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Executive summary

Case for ® Continuing to operate as we currently are is not an option. The funding and capacity gap if we do ® Central Sussex and East Surrey Alliance is the right place to deliver
nothing will become insurmountable. the future health and wellbeing needs of its population but the
LU ® Case mix and complexity will increase, driving the demand for beds higher than just the total population local health and social care system is under pressure.
growth. But the acute sector is already straining to provide capacity. " Workforce issues, organisations in special measures and a lack of
" The population is growing, and growing older, and the overall health of the population is deteriorating organisation and data integration complicate the picture
® Care quality issues need to be addressed & social factors are having a direct impact on health ® There are significant organisational and infrastructure
" Patients are not always receiving the levels of care that they want challenges which the place-based plan needs to address
Vision & " A less reactive, less hospital bed-based system Nigt3qdl Care designed for the local populations, Meaningful integration  Sustainability of Sustainability of
priorities which promotes well being, self care and care at bjectives including families, children & carers of providers primary care acute care

home. A system which places integration at its
tre, idi d i | to home. Led
Ic)e)'npr'?in?.ra?yw clgfec,agﬁi?c?ingsg;wgc:;dc Vovsoerti( i?] p?ch?‘ess? Preventionand  LTCs and EOLC managed Coordinated care for frail Better access to Cancer, RTT and

promoting collaboration across health and social care. education in the community & complex patients Urgent Care A&E targets
MCP is the " The components needed to meet our The key outcomes are: The key components are: Key needs: ® We have strong foundations for
right model strategic objectives and deliver our " Accessibility " Data-driven care model ® Bottom-up integration an MCP model and we will drive
3 priorities are a close match with the = Continuity " Organisational consolidation " Workforce without borders delivery from care hubs
components of an MCP ® Coordination " Devolved finance & contracting ® GPs are core to the model " We plan to determine the
" Primary care services are already " Workforce " MPC integrator ® Full data integration number of MCPs by 09/17,
moving in the MCP direction " Sustainability " Balanced workforce complete public consultation by
" Primary care are best placed to lead ® Quality " Patient at the centre 03/18 and settle on the legal
the system construction approach by 09/18
Delivery Ig;'g;i?; Prevention and self care Continuity for patients with LTCs Coordination of frail and complex patients Improved access to urgent care
structure
Enablers OD & Leadership Change Management Workforce IM&T Estates
What it will Investment in primary care is absolutely essential to We need to address Clinical leadership Workforce Change Management _
k the success of changing the system. Our GPs will provide challenges in all areas in
EOE clinical leadership, and they are at the heart of care order to be able to deliver )
execute hubs - our engines for delivery. this whole-system change Technology Investment Contracting
LELES ;‘::ant()eelisgers M A multidisciplinary, NEINEEOTS Ambulatory ETF-EENN Increasing patient Our B—=m=w
used to drive ty ambulatory approach admission [Ny (@I self management approach
our model for ) o will reduce
acute savings Elective Cascade of electives Improved el Care coqrdlnatlon ) the
and ) Reduction to day cases to out access to Patients and multi- propc_tgd 1 "
community patient to community urgent care disciplinary teams deficit in
re-provision E ded YN Medici 20/21 from e 11
: xtende edicine £91m to gee sli
SRl Alternative setting Ol el primary (2'ClI[[SB Management of £3Im =

Care

Appointments

care B8 non PBR drugs

Timeline

Deployment & Shadow contract Stabilisation & new contract

#MCPs defined4p Public consultation 2 5 year MCP and acute contracts in place 2 2
complete
Delegated budgets agreed 4

Gateway #2a: Shz:)d%w t:elegateg ¢ Gateway #2b: Gateway #3:
pabilities & contract %1] udgets agree Capabilities & contract ‘\1] Is it safe to

set up (shadow) set up (full MCP) commence!?

NEUFUETE YT VWe will be formally registering an expression of interest We ® A credible vision ® A defined care ® Clear timelines ™ Work in ® Good understanding of our
in joining the next wave of Vanguard projects. have: model progress financial case



Case for change: the challenges that we face
The national and local health and funding issues that must be addressed

Primary care has been underfunded for a long time

® The share of NHS funding for GPs has been cut
with respect to acute over the past |0 years. As a
direct result, primary care — and its workforce —
are under enormous pressure.

Continuing to operate as we currently are is not an

option

® Over the next 5 years, the population is due to
grow by an average of 0.9% per annum

= CCG spend is forecast to increase by an average
4.5% per annum, and provider spend by 5.7%.

® This increase in expenditure is forecast to result
in a £5m health budget deficit in 2016 and a
£254m deficit in 2020

Projected funding gap if we do nothing

2016/17 2017/18 2018/19 2019/20 2020721
£0M
-£30M -£75M -£50M
-L1%
-£134M AL
-£130M -£150M
-4.5% -£196M
-£200M
-£216M
7.3% -£250M
-£300M
.ccc funding gap -{%%Zéﬂ
S o -£350M
ocial care funding gap am
£
% Total gap as a % of budget -£400M

-11.8%
Note: data shows position as estimated in July
= Case mix and complexity will increase, driving the
demand for beds higher than just the total
population growth. But the acute sector is already
straining to provide capacity.

Projected bed demand 665,000

660,000
Bed days estimated
based on growing
and aging population

655,000
650,000
645,000
640,000
The acute providers are already virtually at

capacity, so the system limit is in this vicinity 635,000

630,000
2015/16 2016/17 2017118 2018/19 20i9/20 2020021

The population is growing, and growing older

= Life expectancy continues to rise. The number of people
over 85 will have doubled in Surrey by 2030. In Sussex,
the number of people aged 90+ is expected to increase
by 50% by 2022 and over 300% by 2037. In more
deprived areas this rate of increase is slower, meaning
that inequality, as expressed in terms of life expectancy
has, and will, continue to increase.

As the population ages, more people will be living longer
with a long-term condition or disability and many people
will be living with multiple long term conditions. Many
long-term conditions are strongly associated with age,
but lifestyle risk factors are important, and some long
term conditions are preventable. The number of people
with conditions such as diabetes, coronary heart disease
and chronic obstructive pulmonary disease is expected to
increase over the next five to ten years. A greater
number of frail patients will result in a proportional
increase in of end-of-life care beds.

= Approximately 6% of the adult population in West Sussex
has a diagnosis of diabetes. This is projected to increase
ahead of overall population increase. Most diabetes is
preventable and the risk factors understood; excess
weight, smoking, poor diet, low levels of physical activity.

® |t is estimated that |5%-30% of dementia is linked to
cardiovascular problems. Therefore current public health
interventions aimed at increasing healthy lifestyles may
reduce the incidence of dementia.

The overall health of children and working age adults is
deteriorating

® We have above average-smoking rates for |5 year olds
and some localities have high adult smoking rate. 18% of
the population in East Sussex smoke and in Brighton &
Hove the prevalence of smoking is 21%; both are higher
than the national figure of 17%. One in four adults drink
more than the recommended daily drinking guidelines.

® There are above average levels of obesity and self harm
rates of hospitalisation.

Cancer and stroke need a particular focus

® Mortality from all cancers in people under 75 years of
age is significantly higher in Brighton & Hove than England
and the South East, and screening uptake rates generally
lower. 25% of patients in Brighton and Hove are
diagnosed through emergency routes, above the national
average of 20%.
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® |n line with national findings, we can do much to improve
our levels of cancer care to an acceptable standard.
Britain has the worst cancer survival rate in Western
Europe.

= With | in 2 people born after 1960 destined to develop
cancer in their lifetimes, this is a wide-ranging issue.
Cancer treatment is evolving quickly but it still very
costly so early diagnosis will be key.

® | in 5 women and | in 6 men over 75 will have a stroke.
Our ageing population means that the volumes of strokes
will continue to increase.

Patients are not always receiving the levels of care that they
want

= Patient expectations continue to increase. People expect
to be seen and treated more quickly and at a time and
place more convenient for them.

® |In Crawley, patient satisfaction rates for care inside
hospital and in the community are in the lowest quartiles
of performance as measured nationally. Ambition is to
drive quality of these experiences up towards the
national average.

= A lack of coordination across the system contributes to
the poor patient experience.

Care quality issues need to be addressed

= Cancer and direct diagnostics are insufficient to meet
NICE guidelines NG 12

= Several other major areas of care have been identified as
requiring improvement:
® mental health detection, access and outcomes
= LTCM prevention and support
= support to frail and complex patients
® maternity and children’s services.

Social factors are having a direct impact on health

= Social care is also under pressure: funding levels are
declining and this is a significant driver behind
deteriorating health issues.

® Homelessness has increased, including rough sleeping,
presenting significant risks to individuals’ health and
wellbeing, as well as challenges for health and social care
services. For example in Brighton & Hove street services
worked with 775 people during 2014/15; in November
2015, a snapshot of a single night estimated there were
78 people sleeping rough.
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Case for change: understanding the CSESA place today

We have the right assets in good locations but there are a number of system challenges

Central Sussex #=> CSESA is the right place to deliver a future health and

wellbeing service

But the local health and social care system is under pressure. There are significant
challenges which the place-based plan must address.

& East Surre
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Sussex and East
Surrey footprint

East Sussex
Better
Together

Coastal
Care

Crawley‘

Horsham &
Mid Sussex

High
Weald
Lewes
Havens

Brighton

& Hove

I.2M people

£1.6bn
117 general practices

CCGs

local authorities

annual healthcare spend

(9]

district councils

acute trusts

acute hospitals

hospices

community hospitals
community health trusts
mental health trusts

— NN U WU Ww DN

ambulance trust

CSESA was formed as a place-based area
in August 2016

® Primary care is already starting to come together at
scale through in each CCG:

® East Surrey: 4 Primary Care Networks have been
established and the GP Federation selected as
most capable provider of enhanced primary care
services

= Crawley: the 2 Communities of Practice are
working together on introducing social prescribing

= HMS: 4 Communities of Practice including a PCH
Vanguard in East Grinstead. Exploring early
shadow capitated budgets.

® HWLH: 4 Communities of Practice pilot —
Connecting 4 You

= B&H: 6 clusters delivering services as Brighton &
Hove Caring Together

The three acute trusts are building a network where
they are able to plan and deliver higher quality,
sustainable services at scale. BSUH and QVH are
drafting an MoU to cover short term elective
capacity and strategic relationship.

Transport links support the flow of patients up and
down the corridor, provided by the A23 and M23
alongside a good rail infrastructure between London
and Brighton.

There is a wide range of inequality and diversity
when looking across the footprint as a whole. There
are deprived and highly affluent areas. There is also a
mix of urban and rural geography. A larger place
covering all of these aspects allows services to be
commissioned and provided at a scale; services
which are more wide-reaching and capable of
delivering better outcomes for patients. Where
there are currently a few people in need, a more
sustainable service can be provided across a greater
population.

The wider place allows for increased partnership
working, better utilisation of assets and new ways of
defining and using budgets to commission services.
Collaboration around the infrastructure and shared
sites for health services will provide greater access
to a wider range of services.

By planning for services at this scale, we believe it
will be possible to return the system back into
financial balance. Capitated budgets and programme
level budgeting will be possible through pooling
resources. Designing services at a scale of [.2M
people with delivery localism will make it easier to
invest in primary care.

® The historical under-investment in
primary care has left it in a
precarious state. All of the issues
recognised in the GP Five year
Forward View are manifested in our
place.

Recruitment and retention of
clinicians is challenging: GP lists are
closed and practices are closing
(seven recently in Brighton) as the
aging GP & nurse population retires.
17% of GPs and 39% of practice
nurses are forecast to retire in the
next 5 years, with no identified
source of replacement.

® |n our hospitals, patients are waiting
too long for planned care services
and are not being seen quickly
enough when they attend A&E.
Mandatory performance indicators
such as RTT and the 4 hour A&E
department standard are not being
consistently met.

As the BSUH 3Ts development
progresses and decants further
capacity, the broader STP will
demonstrate how we will provide
additional capacity in the short and
long term.

The August CQC inspection rated
Brighton & Sussex University
Hospitals Trust overall as
Inadequate. The CQC noted that
patients were not receiving the
quality of care that they are entitled
to expect, or within the timescales
required.

South East Coast Ambulance Trust is
rated Inadequate by the CQC and
has been placed into special
measures.

= NHS Brighton and Hove CCG and
East Surrey CCG are both rated as
Inadequate. East Surrey is in special
measures for its finances.

® |t is not possible to access and share
patient data between clinicians
across organisational boundaries and
patients are unable to access
information about their conditions.

There is a diverse legacy of primary
and community estate with premises
owned variously by GP partners,
County Councils, NHS Property
Services, and third party landlords
including private finance initiatives.

Whilst there is some opportunity for
rationalisation and/or disposal of
estate, this is outweighed by the
need for substantial investment, both
to address the significant local
housing planned for the subsequent
population growth, and to enable the
shift of care from acute to primary
and community settings. The
development of the Royal Sussex
County Hospital is a start, but will
need to be accompanied by robust
planning to absorb additional care,
closer to home.

Silo workforces, bound by
organisational structure, result in
multiple hand-offs and lack of
understanding of the range of
services available to patients.

Time pressure for staff training or
development and demand on
services outweighing staffing levels
means that stress levels are at an all-
time high for many staff.

GPs are taking on different roles as
care hubs evolve and there will be a
significant level of training and
education required.

In the current configuration, it is
natural for organisations to compete
rather than collaborate for the best
interests of the patients and the
system.

The ‘normal’ NHS pace of change is
very slow and needs to embrace
digital working.
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Our vision for CSESA

We will invest to develop a system of healthcare that is less reactive and less hospital bed-based. It will deliver a great start in life and continue to
promote people’s wellbeing, their ability to stay healthy, to self care and be cared for at home. We will bring together a system which places

integration at its centre, providing more care and services closer to patients’ homes and places of need. Led by primary care, we will build on the good
work already in progress, promoting collaboration between all organisations working across health and social care.

Our strategic objectives

Care designed for the Meaningful integration Sustainability of Sustainability of
needs of local populations of providers primary care acute care

= Uses detailed, integrated health and social care = Delivers real organisational and = Reduces people’s dependence on the = Enables acute providers to meet and
8 8 peop P P
datasets based on combined GP lists to determine operational integration between system and its services exceed the constitutional quality &
the changing needs of local people — as an ongoing primary and community services » Empowers and supports front-line performance thresholds
evaluation, not a snapshot = Enables effective integration of mental primary care to take a system = Transfers significant levels of activity
= Applies risk stratification using real-time data and health, adults and children’s social care leadership role from acute to community setting
Rightcare methodology to drive proactive and acute services into a team around  a Byilds broader. resilient general = Reduces total healthcare spend to
interventions to keep people healthy the patient practice at the heart of the MCP enable long-term sustainability
= |dentifies demographic subsets based on factors = Weaves social care tightly with model » Reduces pressure on the acute system
such asllsolatlo.n., dependency, and dgprlvatlon to healthcare to address Fhe needs of the . Releases GP capacity through an to allow focus on specialist acute care
determine additional or focused services whole person and family increased use of skill mix .
. . . . . . = Provides care closer to home and
= Applies the pay-it-forward principle to developing = Builds working at scale and removes » Enables GPs to focus on complex minimises the need for admissions
systems of care for children and families — existing organisation boundaries atients and planned care ) ) )
especially complex ones . F i i hird P P = Dovetails primary & community care
. Identifi q h ormalises significant third sector ® Increases capacity and capabilities in closely with acute capability and
lentl lles Tn hsupplorts carers, to protect the support primary care to enable delivery of capacity to balance supply with
pivotal role they play = Uses single data systems for a services currently in acute — including demand
= Maintains equality of service access and is seamless patient experience and real- direct cancer diagnosis and some
developed in partnership with the population time handovers levels of speciality current in
= Supports patient choice to ensure dignity and = Links people to a range of support secondary
quality of life services via social prescribing
= Enables the system-wide carbon management
approach

. o o Transfer care closer
Our priorities 5 e e
hospital
Avoid unneeded
admissions and
control cost of care

Care for long-term conditions and end-of-life based largely in the community instead of -

an acute setting, reducing variation with a focus on self-management - )
Avoid inappropriate

Multidisciplinary, coordinated care for the frail and those patients with the most complex
- ; n ; o A&E attendance
health and social needs — including children and families

An effective local network of urgent care, based on enhanced primary care services .
. Meet all quality &

Providing higher quality & more timely care across the system, as measured by consistently exceeding Cancer, performance targets

RTT & A&E targets
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Why an MCP is the right model for accountable care
The current system cannot deliver the change required.There are three reasons why a multispecialty

community provider (MCP) model is the best solution to both meet the local healthcare needs of our
diverse population needs, and to render the system sustainable.

We have a shared vision which closely aligns to the MCP model and whose

We are already building strong
objectives and priorities can be met with the components of an MCP

foundations for the MCP model

. . . e = The Brighton & Hove Caring together project already
Strategic objectives Priorities has services being delivered in integrated ‘clusters’
Care designed for the Empowerment and enablement of the whole population to * In Horsham and Mid-Sussex, East Grinstead have set

up the Primary Care Home model with vanguard
funding, and are planning to expand.

High Weald Lewes Havens are fully co-commissioned;
Brighton and Hove have recently voted to transfer to
co-commissioning; Horsham and Mid Sussex are voting
in October and Crawley are in discussions with GPs.

In East Surrey, all practices are members of a
Federation which has just been awarded most capable
provider status for all enhanced primary care services,
as a precursor to the CCG replacing individual practice
LCS contracts with an umbrella contract with the
Federation.

needs of local populations stay healthy and well through prevention and education
Meaninsful integrati Care for long-term conditions and end-of-life based
eaningiul Integration largely in the community instead of an acute setting,
of providers g - )
reducing variation with a focus on self-management
Sustainability of Multidisciplinary, coordinated care for the frail and those
- plinary
primary care patients with the most complex health and social needs
Sustainability of An effective local network of urgent care, based
acute care on enhanced primary care services
Higher quality & more timely care
hitting Cancer, RTT & A&E targets

Integrated patient
Align resources datasets Outpatient &
utpatien
to needs . . .
Whole isk diagnostic services o
population stratification Hubs
budget k
g Primary care and Outcome-based .
- IR Social care teams Mental health teams
. . community single X .
Multi-professional oy workforce integrated workforce integrated
; organisation & Delegated local . ;
working of e into care hubs into care hubs
\ RCIECHES commissioning /

Components to deliver our vision = components of an MCP

We have strong leadership from

our primary care clinicians

* There is very strong support from GPs across the
CSESA place.

= GPs are the driving force behind change and will be
providing the clinical leadership to drive the pulling of
activity from the acute setting.

Two-thirds of the workload on the system is as a
result of LTCs which by their nature should be driven
as a population-focused service. Primary care is best
placed to coordinate that.

We need to give the acute trusts the space to develop
sustainable and networked models of care that
integrate with the MCP model.




What will be different in an MCP
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The MCP model arranges care around the person and integrates out-of-hospital services

This is today

The patient experience is very much one of disjointed organisations,
with little sense of a joined-up service

=

Person

5 o=
Mental
Health

S
& ad
o}

-
s
GP

oA

Mental

= 2 4
Social Care m

g- o0 Third

(w] Ambulance

sector

This is our future

Social prescribing to
link people to a range
of non-clinical support

Direct cancer
diagnostics and a
range of (current

secondary) specialities

E\"‘“anwd : Primap
Commun It)’ Servl‘ces

Primar

Core Ml Nary &

mmuﬂlt)’ Sery,-c O
< R~

Community

[
o
o * Pharmacy&
(]
- ® Paramedic O

PY Services

o
L Activated
® Person
[ ]

N<leivoly

Elements of acute
care in the primary
& community setting

Improved patient
Hitting

experience, more
efficient and effective system
utilisation, healthier performance
lifestyles targets for
Cancer, RTT
7 A&E

General practices
sustainable &
thriving. Acute
trusts able to focus
on specialisms & the
most acute

Increased staff
satisfaction, higher
retention rates and
easier recruitment.
A rich mix of skills

working together

Reduced social
isolation, enabling
individuals to remain in
their home and
connected to their
community

Stable management of
conditions & patients
feeling more in control,
reducing risk, reducing
variation and health
inequalities



What the MCP will look like

The key differences in how an MCP will work

Organisational consolidation

Integrated primary and community care
via networks of general practices. This
may mean federations or super
practices joining organisations with
community providers — or it may mean
a prime/subcontractor model

Organised into 20 care hubs of 30-50k,
with a minimum total population of
100k

Mix of informal alliances, federations,
or super-partnerships — working as
partners, subcontractors or employees
— according to the choice of local
general practices

Closely aligned mental health care and
social care, with a consistent MDT
structure

Clinically-led local care hubs

Collaborative, shared leadership and
management across the MCP

Designed-in connection to and use of
the voluntary sector

Shared estates & back office functions

Community diagnostics and outpatient
services

MCP Integrator

The model will include a provider-
based function to oversee all in-MCP
services and respond to commissioner,
effectively running delegated
commissioning and taking make-or-buy
decisions

Uses dynamic analytics so that
continuous data is available info to
clinicians, organisations, system and
used to adjust services

Coordinates delivery, defines
performance agreements, manages
payments, organises networks and
membership, trains practice staff

Data driven care model

= Clear and deep understanding of the population needs with risk

stratification

= Prevention and care designed for segmented population

Sussex & East Surrey
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Highest

Ongoing Care
Needs
Urgent Care Needs

= Analytical, predictive models to target variation

= Single technology stack and integrated digital care record across primary, community, social

care and acute

& Acute

Third
sector

E“\wanced Primay

Commun ity seryje, =

Core Primary ¢
amu ser
co% Vice, I I

Community
®

@ Pharmacy

] .
Paramedic
. )

Services “

3 MCPs shown not indicative of anticipated number

Patient at the centre

Better patient experience, with the
patient’s and population’s needs
determining the services and delivery
in a location closer to home

Activates patients, carers and families

Uses digital technology to transform
contact, diagnosis and treatment

Supports the patient choice agenda,
whilst working in partnership with
patients and their families about the
most appropriate place of care

Balanced workforce

Locality managers

Single workforce with a richer skill mix
(GPs, nurses, paramedics, pharmacists,
consultants, social prescribers, etc.)

Redesigned jobs and workforce
mobility within and MCP

Close working with acute, even
employing consultants

Devolved finance & contracting

Broader and larger in scope, joint
outcome-based contracts between the
CCGs and the MCP, with separate
contracts for acute

Holding single whole-population
capitated budgets, with a new
performance framework. Discussions
are already underway for early shadow
budgets.

Collaborative commissioning and co-
design

Greater responsibility for performance
monitoring & management

Flexibility to manage whole resource
pool according to budget
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We have strong foundations from which to grow our MCP
We will focus on building the care hub locality services first

= Although CSESA is a relatively new group covering a large and very diverse area, there is a great deal of work to transform services already
underway and much good practice to leverage. Social care and mental health are already integrated to varying extents and we are in the process of

aligning contracts.

* The parallels and cooperation across CCGs and providers are what has brought us together as a place footprint and is why leaders are aligned on an
MCP model as the right answer. This will incorporate the 20 existing care hubs and will be arranged around a robustly networked acute service.

* We want to drive delivery from the care hubs upwards. We are already having conversations about how some of them could be given early
delegated budgets to provide services at this local scale.

* There are three key milestones:

Determine number of MCPs
We will perform additional population modelling and
compare the options for MCP configuration

Hold Public Consultation

Gather patient and public feedback on the rationale for,

approach to, construction of and number of MCPs

Decide the legal form that each MCP will take

In partnership with providers, establish whether a virtual,
partially integrated or fully integrated model works best
in each MCP. There is appetite for full integration.

Sep 201 7°

Stabilise

We will focus our immediate effort on
laying the firm foundations: establishing
strong, sustainable care hubs that deliver
services at local scale.

March 2018 O
Dates TBC subject to purdah

= We will build MCPs from the ground upwards, starting with establishing sustainable care hubs:

Coalesce

As communities develop and stabilise, we will
determine how they informally come together
into large groups — taking into account national
evidence and learning.

Sep20|8°_

7 -'.;m
3 &

® Paramedic (%)

®  Services “
L]

Reorganise

The groups will pivot into a formal MCP
structure(s) with transfer of workforce into
new organisations



How our organisational capability will mature
Comparing where we are now with our ambition highlights the change that is needed

The WISH maturity model sets out 5
capability ‘ladders’

® This is a framework for maturity
progression for population-based
accountable care

® |t is a robust framework for planning out
the changes that are required to move
from our current set of capabilities to
those needed to operate our MCP model

= Each step up each of the 5 ladders will
mean a significant change to organisation,
leadership, ways of working for all staff, use
of technology and estates

The LGA and NHS Confederation Integration
self-assessment tool will be used to help plan
these changes

= This tool will be used to assess the
readiness of the leadership, system and
programme team for setting out on and
managing the complex programme of
change
oca (8

Gt [

Stepping Up to the place:

ntegration

Self-assessment toal

Where we %
want to be
Where we

are now

A SH-

aalldfoil g Sull) ol ldodh yoio
World Innovation Summit for Health

2
T
(]
T
0

Population

Intersections

Outcomes that
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v
Payments
and incentives

Metrics
and learning

Aggregated Full capitation

v
Co-ordinated
delivery

Clinical and

accounted for (ie, matterto people; longitudinaldata  with guard data integration
co-morbidities) prioritized based  made public in rails on quality; of provider
onindividual cross-provider differential network; patients
goals consistent format payments for co-design care
outcomes
At-risk Focuson Results shared Upside and Patients
individuals prevention and with people in downside shared empowered (]
identified, using  wellness; goals  usable form; savings; strong to self-care; .“....
all available adjusted based monitoring built  professional care plan and ..
sources on patient risk into clinical work  competition managed ...
level flow transitions L
Registry of Comparable Real-time Upside-only Clinicians
population with other and summary shared savings empowered
integrated with providers and learning; results  andrisk for whole  to adjust
EHR aligned with shared with health; bonuses interventions o .
glabal best payer and to staff to improve [ ) e O
practice clinicians outcomes o © .
o°® .. 0
Defined Incorporation Leading clinical  Bundled linary e °O
population of patient indicators with payments with meeti
(eg, morbidity, experience evidence link to quality controls
age, geography, into targets outcomes for episodes of bers used

payer)

Holistic view of
existing funding
and providers

Basic clinical
outcomes
decided at local
level

care

Admin-based Pay-for-
measures, performance
limited bonuses on top of
transparency; fee-for-cervice or
surmmary block payments

evaluation only

Basic electronic
data-sharing
across providers

No identified
population

No target
outcomes

No metrics nor
learning

Payments for
activity only

Uncoordinated
provision of
elements of care
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The clinical approach within the MCP model
We have 4 clinical priorities

[\ A
' Urgent care needs Ongoing Care needs Highest needs

Geriatricians supporting MDT-led frailty
Consultants providing advice / support pathway | Community beds model

Significantly increased prevention . working in the community to the same reviewed and services optimised with
Link to the initiatives | Integration with public health | g:f:é:orﬁgnglcigzlgmgsicleg'ioadenmg outcome basis as general practice | emphasis on care at home but providing
wider Social prescribing and signposting to social Di pat id ick d Increasing shared decision making in short term specialist support | Responsive
S d third . Tailored health Diagnostic centres to provide quicker and - - h More EOLC . Py ali
ystem and third sector services | Tailored health Z 2 =" elective pathways | More at services teams & specialist nurses
coaching to encourage self-care home/in community integrated to hospice supporting patients needing urgent care in
care their own homes, preventing admissions

and immediate discharge

Lead GP co-ordinating locality approach |
Connecting to other public services and  Care hubs as locus of coordination |
the voluntary sector | Access to extended Practice collaboration in areas such as a
care hub team | LTC management through visiting service | Integrated health & social
wider skill mix based around practices care packages | Greater mental health
involvement in MDTs

Locality wide improvements to on the day
access towards 7/7 working | Better
utilisation of existing walk-in facilities

Targeted health education based on

Locality population data

Different skill mix to enable easier access | Named primary point of contact.

Increased focus on routine and complex . . ; . a e :
digital access to primary care and online  Increased skill mix in practice (nurse

Practice patients (due to urgent on-the-day

Locality care coordinators to manage the
day-to-day provision of care and act as

demand moving to single locality solution) diversion to self-care | Load balancing practitioners, paramedics, physician single point of contact for patients
supply across locality assistants etc.)
Increased role in leadership of designing and delivering local services | Focused attention on better I(_r?gsaﬁ\r"vc;fe:s(l;o%all EZ;&:J?&?&?O?:;?E
GP Increased flexibility to shift between: focussing on routine and complex patients | outcomes/management of LTCs such as b 4 .
e . : L E ) - h etter management of complex high cost
Providing on-the-day urgent access for locality | Roving GP for home visits respiratory conditions & diabetes (LCS) patients (LCS)
Person Prevention & self-care Accessibility Continuity Coordination
Care hubs: East Surrey GP Federation . . . . MSK pathway | Cardiology triage and
Networks | Crawley Communities of Commitment to Place-w!d.e dlagnosFlc ambulatory ECG | Acutg referral N
Examples Practice | HMS Primary Care Home centre | Paramedic practitioner Whitstable management | Community geriatrician |
of services/ vanguard | HWLH Connecting 4 You | model | Roving GP | Rapid response Perinatal mental health | Integrated
projects Brish 4 [Heve Caring Temsil community services and tech-enabled care children's mental health | CAHMS Complex patients care coordination at
already in  Brighton and Hove Caring Together - ) , ) ; F
place or in al » Health hi p link | A&E GP front door services |Trials transformation plan | Golden ticket practice level | Care-hub MDTs for most
P rogress So:{la pres'crlb'lng | Hea tjcoacningian of digital consultation channels | Pharmacy dementia service | Community transport | complex patients | Lead professional
and ready Eat'enf aCt'VT)twn | $mokll_ng cfess;gon | moving into community locations | 24-  Enhanced nursing home care | Care
to scale °_mr? e(sjsbG pratl:tlf:e | CZ ug Ing hour single point of access for Mental homes prescribing | End of life care
weighted by population need | Care Health | Safe havens and street triage strategy | Tier 2&3 diabetes community
without Carbon service

We will deliver the clinical changes by driving delivery at a local, care hub level within an outcomes-based framework, with consistency, support and enablers managed at a programme
level. The clinical work will fit into one of four delivery streams:

Delivery 3. Continuity for patients 4. Coordination of frail and
Streams 2. Improved access to urgent care with LTCs complex patients
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How our place-based plan will support sustainability of acute care
There is whole-system support for the BSUH recovery plan and building a sustainable acute network

The acute system is under pressure across our STP. It is particularly fragile at BSUH, . We recognise the need for investment in the BSUH 3Ts programme and the Urgent Care
Centre expansion this winter. We also recognise that there is an immediate need to invest in more beds as a short term measure but we aim for the place-based system to relieve
significant pressure from acute starting next year. WWe must secure improvements in patient flows though the acute sector, which includes plans to support our ambulance trust in
increasing their performance — for example, working on ambulance handover delays at A&E.

Our model will significantly increase the episodes of care in the out-of-hospital setting, in order to decrease the demand on all acute hospitals. Even where resilience is currently
good, our plan will ensure that the increasing need and complexity bought by a changing demographic profile will be met while, only increasing activity in secondary care where this is
clinically appropriate. We will be looking beyond the health system to local authorities and the third sector to bring support to a highly integrated system.

Our MCP model will have bring three key benefits in controlling demand for acute services. It will: avoid unnecessary attendance; or admission; and accelerate discharge

[\ A

®* Increased prevention and
self-care will enable people

to have increasing disability

free life years and, where
needed, to access care
early, thereby decreasing
care need and cost. This is

Avoid a longer term impact.
attendance
= Social prescribing will
provide people with more
rounded health and
wellbeing support and will
give people a wide range of
options so that hospital is
not the default solution.
= Follows from avoided
Avoid attendance above, but will
admission be a limited impact in the
short term
/dbxigzﬁfrrgzte * Not applicable

= A more integrated approach to urgent
care, with improved access to GPs and
other local clinicians through the Clinical
Navigation Hubs will avoid unnecessary use
of A&E

= Increased community diagnostics will
reduce demand on acute trust diagnostic
services currently under enormous -
pressure such as digestive diseases. It will .
also detect issues earlier, reducing the
amount of acute care needed to treat
patients

= Paramedic Practitioner Whitstable model
seeing patients at home will decrease
conveyances

= Mental health safe havens will decrease the .
use of A&E for episodes of crisis

= GP on A&E front door

= Better integration of community health,
social care and mental health led by
primary care will make it easier to be able
to send patients home with appropriate
follow-up care B

Significant shift of LTC care into the community
with specialist support. Working with NHS
England in the commissioning and delivery of
whole pathways involving specialist services

Elective care system with shared decision making
interventions focussed on outcomes
A more resilient range of elective care providers

Reduced barriers between primary and
secondary professionals (such as Consultant
Connect)

= Day case procedures provided by MCP
= EOLC with a focus on care in the place of choice

will reduce need for patients to come to hospital
and support rapid discharge

Enhanced nursing home care will reduce reliance
on 999

Increased focus on supported self-management
will reduce episodes of crisis that might have
needed bed-based care

Better integration will make it easier to be able
to send patients home with appropriate follow-
up care

Community-led MDTs will incorporate
consultant input to decrease travel to
hospital

Care coordination will ensure timely
and joined-up care packages at home,
and provide patients with a single point
of access

Increasing ‘Discharge to Assess’ to
reduce deterioration and frailty in the
acute environment

Proactive integrated care will reduce
episodes of crisis avoiding unnecessary
bed-based care

Responsive services and specialist

nurses will increase treatment at home,
avoiding unnecessary short stays

The integrated MDT and MCP
organisation will be a single team
helping patients home

Our model includes significant use of acute consultants in a community setting and therefore in time we would expect initiatives such as Hospital at Home to embed as an integral part of the MCP
delivery team, led by primary care with support from acute. We will also reduce pressure on the acute day-case units by providing procedures in the MCP. In the short term, key quick wins include

increased community diagnostics and more integrated MDT teams for the most complex patients at risk of admission. Both of these will help relieve pressure from the acute setting quickly.
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Timescales

Clinical
Approach

A

Modelling

Procurement
& Contracting

Commission
reform

Organisational
form

Workforce

Engagement

Programme
& PMO

Milestones

Year | —2016/17 (next 6 months) |

= Use risk-stratification models to identify the
priority service needs for 20 care hubs

= Determine clinical scope, priority
workstreams & resource requirements

= Draft logic models (| per care hub) (y

= |terate financial model & assumptions 1)

= Procure & mobilise actuarial modelling

= Define capitated budget & delegation
framework

= Estimate population-based budgets

= Agree contracting approach & principles
= Design risk/gain approach
= Define procurement strategy

= Agree approach to leadership, management
& ways of working, virtual teams

= Specify commissioner OD requirements

= Estimate resources to create, run and
assure new model

= Compare MCP configurations (number of
MCPs)
= Create MCP business plan framework

= Complete ongoing workforce analysis
= Create training, recruitment &

= Design skills development

Year 2 —-2017/18

= Redesign priority pathway redesign (in 4
delivery streams)

= Perform full service mapping

= Construct business cases for Year 3 shadow

running (:)
= Build and iterate detailed actuarial model
= Calculate delegated budgets at granularity
required in each locality

= Review national MCP contract

= Create outcomes framework for future
contracting, including metrics

= Create procurement plan

= Deploy new

= Design & plan commissioner

commissioner leadership &
changes management
structure

L]
gs??s?!ﬁfait of = Define transitional
org options MCP governance

. h

= Determine no. of (:Igiat:fﬁgsss

MCPs planp

= Launch skills

- programme development
. ge';i'?:'orqg?g care hub OD = Design MCP leadership curriculum
pecily academy = Launch academy

requirements

= Create internal comms & engagement plan
= Start internal comms & engagement

= Create public engagement plan

= Start public engagement

= Agree place-based programme plan for Year
2+3 in detail

= Mobilise programme team

= Define & mobilise programme
transformation governance

Service Scope
) &

defined (01/01) CSESA Strategy 4

Programme team

in place @ CSESA 4 year plan €

Gateway* #1: Case for Change%ﬂ

= Design public = Execute & analyse
consultation Eubllc consultation

ubject to purdah)
= Continue workforce comms & engagement
= Support local delivery to programme plan

= Link with overall STP enabler workstreams
= Assure delivery of above to plan

Sussex & East Surrey

Sustainability & Transformation Plan

Year 3 —-2018/19

= Deploy ‘new’ MCP services and localised
delivery

= Complete full MCP
business case(s)(,

Q

= Readjust delegated
budgets

= Refine model using
evidence from live
services

= Create 5 year MCP contract

= Transition delegated quality monitoring and
performance to MCPs (skills, tools, people)

= Monitor shadow metrics

= Mobilise and transition delegated
commissioning functions in MCPs: due
diligence, delegation framework, op models
= Define future organisation form of CCGs

= Define per-locality,
multi-speed
approach to new
orgs

= Formalise new orgs

Year 4 —2019/20 | Year 5 —2020/21

Stabilisation & new contract
|

= Stabilise MCP-based delivery
* Improve and extend services

= Continue to drive benefits

|
= Report on benefits realisation at place, MCP
and care hub level
= MCPs monitor quality and manage
performance across care hubs

|
= MCPs running delegated budgets, make or

buy decisions
= CCGs transition to new organisational form

= Embed ‘one team’ and ‘no borders’ cultural change
= Increase skills mix through training and recruitment

= Continue public comms & engagement

= Manage risks, issues, programme budget, stakeholder engagement, programme governance

#MCPs defined@p Public consultation
complete

*

Shadow delegated
budgets agreed

*

Gateway #2a:
Capabilities & contract
set up (shadow) %ﬂ

5 year MCP and acute contracts in place

Delegated budgets agreed

Gateway #2b: Gateway #3:
Capabilities & contract Is it safe to.
set up (full MCP) %ﬂ commence!

= Launch event. Ongoing public comms

@ MCPs live

* Gateways based on proposed
Dudley CCG approach

14



Sussex & East Surrey
Sustainability & Transformation Plan

What it will take to execute

Significant investment, time and thought will be needed to bring about this change

Investment in primary care is absolutely essential to the success of changing the system. Our GPs will provide clinical leadership, and they are at the
heart of care hubs — our engines for delivery.

= Investment in all of the items listed here is needed, starting with primary = An outcomes framework aligned with the national MCP contract and an
care agreement on a risk/gain share approach

= A ring-fenced, pooled budget used to fund all the above activity and the = An framework for establishing delegated budgets to support shadow
associated costs of delivery contracting, with a view to identifying early pilot delegated budgets e.g. in PCH

= Tight, centralised financial management of budgets vanguard

= Clinical leaders championing the change, and working directly with peers = Initial informal agreement to pool workforce where practical, via loans or

to drive engagement across primary, community, secondary, tertiary, mental secondments. Requires a willingness to work across organisational

health, nursing, hospice, ambulance, pharmacy and other experts boundaries. Workforce planning needs to be performed across the whole
= Co-production of service redesign engaging both workforce and patients — a system.

coal-face integrated approach to implementing change, enabled by senior = Rapidly developed training curriculum to support Collaborative Care and

management delegation of local decision making Support Planning and enable us to grow the right type of resources. Education
= Creating the right forums and environment to accelerate clinical dialogue at  to upskill existing resources. This is needed to underpin both clinician and

all levels — from care hubs through MCP up to governance forums — to cut patient activation.

across organisational boundaries and foster true joint working = Place-wide contracts for resource types across a variety of roles (e.g.
= Continuous clinical and patient/carer input into service design paramedic practitioners, advance nurse practitioners)

= Leadership academy to be ready in next academic year

= A fully developed roadmap of delivery for an integrated digital care = Pooling of estates resources across the place into a single asset register,
record, including interim improvements to enable care hubs to operate at local  aligned with One Public Estate and combined ETTF bids
scale = Creation of additional space; repair, repurposing or disposal of existing space

= Clinical and patient/carer input into solution design and testing = Use of estates for building housing for key workers

= Properly resourced implementation team = Consolidation of estates management functions

Change Management Programme delivery

= A dedicated function for enabling the workforce, patients and public to = A single programme plan run by a senior programme director, backed up by
absorb the changes a team of clinical and commissioner experts, seconded subject matter experts

= An agreed change model for the whole health and care system and a lean PMO function

= A detalled and robust comms and engagement Pla'ny backed up by the = Leveraging Of |0ca| care hub |eadel’ship to deliver services W|th|n the
resources to execute it programme timescale. Learning from local vanguard PCH projects.

= A new operating and governance model = Sponsorship at the highest level and recognition that this is the single highest

priority
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Assumptions driving our financial model

There are a number of different levers that could be pulled in the acute setting to close the forecast financial deficit. The finance subgroup
will model the impact of these levers to propose an optimal model that is both deliverable and maximises the potential savings.

Definition Reduction assumption (worst case) Max. saving % saving Cost of alternative...

Any non elective  The SASH frailty business case assumes a Frailty
admission for a Centre to provide a multidisciplinary approach to
patient over 75,  reducing frailty admissions; this could be

with LOS <7 days implemented across all sites.

Cost per patient in SASH Pendleton

£21.2m Assessment Unit (PAU) business case

Frailty £884 per avoided spell

per avoided £981: average day case cost across the 5
elective CCGs.

P EAZeT(«[S W\ £450: average outpatient plus two follow-
case up appointments across the 5 CCGs

per avoided £40: combined experience of the 5 CCG
[ IV[>ETAIS o]l Directors of Finance.

Any elective, day  Based on the High Weald MSK approach, some
case or electives will move to day case cost, day cases to £296.4m
outpatient activity out patient cost and out patient to community.

Elective
Reduction

Excess bed days
consumed by
patients over 75

per bed day Real costs of a recent project in Brighton &
saved Hove

Step Down
Care

Excess bed days could be replaced in an
alternative setting

Non Non elective
Elective stays of 0-1 days,
e ISl excl. maternity

All Type | A&E
activity, excl. These could be delivered in a UTC setting
UCcC

Many of these short stays could be avoided at
using ambulatory care at a cost of £320

PISEEIZeI[ [ RS/ Sample tariff from another acute trust

Apportioned cost per patient of the existing
block contract for the 24/7 UTC in
Crawley

per avoided
attendance

First
Outpatient
Appts.

All first OP Encouraging GPs to review whether appointment
appointments is necessary, potentially using peer review

per avoided Combined experience of the 5 CCG
appointment Directors of Finance

wv

As per CCG Enabling and supporting patients to self manage
(W -RNi I Docobo risk their long term conditions, thereby avoiding the
(O [{{ITIN stratification patient getting critical enough to need hospital
definition treatment

As per CCG

Complex Docobo risk Care coordination and multi-disciplinary teams
Patients stratification based in the community

definition

PBR All spend
Excluded associated with
Drugs PBR-X drugs

The model then de-duplicates savings by applying business logic to historical per-person data. It also assumes a benefits lag. After these adjustments the expected annual saving is:

per avoided Horsham and Mid Sussex tailored
admission healthcare approach pilot

per avoided Annual running costs of admission
admission avoidance schemes per admission avoided

Medicine Management at pharmacy undertaking
more drug reviews on non PBR drugs

Change in process using existing Medicines

£56.Im
Management resources and tools

20%

Total annual saving expected at the end of year 5 £92m 4ma |ndicative estimate that that there are sufficient savings available



Finance projection
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By 2021 we expect to have addressed the financial gap — and improved quality and performance

We are assuming it will be possible for early wins
to bring benefit in Year 2

= QOur current model assumes a linear ramp-up of
benefits over four years, starting in Year 2. This
means that we expect 25% of benefits to have
kicked in by March 2018. The model does not
at this point specify the projects that will
deliver this 25% of benefits in year 2.

= By the end of this financial year we will have
drafted tailored logic models for each of the 20
care hubs in the CSESA place. These will help
us to identify where to target early wins in each
locality and across the place. However, there
are projects that we aim to see delivering
substantial benefits by the end of Year 2, for
instance:

CSESA STP Modelling - 20/21 'Do Nothing' to 'Do Something’ Bridge

Pre-STF 20/21 Sockal Care &  Social Care &
20/21'Do Specialised National NHS Do 20/21NHS Do Other'Do Other ‘Do Overall STP ‘Do
Mothing' Provider Managed  Place Based Commissioning  Cancer Maternity 7 Day Working  Local Digital ~ Something’  Indicative STF  Something' Nothing' Something'  Something'
Surplug/Deficit  Prevention  Productivity  Medicine Care arp Taskforce Review Week Roadmaps  Surplus/Deficit  Allocation  Surplus/Deficit Surplus/Deficit  Measures  Surplus/Deficit

£(50) £31)
L —
. £(5) £(2) .
e £31 €19 3 £(99) £68 I e

£(150)

£19
£(200)
£(250)
£(300)

[ ] £152

£15

£(117) £57

(£m)

£(350)
£(347)

£(400)

By Year 5 we will have reduced the healthcare deficit to £3Im

® The current level of modelling performed indicates that there is sufficient total benefit (within the nine levers identified
in our assumptions) to reduce the acute costs by 25% while being re-provided in the community at 70%; or cheaper.
This is equivalent to a net saving of 7.5%.

= At this stage, the model does not take into account the one-off or ongoing investments in primary care that will be
needed to enable this change to happen.

® We will undertake a more detailed modelling exercise between now and the end of March 2017. This will be done in
parallel with a programme planning exercise so that firm dates can be put against benefits and costs.

® This doesn’t take into account the quality and performance improvements that we expect the new model of care to
bring, or the sustainable system that it will create.

® Further detailed modelling can examine whether increasing capacity out of hospital will lead to a direct corresponding
reduction in bed capacity in acute. There are two reasons why this may not be the case:
I. The immediate impact of reducing demand will be to enable the hospitals to remain safe at all times, even through
winter resilience pressures
2. A secondary impact will be to create the headroom for hospitals to absorb the additional — appropriate — demand
that will occur with the demographic changes in the population, without having to open additional wards

COTC propasition

We are currently exploring how to stand
up one or more community diagnostic and
training centres. These would supply X-ray,
CT, MR, ultrasound, bone scan and barium
swallow services and address both the
immediate shortfall in equipment and
staffing capacity as well as the projected
demand. This will significantly improve early
diagnosis rates and RTT for cancer and
other acute, chronic and long term
conditions, which in turn will improve
patient outcomes.

Qur vision of a community Diagnostic and Training Centre

2. Risk stratification will identify interventions

needed for the top 2-5% of patients with
long term conditions. Locality MDTs,
widespread care coordination and efforts to
increase patient activation can be put in
place quickly to reduce the spend on the
most costly percentiles whilst improving the
quality of their care.
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Sussex & East Surrey
Sustainability & Transformation Plan

An adjusted governance model will be needed to oversee this period of transformation

To launch the integrated system that our
vision sets out, correct governance is
essential to have decisions made by the groups
with the appropriate legal authority to do so.

Decisions need to be binding, made at the
right level and the right pace. This will
require clear roles and responsibilities, with
engagement from the right stakeholders in the
right forums at the right time.

Moving to a single health and social care
governance model across 5 CCGs and 4 local
authorities will be a complex task and will take
time to negotiate. This design and deployment
work will be undertaken by the Change
workstream of the programme and therefore an
end-state solution is not set out here.

In this submission, we define instead a proposed
model of governance to oversee the
programme and the transition to a new
model. This is based on a set of guiding
principles

Note that A common case for change, a
common set of principles, a common MCP
approach and common governance will not
necessarily result in a singular outcome in terms
of organisational form or local delivery model

C

Principles of Governance

®)

\

v

Shared leadership
Parity between board members

Representation of all major
providers

Shared ownership of the board
and accountability to
communities

Openness, transparency,
inclusiveness

v Joined up governance to avoid

v

v

repetition

Programme board independent
chair

Democratic representation to
provide public accountability

The public will be engaged
throughout and consulted
appropriately

Place-based programme aligns
strategic direction across ’place’

Seeks integration, sharing and
efficiencies across place-based
themes

v

<\

Works with the leadership of
the other two places to align
across borders and avoid
repetition or competition

Delivers consistent messages to
STP Programme Board &
individual organisations
sovereign governance
arrangements

Delivers place-based messages
alongside local strategy to the
4 HWB'’s to enable an dligned
strategic view across the whole
of the local health and care
economy

Local HOSCs continue to
review proposals for substantial
change in context of place
based plans

v Single financial statements

<\

Single published view of estates




Programme and transition governance model
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The governance here is that needed to oversee the journey, not the end state

Composition as per current terms of reference, plus
suggested additional local authority attendance

STP Programme Board

STP Executive

Approval of place-based strategy and report to
residents of STP progress. To be kept sighted on
strategy development prior to approval.

LA HWB x 4

Independent chair. Representation from: 5 CCGs,
Social Care, all major providers, local authority,
patients, STP Executive

CSESA Programme Board

Meets 6 weekly

Meets fortnightly

Review of substantial changes proposed prior to public
consultation. CCGs can require a joint HOSC which is
appropriate for the place-based plan (TBC)

Meets monthly

Clinical Forums

Providing clinical oversight of end-to-end place-based
plan. Driving engagement with on-the-ground clinicians.
(to be created)

Includes nursing input. TBC what format this will take.

1 1 1 1
1 1 1 1
i 1 1 1 1
1 1 1 1
Overseeing design of clinical models, pathways, Local Transformation | _ _: : : : e
workforce, IM&T, estates etc. Boards | H : :
1 1
1 1
1 1
[ 1 1
I 1 1
.. . 1 1
Driving collaboration and . i 1 1
delegated commissioning CG Governing Bodies | |[F=====" | "====== N

Combined Healthwatch representatives, plus
Patient Representation appropriate input from existing patient representative
groups

Chaired by CSESA SPL. Primary Care Provider Lead, Community Services
Lead, Mental Health Lead, Specialised Commissioning, Social Care Lead,
Programme Director

CSESA Progra

Meets fortnightly. Role is to provide steering to
Programme Management and to escalate to CSESA
Programme Board or STP Exec

% See following slide




Delivery programme structure
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A robust, dedicated programme team to deliver the plan

STP Programme Executive

I

Mental Health

I

Acute
Transformation

T
I
I
I
I
I
I
I
I

1

Enablers

Chaired by CSESA SPL. Primary Care Provider Lead,
Community Services Lead, Mental Health Lead,
Specialised Commissioning, Social Care Lead, Programme
Director. Meets fortnightly. Role is to provide steering to
Programme Management and to escalate to CSESA
Programme Board or STP Exec

CSESA Programme Executive

S B G

|
|
|
|
|
|
|
|
|
|
|
CSESA Programme Management & Programme Team !
4 1 | | N\
| 1 1
| 1 1
I I Programme I
: Director :
I I
I I
I I
I I
I I
1 . 1
I Delivery Manager PMO support I
I I
I I
I I
1 I
I I
I I
I I
Clinical Services : !
I
> I
3 Prevention and Improved access I Comms & Modelling &
<3 P Workforce g
> g < self care to urgent care engagement finance
o
o
Qo
Q
3 S
> S
£S o Coordination of "
a Continuity for . Organisational
. . frail and . Procurement &
patients with comblex & leadership contractin
LTCs P development g
patients
\.
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In conclusion
The Central Sussex and East Surrey Alliance has a strongly held vision in common and we are already

moving in the same direction

Central Sussex &>
& East Surrey
Alliance

We will transform our model of care: from one that is
reactive, often crisis-triggered and heavily acute-focused
— to one that promotes wellbeing, provides early

detection and diagnosis and empowers people to manage p.: .

their health moregeffectively wiEhin theitl*) colr)nmunities. & Eﬁ'ﬂ?ﬂiﬁ l?fi)“j L‘i"iﬂ @ @ Surrey and Borders Part?e_rshlp INHS |

Primary care will lead the delivery of an effective and Bansicad | Horley | Rehil | Regace A\ WS Foundation rest

sustainable new care model. Practices will work in a Sﬂy!sclolugcy ABC

more co-ordinated way with each other around natural ; : \ﬂ First

geographies, embracing a wider skill mix. They will Tandridge .':‘.. Surrgggltag?e E':‘fffzﬁ INHS| RSP

integrate with community health, mental health, social S

care and voluntary services. YCrawley W‘ INHS |

Each of the five CCGs have already established their Cliniéal c°mmissio’i?:t'g:,ﬁy Q 4

respective care hubs. All 20 care hubs are in the process . INHS | 9 P Que;n Victoria Hospital m

of integrating care around their local populations. We e Crawley NHS Foundation Trust

are also beginning to evidence the impact of more Clinical Commissioning Group

proactive, community-based care on utilisation of acute

care - albeit in a narrow cohort of patients or s sielnid Sussex Community ['75 Coonty el

geographical patch. Working together across the CSESA Counil e Crawle NHS Foundation Trust NAYNAAY

footprint, we will drive a level of efficiency, scale and MID SUSSEX 4 wm

pace for our clinical redesign programmes and @l west R T

organisational development. As we move to our MCP  [___Jsussex Horsham & T~— Py

model we will consolidate pathways into and out of our  \§ county S S oo Disrict Gonell ~
Y council ] SIEX Wealden

acute providers more effectively. We will also have

greater impact by working together on key enablers
such as workforce requirements, interoperable digital Horsham and Mid Sussex
care records and estates. Clinical Commissioning Group

Disiret Counsil

Sussex Partnership

NHS Foundation Trust

Brighton 4 ddiddid m

operational, legal MCP entities by 2020. This will be o B High Weald Lewes Havens
underpinned by robust benefits realisation of the new . 2 . s

care models, delegated population based budgets and i Connc Clinical Commissioning Group
reform of the commissioner landscape.

We have set out an ambitious programme to realise fully

We will now actively engage more fully with patients, i NHS .
clinicians, our public and key stakeholders, and in Brighton and Hove B”g_htor_‘ and Su_ssex NHS| » coperforma
particular our local authority colleagues. Clinical Commissioning Group University Hospitals

NHS Trust

We have a credible vision, a defined care model, clear -
timelines, demonstrable work in progress and a good &) OPTUM"

understanding of our financial case. This puts us in a I( CARE(:;) @

FZ dere

South East Coast Ambulance Service [A'/a/~3

NHS Foundation Trust

strong position to register an expression of interest for  healthwatch megetes WITHOUT
the next wave of vanguard funding. e CARBON
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Modelling Approach

We have identified a number of activity groups that could potentially be moved out from
the Acute setting.

Identlf).' . Each of the activity groups have been linked to discrete episodes with SUS data to enable
Ol IS (s to understand the scope in terms of spells, bed days and tariff.

We have developed a sophisticated model that extrapolates historical SUS data into the
future, using granular population growth data and historical trends.

Build SUS
Forecast Model

Against each opportunity, we have identified the size of the opportunity, the extent to
Set which Acute activity could be reduced and what it would cost to either reduce or re-

Assumptions provision the activity in a community / primary care setting.

Apply The “before” and “after” SUS forecasts are compared to understand the impact of the
opportunities in terms of bed days, spells and total spend.

Assumptions to
Model
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We have identified 9 opportunity areas dentify

Sussex & East Surrey

Build SUS Apply
Set :
Forecast Assumptions
Model to Model

Assumptions

Definition

Any non elective
admission for a
patient over 75,
with LOS <7 days

Non elective stays
of 0-1 days, excl.
maternity

All Type | A&E
activity, excl. UCC

All first OP
appointments

Non Elective
admission

Any elective, day
case or outpatient
activity

Elective Reduction

Excess bed days
consumed by
patients over 75

First Outpatient

Step Down Care Appts.

Lever Definition

Lever Definition

As per CCG
Docobo risk
stratification
definition

As per CCG
Docobo risk
stratification
definition

Long Term
Conditions

Complex Patients

All spend associated

PBR Excluded Drugs with PBR-X drugs
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. o e : Build SUS Apply
We have built a sophisticated model Gentify Y Forecast N e

Assumptions
P to Model

Model

Our model extrapolates out episode-level SUS data out to 2020

Demographic Growth and Demographic Change Non Demographic Growth

= Using granular ONS population data, we have extrapolated out = Patient’s expectations are increasing, as are advances in medical
episode-level FY2015/16 SUS data out to FY2020/21.This treatment. This has lead to longer term trends in activity that
equates to 4,000,000 rows of data in the model, and is built on are, in many cases, over and above the demographic change.

MS SQL-Server.

* We have applied 3-year growth trends at POD / CCG level to

* For example, if a CCG has an aging population, then the the data.

demand for services that the elderly will consume will grow
at a faster rate than other services.

= Similarly, as the elderly tend to have longer lengths of stay,
the bed day demand will also increase.

Y@l Population Growth by Year and age band @ 3yr historical Trend &

CCG POD 3 Yr. Trend Projected bed demand 665,000

095D ASE 2.05% Bed days estimated £60000
09D DC 0.67% o o
09D EL 2.90%

M 560 PA57Z  £1,088
F 560 PB03Z £981
68 M 560 PB03Z  £1,088
M 501 NZ08C £1,088

655,000

650,000

09D  NEL -1.21% 645,000
- 09D NELNE -1.21% 640,000
09D NELSD  -121% st v sysem e s s iy 63500
09D NELST -1.21% 30000
09D OP 3.60% 2015/16  2016/17 2017118 2018/19 2019120 2020121 '
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WVe set the levels for our assumptions
The Directors of Finance for the 5 CCGs agreed the levels of saving and the cost of the alternative

Definition Reduction assumption (worst case) Max. saving % saving Cost of alternative...

Any non elective  The SASH frailty business case assumes a Frailty
admission for a Centre to provide a multidisciplinary approach to
patient over 75,  reducing frailty admissions; this could be

with LOS <7 days implemented across all sites.

Cost per patient in SASH Pendleton
Assessment Unit (PAU) business case

Frailty £21.2m £884 per avoided spell

per avoided £981: average day case cost across the 5
elective CCGs.

P EAZeT(«[S W\ £450: average outpatient plus two follow-
case up appointments across the 5 CCGs

per avoided £40: combined experience of the 5 CCG
[ IV[>ETAIS o]l Directors of Finance.

Any elective, day  Based on the High Weald MSK approach, some
case or electives will move to day case cost, day cases to £296.4m
outpatient activity out patient cost and out patient to community.

Elective
Reduction

Excess bed days
consumed by
patients over 75

per bed day Real costs of a recent project in Brighton &
saved Hove

Step Down
Care

Excess bed days could be replaced in an
alternative setting

Non Non elective
Elective stays of 0-1 days,
e ISl excl. maternity

All Type | A&E
activity, excl. These could be delivered in a UTC setting
UCcC

Many of these short stays could be avoided at
using ambulatory care at a cost of £320

PISEEIZeI[ [ RS/ Sample tariff from another acute trust

Apportioned cost per patient of the existing
block contract for the 24/7 UTC in
Crawley

per avoided
attendance

First
Outpatient
Appts.

All first OP Encouraging GPs to review whether appointment
appointments is necessary, potentially using peer review

per avoided Combined experience of the 5 CCG
appointment Directors of Finance

wv

As per CCG Enabling and supporting patients to self manage
(W -RNi I Docobo risk their long term conditions, thereby avoiding the
(O [{{ITIN stratification patient getting critical enough to need hospital
definition treatment

As per CCG

Complex Docobo risk Care coordination and multi-disciplinary teams
Patients stratification based in the community

definition

PBR All spend
Excluded associated with
Drugs PBR-X drugs

The model then de-duplicates savings by applying business logic to historical per-person data. It also assumes a benefits lag. After these adjustments the expected annual saving is:

per avoided Horsham and Mid Sussex tailored
admission healthcare approach pilot

per avoided Annual running costs of admission
admission avoidance schemes per admission avoided

Medicine Management at pharmacy undertaking
more drug reviews on non PBR drugs

Change in process using existing Medicines

£56.Im
Management resources and tools

20%

Total annual saving expected at the end of year 5 £92m 4ma |ndicative estimate that that there are sufficient savings available
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. : Build SUS Apply
The model enables users to test the impact of i s o ane ) Assumptions

Assumptions to Model
different assumptions

Model

* The front end of the model is built in Excel (see * The CCGs and Providers can then apply different
following slide) and takes a summary feed from the assumptions to the model, and instantly see the
SUS Forecast model. impact. These assumptions are:

* The summary feed totals activity and cost by a variety " Year-by-year scale to which Acute activity can be
of dimensions including CCG, POD, Site, Year, and, reduced by each opportunity

importantly, allocates flags against the each row

‘ . o _ = Unit cost of re-provisioning or avoiding Acute
according to which opportunities the data applies to.

activity

= Within the Excel model, we can assign multiple
opportunities to each episode. = As the model is built up from granular data, it is
possible to view the impact of the opportunities by

* For example,a 75 year old non elective admission . . :
multiple dimensions:

could be subject to multiple opportunities, but in
reality that episode can only be saved once. = CCG,Site / Trust, POD etc...

* The model ensures that double counting is
minimised by applying business logic to each
episode; this ensures that for opportunities are that
mutually exclusive, only the opportunity that has
the greatest impact is applied.
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A quick overview of the Excel model

Do Nothing view, aligned
with 2020Delivery financial

Opportunities, and extent to
which activity could be

model reduced

Do Mothing

Az Patiemt St Sl and ARE Eaefine Lic Atding - - - )

CCG 2016 2017 2018 Z019 2020 Frailty £ 19.3m St e o T L ERT T ED 0z 2020 300 405

MHS BRIGHTOM & HOYE CCG i 120.8m £ 223m £ 1236m £ 1243m £ 127.5m Elestive Fedustion £ M63m SO S, ST o Gt Satient dwl i Eml 0

MHS CRAWLEY CCG i EEAm £ E74m & E24m & E34m & TL.Zm Step Down Care i 2im Ages = T S Sed il Tl EER 3l B0

MHSEAST SURREY CCG i 960m £ 96Im £ Im £ 96E2m £ 97.3m Mon Elective Admission £ 189.7m o AR, EERS s dwl EMn 2N 30x|

MHES HORSHARM AMDMID SUSSEXCC £ n2zm & UL Y nesm & 122im £ 12E.Em ALE i 26.2m 21 AT WS NSRS SRR WSS ey B TR 23N 30

MHE HIGH WEALD LEWES HAVEMS CC & #4m £ #28m & &4Im & 863m & av4m Firgt Qutpatient Appointments £ 47.4m et 1 ax 43 ik

MOMN PER DRUGS (CCG) i 192m £ Mim £ Hom & 220m £ Z32m Long Term Conditions i 24m AT e tes Fuimoman Aekeiis o g Tt 281 B8 603

OTHER ACUTE ACTIVITY i 534m £ Bagm & ET2m & T4Im & 21.2Zm Comples Patients i 3/EM Areisus DT anafinis free tal) gl B zaMl 30N

ACUTE - MOM MNHS i EEOm % E78m & B9.6m & fldm £ 73.8m FEFR Excluded Drugs [(CCE) £ 19.2m Gl 0 1AM 20|
iy SPECIALIST i BAim & E2Em & EEOm &  EB9EmM & TEmM FER Excluded Drugs [SpecComm) & I7.0m By 0mi 18k 20%
A A4S SPECIALIST [Mon SUS) i 1E63m & 7eim & 1924m & 2077m £ 225.8m

MON PEFR DRUGS [SpecComm] i 370m % 40.2m & 421m Him £ 46.2m

TOTAL £ B76.8m £ 913.0m £ 9492m £987.0m £ 1033 8m 0

Do Something - based on Levers Ramp-up PrOﬁle Of

s Pt SRt Sadernt and AGE Sarefine Do Sormething - - - o opportu nities

CCG 2016 2017 2018 Z019 2020

NHE BRIGHTON & HOYE GO £ f208m &  M90m £ MESm & N4Im £ H35m View of Acute spend once

MNHE CRAWLEY CCG i EE4m £ EBEm & Ed4m £ EIZm & E27m 0

NHS EAST SURREY CCG i %0m & Si4m & S0Em £ 878m P 855m opportunities have been

MHS HORSHAR AMDIMID SUSSEX CC & n2zm & n25m & zzm & Mam & T2.Em i

MHE HIGH WEALD LEWES HAVEMS CC & #4m £ 205m & TaIm & Téim & TTEmM |mP|emented

MOM PER DRUGS [CCG] S 192m & 13im £ wWam & 18Im & 12.6m

OTHER ACUTE ACTIVITY i 6i4m £ B98m & E72Zm & T4IZm & #.2m A LTI S ST

ACUTE - hOh MHS i BEOm_ & E78m_ % Efm_ £ Tldm_ % Tiim AT G SR
o SPECIALIST L3 ga0m T Blam T E34m Tt ESEm TE EV.9m
A A4S SPECIALIST (Mon SUS) i 1E63m & 7eim & 1924m & 2077m £ 225.8m A LTI S ST

MOMN PER DRUGS [SpecComm] S Wom i M|2m & 7Am & 37Em & 36.9m

[Complex Fatients] E - m 2Fm & B.Em -& 87m £ 1.9m el Ratients e calowited saparatel B dew of Doeaho dafa fomenge with SIS

TOTAL £ 8768m & 8926m I 807.2m 29222m I 9H4Em Cost of reducing / re-

Acute Savings £ - m -£ 205m -£ 42im - 64.8m £  89.2m provisioning each opportunity

P ion ! Beprovisioning Costs

Lever 2016 2017 208 2013 2020 o Umits

Frailty i - m & 0fm & 14m & 22m & Z3m Frailty E B84 | e sdminsimm secined Saredon SARH hue cace
f=s Elective Reduction i - m £ 0Em & 12m £ 1am £ ZEm Elective Reduction EL £ 8981 | per sdeotive redbimed Mg ot o Dy Came
£ Elzctive Redustion i - m i 1im & 22m & 34m £ 45m " Dc £ 480 | e dinyp e rewiimed Mg cnt f QI SR
e Elective Reduction i - m i 1im £ 23m & 38m £ 4.3m " arF E 40} e o S SnmodniTen Saved ERfimate

Step Down Care i - m & 0nrim & 12m & 20m & 27m Step Down Care £ 180 | per sveens e Sy saved LErimmate

Ron Elective Admission i - m & 05m & 0am & 14m & 19m Mon Elective Admission £ 320 ) per sdmninsimm secined Sared o CISF oot

AEE i - m £ 20m & 40m £ EZm £ g4m AHE £ 80| mer atemiamee Saved e cwn CFSey SHersme

Firzt Outpatient Appointments i - m i - m i - m i - m i -m First Qutpatiznt Appointments EAD | e siemdsmee Saped Erfimate

Long Term Conditions i - m i 0om £ aim £ aim £ 0.im Long Term Conditions £ 204 | per somminsmm ceciced Hei cane

Comples Patients i - m & 0nrim & 15m & 2im & 2Em Comples Patientz £ BB | per saminsmesecieed Secdaiie Wi

FER Excluded Drugs [CCE) i - m & - m & - m & - m & m FER Ercluded Drugs [CCE) E - e E eaped Erfimate

FEF Excluded Drugs [SpecComm] i - m_§ - m_ & - m_ & - m_ & - m FER Excluded Drugs (SpeciComm) 1 er £ saved ERfimmate

TOTAL 3 - m & 74m & 150m % 230m ¢ H.2Zm

MNet Savings 3 - m £ 132m - 2FIm -§ #19m -i 58.0m 0

Net Total (across all years) £ 140.2m

Net impact to financial
position
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How each CCG is currently developing primary care
All 5 CCGs are already taking steps to integrate primary care at scale

CCG S HUbS De\{elopment Current status summary Model
/ practices | Project Name

Complex Patients ess

4 Networks /

%‘%

There is a GP Federation — Alliance for Better Care Ltd — representing all practices which has
worked with the CCG and other partners to co-develop new models of care that can be used
to both drive the establishment of the networks and improve access to urgent care and the

East L . . L : .
Surre 18 general coordination of the most complex patients, including integrated models with social care,
Y practices Primary Care mental health and community services. The CCG has awarded a preferred provider contract
Networks  to the federation for enhanced primary services, and is now determining how best to invest in
the new model.
2 .. . . . .
Communities In 2016/17 the CCGs are jointly developing enhanced primary healthcare teams, bringing
Crawley of Practice Communities together community nursing teams and multi-disciplinary proactive care teams into one
/12 general of Practice  jntegrated team based around communities of practice in the communities. Care will be
practices designed around complex patients supported by the enhanced multidisciplinary teams and
focused on early intervention, living well at home and avoiding unnecessary use of the hospital
with specialist care in the community. They will test and widen new skills and roles for
. enhanced primary care teams, including for example increased use of pharmacists, community
4 - Commun'|t|es paramedics and advanced nurse practitioners. They will work more closely with the third
Horsh.am Commun'|t|es of Practice  sector. There will be a much stronger focus on empowering and supporting patients and their
and Mid of Practice & carers, to give them the knowledge, skills and confidence to manage their own condition. In
Sussex /23 general  Primary Care a5t Grinstead, HMS CCG are running a vanguard pilot of the Primary Care Home model.
practices Home (PCH)
Established four localities to develop ‘Communities of Practice’ to deliver integrated primary,
4 community and urgent care services. Developing networks in the four localities to identify and
High Communities deliver bespoke and agreed local priorities to improve primary care sustainability, access and
Weald of Practice C nEeCt; ING  outcomes. Launching the redesigned MSK, diabetes and dementia pathways, and OOH / urgent
Lewes /20 seneral care plans. Improving care for the frail elderly and vulnerable population. A review of the
Havens ge services provided in primary care for people with learning disabilities. Further developing
practices . . . . ' .
pathways for standardised approach to LTCs. Provision of responsive and children's services.
High Weald is part of a pioneer site for maternity choice
B&H CCG have moved 5,000 patient pathways per year from hospital to community and
. rimary care settings and contained growth in demand for hospital services - over the past five
. 6 Clusters / Brighton & P 4 & Inec & P o P
Brighton . years A&E attendance has remained stable and emergency hospital admissions have decreased.
44 General  Hove Caring ) . . - .
& Hove . To do this, they grew our crisis response services and run award-winning public
practices Together

communications campaigns. They use risk stratification, deliver proactive care through the
clusters, deploy care coaches and health trainers and launched ‘My Life’ website.
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Workshops
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Most content was generated through three workshops. Remaining content was established through a
mixture of one-to-one conversation, and frequent review of iterated document drafts by all parties.

Directors worked together to identify which =
projects and plans from each CCG could be
easily shared and re-used across the place —
and which areas of development needed
collaborative thinking

Leaders of the following

organisations worked on the place’s

vision, priority projects and
governance

CCGs: All 5

General practice: ABC (East
Surrey GP federation)

Acute: Surrey and Sussex
Healthcare, Queen Victoria
Hospital, Brighton and Sussex
University Hospitals

Community health: First
Community Health Care, Sussex
Community Foundation Trust

Mental health: Surrey and
Borders Partnership, Sussex
Partnership

Paramedic services: SECAmb

Local authority: West Sussex
County Council, East Sussex

County Council, Brighton and Hove

County Council

Health education: Kent, Surrey &

Sussex Leadership Collaborative

Patients: Healthwatch Surrey,
Brighton & Hove

= A group of GPs and practice managers drawing from
CCQG clinical chairs, CCG clinical leads, GP
federations and interested GPs discussed an early
draft of the place based plan; and what it will take to
drive engagement from primary care in this change

o Looking forward 5 years:
“N Iiwe get the MCP model right, what will it Iook like?

Winat new auteomes.
will we have achieved?

To achieve this future state:
What are the key projects we need?

the key principles and the biggest changes?

es and vrite cown ges to the draft below
s needed”

) ey

32



