identification and intervention emotional and mental health services

2. Increasing life expectancy and reducing healthin  equalities

. Significant improvements in cervical screening technology reducing the proportion of inadequate smears from 11.8% to

1.3%

A Healthy Living Centre in a Young Offenders Institute was named winner of the World Health Organisation (WHQO) Health in

Prisons Project ‘Best Practice Award’.

3. Improving access

. Achievement of 18 weeks, we were one of the first PCT’s in the country to introduce the digital x-ray archiving system,
PACS.

4. Improve quality of patient experiene

. 29 dental practices — over a 1/3 of all practices - were awarded capital grants to improve services for patients. We have
successfully opened a Darzi centre in Burntwood.

5. Improving care for people with long-term conditi ons

. A redesigned diabetes service is allowing patients to receive their service in a variety of locations including clinics, within
local

pharmacies and supermarkets, supported by specialist diabetes nurses.

. Rolling out the Expert Patients Programme which enhances people’s own skills to self-manage their long-term condition.

6. Improving mental health and learning disability services

. A primary care mental health worker service was brought in to the Seisdon area which had no other services for mild to
moderate depression.

. Consultation has taken place to re-provide the short breaks service for people with a learning disability, currently available in
hospital accommodation, in more appropriate settings.

7. End of life care

. Over 90% of GP Practices are now participating in the Gold Standards Framework which improves support and palliative
care to people nearing the end of their lives

. 19 nursing homes have been engaged in a service improvement programme run by a clinical nurse specialist.



6.2 OUR MODEL OF CARE

This vision of health for the future is underpinned by our ‘model of care’ for South Staffordshire. The model ensures we only
design and put in place health services compatible with our vision. ‘To prevent ill-health and promote long-life and well-being’

The model works to a principle of anticipating and addressing risks to people’s health early, then tailoring responses in
effective, holistic ways.

Strategic Goals

End of Life

Mental Health & Learning
Disabilities

Improving Care for People
with LTCs

Improving Access

e Quality of Patient Experience
* Increasing Life Expectancy

« Improving Child Health

Prevention
Safe & effective
\,\?atlents in control >
Orking with partn®
are closer to hom®e

South Staffordshire Health Economy




The model is based on a ‘pyramid of care’, identifying different levels of need for particular groups. Those in need of an
immediate intervention are at the top of the pyramid (level 3), probably through a statutory service response. Level 2 looks
at the needs of those with chronic care needs (not necessarily health) where a shared care model between the individual,
professional support and voluntary sector is most appropriate. Level 1 is a more universal model aimed at evidence-based
services preventing ill-health in the longer term.

The aim of our interventions (the blue arrows) will be to reduce or sustain people’s level of dependence at the lower levels
of the pyramid.

The components of our model bring UK and international best practice to South Staffordshire.
Level 1 — Universal and Preventive Services
The aim at Level 1 is to inform and empower people to manage their own health risks and lifestyle:

* Risk assessments - Cardiovascular risk assessments, capturing people at risk of developing heart disease and
systematic use of risk stratification to proactively identify people not necessarily engaged with services but at risk of
ill-health. This should include early identification of families at risk.

» Screening programmes - Screening for early signs of cancer, sexual health related diseases, aortic aneurysm,
hepatitis C, including child health promotion programmes are all supporting initiatives within our strategic goal to
increase life expectancy.

e Immunisation - ensuring high take up of established childhood immunisations and introducing new HPV
immunisation programme for girls are both supporting initiatives within our strategic goal to improve care for children
and young people.

* Obesity - Weight management and exercise schemes.

 Alcohol - Support services run in conjunction with local authority partners.

» Antenatal Services - Improving health in pregnancy, supporting early breastfeeding and support to stop smoking.

* Smoking cessation - Relentless attention to increase support to stop smoking.

* Health trainers - Community-based individuals to support individuals with their lifestyle changes.

* Alternative self care pathways - Empowering the population to navigate through alternate self care pathways,
reducing the need to access avoidable contacts with the health care system.



Level 2 — Targeted interventions

The aim at Level 2 is to manage identified risk and ill-health effectively, to sustain independence, avoid escalation to a
health ‘crisis’ and reduce unnecessary reliance on hospital-based care:

* HUB — A single point of access for patients to access the best and most appropriate services provided by partner
organisations within South Staffordshire PCT.

» Psychological Therapies — Primary care-based interventions for people with mild to moderate mental health
needs.

* A&E Primary Care Front-End — Putting primary care expertise (GPs) at the start of the hospital A&E care pathway
to avert unnecessary use of emergency hospital services and admission.

* Intermediate care — Health and social care working together to deliver care outside of hospital and rehabilitation

» Long-term conditions management  — Personalised and expert advice to people living with a long-term condition.
» Health Net - A multi-agency Healthy Living Centre project which targets disaffected families and those who fail to
access services is a supporting initiative within our strategic goal to increase life expectancy.

* Ambulatory care pathways — Systematically routing patients to the right care in the right venues where hospital-
based care is unnecessary.

Level 3 — Case Management
The aim at Level 3 is to provide personalised holistic support to those at highest risk of hospital admission:

» Case Management — Integrated health and social care teams working with practice-based registers of individuals at
highest health risk, providing each individual with a bespoke plan.

» End of life care — Support to individuals nearing the end of their life to have improved access to a range of palliative
care services and to have greater choice about place of care and place of death.

* Integrated care pathways - Integrated care pathways establish the routes in and out of hospital and ensure the
right interventions are performed in a timely way. For instance, the PCT has agreed across the local health economy
the stroke care pathway covering all stages of diagnosis, treatment and rehabilitation.



6.3 IMPLEMENTATION OF THE PCT'S MODEL OF CARE

The diagram overleaf is a description of how the PCTs model of care outlined on page 111 is being implemented as a
consequence of funding specific initiatives over the next 2 years. Additional developments will continue to be considered,
aligned with appropriate disinvestment proposals.

South Staffordshire PCT has a high demand on existing acute beds within the local health economy with demographic trends
likely to increase demand over the coming years. The pressure on bed availability is a key factor which challenges
achievement of maximum 4 hour wait times for patients requiring admission from A&E. Coupled with this, South
Staffordshire also has a high proportion of older people (65+) in the population which will increase by 32% over the next 10
years, compared with 22% nationally, with the biggest increases in the over 75 age group.

An implementation plan to deliver the model of care has been developed to address pressures on acute hospital beds by
building capacity and capability within the community. On the far right of the diagram shown overleaf, patients are identified
in a proactive way via a range of risk stratification tools. Once identified, they then move through to the left to utilise
preventive services such as health trainers and CVD prevention. The assumption the model is based on is that, as patients
are identified and treated as a consequence of ‘Risk Stratification’, fewer patients will move through to the left of the
diagram.

If they do move further to the left they may require an intermediate care package to allow them to be cared for outside of
hospital or, if admitted, be helped through the system by supported discharge. If clinically necessary, they would move to
the left into in-patient care.

Clearly, they may also start their pathway on the left of the diagram directly via A&E where there is a presence of
intermediate care and discharge liaison nurses who will direct to the most appropriate service which may be in the
community/primary care.

The PCT has recently prioritised key transformational initiatives through the prioritisation round and the top 13 strategic
initiatives can be mapped directly to the implementation of the model of care which includes primary prevention. The
prioritisation process is described in detail in section 3.10.



Diagram showing implementation of the Model of Care and how our 13 strategic initiatives directly map.
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6.4 RISK MANAGEMENT

We have identified the risks associated with progressing our strategic initiatives. These are incorporated within an
Assurance Framework which receives regular Trust Board scrutiny.

The risks of delivery for each strategic priority will be managed throughout the life of the strategic plan and form a key
part of the Board’s assurance that the PCT is performing and delivering against its stated objectives.

6.5 IN-YEAR MONITORING

The ‘Implementation’ section above gives details of the milestones and measures by which the PCT will monitor the
delivery of its strategy.

The following scorecards have been developed and are updated by the Performance Team on either a monthly,
guarterly or annual basis as data sources become available.

e Corporate Objectives

e Vital Signs

e The Department of Health Existing Commitments
e Targets from 2007/08

These Scorecards reflect a hierarchical structure, which presents the ability to drill down to find the data behind the
overall results, allowing the user to see how their area is performing and pin-point where there is any under-
performance.



6.6 ORGANISATIONAL REQUIREMENTS AND ENABLERS

Two years into the new organisation, the PCT has gained organisational maturity. We are clear about our function and
role and the vision for the future. We want to embed a culture of trust and openness, which is non hierarchical,
welcoming, and engenders a “can do” feel. Staff will feel proud to work for the PCT, hold a shared set of values and be
clear of the impact they are having on patient care, reducing inequalities and improving health outcomes for our
residents.

The Strategic Plan offers an exciting vision for healthcare in South Staffordshire and our Organisational Development
Plan details how the PCT will change and grow to deliver that vision as a world class commissioner.

The Organisational Development plan is a key document that will lead to the enhancement of our commissioning
processes. It describes our journey from formation to establishment and the structural and cultural steps we took along
the way. As we describe our vision, values and current structures we review our position and analyse our organisational
development challenges and strengths. Finally, we detail the actions required to implement this plan and identify a
process for measuring success over the next 3 years.

The plan describes how we will develop our commissioning competencies and how as an organisation we will achieve
the organisational change needed to deliver our plans. The plan will build on our current strengths and ensure that we
can move forward in a systematic way.

We have grouped 15 key actions into 5 key areas which will form the cornerstone of our development agenda over the
next three years:

*  Working in Partnership

. Leadership Development

. Quality and Innovation

. Clinical Engagement

. Commissioning Competencies



The Organisation Development plan has been endorsed by the Trust Board and we will enhance our structure to
ensure that the Organisational Development agenda has dedicated leadership within the Executive Team.
Performance against our plan will be formally monitored within the Strategic Commissioning sub committee of the
board. Progress will be reported both within the organisation and externally.

6.7 PROVIDER REQUIREMENTS

Our strategic plan will shape the way local providers of healthcare plan and deliver their services. As such, the PCT has
engaged proactively with its providers to support the creation of a market and improve their capacity to deliver our
priorities.

Examples include:
* A conference in October 2009 for all the Non-Executive Directors of the PCT, the four NHS Trusts and
Foundation Trusts in South Staffordshire to explain our strategy and the implications of World Class

Commissioning.

« A ‘Meet the Buyer’ conference for the 3" Sector, organised in conjunction with Social Care and Health, designed
to improve relationships and awareness of opportunities between the PCT and voluntary organisations.

« Investment in a business support unit for the 3@ Sector to improve their access to skills needed by potential
suppliers in preparing business cases and responding to tender procurement exercises.

* Involvement of our providers in the ‘One Step Beyond’ clinical strategy development programme, meaning that
our priorities are shaped and co-created across the local health economy.

* Many examples of collaborative projects which are designing new integrated care pathways across secondary
and primary care.

» Excellent engagement with clinical networks which guide strategic planning and engagement across wider
geographical areas than South Staffordshire.



The emphasis of our strategic plan is to reduce historical reliance on hospital-based services in favour of preventive,
proactive community-based services. While this poses challenges to providers of secondary acute care, it opens up new
market opportunities both to existing and potential new providers, such as the implementation across the West Midlands of
Payment By Results tariffs for lifestyle services.

Where strategic reviews of current service configurations are required, these will be undertaken in a collaboration with
providers and the users of services to ensure all perspectives are taken in to account and protect patients’ best interests.

We have adopted a transparent approach to procurement, in line with national Principles of Co-operation and Competition,
which further level the playing field and encouragement of plurality and choice for South Staffordshire residents.

6.8 ACUTE SERVICE REVIEW

As part of the QIPP work in progress, we are undertaking a review of acute services provision in 2009/10. This review is
intended to ensure that the services provided are clinically safe and sustainable and ensure financial viability and best
value for money. Services provided must be consistent with the PCT’s Strategic Plan, local PBC priorities, NHS West
Midlands Investing for Health Strategy and the Clinical Pathway Group visions.

This chapter has described how we have matured as an organisation in the last 2 years to respond to financial challenges
whilst maintaining our focus on standards and quality. This approach has ensured that all key performance targets have
continued to be met. We have made progress against many of our strategic goals by prioritising those initiatives that
address up stream prevention and build our community infrastructure and workforce capability and competency to respond
to local need. We have identified a number of risks to delivery and actions to minimise those risks and have implemented a
robust performance and risk management process to ensure we remain focussed on delivering our vision and preventing
ill-health and promoting long-life and well-being,




6.9 CHANGES TO OUR STRATEGIC PLAN JANUARY 2010

Since our last Strategic Plan submission to the SHA we have made some significant changes drawing on feedback from both
the SHA and Trust Board.

The foreword from our Chairman, Chief Executive and Medical Director at section 1  now includes reference to the
importance of collaborative working with partners, listening and acting upon views of patients, acknowledges the scrutiny
applied to one of our acute trusts, Mid Staffordshire FT and the need to focus on delivering quality and safety for the population
in the current financial climate.

We have made stronger references to Lord Darzi's ‘Next Stage Review’ and the need to transform community services in
order to deliver Quality, Innovation, Productivity and Prevention within the section 2 ‘Vision’ . This includes the requirement to
reduce acute care capacity through the closure of hospital beds during the lifetime of this plan.

We have endeavoured to clarify how the elements of our plan link and support one another. At section 2.4 ‘Our Outcome
Aspirations’ , a diagram now shows how our 10 selected WCC outcome aspirations for improving the health and well being of
our population will underpin our 7 strategic goals to deliver our vision.

At section 2.5 ‘Mapping our Goals Initiatives and Outc = omes’ a table now demonstrates how the 13 initiatives are linked to
delivering the strategic goals and outcome aspirations for our population and we have also added a table at section 2.7-
‘When we expect to achieve our outcomes’  to support Board level monitoring.

Section 2.10 ‘Turning vision in to reality’ stresses importance of a clinically led process to deliver recommendations from
‘The Next Stage review’ led by PEC and front line clinicians with involvement of the South Staffordshire ‘Patients council’
which is described in more detail at section 3.2.1

We have included more visual aids to strengthen and aid understanding at section 3.3-4 ‘Our population’ and ‘Health
needs’.

The financial situation has been refreshed throughout the document including three financial scenarios demonstrated within
section 3.12 ‘Financial planning assumptions’ and associated impact on delivering the Vision. This is preceded by a table
at section 3.11 which demonstrates agreed developments from prioritisation 2009/10 and this now shows the level of
saved activity and associated cost savings per initiative where known. Prioritisation of investment of initiatives in financial
downturn has been made clear.

Continued-



Under section 3 ‘Current performance’  we have added ‘Local area agreements at 3.5.1 and milestonestod eliverin a
table at 3.5.2. We have also included section 3.6.1 on ‘Health Market Analysis’ and acknowledge that our understanding of
this important element of commissioning is evolving.

In section 4.2 ‘Strategic development’”  we have referenced the NHS West Midlands ‘7 Big Investing for health challenges’
and local actions are inherent throughout the plan.

We have included a section on ‘Transforming community services’ at section 4.3, including recommended commissioning
actions following a benchmarking activity against the national TCS guides.

A QIPP section is now included at section 4.4.  This is work in progress and more detail will be included in an addendum to
this plan following the outputs from a significant review which is currently in progress. We have mapped the emerging QIPP
themes to ‘Actions to reduce the gap in funding’ table at secti on4.4.1.

We have developed an ‘Innovation opportunity process’  and this is now included as a flow chart at section 4.4.2.
We have changed WCC outcome 5 to ‘Reduction of Childhood obesity in year 6 children’ and this replaces ‘% of patients
suffering a stroke who receive a brain scan’. This is included at section 4.5 and reflected throughout the document.

Section 5 — Implementation - we have significantly refreshed this section to demonstrate where ever possible level of
investment, capacity requirements, risks to delivery/mitigation, milestones to deliver, impact and associated trajectories.
These will support monitoring and achievement of both the Vision 'To prevent ill health and promote long life and well being'.

Finally we have added this section which details the changes we have made from our last submission at se  ction 6.8

In summary, this 5 year strategic plan has been led by our Board and informed by local stakeholders, patients and the public.
It has been influenced by national and local priorities to address the widening gap in health and reduce inequalities and to
increase life expectancy. Our local clinical leaders have participated in identifying and agreeing the outcomes we wish to
achieve and these have been aligned with locality practice based commissioning plans to provide more care outside of
hospital.







7. CONCLUSION

This strategic plan has been created through a collaborative process with clinicians, partners and the public and has been
actively shaped by the Board of the PCT. It marks a significant shift in direction by emphasising the primacy of preventing ill-
health and proactively keeping people well.

Through implementing the PCTs Model of Care at all levels of the Pyramid this plan aims to make a real difference;

“What a difference a plan makes...if we reduce by 10% the gap between how long people in different parts of South
Staffordshire live, we will save 13,600 extra years of life”

In so doing it will achieve our vision which is;
‘To prevent ill-health and promote long-life and well-being’

We have set out a challenging agenda to:
« Improve children’s health
« Increase life expectancy
 Improve access to services
 Improve the quality of the patient experience
 Improve care for people with long-term conditions
« Improve mental health and learning disability services, and
 Improve end of life care

We are proactively addressing the QIPP agenda. As we move forward with the delivery of our plans during the next few years,
we will also address the financial gap forecast as a result of the economic down turn. We will work to achieve this without
compromising the quality of services delivered.

We have shared the key messages set out within this plan widely and engaged all those necessary to bring its aims to fruition.
The conversation does not stop here however. We are committed to continuing to engage and adopt the insights and energies
of our partners, patients and staff to ensure we remain at the cutting edge of service improvement in the NHS.

On behalf of the Board of South Staffordshire PCT, | have pleasure commending our strategic plan to the community of South
Staffordshire whom we serve.

Alex J H Fox

Chairman

South Staffordshire PCT



8. GLOSSARY

A&E: Accident and Emergency . A hospital Department providing immediate health assessment and treatment for injuries
or sudden onset illness.

BME: Black and Minority Ethnic. A description of ethnicity in population groups.

CVD: Cardiovascular Disease. Circulatory disease of the heart and blood vessels associated with e.g. angina, heart
attack and stroke.

Elective Care . An admission to hospital which is planned for and arranged by prior appointment.
Health Net. A Healthy Living Centre project which targets disaffected families and those who fail to access services,
encouraging them to identify their needs and empowering them to seek help from appropriate agencies who can facilitate

and support them in lifestyle changes.

JSNA: Joint Strategic Needs Assessment . The means by which PCTs and local authorities describe the future health,
care and well-being needs of their population.

Long-term conditions. Diseases which can not be ‘cured’ and need to be effectively managed to minimise complications
and unplanned admission to hospital e.g. diabetes, respiratory disease, neurological diseases etc.

MIU: Minor Injuries Unit . A unit which assesses and treats non-life-threatening injuries or sudden onset illness.
Non-Elective Care. An admission to hospital which is unplanned or an emergency.

PBC: Practice Based Commissioning . A policy which gives GPs and other front-line clinicians more decision-making
power about how services are designed and delivered for their patients.

PBMA: Programme Budgeting Marginal Analysis. A financial tool which compares spend and associated outcomes with
local and national trends by clinical area.



PCT: Primary Care Trust . The NHS organisation charged with leading the commissioning of healthcare and
improvement of health for a given population.

PEC: Professional Executive Committee. A sub-committee of the PCT Board, made up of appointed clinicians,
charged with supporting the PCT’'s development of strategy, commissioning policy and clinical engagement with
partners.

Primary Care . Health services delivered in community settings by GP Practices, Optometrists, Dentists or Community
Pharmacists.

QIPP. The business model we will use to deliver safe affordable services in to the future ensuring that they deliver
Quality, demonstrate Innovation, are Productive, and focus on Prevention.

Secondary Care . More specialised health services, delivering ‘second line’ interventions after initial primary care
solutions, e.g. in hospital.

Third Sector. Another name by which the non-profit or voluntary sector is known - government and the private sector
being the first two sectors.

VHIUs: Very High Intensity Users. Patients who utilise health services on a regular basis - often because of
exacerbation of a long-term- condition.
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