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1) National and Local Context
a) Background
In February 2017, the CCG approved its Operational Plan for 2017/18 – 2018/19. This
plan now represents our local Operational Plan for 2019/20. It is designed in the
context of the NHS Long Term Plan, the Black Country Sustainability and
Transformation Partnership (STP) and Clinical Strategy, and the move towards a
Black Country Integrated Care System (ICS).
This plan is designed to:








Build on our achievements in implementing our plan for 2018/19
Implement our plans heralded in our commissioning intentions for 2019/20 and
2020/21
Fully implement our new Dudley model of care, establishing place-based
integrated health and care services, through the mobilisation of an Integrated
Care Provider contract for our Multispecialty Community Provider (MCP)
Redefine our role as a clinically-led commissioning organisation, given the
changes that will result from the commissioning of our new care model
Reflect the work we are doing as the local leader of the NHS, in conjunction
with our NHS providers, our local government partners and the
voluntary/community sector
Meet the expectations placed upon us through the national planning system
Respond to the significant clinical, service and financial challenges of the
coming years

In the sections later in this document we have:





Identified the financial, performance, and health challenges we face
Reaffirmed and developed our objectives
Explained how our commissioning priorities will position us to have a
sustainable local health and care system, centred upon the delivery of a new
model of care and meeting our vision for population health and wellbeing
Demonstrated how we will ensure we meet the highest standards of quality and
patient safety

We have shown how we will be:




More joined-up and coordinated in our care, so as to support the increasing
number of people with long-term health conditions and complex care needs
More proactive in the services we provide with a strategic shift to ‘population
health management’ and predictive prevention
More differentiated and personalised in our support offer to individuals, through
engaging with and tailoring prevention to people most in need

The main focus of our plan is to mobilise the MCP contract by the end of the plan
period. This will include the MCP becoming responsible for the delivery of a number
of commissioning activities that are currently the responsibility of the CCG.
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This will be executed in a manner that is consistent with the “five major, practical,
changes” to the NHS service model set out in chapter one of the Long Term Plan for
the NHS. Our MCP will:






Boost out-of-hospital care
Redesign and reduce pressure on emergency hospital services
Provide more personalised care
Digitally-enable primary and outpatient care
Focus on population health

This is addressed further at in chapter 8, part h, later in this document.

b) Strategic Vision
Our original 5-year strategic plan established a new vision for healthcare characterised
by:
A Mutualist Culture – recognising the mutual relationship between GP and patient
and the associated rights and responsibilities in an organisation of member practices
and registered patients.
The Structure of the System – moving away from traditional organisational
boundaries and service categorisations to recognise the needs of individual patients
in a modern world.
Population Health and Wellbeing Services – commissioning proactive populationbased healthcare.
Health and Wellbeing Centres for the 21st Century – providing the capacity needed
to deliver our vision of population health and wellbeing services.
Innovation and Learning – investing in research, technology and information
systems as a basis for improving our organisational performance and the effectiveness
of the system.
These principles are reflected in this plan, in our contribution to the Black Country STP
and, most of all, in how we will commission a MCP.

c) Challenges
Challenges exist in terms of the system, finance, performance, health and quality.
i) System challenges
The key challenges facing the Dudley health and social care economy are:




A growing demand for healthcare from a population where, over the next two
decades, the number of people over 65 will grow by 25,100 and the number
over 85 by 9,900
The financial sustainability of our NHS partners
Budgetary challenges facing Dudley Metropolitan Borough Council, in relation
to public health, adult social care and children’s services which may impact
upon the development of the MCP
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The need to secure effective transformation in leadership and cultural terms at
a local level to ensure our new model of care is capable of delivery
The need to secure full clinical engagement from clinicians across primary,
community and secondary care
A primary care system that is under strain and requires radical change to
becomes sustainable
An acute services provider facing challenges from the Care Quality
Commission (CQC)

ii) Financial challenges
The CCG’s financial plan has been constructed to deliver a sustainable NHS in
Dudley. The delivery of a financially sound health economy is, however, not without
its challenges.
We set out in chapter 7 how we intend to implement a financial plan that meets all our
duties and the business rules set out in the planning guidance, as well as the
associated risks and mitigations.
iii) Performance challenges
Our contracts with providers have been constructed to ensure that all NHS
Constitution standards are met.
There are specific performance challenges in relation to waiting times for cancer
treatment and for diagnostics.
iv) Health challenges
The Dudley population is characterised by:







A higher proportion of people reporting a limiting life long illness or disability
A female life expectancy rate similar to the national average, whilst the male
equivalent is 78.5 years, lower than the England average of 78.9
A gap in life expectancy between the least and most deprived areas of 8.2 years
25% of deaths in the 40–59 age band being due to cardiovascular disease,
smoking, obesity and lack of physical activity
The percentage of people with a high BMI being significantly worse than the
England average
A rate of depression (11.7% of GP-registered patients) that is higher than the
England average of 9.9%

Our approach to tackling health inequalities is described in chapter 2.
v) Care and quality challenges
In terms of provider performance:

 Dudley’s main provider, Dudley Group Foundation NHS Trust, is currently



under scrutiny by NHS regulators and has been rated as ‘requires improvement’
by the CQC. This has had a significant impact on both providers and
commissioners to ensure the necessary action is taken to improve its services
There is a failure to report serious incidents and the opportunity to learn is being
lost
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Independent sector providers do not have a sufficient overview of quality
metrics
We need to ensure proper triangulation of complaints and engaging NHS
England appropriately where they are the commissioner
We need to gain sufficient assurance about the quality of care within care
homes and work in partnership with Council colleagues to ensure patients are
safe

At a population level:




Uptake rates for breast and cervical screening are below the national target of
80%
The CCG is in the worst performing fifth for the percentage of ED admissions
that result in emergency admissions
A higher percentage of emergency admissions are terminal than the England
average

A growing frail elderly population displaying multiple co-morbidities is a major factor
behind our rationale for the commissioning of a MCP. This itself is designed to provide
an effective response to issues with provider performance. The MCP presents an
opportunity to have a more community-based response to emergencies that avoids
unnecessary ambulance conveyance and admission to hospital, particularly in relation
to the frail elderly and those in care homes. The MCP will provide the primary care
out-of-hours service through the Urgent Treatment Centre and will offer an opportunity
for continuity of care with integrated practices.
In addition, we are looking to address a number of the issues identified through our
proposed outcomes framework at both a population and individual patient level.
The framework has already been developed and implemented in primary care and this
will now be extended with the MCP. This will move us to a position where the system
as a whole works to the same set of outcome measures.

2) Health Needs and Health Inequalities
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Our approach to health inequalities is informed by the Dudley Director of Public
Health’s annual report, which considers health needs and inequalities across a
person’s life course, from pregnancy and the years before starting school, through to
the years after retirement.
In addition, the CCG contributes to the Joint Strategic Needs Assessment, which
informs the Joint Health and Wellbeing Strategy (see part g).
Following further review with our Office of Public Health and the Health and Wellbeing
Board, We will set out how we will reduce health inequalities by 2023/24 and 2028/29,
focusing specifically on screening and vaccination programmes.
The outcomes-based MCP contract and a move towards a similar contract for acute
services will be key vehicles for improvement.

a) Prevention
Prevention and early intervention is fundamental to reducing health inequalities.
The MCP is being commissioned to deliver a set of health outcomes based on
population health management and prevention. Upstream prevention of health
conditions is the fundamental approach of our MCP. By helping our local population
to remain in good health by providing services that work to prevent or reduce the
chance of illness, or by managing people in poor health to remain in as stable a
condition as possible, we can potentially avoid highly expensive hospital admissions
and other service referrals. This will allow a more efficient use of scarce resources on
unavoidable admissions.
By risk stratification we can identify groups at the highest risk and target appropriate
treatment to reduce the likelihood of an emergency admission for a worsened
condition later on. The MCP is responsible for four key aspects of population health
management because it will:





Improve health status
Provide accessible urgent care
Provide joined up care for people with continuing needs
Provide intensive care for patients with the highest needs

b) Healthy Living Practices
The Healthy Living Practices model supports the move from services treating those
who become ill, to a proactive- and prevention-focused MCP that takes collective
responsibility for whole population health.
A non-clinical member of staff in each GP practice will be trained to take on the role of
a Healthy Living Practice Practitioner, who will reduce the workload on GPs by:




Signposting patients appropriately, where there is no requirement to be seen
by a member of the clinical staff
o e.g. directing patients to community services using the Community
Information Directory, offering brief advice on lifestyle behaviours using
MECC principles
Promoting awareness of the use of the Community Information Directory and
other resources patients may access to self-manage their long-term conditions
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and minor ailments or illnesses, thus reducing the need for contacting their GP
practice
o e.g. using the community pharmacy service for analgesia/cold remedies
Seeing patients referred to them by the clinical staff, where they may benefit
from accessing lifestyle or other community advice
Provide 6 health awareness/literacy campaigns in the practice each year. This
will be supported by the Healthcare Public Health team and PH other teams

Feedback from practice receptionists to the Office of Public Health suggests that they
are largely feeling positive about taking on these roles as an enrichment of their own
experience of work.

c) Early Years
During pregnancy and a child’s pre-school years, factors start to affect them which
promote health inequalities in later life. Vulnerable women and women from more
deprived areas and backgrounds are more likely to not take advantage of all the
services and help that they are entitled to, and are more likely to engage in risky
behaviours – such as smoking during pregnancy – and experience structural
conditions that adversely affect children’s health and can cause inherent health
inequalities throughout a child’s lifetime.
Meanwhile, behaviours and wider structural conditions that can engender attachment,
resilience and readiness for school – such as breastfeeding and vocabulary
enlargement – are less likely to occur among parents and children from more deprived
backgrounds.
As such, health inequalities affecting the most disadvantaged children in the years
before they start primary school set them up to suffer from continuing socio-economic
inequality, and as a result suffer from continuing and further health inequalities,
throughout their lives.
Outcome indicators related to smoking during pregnancy, breastfeeding and
immunisation will be embedded within the outcomes framework of the MCP.
i) Pregnancy
Readiness for school, which is cultivated in these years and influenced by pregnancy,
is the most crucial factor influencing potential health inequalities throughout an
individual’s life. From conception, factors that can cause inequalities in health start to
have influence. The environment surrounding the developing baby can influence the
rest of the child’s life.
Unhealthy pregnancies are a significant causal input into these health inequalities. It
is important that we work with the Office of Public Health to commission maternity
services appropriately. We will ensure we have an appropriate jointly-developed
service specification to support this and encourage women in vulnerable groups to
book early for maternity services, so that they can benefit from healthy pregnancy
services and support.
BAME women and those living in deprived areas are more likely to experience preterm births, hospital admissions and interventions in labour. Women who receive care
from the same midwife throughout their pregnancy, during birth and postnatally are
16% less likely to miscarry and 24% less likely to experience pre-term birth. We will
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therefore offer continuity of carer for pregnant women, targeted towards BAME women
and those living in deprived areas, for whom midwifery-led continuity of care has been
linked to significant improvements in clinical outcomes.
Smoking during pregnancy is up to 12 times higher among women in more deprived
groups than more privileged sections of society. In Dudley, 14.4% of mothers are still
smoking by the time of delivery, which is nearly 4% higher than the England average.
Maternal smoking leads to babies being on average 250g lighter at birth and 50%
more likely to suffer from heart defects. We will therefore offer specialist smoking
cessation services to all pregnant women.
ii) Breastfeeding
Breastfeeding creates attachment between mothers and babies, helping to cultivate
more resilient children. The 2016/17 breastfeeding rate in Dudley was only 55.3%,
significantly lower than the England average (74.5%), and in some communities in the
borough it is the exception, not the rule. By 6 weeks of age, less than 32% of mothers
are still breastfeeding when in some areas of the country more than 80% of mothers
are still doing so. The active promotion of breast feeding by primary care and the wider
MCP will be essential.
We will include outcomes targets for breastfeeding initiation and continuation in
maternity services and MCP contracts and engage with communities in Dudley to gain
insight into what can be done to increase the proportion of women who intend to
breastfeed.
iii) School readiness
Lack of conversation between children and their most trusted adults in the early years
can introduce them to fewer new words, which can in turn limit their language
development, impact on their school readiness and impact on their eventual
educational attainment. Some children from the most deprived backgrounds are
starting primary school without some basic premises that are necessary for an
effective primary education, such as being untrained to use flushing toilets,
insufficiently fed, unable to count to ten and barely able to communicate verbally with
teachers.
During 2019/20 we will develop outcome measures that support school readiness
within the Outcomes Framework for the MCP. We will also work with our partners to
narrow the gap in learning outcomes between children looked-after and all children,
and between children on a low income and all children.
iv) Health checks
The Office of Public Health sends health visitors to regularly review children in Dudley
between birth and 5 years old, who can pick up on potentially unhealthy behaviours
and delayed development. This enables parents to be supported to improve the child’s
lifestyle and readiness for school. These are bringing positive results.
Council-commissioned health visitors and family centres also play a vital role in
helping mothers and their families give their baby the best possible start by identifying
health problems and risks such as post-natal depression, an unsafe environment and
developmental problems, which are most effectively addressed early with support.
Because the service has a limit on how many new mums it can support it regularly
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reviews its criteria (with a wide range of partners), to ensure that it reaches the most
vulnerable, for example the service now supports teenagers with concealed
pregnancies – which has been increasing in Dudley.
Health checks can also identify learning disabilities early, because these conditions
are usually present throughout a person’s lifetime. This is significant because people
who have learning disabilities often experience poorer access to healthcare and die
on average 16 years earlier than people without.
We will transform and integrate physical and mental health services for Children and
Young People through the MCP.
We will develop and deliver services to ensure that children in vulnerable groups can
access vaccinations. Through the MCP, NHS providers will be incentivised to narrow
the gap in uptake of preventative interventions such as NHS health checks, screening
and immunisation.

d) Being in Work, Reducing Poverty and Tackling Deprivation
We will work with our partners to develop and deliver an anti-poverty strategy for the
borough to reduce the impact that poverty has on the lives of children and young
people, adults and older people.
As an ‘anchor’ organisation in the borough, we will contribute to the Community Wealth
Building Commission, which will explore how our collective resources can be spent to
support the local economy, local communities and the local environment through
social value.
i) Employment
Being economically active is a major contributor to reducing health inequality. The
CCG has a role to play as an employer, an advocate for disadvantaged groups and
as an agent of economic regeneration. We will work with our partners to provide multiagency support to adults at risk of losing work, or out of work for health reasons, to
manage their health, stay in work, or return to work.
The MCP will be a major local employer. Its employment practices will make it the
employer of choice for staff. It is anticipated that it will seek to recruit, train and develop
staff from amongst the local population. We will implement, encourage and support
employers in the borough to implement healthy working practices.
We will work with our partners to develop and deliver an inclusive growth approach to
the Metro extension corridor so that the benefits of investment reach disadvantaged
communities along the corridor, and to ensure that communities living in the inclusive
growth corridor have the opportunity to be involved and engaged in developments that
will impact on them, for example, by exploring opportunities for participatory budgeting
in improvements to the public realm.

ii) Vulnerable Groups
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People with severe mental health illnesses and learning disabilities often suffer earlier
deaths and a higher risk of obesity, asthma, diabetes, COPD, cardiovascular disease
and hospital admission. Employment is of significant importance to these groups.
The MCP Outcomes Framework sets outcomes of improved employment level for
those with a learning disability and mental health need. These will support the
reduction of inequalities.
Dudley practices are participating in the West Midlands Combined Authority’s “Thrive”
Programme, referring patients for Individual Placement Support. We will maintain
participation in this beyond 2019. This will assist people with severe mental illnesses
and learning disabilities to find and retain employment, where this is a personal goal.
iii) Accessing services
There is evidence that health services can be harder to access and work less well for
people living in disadvantaged areas. The reasons that people in disadvantaged areas
are unwell can be complex and thus more difficult for health services to treat. They
may also be more difficult to access from lack of transport or because service
information is written in technical language that is hard to understand.
Appointments for preventative services such as screening or NHS health checks are
given in working hours and can be difficult for people in routine/manual (i.e. lowerpaying on average) occupations to attend without taking time off or losing pay. This is
reflected in the lower uptake of NHS screening programs for conditions such as bowel
cancer, where people who live in more disadvantaged areas are generally less likely
to take up the offer of screening and so lose the benefits from an earlier diagnosis and
a more treatable condition.
New surgery developments need to consider how they will improve access to primary
care for people in more deprived areas. Improving accessibility is a key objective of
the MCP.
iv) Fuel poverty
We will work with partners to develop a multi-agency healthy homes programme to
reduce fuel poverty and accidents, which should target those that can benefit most
from a healthy living environment, including people of all ages with long-term
conditions, disabilities and those living in poverty. This should link with the MCP’s
Integrated Care Teams.
v) Community resilience
More resilient communities where people receive support to retain their independence
contribute to a stable socio-economic system. We will work with our partners to
develop and deliver a comprehensive programme of work to develop resilience in early
years and school readiness, involving health visitors, family centres, the voluntary
sector, primary care and early years settings. We will also work with partners to roll
out restorative and trauma-informed practice across schools, children’s services, the
voluntary sector and NHS services to increase resilience to adversity in childhood.
We will continue work to empower people and communities with our partners in the
voluntary sector. We will identify how we can contribute to increasing community
resilience and delivering the community resilience outcomes that have been provided
by local people, and participate in the ‘connecting conversations’ campaign,
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encouraging us all to connect people to the assets in their local community. This will
be implemented following the launch of the new community information directory,
which will include information about community assets in a single place.
The MCP presents an opportunity to have a more community-based response to
emergencies that avoids unnecessary ambulance conveyance and admission to
hospital, particularly in relation to the frail elderly and those in care homes. The MCP
will provide the primary care out-of-hours service through the Urgent Treatment Centre
and will offer an opportunity for continuity of care with integrated practices. The CCG
and its partners will be involved in services to improve the emotional health and
wellbeing of children and young people.
We are going to develop a communication centre and associated response,
recommission the reablement service and commission a GP with special interest
(GPWSI) in frailty, all by July 2019.
Around a tenth of the Dudley population are carers. Carers are twice as likely to suffer
from poor health, primarily due to a lack of information and support, finance concerns,
stress and social isolation. They often feel invisible and in distress, and up to 40%
report mental health problems arising from their experience. Nationally, 600 people a
day are quitting their day jobs because of the pressure of being carers.
Dudley’s MCP will empower and mobilise patients, their families, carers, communities,
local employers and the voluntary sector. The MCP will operate in a manner consistent
with the “5 principles” that support the delivery of the Five Year Forward View,
including ensuring that carers are identified, supported and involved. Our Carers
Strategy seeks to identify, support and involve carers by raising the profile of carers
(where there is an increasing number of older people who are carers of older people,
or who are carers of adult children with learning or physical disabilities). Carers
Personal Budgets (CPBs) are offered to carers with eligible needs.
The Carer Support scheme has focused on the development and implementation of a
new Carer Strategy. The Carer Strategy is a long-term plan with many of its elements
being in the early stages of implementation. The carer performance framework is
under development, with measures of residential and nursing home admissions due
to carer breakdown being added in 2017/18, and we are going to commission a Carers
Health and Wellbeing Service by September 2019.
vi) Obesity
Children in more disadvantaged communities are more likely to be overweight or
obese, because unhealthy food is often easier to find in shops in more deprived areas
than fresh fruit and vegetables, and unhealthy food also often has a longer shelf-life.
27% of children in Dudley are overweight by the time they start primary school,
compared to 15% in the healthiest areas of the country. In 2017/18 more than 25% of
children aged 10-11 in Dudley were obese – worse than the England average of
20.1%.

Primary care will work with the Office of Public Health in promoting the ‘Daily Mile’ walk
at all primary schools in Dudley, including exploring incentives for schools with pupils
from deprived areas or those with higher rates of overweight children. We will deliver
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a programme of deliberative enquiry with families from across the borough to codesign and deliver action to promote healthy weight, within the context of a whole
system approach to obesity.

e) The Elderly
i) Isolation
Over 1 in 8 households in Dudley have a person aged over 65 living alone – and
loneliness is as harmful to our health as smoking a pack of cigarettes every day. When
people become socially isolated they become more vulnerable and are less able to
participate in voluntary activities and become part of a virtuous circle that improves
community resilience. Isolation and loneliness put additional pressure on health and
social services as people find themselves unable to cope. Reducing loneliness is one
of Dudley Health and Wellbeing Board’s top three priorities.
We will continue to commission services from the voluntary sector, such as support
for the elderly and carers.
Our “Integrated Plus” service builds the bridge between primary care and the voluntary
sector, through a social prescribing approach. The locality link officers and their
support officers are free of professional boundaries and can therefore enable teams
to look holistically at individual needs. Those who were previously socially isolated are
now connected back into their local communities; small non-health related problems
are resolved which then gives confidence to individuals and reduces their utilisation of
healthcare; patients report how their quality of life has improved; and many now
contribute more by being part of social groups and thus adding social value back into
their community. The MCP will build on this way of working with the voluntary sector
to recognise the value of supporting community, carer and social networks to help
maintain the resilience and quality of life for individuals.
We will maintain the Integrated Plus service beyond April 2019. We will scale up health
coaches and self-management for people with long term conditions, so that more
people can be empowered to care for their own health and wellbeing.
ii) End-of-Life
When the end of life approaches most people say they want to die at home rather than
hospital, but people who live in more disadvantaged areas tend to be more likely to
die in hospital than those who do not.
Shared care plans will be developed with a range of personalised services wrapped
around the patient to meet their needs, supported by a named case manager and
proactive monitoring of progress against the agreed plan. We have commissioned a
7-day palliative care team, increased the number of advanced care plans, and are
commissioning additional support for end-of-life patients in residential care.
During 2019 we will review the end-of-life pathway to avoid admissions to hospital and
amend the care home contract, such that care home staff initiate preferred place of
care discussion. Further analysis will be undertaken to understand the causes of
inequalities at the end of life, indicated by the deprivation gap in those who die at
home.
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f) Other vulnerable groups
The NHS Long Term Plan identifies other vulnerable groups affected by health
inequalities. These include:







People in the most deprived decile
People in the most deprived geographical areas
People with autism
Homeless people
Carers
People with gambling problems

We will assess the significance of these inequalities for Dudley and identify appropriate
actions.

g) Dudley’s Joint Health and Wellbeing Strategy
The CCG is a partner in the Dudley Health and Wellbeing Board and contributed to
the development of the 2017/22 Joint Health and Wellbeing Strategy, informed by the
Joint Strategic Needs Assessment. This is based upon four principles and three goals.
4 principles:





A new relationship with communities
A shift to prevention
A stronger focus on joining up health and care services
A stronger focus on what the strategy has achieved

3 goals:




Promoting healthy weight
Reducing the impact of poverty
Reducing loneliness and isolation

This plan has been informed by and is consistent with this strategy. Our development
of a new care model based around integrated care, preventative action, the
empowerment of people and communities, and the delivery of health and care
outcomes, meets the 4 principles.
The MCP Outcomes Framework itself addresses the 3 goals as well as other specific
actions identified in the plan.

3) Public Feedback
Our annual ‘Duty to Report’ details our public engagement activity throughout the year.
From this and the insight from engagement exercises led by our partners, we can build
an understanding of the views of local people on how services can meet their needs.
Detailed in this chapter are some key views we have already heard which have
helped to shape this plan.
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a) Developing Dudley MCP
Extensive public, clinical and stakeholder engagement has taken place to develop the
proposals. Engagement has taken place in relation to the prospectus, clinical model,
service scope and outcomes framework. There is strong clinical support in primary,
community and secondary care, and a concern to see its implementation accelerated.
Extensive engagement with patients, professionals and the public has shown us that
different constituents of our population require different responses:
 The majority of our population want enhanced access to care. They want
more flexibility in the time and mode of access
 Many, especially those with long term conditions, want improved continuity
of care. They want more consistent and proactive services that support
them to manage their conditions and achieve their goals. They have needs
(mental and physical) that are independent and that change. They expect
services to do the same
 Some, notably those with multiple co-morbidities, those with frailty and
those nearing the end of life, want better coordinated care. They want the
services that are supporting them to work closely together, integrating
(rather than duplicating) care closer to home and improving their experience
of it
From formal public consultation in 2016 we learnt the following:

b) Supporting the Dudley vision for community resilience
The community-led vision for Dudley was launched in September 2018 by Dudley
Metropolitan Borough Council. The ambitious plan, developed after engagement with
local people, outlines plans for the next 12 years in creating a thriving borough where
people want to live, work and visit. The CCG is a key partner in the delivery of the
Dudley Vision, in particular the ambition to create a place of healthy, resilient, safe
communities with high aspirations and the ability to shape their own future.

c) Listening to learning disability service users
The Transforming Care Partnership has prioritised engagement with service users,
their families and carers to ensure meaningful service users’ voices are heard and
used. This demonstrates that service users are largely in favour of the new communitybased services and identifies the following key themes from service user feedback:
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 Service users had a negative experience of hospital care and were much
happier in their community placements, where they generally felt safe and
experienced improved health outcomes
 Service users have a variety of aspirations and ambitions and should be
helped to pursue them to promote independence and self-confidence
 Increased focus on early intervention is vital to avoid hospital admissions
 Service users and their families should be seen as partners in planning their
care
 Service users require consistent and ongoing support from a multi-specialist
team to avoid and alleviate crisis situations and prevent future hospital
admissions
In terms of access to other health services, local learning disability service users
expressed their views at a ‘Big Health Day’ in November 2018. We heard about the
best environment to improve hospital care, concerns about continuity and access to
general practice and the wish for more time to hear their views during consultations.

d) Measuring value in acute care
In December 2018 we explored the expectations of local people when using hospital
services. There were many experiences shared. The comments, concerns and
questions raised throughout the event were diverse and wide ranging but mainly fell
into the following six expectations of high quality care:







Effective communication between healthcare professionals and also
between the clinician and patient/family
Good quality treatment and post-treatment care
Accessible hospital services, supported by good facilities
Patients are cared for by competent healthcare professionals
Demand and capacity are managed effectively
Outcome measures focus on improving the patient experience

e) Driving improvements in primary care
Throughout 2018/19 we have heard the views of many people on recent practice and
branch surgery closures. This feedback, whilst negative in relation to the closures
themselves, has indicated a general acceptance that we need to act to make our
primary care services more stable.
More widely, we have analysed the response to the GP Patient Survey and identified
areas for action. The highlights from the survey follow.

Overall, how would you describe your experience of your GP practice?
Dudley CCG is in line with national average for those who responded “good” or “poor”:
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Generally, how easy is it to get through to someone at your GP practice on the
phone?
Dudley CCG performed 6% worse than the national average for patients who
responded that it was “easy” to get through on the phone:

Online services:
Dudley CCG as a whole had a significantly higher percentage of patients who
responded that they were aware of and used online services than the national
average. However, there was a wide variance in individual practice scores:

Overall experience of making an appointment:
Dudley CCG performed 5% lower than the national average for patients who
responded that their overall experience of making an appointment was “good”:
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In 2019/20 we will involve local Patient Participation Groups (PPGs) in developing
solutions to the issues raised at each practice.
We will continue to seek views on any specific service developments and plans. We
will hold a public consultation on proposed changes to Learning Disability services and
ensure that any other service changes are informed by local views.

f) End-of-life care
In 2019/20 we have help workshops to explore views on the end of life. These informed
the
We will work with partners to raise awareness of ‘Dying Matters’ and support local
people to talk openly about their experiences and wishes for the ends of their lives.

g) Co-production
We are reaffirming our commitment to empowering people to have a voice in the
decisions we take and are developing a strategic co-production group with the aim of
building the capacity, skills and confidence of local patients and carers to have a voice
and influence locally in the development of health services. This group is in addition
to our existing involvement mechanisms:





Quarterly public Healthcare Forum
PPGs in every practice (46 in total)
Patient Opportunity Panel (made up of PPG members)
Annual #mefestival aimed at younger people

h) Championing the voice of young people
The CCG funds a Young Health Champions (YHC) Project Coordinator, in partnership
with Dudley Public Health. This post is managed by Healthwatch Dudley and the
Dudley Council for Voluntary Service (DCVS). This creates an independent and
flexible approach, to encourage young people to share their issues around health
services and help develop solutions. We are committed to the scheme and will reinvest
in 2019/20 to ensure its continuation.

4) Key Objectives and Priorities for 2019/20
The CCG Board has set its corporate objectives for 2019/20.
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a) Corporate Objectives
Objective 1: Develop the quality improvement assurance framework - make sure that
the services we buy are of good quality, delivered safely and perform well.
We will bring together our assurance processes and report to a single committee.
We will make positive improvements in primary care as a basis for the local care
model.
Focus on key areas for improvement:
1. The urgent care system and EOL/mortality in the ED
2. Maternity services
3. Learning disabilities and the Transforming Care Programme, including
individual case management, community care and the wider scope of access
to services for people with learning disabilities
4. Children and young people’s services
Deliver on:
1. The Improvement and Assurance Framework measures where we need to
see significant improvement
2. National planning requirements
3. Health inequalities
Objective 2: Develop the MCP place-based care model – create a local health and
care service with our partners.
Deliver on:
1.
2.
3.
4.
5.
6.

OD for MDT/ICT working
development of the SPA/ urgent community response and recovery support
integrated governance between primary and community services
CCG activities in the MCP
Development of effective PCNs of local GP practices and community teams
Supporting people living in care homes by implementing the EHCH care
model
7. Supporting people to live well
8. Reducing pressure on emergency hospital services
9. Personalisation – giving people choice and control
10. Digital-first primary care
11. Management of long term conditions pathways
12. Local place-based assurance

Objective 3: Manage the money well.
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1. Deliver the QIPP plan.
2. Demonstrate effective financial risk management
3. Financial performance

Objective 4: Develop the plans for the CCG for both the here and now and the
future – make sure the CCG is the best we can be.
Deliver on:
1. Developing our vision for the Long Term Plan
2. Improving collaboration with Walsall CCG
3. Collaboration with partner CCGs
4. Moving towards a single CCG team
5. Achieving the 20% management cost reduction
6. Establishing a single management of change process
7. Building CCG resilience and maintaining business continuity
8. Reviewing CSU support requirements
9. Staff engagement process
10. Develop and deliver OD plan
11. Improving our relationships with primary care practices
12. Our resilience, effectiveness and preparations for change
13. Establishing robust governance arrangements next year
Objective 5: Develop place-based partnership arrangements – work well with the
Council and other partners.
To understand the role of the CCG in:
1. The local system for placed-based care
2. Economic regeneration and the creation of community wealth
3. Statutory arrangements with the Council and other partners
Ensure effective governance and delivery of statutory responsibilities, particularly
with the Council in the context of moving to a future single CCG team arrangement.

Objective 6: Lead and design the development of the Black Country STP – work
with the other Black Country CCGs and providers to provide joined up health and
care services where it is best for the public.

To ensure the CCG makes a fair and appropriate contribution to:
1. The system in readiness for moving towards an ICS
2. Service review programmes and the clinical strategy
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3. Evaluating risks and opportunities for acute, mental health and learning
disability provider collaboration
4. Ensuring alignment between CCG commissioning of services which form part
of the horizontal integration plan
5. Increase our contribution to the Clinical Leadership Group for effective
influence on clinical priorities across the Black Country
Objective 7: Maintaining compliance with our statutory duties – work within the law.
Deliver on the duties which we directly manage now and understand how we will
quantify the delivery of these by the MCP, including:
1.
2.
3.
4.

NHS Continuing Healthcare
Medicines management
Safeguarding
Individual case management

Objective 8: Develop the IT systems to make a real difference to patient care.

b) Priorities
Our plan is developed in the context of the NHS Long Term Plan and addresses the
2019/20 national planning guidance deliverables:










Emergency Care
Referral to Treatment Times
Cancer Treatment
Mental Health
Learning Disabilities and Autism
Primary Care and Community Health Services
Workforce
Data and Technology
Personal Health Budgets and Personalisation

In addition, we have set out our key priorities in relation to:








Children, Young People and Families
Maternity Services
Better Care Fund (BCF)
Medicines Optimisation
Commissioning for Quality and Safety
Future Commissioning Arrangements
Governance and Delivery

The Long Term Plan clearly describes the requirement to implement Integrated Care
Systems (ICSs). This and the development of our local system are addressed in the
next chapter.

5) Black Country System – STP/JCC
a) Developing the Black Country Integrated Care System
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Black Country Integrated
Care System
Wolverhampton

Dudley

Walsall

Sandwell and West
Birmingham

The Black Country STP is made up of four ‘places’. Each of the four ‘places’ are
developing an Integrated Care Partnership and/or Integrated Care Provider (ICP),
which incorporates local primary and community care and local mental health and
acute services, and works together with local council care and public health services,
and the local CCGs. A three-phased approach towards a single ICS and local placebased provider arrangements are being developed, with 2019/20 as our transition
year. During 2020/21, a single executive team will be established to serve the four
CCGs. The four ICPs will then come together, with the collaboration of acute, mental
health and ambulance services, at scale, to form our Black Country ICS by April 2021.
CCGs will become leaner, more strategic organisations, which support providers to
partner with local government and other community organisations on population
health, service redesign, and Long Term Plan implementation. This will prevent
avoidable hospitalisation and tackle the wider determinants of mental and physical illhealth. The ICS will agree system-wide objectives with the relevant NHS England/NHS
Improvement regional director and be accountable for their performance against these
objectives.

It is a pragmatic and practical way to deliver the “triple integration” of primary and
specialist care, physical and mental health services, and health with social care. Our
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combined CCG operational plans are designed to support the ongoing development
of our ICS and are based upon four main themes from our wider system strategy:





Each CCG has set out their own operational plan to progress the development
of their local ICP
The CCGs have agreed a suite of services which we are seeking to
commission strategically, at scale
We are collaborating on key system-wide service review and development
initiatives which are set out in our shared Black Country Clinical strategy
as developed by the Black Country and West Birmingham STP
We are seeking to make a stepped-change in the way we commission
emergency and urgent care services, with a focus on ambulance services
as the key shared connecting service that operates across the system and
its interface with all other providers

b) Developing our Local Integrated Care Partnerships/Providers
Whilst there are differences in design and pace of development with each local ICP,
there are also many common themes which we will be collaborating on increasingly
as four CCGs. These themes include:





Health and care services being brought together as a means of responding to
the needs of a growing frail elderly population displaying multiple co-morbidities
Creating a more resilient primary care system and placing the patient registered
with general practice at the centre of the care model
A population health approach to the management of demand
A move away from activity-based contract models to our Integrated Care
Partnerships/Providers being responsible for the delivery of a set of health and
wellbeing outcomes

Each CCG has begun work on developing an Outcomes Framework to look at
improvement in patient health over time. We are committed to working together to
align these frameworks, which predominantly focus on the health management of our
local populations, with a view to agreeing an overall common outcomes framework for
the Black Country ICS.

c) Strategic Commissioning in the Black Country
There are a number of priority services on which our CCGs have been collaborating
to develop strategic commissioning plans. We plan to collectively agree with our
providers both the specification and performance requirements for these services and
their expected pace of development.

i) Mental Health Services
Following a joint workshop with providers in May 2018, the services which have been
collectively identified - from an STP perspective - are those which:


Are specialist in nature
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Can be provided with greater economies of scale and scope across a larger
footprint
Demonstrate there is variation and/or service deficits in quality and provision,
respectively
Are (in some instances) imperatives as part of the Five Year Forward View for
Mental Health delivery programme
Can be addressed in the relatively short term

ii) Cancer
We are working as part of the West Midlands Cancer Alliance to deliver the national
Cancer Priorities, including:

 Working with providers to ensure the implementation of nationally-agreed rapid
assessment and diagnostic pathways for lung, prostate and colorectal cancers
 Working with partners to achieve improvements in cancer screening uptake and
early diagnosis
 Commissioning cancer services that offer consistent and high quality services,
including meeting national waiting time standards for diagnosis and treatment
 Improving patient experience, including through implementation of the national
Recovery Package
We will work with partners across the STP to create a cancer plan for the Black
Country, looking in particular to explore opportunities to develop local services to
enable more people to be treated in the STP.
iii) Maternity
All four CCGs are adopting the same maternity specification, with local changes to
reflect demographics and population needs.
This approach is supported by the Local Maternity System (LMS), which will reflect the
summarised specification. The LMS plan for our STP is assured by regulators as a
comprehensive, honest and robust system approach to improving maternity services
across the system.
iv) Transforming care
The Learning Disability service (as part of the Transforming Care Programme) will be
a single delivery model across the Black Country. It will support the discharge of
patients from hospital with intensive community, case support and forensic staff as
well as acting in a preventative manner to minimise future hospitalisation of this cohort
of patients.

v) Care homes
We want to build on the excellent example from Walsall CCG on their working with the
Care Home Sector to improve their capabilities and reduce conveyances to A&E and
develop this work with Local Authority Partners.
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vi) Empowering people and communities through personalisation
Each ICP places more importance on harnessing the renewable energy of people and
communities and the need to engage with communities and citizens in new ways,
involving them directly in decisions about the future of health and care services.

d) Our Clinical Strategy
Our joint clinical strategy, developed by our STP, sets out a number of service issues
which we plan to progress collectively, including:









Primary care
Children and Young People (CYP)
Cardiovascular disease
Musculoskeletal (MSK) conditions
Respiratory disease
Frailty - specifically the Care Homes Agenda
Histopathology
Interventional radiology

We expect to establish a set of shared priorities arising from the clinical strategy, in
partnership with the rest of our STP.

e) Joint Development of Emergency and Urgent Care
We are seeking to make a stepped change in the way we commission emergency and
urgent care services, with a focus on ambulance services as the key shared
connecting service that operates across the system and its interface with all other
providers. We commission ambulance services jointly with all other CCGs across the
West Midlands and in partnership with them we plan to change the way we
commission this service. However, as part of this we also plan to develop the Black
Country model for emergency and urgent care, which sets out how the ambulance
service will be able to interface with each local hospital and each local ICP as these
develop, in order to improve the experience of patients, reduce avoidable
conveyances and provide enhanced care to people in the community.

6) Future Dudley System
Multispecialty Community Provider (MCP)
At the heart of this operational plan is the procurement of a MCP. The MCP Care
Model, with ten Integrated Community Teams (ICTs) serving populations of c. 30,000
patients across the five Dudley localities, aims to operate as a ‘team without walls’,
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integrating primary care with a range of other services (including mental health and
social care), to coordinate care and improve outcomes for patients most at risk.
This includes a different approach to outcomes. The Dudley MCP will introduce a truly
outcomes-focused framework which is much broader in scope and more ambitious in
aspiration than traditional targets and quality requirements.

To support the development of the MCP, the CCG will commission a range of services
to increase support and provision of care in the community, together with the capability
to manage capacity and access to care in a more streamlined way. This is likely to
impact on existing services commissioned by the CCG, as well as additional capacity.
Early changes are expected to be made in the shape of community services to
integrate around the ten ICTs, and to the provision of Single Points of Access to
coordinate into a single MCP Communications Centre. The CCG will work with the
MCP partner organisations to enable changes to be made in advance of the MCP
organisation being formed. This may require resources to be moved between
organisations where a coordinating body is agreed prior to transfer to the MCP.
It is expected that more detailed plans will be developed by the MCP Transition Board.
As this is a partnership body, it is proposed that changes agreed by this body will be
accepted by all organisations as a variation to the commissioning plans, without
contractual notice periods being sought.
We will develop similar arrangements covering the rest of the planned and urgent care
system (with the exception of the ambulance service). This will reflect the features of
the MCP contract:




A Whole Population Budget
A set of contracted outcomes
A longer contractual length

These contracts will be linked by a gain/loss share agreement.
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In our fully developed system, the CCG will hold three main outcomes-based
contracts: the MCP, the Dudley Group NHS Foundation Trust (planned and urgent
care), and the West Midlands Ambulance Service (WMAS).
We plan to establish "shadow" contract arrangements for the two elements of the
system by 1 April 2019. This will necessitate a different approach to commissioning
and a different style of commissioning organisation which this plan addresses.

7) Activity/Finance
a) Key Planning Assumptions and Business Rules
The financial plan has been prepared taking NHS England specific assumptions
around growth and inflation into account, and these are summarised in the following
table:
CCG PLAN AS SUBMITTED
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NHS ENGLAND PLANNING
ASSUMPTIONS & BUSINESS RULES
Business
Minimum 0.5%
Rules
Contingency Fund Held
Minimum 1% Cumulative
/ Historic Underspend

Plan triangulation

Quality Premium

Minimum in-year
financial position
Minimum contribution
for Better Care Fund
must be complied with
0.5% immediately
available for CCGs to
spend non recurrently,
to support
transformation and
change implied by STPs

2019-20

2017-18

2018-19

0.5%

0.5%

0.5%

1.2%

3.1%

2.5%

Commissioner financial plans
must triangulate with efficiency
plans, activity plans and agreed
contracts; finance, efficiency and
activity assumptions must be
consistent between
commissioners and providers
Funding must be applied to
programme spend
All Commissioners are required as
a minimum to break-even, subject
to prior agreement of drawdown of
historic underspends
1.7%

1.98%

1.79%

0.5%

0.5%

0.5%

CCG PLAN AS SUBMITTED
NHS ENGLAND PLANNING
ASSUMPTIONS & BUSINESS RULES
Growth &
Demographic GrowthInflation
local determination
Assumptions based on ONS age
profiled weighted
population projections
Prescribing Inflation
expected range 4%-7%
Mental Health
Investment Standard in
line with allocation
growth plus 0.7% for
19/20
Net QIPP Savings – not
less than 3%
Running
Not to exceed
Costs
management costs
allowance in each

2017-18

2018-19

2019-20

0.3%

0.29%

0.27%

6.5%

6.5%

6.5%

2.0%

1.99%

6.0%

3.1%

3.5%

3.3%

Achieved
£21.91

Achieved
£21.29
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financial year (per head
of population)

Allowance
£21.05
Planned
£19.17

b) Key Features of the Plan
i.

Overall Surplus - the CCG is planning for an overall surplus of £11.71m in
2019/20. This has been developed in line with the business rules set in the
planning guidance and adheres to the control totals set over the two financial
years by NHS England. For 2018/19 this consists of £12.65m as the CCG’s
initial planned surplus for 2018/19, plus £0.96m in year surplus agreed with
NHS England. For 2019/20 this consists of the planned £13.61m surplus to be
carried forward from 2018/19 less the £1.9m planned draw down to achieve the
revised control set.

ii.

Resource Limit – the CCG’s resource limit increases from £480.1m to
£504.6m. The increases are due to demographic growth of £22.6m and the
non-recurrent inclusion of the in-year drawdown of historic surpluses achieved
of £1.9m. The CCG remains below target allocation by 1.26% in 2018/19 and
1.32% in 2019/20.

iii.

Running Costs – such budgets are reduced slightly due to population changes
and in line with NHSE guidance, a further 20% reduction to CCG running costs
allowances in 2020/21 has meant savings plans are to be developed and
implemented in 2019/20 to address the reduction. This results in a budget of
£21.29 per head of population in 2018/19 and £19.17 per head of population in
2019/20.

iv.

Underlying Surplus as percentage of recurrent allocation – this has
reduced from 1.2% in 2018/19 to 0.6% in 2019/20. Implementation of latest
planning guidance has resulted in an increase in recurrent commitments
required to ensure delivery of the long term plan, in the main Acute tariff impact
changes and growth of investments in community, mental health and primary
care to meet the required investment standards. This further demonstrates the
requirement for a more robust financial framework, responsibility and
accountability for the remainder of 2018/19 and in 2019/20.

v.

QIPP – the QIPP target for 2019/20 is £16.8m, equating to 3.3% of resource.
The main initiatives are set out at part c. It is imperative that these schemes
deliver the operational and financial impact expected to maintain the financial
position of the CCG. 2018/19 target is £16.99m, equating to 3.6% of notified
resource with schemes and target to achieve the required savings.

vi.

Risks and Mitigations – risks identified in the plan are:
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The contract with DGFT is yet to be agreed and includes risk around any
potential increases in contract value to be negotiated. Prudently an overperformance risk reserve is being held within 2019/20 plans based on
historical performances.
QIPP delivery – The cash releasing target for 2018/19 (£16.99m) and
2019/20 (£16.8m) is extremely challenging and the extent of slippage
against non-delivery of cash releasing savings is a significant risk to the
CCG. QIPP PIDs have been developed however a risk of £2.3m
slippage of efficiency savings has been identified following the risk
profiling of the QIPP programme for 2019/20, so there is currently
significant risk on the achievement of surplus should schemes not deliver
the required saving.
Prescribing - Volatility of prescribing spend remains a key risk in 2018/19
and 2019/20. QIPP schemes in prescribing have been developed and
amount to a net saving of £4.2m, whilst the schemes are good and the
rationale is clear there is a risk they may be too ambitious.
NHS Continuing Healthcare – Further increase in demand for packages
of care remains a risk. Notification of the Funded Nursing Care rates for
2019/20 are yet to be received.
Acute over-performance – A risk that demand for acute services, such
as emergency care and elective care exceeds the level of growth
assumed within the plan. Over-performance could also occur as a result
of non-delivery of the QIPP programme.

If such risks occur, they will be mitigated by the use of contingency, risk reserves and
delaying investment plans initially, although there will be the need to implement
additional actions, such as extra QIPP schemes, disinvestment and decommissioning
if required.

c) QIPP and RightCare
i) QIPP Plans 2019/20
The QIPP programme is being developed with a focus on ensuring that the identified
schemes are deliverable and meet the quality impact assessment tests. Further testing
is underway to ensure the affordability of any investments required to deliver the
programme against the savings being made. Regardless of required changes to the
programme, the CCG is confident of delivering the recurrent value of the programme
in 2019/20, whilst identifying non-recurrent slippage in order to cover any part year
effects.

As part of the QIPP development process, the GP Clinical Forum has considered a
number of potential opportunities for new schemes and opportunities under the
RightCare programme. A number of the new proposals have been tested through GP
locality meetings.
Based on the likely requirements for the financial plan, QIPP plans are being
developed to deliver a programme of £16.78m cash-releasing savings (3.5% of CCG
allocation) in 2019/20, with a full year effect of all schemes being delivered for 2020/21.
Wherever possible, schemes will be aligned to the emerging MCP model to ensure a
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smooth transition and to enable the QIPP programme to transfer as a legacy in the
areas for which the MCP will have responsibility.
For each of the areas identified, an executive, clinician, finance and commissioning
manager lead, have been identified to develop the scoping template for each scheme
and determine initial project requirements, likely delivery milestones and value. For
areas requiring business cases, these have been overseen by a group consisting of
representatives from quality improvement, governance, finance, information and
public engagement. Business cases have been approved by the Commissioning
Development Committee (CDC) where required. Project Initiation Documents (PIDs)
are in place for each scheme with a 2019/20 delivery component, some being agreed
as part of the sign off process for 2018/19, when the implementation phase required
a longer-term development.
The current plans give a saving of £16.78m for 2019/20. Additionally, the Prescription
Ordering Direct (POD) and Musculoskeletal conditions (MSK) schemes deliver
savings in primary care that are not cash-releasing.
As part of the development of the programme, the CDC has agreed business cases
for:












MSK – First Contact Practitioners
MSK – Joint Injections
Minor Eye Conditions
Community Respiratory Service
Urgent Treatment Centre (UTC)
Improving Access to Psychological Therapies (IAPT)
POD
High Intensity User Service
Care Home Team
End of Life support to Care Homes
Paediatric Triage

Further cases are being developed to deliver:






Back Pain Management
Diagnostic pathway support (i-refer)
Extension to community rehabilitation
Dermatology
Continence provision

The current QIPP programme is a bottom-up delivery of identified schemes. A further
level of scheme will be developed to deliver a top-down saving for all areas of CCG
spend and achieve headroom in the process. This process will start in January and
should add additional schemes during the second half of 2019/20, to backfill start
dates of current schemes and begin to deliver the 2020/21 programme. A similar
review in 2018/19 generated additional savings of £3m.
The QIPP programme has also been assessed twice by the Internal Audit programme
during 2018/19, with the latest rating giving significant assurance.
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ii) Schemes for 2019/20
PIDs will be produced for all schemes with a 2019/20 financial delivery, where they
are not already in place. The PIDs broadly follow the national best practice format in
the Menu of Opportunities (MoO) and all have executive, project, financial and clinical
leads. Each will be assessed against the NHS England framework (once the 2019/20
version is published) and risk-scored centrally in the CCG. The risk outcome will be
shared with the project lead.
There are twelve RightCare schemes, which build on the redesigns developed during
2018/19. All have been discussed and agreed with the RightCare lead. In the updated
RightCare summary, most of the opportunities identified in 2018/19 have reduced to
statistically insignificant levels, with the exception of MSK, where the CCG is a huge
outlier nationally and against the peer group comparators. There are smaller areas
requiring investigation and these will be built into the stretch target schemes to start a
programme for 2020/21.

The largest unexplored opportunity is Genito-Urinary medicine (GUM), as shown in
the following table.

iii) 2019/20 Programme
Scheme
Diagnostics
advice and
guidance

Description
Reduction of inappropriate
referrals.

Value
2018/19

2019/20

£13,000

Full year
effect
£296,000
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Paediatric triage

Paediatric referrals now triaged
through Taunton advanced advice
& guidance model. Activity to
increase.

£121,000

Full year
effect
£119,000

Pain management

Full implementation of secondary
care joint injection policy.

£400,000

Full year
effect
£153,000

Urgent Treatment
Centre

Inconsistent streaming in the UTC
and too rigid a specification to be
addressed.

Not
delivered

£603,000

Admission units

Poor ED flow causing
inappropriate short-stay
admissions to the ward attender
areas.

Not
delivered

£750,000

Ambulance triage

Reducing penalties for ambulance
turnaround delays.

Not
delivered

£200,000

Reduction in
excess bed days

Reduction in excess bed day
costs as part of joint working
initiatives, reduction in DTOC.

£754,000

£200,000
full year
effect

IAPT

Integration of mental and physical
health.

Not
delivered

£300,000

Prescription
Ordering Direct

Extension of current repeat
prescription service to the next
wave of practices.

£50,000

£790,000

End-of-life support Contracting with hospice sector to
to care homes
support care plans allowing
residents to die in their normal
place of residence.

£50,000

Full year
effect of
£70,000

Colonoscopy
reduction

Introduction of faecal calprotectin.

£50,000

Full year
effect of
£20,000

High intensity
service users

Provide alternative support to
reduce demand from high
intensity service users.

£130,000

Full year
effect of
£170,000

Day case to
outpatient with
procedures

Support given to convert three of
these cases.

£195,000

Full year
effect of
£584,000
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Biosimilars

Multi-year implementation of drug
conversions to lower-cost
biosimilar drugs.

£400,000

£400,000

Practice-based
pharmacists

Specialist pharmaceutical support
to practices.

£2,177,000
(after
funding
PHBs)

£3,423

Support to care
homes

Initial work has focused on the 18
homes with the highest history of
admissions and is being rolled out
to all homes.

£655,000

£1,345,000

MSK – first
contact
practitioners

Being implemented by Dudley as
the STP lead with regional
monitoring.

No savings
assumed

£500,000

MSK – routine
joint injections

Decommissioned for several
clinical areas from secondary
care, with an intention to recommission from primary care.

No savings
assumed

£562,000

MSK – back pain

Currently developing a
programme for implementing the
national back pain pathway,
several elements in place due to
overlap with other areas of the
MSK re-design.

No savings
assumed

£203,000

Reduction in
inpatient
rehabilitation

Part of the 2018/19 programme
introduced a prior approval
scheme. Data collected since July
2018, allowing a more accurate
assessment.

£500,000

£1,200,000
(net of
investment
required)

Dermatology

Carried forward due to nonimplementation. Referrals to
secondary care remain high for
outpatient appointments with no
treatment/follow-up.

Not
delivered

£50,000

Continence

Sandwell and West Birmingham
has reduced the assessment for
continence product provision from
four to three. To be implemented
locally.

High cost drugs

Multi-year scheme to reduce
system costs. Has consistently

£250,000

£1,136,000

£1,000,000
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delivered more than £1m to QIPP
programme.
Emergency
activity

Investment in joint work with
MBC, UTC and intermediate care
to reduce activity.

£1,989,000

£750,000

Advice and
guidance

Implementation has seen
significant impact on referrals.

£1,989,000

£750,000

Running costs

Requirement to reduce spend on
management costs each year.

£266,000

£600,000

Contract reviews

c. £4m of savings agreed through
demand management,
decommissioning and joint
working.

£4000

£1292

iv) Current Schemes

Ref
Q192001
Q192002
Q192003
Q192004
Q192005
Q192006
Q192007
Q192008
Q192009
Q192010
Q192011
Q192012
Q192013
Q192014
Q192015
Q192016
Q192017
Q192018
Q192019
Q192020
Q192021
Q192022
Q192023
Q192024
Q192025
Q192026
Q192027
Total

Scheme
Ultrasound
Paeditric Triage
Pain Management
Urgent Treatment Centre
Admission Units
Ambulance Triage
XSBD
IAPT
POD
Hospice at Home
Colonoscopy
High Intensity Users
Daycase to Outpatient
Biosimilar
PBP
Care Homes
MSK - FCP
MSK - Joint Injections
MSK - back pain
Rehab reduction
Dermatology
Continence
High Cost Drugs
Emergency flat activity
A&G Outpatient Reduction
Running Costs
Contract reviews

18/19 FYE
296
119
143

18/19 Delivery

19/20 New

603
750
200
200
300
161
70
20
170
584

629

400
2800
1345
500
562
203
1200

623

50

2386

1903

250
1000
960
750
600
1292
12491

Total £000
296
119
143
603
750
200
200
300
790
70
20
170
584
400
3423
1345
500
562
203
1200
50
250
1000
960
750
600
1292
16780

Portfolio
DGoH
DGoH
DGoH
DGoH
DGoH
WMAS
DGoH
DGoH
Prescribing
DGoH
DGoH
DGoH
DGoH
Prescribing
Prescribing
DGoH
Ramsey
DGoH
DGoH
DGoH
DGoH
Community
Prescribing
DGoH
DGoH
CCG
Other

Risk Rating
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Full year effect - implemented
Full year effect - approved
Action required
Technical

1636
7523
5061
2560
16780

8) National and Local Deliverables
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a) Emergency Care
i) Background
As part of the development of the MCP, the Dudley health and social care economy
has promoted a community-focused alternative to hospital care for unplanned care.
There has been a planned diversion of resources into pathways designed to prevent
hospital attendance, in addition to increasing acute capacity for those requiring acute
care, including:














Development of MDT reviews in primary care of patients with long term
conditions
Extended hours access to primary care in all practices
Additional primary care sessions during bank holidays
Development of an Urgent Treatment Centre (UTC) to more appropriately
manage primary care patients who attend the acute site
Integration of NHS 111 with the UTC, to allow direct booking of primary care
appointments as an alternative to Emergency Department (ED) attendance
Development of a Single Point of Access for community services, to allow
ambulance crews to access support as an alternative to hospital conveyance
Establishment of a MDT to support care and nursing homes through enhanced
training and rapid support at times of exacerbation
Creation of a High Intensity User service to support patients who frequently
access the urgent care system, to identify services to meet their long term
needs
Commissioning community capacity for those requiring social care assessment
for long term needs, either to avoid admission to hospital or allow more rapid
discharge
New community-based beds for patients who are unable to weight-bear but do
not need to be in an acute bed
Creation of specialist diagnostic and assessment areas for those requiring
acute diagnostics:
o Ambulatory Emergency Care centre
o Cardiac Assessment Unit
o Frailty Unit
o Rapid Access hot clinics
Increase in the number of A&E consultants
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These developments have contributed to both a reduction in emergency admissions
and a significant reduction in delayed discharges from hospital. However, despite
these improvements, the urgent care system remains under significant pressure, with
the percentage of patients being treated in ED within 4 hours currently at 84.94%.
Whilst this is a direct measurement of the ED’s performance, it is representative of
pressure across the whole system and recognises that improvements are still required
in all areas. It is important that the improvements are sustainable and able to meet
demand at times of peak pressure, such as winter.
Our activity plans are designed to meet all national deliverables and NHS Constitution
standards.
ii) Pre-hospital urgent care
In order to support patients navigate the urgent care system, the CCG has integrated
key services to ensure healthcare professionals are joined up outside the hospital
sector. NHS 111 have a direct link to the UTC, which also provides the GP Out of
Hours service to ensure that patients have 24/7 access to primary care when they
cannot access their own GP. The doctors at the UTC can offer clinical advice to 111
as well as being able to see patients face to face at the UTC, or through home visits.
They also have access to a Single Point of Access to community teams, to be able to
access rapid community support when required. The UTC has access to all GP clinical
systems so that the patient’s record is available at all times, to avoid duplication and
allow better continuity of care.
The UTC has been relocated next to the ED to allow primary care doctors access to a
specialist opinion if required. The UTC also forms part of the ambulance reception
area to ensure patients who arrive at the hospital site by ambulance can also be
directed to primary care when clinically appropriate.
In conjunction with our partner CCGs, we will implement the Clinical Assessment
Service (CAS) and develop this as part of our local urgent care system. We will ensure
the Directory of Service is maintained and supports the appropriate delivery of local
responsive services. The development of ambulance triage will be reviewed in our
UTC, as a means of reducing ambulance delays. The ambulance service will be
expected to use the existing Single Point of Access to community services where
appropriate. Our care home support service will be designed to avoid unnecessary
ambulance journeys.
iii) Same-day emergency care
The acute hospital has developed a series of rapid assessment areas, allowing
patients to receive a diagnosis of their condition rather than being admitted to a ward.
Currently 23% of patients treated at the hospital do not require an overnight stay, and
this will increase to 33% as the community support teams are expanded.
Social care support is now available for seven days a week at the ED to ensure that
patients whose medical needs can be addressed without the need for admission can
be safely discharged, with community support provided immediately.
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The development of a frailty unit will enable rapid assessment of patients by a
dedicated MDT. This will provide assessment and treatment by a specialist geriatric
team with support from social care as required. This will reduce the need for an
inpatient stay for those without an immediate medical need.
Over the past twelve months, the acute hospital has undertaken significant
improvements within the ED to treat patients who arrive with cardiac and sepsis
conditions. These improvements are evidenced to reduce the risk of death and
disability and increase the long term independence of the patient.
The CCG will continue to commission specialist care from major tertiary hospitals to
enable rapid access to specialist care when required.
iv) Cutting delays in patients being able to go home
The Dudley health and social care economy has made considerable investment in
reducing delayed discharges. Two years ago Dudley Council ranked 132 nd out of 152
Local Authorities – 152nd being the worst – for Delayed Transfers of Care. Over 9% of
beds in the local hospital were occupied by people who were ready to be discharged.
There has been a sustained improvement through implementation of the high impact
changes. These improvements equate to an additional 26 beds being available for
urgent care needs and to enable planned care admissions. Dudley is now ranked 44th
nationally and is continuing to improve.
Through our Urgent Care Operational Group we will monitor and sustain our
performance in reducing the number of long stay patients, setting targets for 7-day or
more and 14-day or more lengths of stay.

b) Referral to Treatment Times (RTT)
i) Background
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Our main acute services provider – the Dudley Group Foundation NHS Trust (DGFT)
– is currently delivering the RTT standard and it is anticipated that this will be
maintained into 2019/20. The main concern remains ophthalmology, which has not
delivered its RTT standard since 2016. A Remedial Action Plan (RAP) is in place to
achieve the standard and monitoring will continue.
Ramsay Health Care’s overall RTT position has deteriorated since August 2018.
Activity delivered is significantly below contract. Sanctions are now being applied to
this contract.
Contracted levels of activity for 2019/20 have been modelled and agreed as the basis
for meeting RTT standards in 2019/20.
We are fully compliant with the national choice standards and will monitor these
through our engagement with local GPs, practice managers, our Healthcare Forum
and patient participation groups. The use of Capacity Alerts and actions to deal with
six-month waiters will be developed with our providers. There are currently no 52-week
waiters. Our activity plans are designed to meet all national deliverables and NHS
Constitution standards.
ii) Pain management
Many joint injections which should be delivered in primary care (where needed at all)
are currently being delivered in secondary care.
In reviewing the MSK pathway the CCG has reviewed the increase in joint injections
and the place of treatment. Following clinical review, the CCG will only commission
joint injections from the following clinicians:
Site

By Whom

Primary Care Only
Shoulder
GP

Includes

Exceptions /
Considerations
N/A

Elbow

GP

a) Sub-acromial
b) Gleno-humeral
a) ‘Tennis’ elbow

Wrist

GP

a) Carpal tunnel

Knee
GP
GP & Consultant /Specialist
Hand/Fingers GP
Consultant /
Specialist
Hip

GP

 Conditions related to
rheumatoid arthritis
 Possible opportunity to
develop a service
 Nerve conduction
studies to be
considered
 Numbers are relatively
low
 Procedures of Limited
Clinical Priority (PLCP)
N/A

a) Trigger finger / thumb
Rheumatology /
Orthopaedics

 Could be done in a
community setting

a) Trochanteric bursitis
b) Hip injection (guided)

 X-ray required only as a
diagnostic test
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Consultant /
Specialist
Foot
GP
Consultant /
Specialist
Consultant /Specialist Only
Back
Consultant /
Specialist
Neck
Consultant /
Specialist
Ankle
Consultant /
Specialist

a) Plantar fasciitis

N/A

 X-ray required
 Prior Approval only
 X-ray required
N/A

Our roll-out plan for MSK First Contact Practitioners (see QIPP in chapter 7) will
continue.
Any patient who is assessed in secondary care (including triage/first contact
practitioner services) must be referred back to primary care where the GP is the
identified clinician. Any patient not referred back to primary care who receives their
injection in secondary care will only be paid for at the primary care rate.
It is very likely that the CCG and DGFT will ‘decommission’ primary care-level joint
injections. In so doing, such injections will only be done by GPs or other appropriately
qualified staff. Payments will be made under the Minor Surgery tariff. All future
clinically appropriate joint injections for this service will only be paid at the primary care
rate.
iii) Guided joint injections
We will develop a guided joint injection service through the introduction of a GP with
specialist interest.
iv) Back pain
The CCG will implement the national back pain pathway from April 2019, harmonising
its policy with all Black Country CCGs.
Additionally, we will implement the National Lower Back Pain and Radicular Pain
Pathways by March 2019.
v) Outpatients
We will extend the use of peer review in primary care and advice and guidance. This
is expected to extend the range of conditions treated in primary care, reducing waiting
times for patients who need to see a specialist in secondary care.
The peer review service has been in place since October 2017. Uptake and usage
remains lower than required and therefore its impact has been minimal when reviewed
as a whole service. DGFT are in their second year of delivering a national CQUIN to
ensure that over 75% of activity is supported by the option for Advice and Guidance.

DGFT is on target to meet the requirement for 75% of specialties to be covered by
Advice and Guidance. This will be achieved in 2019/20. It may be subject to a local
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tariff in 2019/20 – to be agreed – and a rollout plan of specialties offering Advice and
Guidance will be developed.
vi) Procedures of Limited Clinical Priority
The list of Procedures of Limited Clinical Priority will be reviewed in the light of the
national consultation led by NHS England. The opportunity will also be taken to
harmonise policies, where required, with the rest of the STP.
vii) Diagnostics
We will review the current use of direct access diagnostics and pre-referral diagnostics
and develop a diagnostics formulary. Evidence from both primary and secondary care
suggests that inappropriate diagnostics are being requested and performed.
We will review the iRefer system as a basis for managing activity.
viii) Direct referrals
We will work with providers to introduce direct access to surgery for GPs with a
specialist interest. This will build on the successful model in Ear, Nose and Throat
(ENT).
ix) Gynaecology
We will review the community Gynaecology service supported by specialist input. This
will be developed as an integrated pathway with the sexual health service.
x) Urology
We will seek to develop a community urology service, focussed on lower urinary tract
symptoms and over-active bladder conditions.
We participated in the NHS England Specialty-Based Transformation Programme for
urology during 2018. There are a number of initiatives that will come out of the
programme such as:




Rethinking referrals
Transforming outpatients
Shared decision making and self-care

We contributed to the Wave 3 Handbook good practice guide. It will be published in
February 2019. Local initiatives will require further development.
We have examined “Right Care”, in conjunction with our secondary care and public
health colleagues. We will be placing a particular focus on addressing issues in
relation to MSK- (see earlier) and respiratory-related admissions.






The roll out of NHS E-Referral is now complete and Advice and Guidance will
be completed by March 2019
Triage for MSK and Paediatrics is in place
A programme for reducing follow-up attendances for ENT, MSK, ophthalmology
and urology will be linked to specialty based transformation
A “Consultant to Consultant Protocol” has been drafted but requires further
input in light of further national guidance
Peer review is already in place
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The CCG is an active user of RightCare information and analysis

c) Cancer Treatment
This standard is currently not being delivered on a consistent basis – there is a 62-day
standard, 104-day-long waits and tertiary referrals to the Royal Wolverhampton NHS
Trust (RWHT). A RAP is in place to achieve the standards identified. Oversight is
provided by the Cancer Local Improvement Team (LIT).
Requirements and current positions on Dudley CCG’s Commissioning
Intentions 2019-20
We will work as part of the West Midlands Cancer Alliance to deliver the national
Cancer Priorities. We are currently working with providers to ensure the
implementation of nationally-agreed rapid assessment and diagnostic pathways for
lung, prostate and colorectal cancers. We are working with partners to achieve
improvements in cancer screening uptake and early diagnosis, and commissioning
cancer services that offer consistent and high quality services, including meeting
national waiting time standards for diagnosis and treatment, whilst also improving
patient experience, including the implementation of the national Recovery Package.
The West Midlands Cancer Alliance are now part of the Cancer LIT and are playing
an active role in supporting the local, regional and national cancer agenda.
We will work with partners across the STP to create a cancer plan for the Black
Country, through the Black Country Cancer Group, looking in particular to explore
opportunities to develop local services to enable more people to be treated in the Black
Country.
Dudley CCG is now represented at this meeting and feedback is provided back into
the Cancer LIT.

d) Mental Health
We have developed a mental health and wellbeing strategy in conjunction with our
partners overseen by the Health and Wellbeing Board. This has six priorities:







Developing services that focus on mental and physical health, prevention and
self-help and digital solutions
Supporting people to find and stay in work
Developing strong and resilient communities who can do more for themselves
An ambition of zero suicides
Developing wellbeing-friendly environments in communities and workplaces
Consistent and accessible services with a focus on out of hours and crisis
support, maternal mental health and transition from child and adolescent to
adult services

The implementation of this strategy will continue during the period of this plan.

In conjunction with our Black Country CCG colleagues, we have developed a number
of common service specifications including crisis care, dementia, eating disorder and
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personality disorder services. We will seek to implement these working with a single
provider for the Black Country.
We have invested in CAMHS, IAPT and dementia services in a manner designed to
deliver the required national targets. Providers will be held to account for their delivery
in relation to this investment and the associated targets.
Our joint mental health and wellbeing strategy has a clear focus on suicide reduction,
with an ambition of zero suicides. This will be pursued on a multi-agency basis in
conjunction with our partners.
Our performance in the management of out-of-area placements has historically been
good. We will work with our providers to ensure that patients are cared for locally and
that risk is appropriately managed.
The implementation of ICTs will be conducted in a manner that reflects the role of
mental health and supports the continued integration of mental and physical health
services. Our specific mental health MDTs will be rolled out across all practices.
Our outcomes framework recognises the importance of physical health checks for
people with mental health needs and performance in relation to this will be actively
monitored.
The impact of social isolation has been identified as a particular health need and a
contributor to health inequalities. The role of Integrated Plus and our frequent service
user service in relation to this will continue.
The role of schools and colleges in supporting children and young people is
recognised in our CAMHS Transformation Plan. We have already developed some
services and we will work with local schools and colleges to examine how this can be
expanded.
We will develop plans to meet the Mental Health Forward View requirements, working
in conjunction with our STP partners in relation to perinatal mental health, crisis care
and support for the severely mentally ill. This will be supported by appropriate plans
for workforce, data and technology.
We will work with our voluntary sector partners to enhance post-diagnosis support for
people with dementia.

e) Learning Disabilities and Autism
The implementation of the Transforming Care Partnership (TCP) will continue in
2019/20. A single delivery model will operate across the Black Country. It will support
the discharge of patients from hospital with intensive community, case support and
forensic staff, as well as act in a preventative manner to minimise future hospitalisation
of patients. This personalisation of care will reduce avoidable admissions to inpatient
services, enable shorter lengths of stay and end out-of-area placements.

The new community service model will embed the principles of Building the Right
Support and ensuring that people receive timely support in the community. Work on
outcomes-based new models of community care will be undertaken, in partnership
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with the local authority, as part of local and regional pilots. This will improve awareness
of, and support for, people with learning disabilities, autism or both.
A Black Country approach will be applied to models supporting people with autism
where there is no learning disability, or where there is a dual diagnosis of autism and
mental health. The Transforming Care Programme is applicable to people with
learning disabilities and/or autism of all ages. We will work with the Black Country STP
to make sure all local healthcare providers are receiving information and training on
supporting people with a learning disability and/or autism and are making reasonable
adjustments to support these individuals.
Focused work on health inequalities of the wider population of people with learning
disabilities continues, so we may better understand why they experience poorer
physical and mental health when compared to the general population. The mortality
review (LeDeR) is the specific programme that helps us understand why people die.
We will report to our Learning Disability Partnership Board and our Safeguarding
Board on the action and outcome of LeDeR reviews and working with our Council
partners, we will enhance our capacity to deliver timely and effective Care and
Treatment Reviews.
Work to improve the health of people with learning disabilities is supported by annual
health checks, ensuring reasonable adjustments are made and enabling access to
Personal Health Budgets as may be appropriate.
People with autism experience the same health inequality issues as those with
learning disabilities. Pilots for a specific health check for people with autism will be
established.
Following the 2018 autism Self-Assessment Framework (SAF) and the revision of the
Dudley Autism Strategy, the autism diagnostic pathway will be reviewed with partners
to address the gaps identified. This will be done with the aim of reducing waiting times
for specialist services and to achieve timely diagnostic assessments, in line with best
practice guidelines.
In order to ensure that people with learning disabilities, autism or both are receiving
the correct medicine, we will ensure that people with learning disabilities and/or autism
have regular medication reviews as part of the commitment to STOMP (STop OverMedication of People with a learning disability and/or autism), including children and
young people as part of the STAMP (Supporting Treatment and Appropriate
Medication in Paediatrics) programme.

f) Children, Young People and Families (CYP)
i) Background
Child health has changed. Over the last 45 years mortality data show an
epidemiological transition away from acute infectious illness towards chronic long-term
conditions and away from biomedical and biopsychological problems. However, the
way health and care services are provided is still heavily hospital-focused, reactive
and fragmented across physical health, mental health and social care.
An ‘ideal’ child health model is one:
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That understands CYP and their families’ specific needs (including the broader
determinants of health) and is designed to address them
Where there is access to high-quality paediatric and child health expertise and
multidisciplinary teams in the community
That has linked-up timely information, communication, data and care (different
forms of integration) to allow for continuous quality improvement
Where health literacy and education for CYP and their families, as well as
professionals, is prioritised
Which integrates physical and mental health

In developing a new model of care it is also important to understand that children differ
from adults in at least four important ways:





Developmental changes as they grow older
Dependency on parents and other carers
Differential epidemiology (e.g. different health, illness and disabilities)
Demographic patterns within an economy (e.g. socio-economic determinants)

Furthermore:




Children’s use of health services is also different to other age groups, for
example the rate of acute, short-stay hospital admissions in children is higher,
and rising
Children may need to be transitioned from paediatric to adult services, and have
constantly changing needs in relation to their age/developmental stage
Education is especially important, in addition to social care, and there is a
greater dependence on the family than social care, compared to adults

ii) Primary Care
The CCG plans to apply to engage in the PACE Setter Programme, which is a new
improvement programme for practices providing primary care services to CYP, their
families and carers. This is a quality mark awarded to practices following their young
people and families in relation to four areas:





Patient and care engagement
Accessing services
Clinical pathway development
Education

We plan to invest in a training programme for all our GPs and practice nurses to
expand their knowledge and skills to support children in the community that present at
urgent care with the ‘big six’ conditions:







Bronchiolitis/croup
Fever
Gastroenteritis
Head injury
Asthma
Abdominal pain
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iii) Community care
We are working with our consultant paediatricians to develop a service whereby they
will provide out of hospital care for CYP. The community paediatricians need to work
within the wider health network of therapists and nurses, with the local authority’s
services and the voluntary sector. The role of the paediatrician involves prevention,
identification, assessment, diagnosis, treatment and support. Many will also have
specialist skills/interests in addition to their general work. They must be closely
networked with acute general paediatricians and other Specialist Community
Clinicians, such as CAMHS, physiotherapists, occupational therapists and speech and
language therapists.
It is expected that CYP with the following conditions will be seen by consultant
paediatricians in community clinics:













Children with long term conditions
Concerns regarding a child’s development such as developmental delay or
disordered development
Neurological disability
Children with coordination or fine motor difficulties
Behavioural problems
Autistic Spectrum Disorder
ADHD
Significant learning difficulties/disabilities
Sensory impairment
Visual impairment
Hearing impairment
Symptom management in palliative and end of life care

In parallel, we will expand the paediatric triage service to reduce out-patient
attendances.
Most of these would need a MDT approach with CAMHS and children’s community
services and will be provided in our ICTs, which will be based within our Primary Care
Networks.
We will invest in GP with a Special Interest (GPWSI) to work in the ICTs to provide a
link between the community paediatricians and individual practice GPs. The GPWSI
will also link in with the Integrated Young People's Wellness service.

iv) Reducing pressure on emergency hospital services
As CYP account for 25% of ED attendances and are the most likely age group to
attend ED unnecessarily, we are reviewing our pathways between the ED, the Urgent
Treatment Centre and the Paediatric Assessment Unit.
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Over the next five years, paediatric critical care and surgical services will evolve to
meet the changing needs of patients, ensuring that CYP are able to access high quality
services as close to home as possible. Specifically, we will:




Incorporate the Paediatric Assessment Unit into the relocated and expanded
dedicated paediatric ED facility
Redesign our community and acute children’s out-reach nurse services
Review children’s ambulatory emergency care admissions and improve
pathways and treatments in primary and community care

v) Emotional Health and Wellbeing
We have invested in and developed an Emotional Health and Wellbeing Support Team
(EHWT) to support CYP. The team was initially commissioned to support schools and
School Health Advisors (SHAs) in meeting their universal role of addressing emotional
health and wellbeing needs, but also with a strong emphasis on providing a more
‘hands on’ non-stigmatising service. We have expanded emotional health and
wellbeing services to include a team of skilled workers (primary mental health workers)
to deliver evidence-based models, which are based on the national recommended
Children and Young People’s Improving Access to Psychological Therapies (CYPIAPT) approach so that staff have access to training required to improve skills and
knowledge in evidence-based interventions, introduce new ways to involve CYP in
decisions about their care and meet the CYP-IAPT outcomes.
Our integrated “Tier 2” service has been fully operational since September 2017 and
is provided by our CAMHS service. It consists of several multi-skilled staff, trained to
deliver therapeutic interventions that will also have a specialist role in supporting both
universal staff and school nurses in meeting the emotional health and wellbeing needs
of CYP in educational/universal settings. The service model is based on the national
recommended IAPT approach so that staff have access to training to improve their
skills and knowledge in evidence-based interventions. It introduces new ways to
involve CYP in decisions about their care, recording outcomes session by session,
that will support the outcomes-based commissioning approach used to develop this
service.
We also have a GP Liaison Specialist Team to support GPs in Dudley. The team
consists of a Clinical Specialist GP Liaison Lead and a GP Nurse Liaison. The team
goes out to GP practices once a month and offers a triage service. They meet with
young people and their families at the GP practice, as requested by the GP, and
discuss the needs of the young person. Together with the young person and family,
they then offer advice and decide on the best support for the young person, whether
this is CAMHS or other services available such as counselling or educational
psychology, etc. GP Liaison is also available for GPs to call or email should they want
any advice regarding a young person.
The CCG has commissioned a Children and Young People’s Eating Disorder Service,
which has been operational since January 2017 and meets the NICE guidelines. The
service has been, and is currently meeting, the access and waiting time standard.
vi) Learning disability and autism
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The Black Country Transforming Care Partnership (TCP) aims to reduce the number
of people with learning disabilities and/or autism residing in hospital so that more
people can live in the community, with the right support, close to their home. To achieve
this, we will be engaging on the future of inpatient services.
The pathways for CYP with learning disabilities and/or autism are evident in the use
of the pre-admission CETR (Care, Education and Treatment Review) process, which
involves all relevant agencies in the local area. For those under 18 years, by
integrating the provisions of both the CETR process and the Access Assessment for
an inpatient bed, it ensures that consideration is given to the whole care pathway and
will help to strengthen the range of treatment modalities available and wider support
for the adult or child, young person and their family. It will also ensure that all other
alternatives have been considered before secure provision is agreed as the
appropriate placement option. Specialist commissioning from NHS England are also
part of this process as well as commissioners from the CCG, specialist CAMHS, CYP
and/or parents/carers, social care and education from the local authority as well as a
service user and independent clinician. It is hoped that in the future the funding from
specialist commissioning for NHS England will return to the CCG to support this
reduction in admissions and allow more individual personalised commissioning to take
place to meet the child or young person’s needs and continue allowing them to remain
at home. Dudley has a specialist CAMHS learning disability service, which supports
the difficulties which sometimes exist when there are separate mental health and
learning disabilities services.
We have invested in our CYP’s autism service, to reduce the current waiting times
from 22 weeks for a diagnostic assessment. Further assessment is planned in 201920 to develop a community-based post-diagnostic service. CYP with a learning
disability, autism or both, with the most complex needs, will have a designated
keyworker. Initially, keyworker support will be provided to CYP who are inpatients or
at risk of being admitted to hospital. Keyworker support will also be extended to the
most vulnerable children with a learning disability and/or autism, including those who
face multiple vulnerabilities such as looked after and adopted children, and CYP in
transition between services.
The CCG is a key player in ensuring that the health needs of children who have a
Special Educational Need and disability are met and that their outcomes are improved.
Our community paediatric therapy services input into the Educational Health and Care
Plans.
vii) Integrated young people's wellness service
The young person wellbeing promotion and treatment service is being developed to
include both generic and targeted support interventions to meet the varying needs of
CYP in Dudley. The service will assess each young person’s needs (taking a ‘no wrong
door’ approach) to tailor the most relevant and timely range of advice and support,
complementing any existing models of support for young people, including synergies
with the Healthy Child Programme.
Interventions will include a range of self-help strategies and specialist services, within
a strong governance framework to identify and address safeguarding risks, promote
wellbeing and enable young people to flourish and thrive.
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The service delivery model will include:








A welcoming front door, offering advice and support for a range of issues
A ‘Making Every Contact Count’ approach should be embedded into staff
training to ensure the provision of healthy lifestyle advice and wellbeing
promotion using the five ways to wellbeing. All services should be fully
integrated with seamless pathways to deliver a coherent package of advice and
support for any issue
Open access to integrated sexual health services, treatments, advice and
prevention
A substance misuse service including targeted, early interventions
Availability of smoking cessation services across a range of domains
Pathways into CAMHS Tier 2 services

Other services for young people are being considered for future integration into this
model of support, including primary care services for young people and school nursing
services.
Links and referral pathways should be available to ensure young people are able to
access support from a range of agencies, including local authority services and
community-based providers, depending upon need. The service will be developed in
partnership with existing third sector providers.
viii) Early Help Support
The CCG has been working closely with Dudley Metropolitan Borough Council to
develop the Early Help Service delivery model. A key part of the early help operating
model requires “MDT Allocation Meetings” taking place in five locality Family Centres
across the borough. Representatives from universal and targeted health, early help
social services, schools and services provided by the voluntary and community sector,
along with the emotional health and wellbeing practitioner, are involved.
The MDT must ensure that practices then arrange for the patient cohort to be
discussed in existing practice MDTs as above, with relevant professionals involved in
the child’s health, educational and/or social care.
The Early Help Support model will be integrated into our ICTs.

g) Maternity
The Black Country CCGs are adopting a single maternity service specification with
local variations to reflect demographics and population needs.
Dudley CCG agreed its service specification with DGFT in 2017. This is now being
adopted across the Black Country. Delivery of the services is monitored through the
Maternity Performance Assurance Group, which meets on a monthly basis.
This approach is supported by the Local Maternity System (LMS), which will reflect the
summarised specification. The LMS plan for our STP is assured by regulators as a
comprehensive, honest and robust system approach to improving maternity services
across the system.
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We will include the Saving Babies Lives Care Bundle in our service specification,
alongside the opportunity to be cared for by the same midwife and the delivery of an
evidence-based baby feeding programme.
Continuous glucose monitoring will be available for pregnant women with Type 1
diabetes.

h) Primary Care and Community Health Services
The commissioning of our model of care rests upon the unique position of primary
care, starting with the person, registered with the practice. The role of the GP is
therefore fundamental. They take overall responsibility for the care provided by other
services.
In our model, these services include Multi-Disciplinary Teams (MDTs), a wider network
of community-based and voluntary sector services organised around Dudley’s five
Primary Care Networks (PCNs – see later in this chapter).
Our commissioning of primary care is therefore aligned to our commissioning of the
MCP – to deliver improved health outcomes for our registered practice population
through a range of integrated, responsive and innovative primary and community
health and care services.
i) ‘Investment and Evolution: A five-year framework for GP contract reform to
implement the NHS Long Term Plan’
This document, published on 31st January 2019 by NHS England and the British
Medical Association translates the commitments in the NHS Long Term Plan into a
five-year framework for the GP services contract.
The Primary Care Commissioning Committee will be reviewing the detail, however,
our initial assessment of the requirements set out in the document are to a large extent
already being achieved in Dudley as part of our commissioning of the MCP model of
care, our Outcomes Framework, and development of our MDTs and PCNs that are
already well established.
ii) Investing in Primary Care
The CCG has, for a number of years, prioritised and invested in the development of
primary care and implementation of our new care model within the MCP. In addition
to the £3 per head invested during 2017/18 and 2018/19, the CCG has committed over
£650,000 each year into the support, mentoring and training of practices, as well as
engagement and development of our PCNs.
In addition to these funds, the CCG has invested further in schemes to reduce the
burden of prescribing administration by funding additional pharmacist support into
general practices, launching a centralised repeat prescribing function, and
commissioning link workers to assist practices in social prescribing.
We will continue to invest in our new model of care and meet the commitments within
the long-term plan, retaining the schemes outlined above, committing to continue
investing a recurrent £1.50 per head into PCN development and investing a further
£300,000 in the expansion of our centralised repeat prescribing team to cover
additional practices.
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We will be producing a financial plan that sets out our investment in primary care
development for approval of the Primary Care Commissioning Committee by March
2019.
iii) Primary Care Networks (PCNs)
The MCP model is enabled by the integration of primary care services, whereby GPs
have more influence and co-ordination for the care provided to their patients by other
community services, including MDTs. These teams will become part of the wider
primary health care team.
In order to assume this responsibility, GP practices in Dudley have already organised
themselves into PCNs.
We have five PCNs that we refer to as our ‘localities’. This map sets out the
configuration of each. They are organised geographically, and serve populations of
between 50,000 and 70,000 patients.
Dudley surgeries by Primary Care Network

Our PCNs are already provided with primary care data analytics for population
segmentation and risk stratification in support of MDT working in line with the Long
Term Plan requirements in respect of data analytics and the operation of PCNs.
iv) Primary Care Networks and Multi-Disciplinary Teams
All practices in Dudley have a MDT. The teams are designed to work to the principles
of shared responsibility for shared outcomes for a shared population, using a
population health management approach. These teams bring together:
 GPs
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Community nurses
Mental health workers
Social workers
Practice-based pharmacists
Voluntary sector services
Other specialist health services including heart failure, respiratory, end-oflife
 Specialist care consultants
v) Primary Care Networks and Integrated Community Teams
PCNs will have two ICTs serving a group of practices with a combined population of
approximately 35,000 patients. They will be led by an appointed GP integration lead
from one of the practices within the PCN, who will co-ordinate the delivery of the MDT
services for their population.
All PCNs provide extended access to GP appointments at evenings and weekends.
This is co-ordinated and led by a lead practice within each PCN.
The ICTs bring together a group of staff to deal with population health management
issues around a geographical area. Services are then operationalised to the same
geography, operating under the direction of each PCN (with a dedicated GP lead).
There will be ten teams (two in each PCN) providing:







Community-based physical health services for adults and children
All mental health and learning disability services
Intermediate care services and NHS Continuing Health Care
End-of-life services
Voluntary and community sector services
Practice-based pharmacists

In addition, each PCN will have a range of additional services available to their
population which will be operationalised following a transitional process within the
MCP. These will include:
 Outpatient services for adults and children
 Urgent care centre and primary care out of hours service
 Primary medical services provided under existing GMS/PMS/APMS
contracts
 Services commissioned by Dudley Metropolitan Borough Council’s Office of
Public Health, including health visiting, family nurse partnership, substance
misuse and sexual health services
 Adult social care services (to be phased in)

vi) Primary Care Development – General Practice Forward View (GPFV)
Our GPFV implementation plan describes how we will support and enable the
continued development of our model of care. This will be updated and refreshed for
2019/20 to ensure that we:
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 Continue our clinically-led programme of investment in primary care
transformation, to ensure that family doctor services are safe, sustainable
and able to play a leading role in the successful delivery of the MCP
 Offer expanded choice and enhanced access to primary care services for
our population by expanding roles such as practice based pharmacists
 Provide training and development to improve the working of MDTs and ICTs
and widen the range of clinical and non-clinical input to those teams
 Ensure that we take full advantage of the opportunities offered by new
technology to drive innovation, underpin integration of services, improve
efficiency and empower patients
 Support and encourage practices in their ongoing efforts to work
collaboratively, build effective support and development networks and
manage growing demand safely and sustainably
 Invest in the infrastructure and estate needed to support and promote our
ambitions
 Maximise the benefits and opportunities offered by the adoption of boroughwide frameworks (such as our Outcomes Framework)
 Evaluate what we do through constant monitoring, challenge and peer
review
vii) Primary Care Commissioning – Outcomes Framework
In commissioning primary care, we have replaced the GP Quality and Outcomes
Framework (QOF), Local Incentive Schemes and Directed Enhanced Services with
our Outcomes Framework.
This provides a rationalised set of performance indicators, with the aim of increasing
efficiency and effectiveness, alongside an increased focus on care planning and
shared decision-making for people with long-term conditions.
Aims of the Dudley Quality Outcomes for Health Framework

The Primary Care Commissioning Committee will continue to review and refresh the
outcomes measures commissioned from primary care – this will include refreshing and
producing:
 Commissioning framework and outcomes
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Participation agreement to enable practices to participate voluntarily
Business rules
Performance monitoring framework
Performance monitoring process

viii) Primary Care Contracting
We will maintain compliance in discharging our delegated commissioning and
contracting activities for primary care, assured by our Primary Care Commissioning
Committee and external audit. The Committee will receive and approve a work plan
that will include our approach to:





Primary care commissioning and contracting
Primary care contract and performance management
Primary care financial management
Governance of all primary medical care delivery

We will participate in external assurance and audit and produce an annual review of
our delegated commissioning and contracting functions.
ix) Estates
Ensuring strategic fit
A fit for purpose healthcare estate will be a key enabler in the delivery of the MCP
model, the implementation of PCNs and the wider rebalancing of healthcare services
towards out-of-hospital care. Dudley CCG’s estates programme is therefore geared
towards ensuring the provision of sufficient high quality estate in the community to
enable the delivery of a wide range of community and outpatient services, co-located
where possible with at-scale primary care, voluntary sector and other services.
Changing patterns of healthcare and the historic mix of premises mean that the current
estate is not always fit for the future or located in the right place and some high quality
estate is currently underutilised. The CCG will seek to address these issues over the
next twelve months, leading the whole health economy in a full review of future
requirements and proposing an appropriate future estates configuration within each
local area in the coming year, including the mix of premises required to meet the needs
of the MCP and wider health economy.
This review will identify areas where new or improved premises are required, as well
as areas of overcapacity where surplus sites could potentially be disposed of, allowing
the reinvestment of resources back into frontline services.
Premises development and rationalisation
In the coming year the CCG will continue to work with practices to develop business
cases for premises developments in a number of areas. Where these provide
demonstrable improvements for patients and represent value for money, they will be
supported by the CCG, subject to consultation with patients.

The health economy has made good progress in the consolidation and rationalisation
of the estate across a number of schemes during the previous planning period. We
will continue to seek and exploit opportunities to do so, both as part of the review
58 | P a g e

outlined above and in collaboration with partners across the healthcare sector and
wider One Public Estate.
Regularising occupation
In common with much of the NHS, most GP and NHS tenants occupying premises
operated by the two NHS property companies, NHS Property Services (NHSPS) and
Community Health Partnerships (CHP), are undocumented and operating from the
buildings without a formal lease in place. Dudley CCG recognises that this position is
undesirable and is coordinating a pan-health economy approach to the agreement of
formal leases for these premises, and which will result in these leases being signed
within 2019/20.
Improving use of sessional space
In addition to the formal occupation outlined above, a number of services operate on
a sessional basis from rooms within health centres. Working with partners at NHSPS
and CHP, Dudley CCG will improve the systems and processes for accessing this
space, making it easier for frontline services to identify and book space for their clinics,
increasing their ability to respond flexibly to changes in demand. This will begin in the
first quarter of 2019/20 with the pilot of a new online booking system for NHSPS
premises.

x) Primary Care Engagement
We will continue our annual programme of GP visits, engaging practices in their
commissioning performance and delivery of QIPP. We will continue to meet with every
practice and seek their views on the development of the Integration Agreement – the
agreement that determines the relationship between the practice and MCP.
We will continue to meet with the GP membership on a monthly basis through our
PCN meetings, and bi-monthly with the wider membership events. We will continue to
engage with practice managers on a regular basis at the Dudley Practice Management
Alliance to discuss practice management development and the implementation of our
GPFV.

xi) Engagement with Patients
We will continue to engage directly with the public on the matters which are most
important to them. This will include holding public meetings in those areas affected by
potential service changes.
Healthwatch continues to work in collaboration with the Primary Care Commissioning
Committee to ensure that we consider the patient voice in any decisions we make. We
will continue to have engagement with our Patient Participation Groups through our
Patient Opportunity Panel.
xii) Primary Care and the STP
We are already working collaboratively with other CCGs within the STP, taking
consistent approaches to the way in which we commission and develop primary care:
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 Collaborative workforce planning
 Participating in the STP Intensive Support Site (ISS) on projects to increase
the number of GPs retained in the Black Country
 Bidding and securing additional resource to support the training and
development of primary care staff
 Joint working with the Black Country training hub to implement our GPFV
plans
In 2019/20 we will:
 Contribute to the development of the STP primary care strategy
 Contribute and lead on specific projects on behalf of the STP
 Identify areas for a common approach to the commissioning or contracting
of services across the STP
 Identify and develop common approaches for the governance of delegated
commissioning functions across the STP

xiii) Community Health Services and the Long Term Plan
The Long Term Plan for the NHS describes the need for new service models. Its first
chapter outlines how the NHS, in following the plan’s provisions, will become more
integrated and coordinated in its care, more proactive in the services it provides and
more differentiated in its support offer to individuals, all through five major practical
changes, many of which are consistent with our MCP development.
1 – Boosting ‘out-of-hospital’ care and dissolving the historic primarycommunity health services divide
The NHS is to commit to a series of community service redesigns, such as MCPs,
and to increasing primary medical and community health service investment as a
share of its total spend to 2023/24. New urgent community response and recovery
support is to be offered, with all areas increasing the capacity and responsiveness
of community and intermediate care services to those judged clinically to benefit
most. Expanded community MDTs, aligned with new PCNs based on neighbouring
GP practices, will result in fully-integrated community-based healthcare. People
living in care homes will receive guaranteed NHS support and people will be
supported to age well.
2 – Reducing pressure on emergency hospital services
Proliferation of pre-hospital urgent care, same day emergency care, and cuts in
delays in patients being able to go home will all reduce the pressure on A&E
departments.
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3 – Giving people more control over their own health and more personalised
care when they need it
Patients are to be offered more personalised therapeutic options thanks to
advances in precision medicine. A more fundamental shift will take place to more
‘person-centred’ care, with a wider move to “shared responsibility for health” over
the next five years. The NHS Personalised Care Model is to be rolled out nationally
and social prescribing, using link workers in PCNs, will help people develop tailored
plans and connect them to local groups and support services. Accelerating the rollout of Personal Health Budgets will give people greater choice and control of their
care planning and delivery, and end-of-life care will be personalised too.
4 – Making digitally-enabled primary and outpatient care mainstream across
the NHS
Digital technology will provide convenient ways for patients to access advice and
care. Digital-first primary care will become a new option for each patient, and
outpatient services will be fundamentally redesigned to massively reduce the
necessity of outpatient visits.
5 – Focusing increasingly in local NHS organisations on population health
Everywhere will move towards Integrated Care Systems, bringing together local
organisations to redesign care and improve population health. They are a pragmatic
and practical way of delivering the ‘triple integration’ of primary/specialist care,
physical/mental health services and health/social care, in line with what more than
90% of doctors consistently say is the need to integrate primary and secondary care.

The MCP development is consistent with the requirements described above. In
2019/20 we will further develop our MCP care model to be fully compliant with the
Long Term Plan requirements and ready for contract commencement.

xiv) Dudley CCG progress on MCP implementation
The first MDTs were established in August 2014. They now cover all practices,
encompassing health, social care, physical health and mental health, all aligned to a
common population, with further alignment of other services to the same population
including respiratory services and diabetes. Practice-based pharmacists and a social
prescribing service – ‘Integrated Plus’, our repeat prescribing POD now serves 11 of
our 43 practices, and enhanced end-of-life care for seven days per week, have been
implemented.
Care homes are being supported through an education programme community
response teams and care home support teams. A community-based team for older
adults with mental health problems, health coaching and aligned points of access are
in operation, and a local outcomes framework for general practice has been put in
place.
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From experience, there is evidence of more extensive primary care access, improved
management of long term condition, more effective care coordination and improved
staff and patient engagement. However, there are still significant numbers of
potentially avoidable A&E attendances and EM admissions, with up to 40% of EM
cases coming through A&E. Our progress on new workforce models and primary care
at scale is thus far insufficient, and HLE trajectories are going in the wrong direction.
Further development will continue during the period of this plan.

xv) Long Term Plan – alignment plans for 2019/20
We will be taking several actions during 2019/20 to fully align with the new care model
requirements of the NHS Long Term Plan.
A new NHS offer of urgent community response and recovery support:




We will develop plans for a communication centre and associated response
by July 2019
We will re-commission our reablement service by July 2019
We will commission a new frailty pathway that will include a GP with special
interest (GPWSI) in Frailty by July 2019. This will improve the responsiveness
of teams in the community hub and prevent unnecessary admissions to
hospitals

PCNs of local GP practices and community teams:



We will align ICTs and proposed PCNs by April 2020
We will review the MCP Outcomes Framework in light of changes to the Quality
and Outcomes Framework by April 2020

Guaranteed NHS support to people living in care homes:









We will evaluate the impact of the existing enhanced care home service by June
2019 and assess the current system against the EHCH model and identify gaps
by June 2019
We will develop proposals to be fully compliant with the model by July 2019
We will develop the existing enhanced care home team to provide a ‘hospice
at home’ service by July 2019
We will review the primary care Local Improvement Scheme (LIS) for care
homes by April 2019
We will initiate the ‘Red Bag’ scheme to facilitate a safer and more effective
transfer of patient information when residents are conveyed to hospital and their
return to the care home
We will extend the Trusted Assessor role for care homes across 7 days
We will develop the clinical education training programmes to care home staff
We will offer NHS.net emails for care homes to support easier and secure
sharing of information between care homes and NHS
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Supporting people to age well:








We will support PCNs to take appropriate action through the use of data
analytics by September 2019
We will screen, identify and manage people with mild, moderate and severe
frailty
We will commission a Carers Health and Wellbeing Service by September 2019
We will commission the Dementia Assessment and Diagnosis Service by June
2019
We will commission Admiral Nurses to provide post-diagnosis professional
support by June 2019
We will support Age UK input for residents in care homes with dementia, for
training staff and avoidance of social isolation by April 2019
We will review existing services commissioned from Alzheimer’s Society, with
a view to developing a revised service offer, by September 2019

Pre-hospital urgent care:



We will establish a Communications Centre
We will review the existing system in the context of proposed national
requirements by July 2019

Cutting delays in patients being able to go home:


We will commission appropriate schemes through the ICBF to maintain existing
performance by September 2019

People will get more control over their own health and more personalised care
when they need it:






We will maintain Integrated Plus services
We will develop a plan by April 2019 to roll out Personal Health Budgets
covering wheelchairs, patients with mental health needs under Section 117,
and other appropriate areas
We will review the end of life pathway to avoid admission to hospital by October
2019, in line with the recommendations in the Dudley End of Life and Palliative
Care Strategy and delivering the national framework six ambitions for palliative
and end of life care
We will amend the care home contract, such that care home staff initiate
preferred place of care discussion (ACPs)

Learning disability and autism:


Providers will hold budgets for external placements in ‘shadow form’ from April
2019 and budgets are to be included in the MCP whole population budgets from
April 2020

Cardiovascular disease:


Practice Based Pharmacists are to operate within PCNs once they are
established, by April 2020

Respiratory disease:
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We will incorporate this within Practice Based Pharmacists’ work plans by April
2019
The RightCare action plan includes continuing with the respiratory consultant
outreach supporting MDTs, continuing with the respiratory direct access clinics
and continuing with the respiratory advice and guidance
From April 2019 the respiratory service will be commencing a new education
and training programme for newly-diagnosed people with COPD
Working with the respiratory nurses will be integrated with the community hub
and provide reactive responses for complex patients as well as proactive work

Common adult mental health disorders:


Our IAPT long term conditions service will be fully operational by April 2020

Short waits for planned care:


First Contract Practitioners will be fully rolled-out by April 2020

Supporting wider social goals:


Through our GPs continuing to refer patients requiring employment support, we
will maintain our participation in the Thrive Programme and contribute to
Dudley’s approach to ‘inclusive growth’

I) Better Care Fund (BCF)
i) Background
The CCG and Council have worked together closely for the last three years to jointly
develop services in the community to promote alternatives to acute hospital care, and
to facilitate discharge for those who are unavoidably hospitalised. The key to the
strategy has been to promote independence and avoid the need for long term
supported care wherever possible. As part of the joint working, the two organisations
have pooled £77.6m of services, including protecting the improved BCF (iBCF)
allocation to develop evidence-based community services.
Source of Funding

2016/17
Baseline £

2017/18

2018/19

£

£

Minimum NHS Ring-fenced budget from CCG
allocation

21,029,253

21,405,676

22,525,486

Additional CCG Allocation

17,181,570

18,965,113

19,418,910

Disabled Facilities Grant

4,373,000

4,818,360

5,263,333

8,463,460

11,641,252

Additional funding paid to local authorities for
adult social care (iBCF)
Additional Local Authority allocation

19,427,801

18,809,265

18,837,631

Total

62,011,624

72,461,874

77,686,631

Two years ago Dudley Metropolitan Borough Council ranked 132 nd out of 152 Local
Authorities (152nd being worst) for Delayed Transfers of Care (DTOC). Over 9% of
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beds in Russells Hall Hospital were occupied by people who were ready to be
discharged. The Council had a high proportion of older people entering permanent
residential and nursing care. The pace and effectiveness of reducing dependence or
returning home via reablement services was variable. The CCG had rising emergency
admissions and was incurring significant expenditure in excess bed day costs. The
challenge, therefore, was to reduce DTOCs, improve levels of independence for older
people and enable people to be able to access the hospital for planned surgery in a
timely fashion. The overall objective was to offer people a good quality and timely
discharge.
The joint working was kick-started by the iBCF. The Integrated Commissioning
Executive decided to ring-fence the entirety of the monies provided to improve the
urgent care system. The objectives of the BCF were mirrored in both the Operational
Plan and the Council strategy. Dudley Borough Council has experienced more than a
30% reduction in the Revenue Support Grant since 2010 and, like many local
authorities, has had to deliver significant savings across all services to balance the
books, including the closure or transfer of all council-run residential care homes. The
iBCF funding was non-recurrent and therefore the project had to be designed in a way
that capacity could be maintained in the long term by reducing system costs.
The following schemes follow national best practice and the eight high-impact changes
proposed by NHS England (such as Discharge to Assess or D2A). Some of the
schemes were created as a response to local demand.
ii) The Emergency Response Team (front of house)
Adult social care staff moved into the Emergency Department of Russell’s Hall
Hospital to provide a social care response to Dudley residents who may need
immediate support and assistance at home, alongside clinical intervention.
The team will also divert the person away from hospital (if achievable and appropriate)
to enable appropriate support in the most appropriate non-acute care setting.
iii) Discharge to Assess, Pathways 1-3
We have fully implemented Discharge to Assess (D2A), Pathway 1 (straight home with
domiciliary care), Pathway 2 (intermediate care/reablement) and Pathway 3 (complex
discharges) at DGFT.
Pathway 3 provides a period of non-acute bed-based assessment for the stabilisation
of needs and a period of recuperation. The assessment period will gather clear
evidence of support needs, to enable an accurate assessment of the long-term care
support required. This enables people with complex needs to be discharged from
hospital. Often this cohort of people would otherwise experience the lengthiest delays.
iv) Improved Discharge Flow
We have increased the number of supported discharges for people who require nonbed-based social care input, in a more timely and effective manner, with a target of
24-hour Length of Stay for each discharge.

v) Single Handed Care
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This enables care for a greater number of people by maximising the use of carer and
financial resources. The technology improves dignity, care and wellbeing by having
more meaningful and satisfactory engagement in the care provided (one-to-one
relationship). The service has supported individuals in the setting of their choice for
longer and increased the amount of available care capacity in Dudley, reducing delays
and allowing earlier intervention.
vi) Palliative Care
We have fully integrated palliative care services. People at the end of life get multiagency support to remain at home or in a residential/nursing placement, to enable a
dignified death.
vii) Community Response Team (CRT)
CRTs work alongside residential and nursing home providers to improve long term
care planning and support people in the homes at a point of crisis.
viii) Reablement
We created a bespoke reablement service (home care) with the external provider
market. This has increased capacity for reablement and incentives for providers to
maximise independence through gain share payments. Three care providers deliver
this work with a guaranteed number of hours (block) for providers and greater levels
of autonomy for them to deliver the service around the needs of the individual.
xi) Performance
The iBCF saw the following monies invested on a decreasing basis across three
financial years:

Financial Year
2017/18
2018/19
2019/20
Total

Approved
Budget (£m)
7.2
4.4
2.2
13.8

Avoidance of hospital admission and reduction in excess bed day costs has generated
a significant level of financial efficiency. Expenditure is currently £2m below the
baseline position for the BCF.
There has also been a positive impact on reducing long-term spending of Council
resources on residential care for older people – currently c. £1.3m lower than this time
last year, as more people are cared for in their own homes.
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The shared aspiration of the Council and CCG is to mainstream the c. £4m per annum
investment needed to maintain the schemes. This will be achieved through the
efficiencies realised to date and the CCG has already set future Commissioning
Intentions accordingly.
The most important measure is the view of local people. We set out to improve the
quality of discharges and speed up the process. We have conducted a full survey of
over 730 people who have experienced the discharge process.
We have reduced social care DTOC in Russells Hall Hospital by 92.4% from August
2017 to August 2018.

Our improvement trajectory is the best of any Council in the West Midlands and we
have risen to the top quartile of the national performance tables. In September 2018
the combined health and social care delays were in the top quartile of performance
nationally (i.e. from the bottom 15% to the top 25% in little over twelve months).
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From December 2017 to September 2018, we achieved the performance target set by
NHS England. Less than 3.5% of all beds in the hospital were being occupied by a
person due to a delayed discharge. This performance has been sustained for a long
enough period to conclude that less than 3.5% delays are now business as usual.
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Over 1000 people have had their needs identified and met at the front door of the
hospital without the need for an admission at all.
Our use of Assistive Technology has been acknowledged by the Telecare Services
Association as excellent – we were the first system to achieve platinum accreditation
status. We are also rolling out single-handed care technology that has already reduced
the need for double-handed (two person) packages of care by 15%.

There is commitment from all partners to build on the success of the Better Care Fund
achievements and to continue to meet the outcomes in the local and national priorities.
Metric

Definition

Assessment of progress
against the planned
target for the quarter

NEA

Reduction in non-elective
admissions

On track to meet target

Res Admissions

Rate of permanent admissions to
residential care per 100,000
population (65+)

On track to meet target

Reablement

Proportion of older people (65 and
over) who were still at home 91
days after discharge from hospital On track to meet target
into reablement / rehabilitation
services

Delayed Transfers Delayed Transfers of Care (delayed
On track to meet target
of Care
days)
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j) Medicines Optimisation
The CCG has a strong record, in conjunction with Public Health colleagues, of leading
innovative medicines optimisation initiatives, a number of which have received national
accolades.
The CCG will be implementing a medicines optimisation plan, which will include:
 Continued development and roll out across all practices of our Prescription
Ordering Direct (POD), designed to optimise repeat prescribing processes
 Continued implementation of a policy on medicines of limited clinical value and
self-care
 Polypharmacy reviews, focussing on a risk-stratified cohort of patients
 Contribution to STP-level programmes, including a focus on medicines issues
in patients with learning disabilities (the STOMP LD programme),
development of the pharmacy cross-system workforce, and improvement in
prevention, detection and management of cardiovascular risks
 Continuing to address issues in relation to antimicrobial resistance
 Developing the pharmacy workforce in Primary Care Networks to case find
and treat
 Ensuring patients have access to flash glucose monitors
The team are preparing for transition into the Dudley MCP, which includes a review of
governance arrangements around prescribing, the further development of a population
approach to medicines safety and effectiveness, and targeting clinical interventions
according to need and potential benefit.

k) Workforce
The MCP will be the main vehicle for developing the workforce required for meeting
the challenges associated with a growing frail elderly population.
i) Primary care workforce
Primary care professionals will increasingly work at different organisational levels and
at scale (their own practice, a neighbourhood of practices and across the local health
economy). The MCP will open up opportunities in pathway design, service leadership,
education, training and research, or developing areas of specialist clinical interest
supported by colleagues from secondary care. These changes will develop a more
unified team approach, creating portfolio opportunities to offer more satisfying and
rewarding career choices in primary care.
In preparation for the MCP, working with our PCNs, we will:




Undertake workforce mapping across primary care (and the wider MCP)
Facilitate the development of a workforce development plan for PCNs, the MCP
and the Black Country and West Birmingham STP
Ensure that our GPFV implementation plan supports the development of new
roles and competency frameworks for use in the MCP
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The CCG will contribute to the STP activities by:






Regular promotion of the Black Country STP as a great place to work, including
marketing material such as the promotion of portfolio careers across the STP
Encouraging practices to participate in a range of other projects associated with
GPFV recruitment and the introduction of new roles, in addition to flexible
career options for early, mid to late career GPs
A recruitment programme (including advertising practice vacancies across the
STP, working with universities, recruitment events, providing relocation support
etc.)
Expanding engagement activities across the system within primary and
secondary care, e.g. learning events, progress updates, sharing learning and
best practice, via the primary care-secondary care interface toolkit
Sharing our learning on the development of the MCP as the STP continues its
transition to an ICS

ii) New forms of workforce
We have identified particular new roles and invested in these and this process will
continue. This will include:







Pharmacists – both supporting primary care and actively leading the
population health management process
Social prescribing – we have already developed the link worker role described
in the Long Term Plan, this will be developed
Supporting frequent service users – ensuring we have a workforce trained
to manage this population cohort
Care co-ordinators – a key role within our ICTs
IAPT – ensuring we have the most appropriate workforce to integrate physical
and mental health services, as well as supporting children and young people
Community-based urgent care response – ensuring we have the capacity to
meet the 2-hour response target.

iii) Being the employer of choice
The MCP will be a significant local employer in its own right. As such it has a key role
to play in Dudley’s ‘inclusive growth’ agenda. Its employment practices and the role of
its supply chain will be important factors in this.
Strong evidence shows that a motivated workforce delivers better outcomes for
patients. The MCP procurement process has taken account of this in the evaluation of
the bid. Staff engagement is crucial to this and we will continue to promote appropriate
mechanisms during the contract mobilisation process and beyond.
iv) The future of commissioning
The creation of an intelligence-led and data-driven commissioning organisation will
require a focus on the skills that are required for the future. A suitable workforce plan
will be developed for this.
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l) Data and Technology
Dudley continues to make progress in line with our Local Digital Roadmap, published
in 2017. Central to the roadmap is provider Patient Administration System/Electronic
Patient Record system upgrades and the introduction of a system-wide interoperability
platform aimed at data sharing across providers.
The CCG will continue to support providers who wish to be part of the Global Digital
Exemplar and/or Local Health and Care Record Exemplar programmes. To date, only
the West Midlands Ambulance Service has expressed interest in being part of these
programmes.
Where new standards are introduced, we will adopt as appropriate and this will be
particularly relevant as we develop our interoperability capability, STP-wide. Cyber
Security remains high on the agenda, with both the CCG and providers paying
particular attention to this area. All new systems within Dudley should already be
tested against Cyber Essentials/Cyber Essentials Plus as part of the procurement
process.
In the area of apps, Dudley CCG has been active for a number of years with Sense.ly
and has been at the heart of the development of their app for use within the NHS, in
particular patient triage and NHS 111 integration. We have continued to develop the
relationship and will be implementing the latest iteration of the app as part of our online
consultation solution during 2019. This will include a Long Term Conditions (LTC)
template to capture information more frequently and more easily from patients
suffering from LTCs. We are keen, however, to continue to explore alternative and
complementary solutions and will be investigating the use of the NHS app alongside
existing deployments.
There is a major project already in train at the STP level to create a single view of
maternity records across the Black Country STP. We will explore how both the
Sense.ly and NHS apps can provide additional functionality to support this initiative,
as well as other remote access programmes such as Diabetes Prevention, COPD and
other LTCs.
i) Business Intelligence (BI)
The MCP is a sea-change in health and social care provision. For the first time
Primary Care, Community Care, Mental Health and some Local Authority services will
be bound contractually to the same strategic objectives under a single incentivised
MCP Outcomes Framework.
Therefore, the Business Intelligence (BI) required to support this fundamentally
different service provision will need to progress from the current position, of chiefly
reconciling activity and finance, to dynamic population health analytics delivering
actionable insights to front line staff.

In order to achieve this, Dudley CCG and Dudley MCP will:


Progress integration of data across and within organisations
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Improve accessibility of data
Locate the required skills and knowledge in the right places
Reduce data and analytical lag
Improve the technological infrastructure in order to support the delivery of
actionable insights
Align BI effectively with strategic objectives
Establish optimal collaboration between teams both within and across
organisations
Improve confidence in data and insights through a rigorous ‘Kite Mark’
mechanism, assessing the validity and reliability of conclusions and
recommendations

Dudley CCG will test the current BI maturity across the Dudley health and social care
environment and produce a roadmap towards the end-point of a BI function, fully
aligned with outcome goals. The MCP will refocus health and social care
commissioning and provision upon improving health and wellbeing at the population
level. Therefore, BI delivery across commissioners and providers will be geared to
facilitate these new population-centred strategic objectives.
A strong analytics education and development programme will facilitate growing talent
from within, standardising analytical approaches around validity and reliability, but also
embedding a wider set of skills relating to cross-team working, communicating and
project management.
Much of the success of BI rests upon the IT infrastructure support. Data storage and
processing will need to accommodate big data, machine learning and potentially
artificial intelligence. Dudley CCG and Dudley MCP will actively engage in this space
for example, combining apps with interactive digital health coaching. Therefore,
developments in BI will have strong links and interdependencies with the local and
national technology strategies.

m) Personal Health Budgets (PHBs) and Personalisation
The Black Country is a “Wave 1 Demonstrator Site” for personalisation, and we will
continue to build on our work in relation to personalised care. We will increase the
amount of people in Dudley benefiting from personalised care approaches. Our work
will focus on:
 Growing a network of health coaches to support those people with the
lowest activation to better manage their health
 Increasing the number of Patient Activation Measures being used to
understand the activation levels of people we are supporting
 Supporting our network of peer support groups using the DCVS
 Using social prescribing to help reduce social isolation and empower
individuals
 Increasing the number of people with a personalised care and support plan
As commissioners we will also see PHBs – particularly for those with long term
conditions, heart failure and cancer – as our default position for NHS Continuing
Health Care and wheelchair provision from 1st April 2019. During 2019/20 we will
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increase the spread of Personal Health Budgets (PHBs) to include patients in receipt
of aftercare under Section 117 of the Mental Health Act, people using our Frequent
Service User scheme, people with learning disabilities and people at the end of life.
Our target is to have 340 PHBs in place by the end of 2019/20.
We have demonstrated our full compliance with all nine of the Choice Standards. We
will maintain our delivery of these in 2019/20.

9) Commissioning for Quality and Safety
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a) Holding Providers to Account
The CCG will continue to work with our providers across primary, community and
secondary care to develop clear clinical quality standards for their services, focusing
on improving patient outcomes, for inclusion in contracts which are monitored and
mapped to the NHS outcomes framework. We will also work with our providers to
further develop dashboards to illustrate their performance and to inform patient choice
through 2019/20.
Performance data, including mortality information, continues to be used to triangulate
an overall view of the services provided across the borough. The quality and safety of
care is monitored through the Clinical Quality Review Meeting (CQRM) process and
mortality and morbidity meetings, including the use of national metrics alongside other
qualitative intelligence such as complaints and incidents. The CCG encourages a
collaborative quality improvement approach, and where emergent patterns or themes
are identified these are explored and shared across providers and the wider system
to ensure lessons can be learnt, for example, the development of the Dudley Suicide
Prevention Strategy.
The CCG governing body will continue to take every opportunity to hear the
experiences and views of Dudley citizens and build their feedback into the service
design process.

b) Patient Safety
The processes described in place to oversee this work and other contract review
processes held between the CCG and providers report through to the CCG Quality
and Safety Committee, which in turn provides the governing body with a
comprehensive summary at each meeting.
The Quality and Safety Committee have an extensive patient safety agenda with a
responsibility for oversight of:








Development of locally sensitive quality indicators and metrics to continually
improve the quality outcomes of services
The review of all children and adult safeguarding issues
Monitoring of the performance of service providers quality improvement plans,
including those to address shortfalls in the standards of quality and safety to
ensure remedial actions are taken to comply with the expected standards.
These reviews include monitoring of a suite of key indicators including Health
Care Associated Infections (HCAI) data, patient complaints and compliments,
and patient experience information i.e. family and friends test data, safety
thermometer data and quality visit feedback
The review of any notification, advice or instruction issued by the National
bodies and Regulators
The review of any notification, advice or whistleblowing issued by other
agencies or individuals
The monitoring of incident data (Serious Incidents, Never Events, unexpected
deaths) and actions associated with taking remedial actions

75 | P a g e



The oversight of quality exceptions reported (such as whistleblowing, serious
case review, adverse media reports)

c) Staff Satisfaction
We will use nationally reported staff surveys to focus on the views of staff and to
encourage their engagement.

d) Safeguarding Children, Young People, Adults and Children
Looked-After
Dudley CCG is committed to safeguarding the most vulnerable people in the borough.
The CCG has a statutory duty under legislation and statutory guidance to ensure that
adults, children, young people, families and children looked after are safeguarded and
that all NHS bodies make arrangements to safeguard and promote the welfare of all
children and adults. These duties must be discharged in cooperation with the Council
and the Police.
New measures include three fundamental changes to safeguarding children
arrangements. Local Safeguarding Children Boards (LSCBs) will be replaced by Multi
Agency Safeguarding Arrangements (MASA). The current system of serious case
reviews will be replaced with a two-tier system comprising of a National Panel
responsible for commissioning and publishing reviews into the most serious and
complex cases, which will lead to a national learning and local Child Safeguarding
Practice Reviews (CSPRs) managed by the MASA. The responsibility for child deaths
will transfer from LSCBs to the CCG and Local Authority and will be reviewed over a
population size that gives a sufficient number of deaths to be analysed for patterns,
themes and trends.
The CCG will review the link between the Children and Adult Safeguarding Boards,
whilst also implementing the statutory changes to the children’s safeguarding agenda.
The Strategic Director – People (Local Authority), Borough Commander (Police) and
Chief Nurse (CCG), along with the Head of Community Safety and the statutory
partner’s respective Safeguarding Leads, will be instigative in driving the change in
order to progress the ‘think family’ agenda, avoid duplication and to consider a leaner
and more efficient way of working.
Adult and Children Safeguarding Boards (or any future MASA) and Corporate
Parenting Board are statutory functions, and the CCG must be a member of these
boards. It is also a statutory requirement for CCGs to employ, or have in place, a
contractual agreement to secure the expertise of designated professionals
(Designated Nurses for Safeguarding Adults, Children and Children Looked After and
Designated Doctors for Safeguarding and Children Looked After).
It remains the responsibility of every NHS-funded organisation and each individual
healthcare professional working in the NHS to ensure that the principles and duties of
safeguarding adults and children are holistically, consistently and conscientiously
applied, with the wellbeing of those adults and children at the heart of what we do. For
adult safeguarding this also needs to respect the autonomy of adults and the need for
empowerment of individual decision-making, in keeping with the Mental Capacity Act
and its Code of Practice.
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As a member of Local Safeguarding Boards, the CCG must ensure that their duty to
safeguard and promote the welfare of children and adults is carried out in such a way
as to improve outcomes people in the borough. Wherever possible, evidence of impact
on improving outcomes for children should be identified.
For the Local Safeguarding Boards or MASA to maintain oversight of the effectiveness
of safeguarding practice across the borough, and of the extent to which it is
continuously improving, the key Section 11 agencies are expected to provide
information on the arrangements they have in place to protect and promote the welfare
of children and young people. This includes Dudley CCG as a statutory member of the
Safeguarding Children Board. The Section 11 audit has been completed on behalf of
the CCG for 2018 and going forward it will be monitored and maintained.
NHS England have developed a Self-Assessment Tool (SAT) which has been
completed and regularly updated by the Dudley CCG Safeguarding Team to provide
assurances to NHS England that the responsibilities for Safeguarding Children, Adults
and Children Looked After are being met.
The CCG, as the commissioner of local health services, needs to assure itself that the
organisations from which they commission have effective safeguarding arrangements
in place (Safeguarding Vulnerable People in the NHS – Accountability and Assurance
Framework 2015). Safeguarding forms part of the NHS standard contract (service
condition 32) and commissioners need to agree with their providers, through local
negotiation, what contracting monitoring processes are used to demonstrate
compliance with safeguarding duties. The CCG must gain assurance from all its
commissioned services throughout the year to ensure continuous improvement.
Assurance may consist of assurance visits, section 11 audits (children), formal reports,
dashboards and attendance at provider safeguarding committees. Contracts specify
compliance with CQC Essential Standards and related legislation, including the Mental
Health Act, Mental Capacity Act (Deprivation of Liberty Safeguards) and the Care Act.
The CCG Safeguarding Quality Review Meeting (SQRM) aims to safeguard Dudley
residents by effective high quality formal communication and partnership working,
applying the Local Safeguarding Board’s priorities (children and adults) in order to
achieve the best local outcomes. Dudley CCG seeks assurance from all providers
regarding safeguarding arrangements. The SQRM is established within the Quality
and Safety Committee structure in accordance with Dudley CCG statutory
safeguarding responsibilities and aims to provide assurance regarding the health
economy actions for the Dudley Safeguarding Boards as necessary.
Other mechanisms to ensure accountability and assurance, built into the health
system, include contract monitoring and commissioner assurance mechanisms and
local health overview and scrutiny committees. These can call local health
organisations to account for their safeguarding arrangements. In order to ensure that
service developments and redesigns consider the statutory safeguarding element, the
CCG Safeguarding Team have developed a safeguarding Commissioning and
Procurement framework, aligned to a set of standards which going forward will be
included in all future contracts.

10) Future Commissioning Organisation
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The move towards an ICS for the Black Country requires a change to the existing
commissioning system, with the creation of a single commissioning function across
the Black Country serving the four CCGs.
During 2019/20, the four CCGs will develop and seek to implement their place-based
care models, with the development of a single commissioning function during 2020/21.
The establishment of the MCP requires a redefinition of the CCG’s commission role
and capacity. The MCP, in holding a long term outcomes-based contract and
managing a Whole Population Budget, will require the capacity to manage risk,
redesign services and align its activities to the delivery of a set of outcomes. Clinical
and managerial leadership capacity will transfer from the CCG to the MCP in order to
carry out a series of tasks that are traditionally the direct responsibility of the CCG.
This will include capacity in relation to:








GP clinical leadership
Commissioning management – community, mental health, children’s, individual
placements and other services within the scope of the MCP’s Whole Population
Budget
NHS Continuing Healthcare and Intermediate Care assessment
Pharmaceutical Public Health
GP IT management
Finance
Contracting

Whilst the CCG retains its statutory duty to arrange for the provision of healthcare for
its population, this transfer will recognise that other parts of the system can ‘arrange’
without having the same statutory duty. In this sense the MCP will operate in a manner
not dissimilar to the CCG by following a commissioning cycle: assessing need,
arranging services to meet that need, monitoring performance and reviewing future
provision.
The future relationship between commissioner and provider will move from being
transactional to transformational. Both parties will share a common interest in the MCP
managing within its Whole Population Budget and will need to deploy their collective
resources to do this, taking a quality improvement approach to the contract
management process.
The Business Intelligence function will play a unique and distinctive role in these
arrangements. A shared function will be required to support the whole system using
data analytics to inform the process based on the principle of ‘one version of the truth’.
Consequential changes to the CCG’s governance arrangements are described in the
next chapter (11).

11) Governance and Delivery
This Operational Plan will ultimately be overseen by the CCG governing body.
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The development of individual initiatives, QIPP schemes and service redesigns will be
the responsibility of its Commissioning Development Committee and Primary Care
Commissioning Committee.
The transfer of commissioning capacity to the MCP requires a review of the CCG’s
governance arrangements, particularly in the light of the membership of the governing
body, where there are currently ten elected GPs. It is planned to transfer 50% of this
clinical leadership capacity to the MCP, such that in future the elected GP membership
is five – one per Primary Care Network. The remaining non-GP membership of the
governing body will also be reviewed in this context and following consultation with the
GP membership, a revised constitution will be submitted to NHS England.
The arrangements for committees will also be revised such that:





A new Integrated Assurance Committee brings together all assurance functions
across quality and performance
A new Policy and Commissioning Committee brings together the existing work
of the Commissioning Development Committee, the discretionary elements of
primary care commissioning not governed by the delegation agreement with
NHS England and providing a renewed focus on data analytics to model future
scenarios
A new Primary Care Commissioning Committee ‘in common’ with Walsall CCG
will be established, dealing with those issues covered by the delegation
agreement with NHS England
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