
[bookmark: _GoBack]







North East Essex CCG 
Care Closer to Home: Full Business Case 

(Part I Paper) 


[bookmark: _Toc298493887][bookmark: _Toc298759762][bookmark: _Toc300836619][bookmark: _Toc300910751][bookmark: _Toc308444947][bookmark: _Toc308507025][bookmark: _Toc312405554][bookmark: _Toc313778034][bookmark: _Toc313783575][bookmark: _Toc313783773]Document Control Sheet
	Client
	North East Essex CCG 

	Document Title
	Care Closer to Home Full Business Case  (Part I)

	Version 
	Final Version 13.0 (Approved)

	Author
	Gareth Hartley and Jo Broadbent 

	Date
	25th November 2014

	Further copies from
	gareth.hartley@attain.co.uk  or gareth.hartley@nhs.net






[bookmark: _Toc403387747]Executive Summary 

What is Care Closer to Home?
Care Closer to Home will transform the delivery of physical, mental health and social care services across North East Essex over the next 7 to 10 years.  The way in which these services are currently delivered will change dramatically, leading to more integrated services which encompass all the above, based on individual needs and with appropriate care planning.  Services will re-focus on helping people to stay independent for as long as possible, enabling them to manage long term conditions and supporting them to recover quickly and regain independence following accidents or episodes of ill health.
Delivering this ambitious strategy will not be achieved in one step. This Full Business Case supports the first stage along the CCG’s journey towards its vision of “Empowering people to stay fit and healthy, and providing safe, responsive compassionate care when they need it”
Why do we need to deliver Care Closer to Home?
The population of North East Essex is growing, especially amongst older people. Coupled with significantly higher levels of chronic disease than is average for Essex or England, this will create substantial additional demand for older people’s services over the next 10 years.  Physical disability, frailty, and / or temporary illness, are by far the greatest reasons for our residents to use social care services which are also under similar pressure. 
This level of increasing demand is placing significant strain on the sustainability of the local health and social care economy. The CCG is projecting a financial shortfall of some £80 million over the next five years. Meeting this level of challenge will require a system wide, transformational change in the way that services are commissioned and delivered for our residents.  Doing nothing will mean that our health and social care economy no longer remains sustainable, impacting on the services we can commission for our population.   
Our residents currently receive fragmented care, delivered by many different people and organisations. Some care is duplicated; some care is missing, and in some instances the quality of care is not at the level we would like it to be. Typically, a large number of providers are involved in delivering care to individuals, especially those that have multiple conditions or complex needs – a group which is increasing in line with demographic changes. 
Through our Big Care Debate, and ongoing engagement with GP Practice Patient Participation Groups, the residents of North East Essex have told us that they want their care to be more person centred, with a focus on the provision of services in the home and the community.  They have also expressed a level of frustration with the current lack of integration between services.  However, the current level of fragmentation makes it difficult to deliver more integrated services which are aligned to personal needs and individual outcomes.



What are the benefits of Care Closer to Home? 
Care Closer to Home will deliver improved quality and outcomes for service users, patients, and carers, by ensuring that:  
People with long-term conditions, and their carers, are supported to be independent in their own homes and avoid hospital admissions; through effective, personalised and integrated community based services
People make a good recovery from episodes of ill health or following injury
People are enabled to live healthy lifestyles and are empowered to live independently and to take control of their health and social care needs during periods of ill health
Care Closer to Home will also support the delivery of many benefits to the wider health and social care economy. These include:
Simplifying the care system for patients and staff, enabling GPs and others to refer to a single, integrated provider of care closer to home services, rather than multiple providers, and improving the experience for patients and carers. It will also and help to break down the barriers between services so that there are less ‘bounce backs’ to General Practice, thus freeing up valuable capacity in Primary Care  
Reducing unplanned hospital admissions/re-admissions and A&E Attendances; and shifting planned care from acute hospitals to community settings where it is safe to do so, thus ensuring that people are treated in the right place, at the right time, and also reducing costly activity unnecessarily taking place in the acute sector 
Enabling efficiencies through integration by reducing fragmentation and repetition currently within the system; and aligning incentives so that providers keep patients well and prevent them from needing interventions in formal care settings. 
Reducing the number of contracts and providers that the CCG has to manage, freeing up capacity to focus on driving up the quality and safety of provision and delivering other commissioning initiatives 
Delivering social value[footnoteRef:1] across North East Essex, and therefore ensuring that scarce resources are allocated and used is a way which is most beneficial to the local community. This will include ensuing that local and voluntary sector organisations play a key role in delivering services in the future and the power of volunteers is harnessed.  [1:  http://www.legislation.gov.uk/ukpga/2012/3/enacted] 






How will Care Closer to Home be Commissioned and Delivered? 
This transformational step change in provision will be delivered through the procurement of a single ‘Lead Provider’, who will be accountable for the provision of all services within the CC2H bundle. These may be delivered directly or through subcontractors. 
Rather than developing a detailed specification for the services within Care Closer to Home, the CCG has developed an outcomes framework and a set of core working and operating principles which will be embedded into the contract, alongside a Quality Assessment Framework to ensure that care is delivered in a safe and clinically effective fashion. 
Bidders will be asked to detail their proposed approach to delivering care closer to home services in an integrated and holistic fashion, in order to deliver innovative and transformational approaches. 
A longer contract of seven years will enable the provider to make significant up-front investment in services; allow sufficient time to benchmark outcomes; and enable the CCG and provider to establish, and embed, new ways or working.  Over time, a significant proportion of the contract value will be used to incentivise the provider to achieve individual patient level outcomes. 
What services are included in Care Closer to Home?
The first stage of the CC2H procurement will encompass community health and certain social care services for people with complex, multiple, and emerging needs, along with a range of elective care pathways that can safely be delivered in the community rather than an acute setting. These will target the higher risk cohorts of the CCG’s population. 

Later stages of the project are likely to include additional services such as Diabetes and Neurology, and also integrate Mental Health and Improved Access to Psychological Therapies (IAPT) services. 


What has changed since the Outline Business Case was approved?  
The fundamentals of Care Closer to Home, including the strategy, the approach to delivery, and the mobilisation timescales, have not changed since the Outline Business Case (OBC) was approved in Part II of the CCG’s Governing Body in September 2014.  However, further work has enabled the CCG to better understand the benefits and risks associated with the project as follows: 
CC2H is very closely aligned with the key messages of the recently published NHS Five Year Forward View. This has provided assurance that the CCG is ‘doing the right thing’. The project is in line with NHS England Policy, and the risk of policy changes following the general election have also reduced. 

A combination of the CCG’s Quality Impact Assessment (QIA) framework; more detailed discussions with existing providers around individual services; and discussion at the CCG’s Transformation and Delivery Committee; have resulted in the CCG reducing the scope of Care Closer to Home and removing services deemed to be high risk either in terms of clinical effectiveness, dependencies, or residual service risks. These include dermatology, rheumatology, and some elements of cardiology. 

There is now more certainty around the scope of the procurement.  The baseline annual value of these services is £34.7 million (based on 2013/14 figures). This is a level which the CCG understands to be viable for potential providers, based on extensive market engagement carried out to date.  

What are the proposed timescales? 
In order to deliver the changes required at sufficient pace to pull forward the benefits and support the CCG achieve financial balance, there is a challenging timetable associated with the project.  If approved by the CCG’s Governing Body, the first stage of the procurement (Pre-Qualification Questionnaire) and the public consultation will commence in December. The CCG currently plans for the Invitation to Tender to be issued in February 2015, and the successful bidder notified in June 2015. The Care Closer to Home contract would go live from November 2015 onwards, and services mobilised in a phased fashion after this point. The timetable has been developed to ensure that parliamentary rules associated with the pre-election period (Purdah) are not breached. 
What are the key risks associated with Care Closer to Home? 
The key risks associated with Care Closer to Home, along with their mitigations, have been detailed at the end of each relevant section within the business case. These are summarised as follows:
	Risk / Issues
	Risk Type
	Description
	Mitigation

	Service Dependencies 
	Quality 
	Current services, and their dependencies, are not fully understood by the CCG – especially with respect to elective pathways included within the scope of CC2H.  Impact on workforce not fully understood
	Regular, ongoing, and detailed meetings with all providers regarding the scope, in order to fully understand what aspects of activity can and cannot safely be included within CC2H. This has resulted in a reduction in elective activity that is within the proposed scope of CC2H, thus reducing residual risk to the CCG.

The ongoing QIA process and clinical engagement will continue to improve the quality of constituent business cases, and hence the CCG’s understanding, up until the ITT is issued and evaluated. 

	Provider Sustainability 
	Financial
Reputational 
	The re-procurement of services within CC2H risks destabilising current providers who may become unviable or financially unsustainable  
	Regular, ongoing, and detailed meetings with all providers regarding the scope in order to understand the impact on viability. Reduced scope since OBC will reduce the impact of this risk. 

The ACE contract must be contested by April 16 regardless of CC2H – so this will be a risk to the CCG irrespective of CC2H.   

Extensive market engagement, including with the voluntary sector, has ensured that current providers are prepared for the CC2H procurement, and can form part of the Lead Providers supply chain, thus minimising the impact. 

	Validity of proposed procurement approach
	Financial
Reputational
	CC2H Bundle is not deemed financially viable, or attractive to providers, risking a poor response to Invitation to Tender and / or poor value for money being achieved
	Extensive market engagement to date, along with analysis of successful similar community services procurements elsewhere, has indicted that the minimum value likely to be attractive to the market is £30m.   The value of the stage 1 of CC2H is proposed at £34.7 million. 

Engagement to date has indicated significant interest from the market. 

The CCG will continue to review this in light of any further changes to scope and / or the financial baseline.  







What are the key risks associated with not procuring the Care Closer to Home service bundle? 
As highlighted throughout this document, the CCG is facing a ‘tidal wave’ of demand for services, especially amongst older people with multiple long term conditions.  This is placing unprecedented pressure on the financial sustainability of the local health and social care system. Our patients and service users have also told us that they require more personalised and integrated services that keep them well at home, and prevent them from needing care in hospital. 
Doing nothing - and continuing to commission services around our providers rather than around the outcomes we want to achieve for our residents - will not support the level of system change required to integrate services and safeguard future sustainability. The CCG has limited capacity by which to progress other commissioning opportunities on a piecemeal basis, and the requirement to contest our current contract for Community Services by April 2016 will absorb spare resources whilst maintaining a similar model of provision. The care economy is also facing challenges in workforce sustainability, and CC2H will offer the CCG additional levers to address this issue.
Care Closer to home therefore affords the CCG with the opportunity to tackle these issues head on, and commission care in a way that will not only meet the needs of our population, but also support the future financial sustainability of the health and social care economy.  Commissioning for outcomes will enable providers to develop innovative approaches to care, and single accountable Lead Provider will facilitate more integrated services. Including the Clinical Quality Assessment Framework (CQAF) in the contract will enhance the CCG’s ability to maximise the care quality, and strength of safeguarding arrangements, within commissioned services over and above current commissioning approaches.


Introduction 
[bookmark: _Toc403387748]Overview of North East Essex CCG 
North East Essex CCG is responsible for commissioning the majority of health services for the people who live in the areas covered by Colchester Borough Council and Tendring District Council. This includes acute care, community care, mental health, and learning disability services.  The CCG has recently submitted an expression of interest in co-commissioning primary care services with NHS England, covering all strategic and developmental, but not operational, aspects of co-commissioning. 
[bookmark: _Toc403387749]CCG Strategic Aims and Objectives 
The CCG, together with Essex County Council, have a shared vision for the health and wellbeing of people in North East Essex “Embracing better health and wellbeing for all”. Even though the CCG will focus on priority and high risk groups within North East Essex, it is intended that everybody should be able to expect an improved level of health and wellbeing from the services we commission.  This vision will be delivered by “Empowering people to stay fit and healthy, providing safe, responsive compassionate care when they need it”
This CCG’s vision is underpinned by the following outcomes:  
Putting people at the centre of their care 
Involving people in planning and developing services
Ensuring that services are centred around the patient, are high quality, evidence-based, cost-effective, and sustainable
Ensuring people receive seamless services across their health and care needs
Ensuring carers receive the support they need 
Traditionally health and social care has been commissioned around the needs of the service, rather than the needs of people. This has led to people receiving fragmented care, delivered by many different people. Some care is duplicated, some care is missing.
The CCG will commission joined up services based around the needs of the individual. As well as improving the quality and experience of care, this will enable the best use of budgets and resources for the benefit of the people of North East Essex, both now and in the future.
Further details of the CCG’s strategy and aims are set out in the 5 year strategic and 2 year operational plans, both of which are available on the CCG’s website[footnoteRef:2].   [2:  See http://www.neessexccg.nhs.uk/Library/CCG%20Key%20Documents.html ] 

[bookmark: _Toc403387750]Care Closer to Home (CC2H) and the CCG’s wider portfolio of work 
In order to achieve its vision and its wider strategic objectives, North East Essex CCG, in partnership with Essex County Council, is embarking on an ambitious portfolio of work to transform health and social care services for the population it serves.   This includes the following priority programmes of work: 

Care around the Person (of which CC2H is part)
Urgent Care
End of Life Care
Further details of these programmes are outlined in the diagram below: 

These programmes of work are all closely inter-related, and all share a focus of delivering care in the right place and at the right time, based on the needs of the individual.  For example, CC2H includes a focus on risk stratification in order to identify service users who are most at risk of requiring health and social care intervention, alongside care planning and co-ordination to help ensure that services are in place to keep people in their own homes for as long as possible, reducing the need for unplanned hospital admissions. Urgent Care includes better access to and use of re-ablement (which in turn is included within CC2H), in order to help people to be discharged more promptly from hospital and enable them to recover more quickly in their own homes. 
[bookmark: _Toc403387751]The CC2H Project Overview 
The CC2H strategy and supporting project was established in July 2013, with the objective of delivering integrated services through the procurement of a single ‘Lead Accountable’ Provider that will encompass physical and mental health and social care, based on individual needs with appropriate care planning.  It will help people to stay independent for as long as possible, enabling them to manage long term conditions and supporting them to recover quickly and regain independence following accidents or episodes of ill health. It will replace current fragmented services based around providers and deliver integrated services based around the individual. 
A Project Initiation Document, outlining the key Aims, Objectives, and Desired Outcomes for the project was finalised in November 2013, and the Outline Business Case for the project as a whole was approved by the CCG’s Governing Body in September 2014. 
Once approved by the Governing Body, this Full Business Case will provide the CCG with a mandate to:
Serve notice on its current providers 
Commence the formal procurement process for an Accountable Lead Provider for the CC2H Bundle in December 2014, with a view to awarding a contract to the preferred provider in June 2015,  
Mobilise CC2H Services in a phased approach from November 2015 onwards.  
Further details of the project plan and timelines are included within Section 7 (The Management Case). 
[bookmark: _Toc403387752]Full Business Case Structure and Content 
As per the OBC, the Full Business Case has been developed using a ‘five case’ model, in line with HM Treasury Guidelines and best practice.  In doing so, it aims to cover the same content as the OBC, but at a more granular level of detail in order to provide the CCG’s Governing Body with the appropriate level of assurance to proceed with the project - in particular around areas such as alignment with the recent NHS Five Year Forward View; scope; dependencies; commercial consideration;, and finances. Further to feedback from the Governing Body when considering the OBC, it also includes a specific section on the Quality Case, which will highlight how CC2H will deliver high quality and clinically effective care services to patients, service users, and carers. 
Please note that some commercial and financial elements of the FBC have been deemed commercially sensitive in light of the proposed procurement process, and have therefore been excluded from this version of the document.
The remainder of this document is structured as follows:
The Strategic Case – Sets out the CCG’s vision for CC2H, the national and local context supporting the CCG to arrive at its vision and strategy for CC2H, and the benefits that CC2H will deliver.  It goes on to provide an overview of the model of care that will be delivered under CC2H, the scope of services included within CC2H, and the rationale for their inclusion or exclusion (including the outputs of the CCG’s Quality Assurance process over each service area). It also considers the key dependencies between CC2H and other services and initiatives. 
The Quality Case – Details how CC2H will deliver high quality and clinically effective services to patients, service users, and carers. This is based on the definition of quality developed by Lord Darzi, and adapted to ensure it is also inclusive of social care services. The section also covers any key risk or issues relating to quality. 
The Economic Case - Presents the options that have been considered by the CCG in delivering its vision for bundles of care (including CC2H), and sets out how these were evaluated in order to arrive at a preferred option most aligned to the CCG’s strategic objectives.
The Commercial Case – The commercial case provides further details of how the CC2H bundle will be procured by the CCG, along with the favoured commercial model and proposed contractual arrangements. It also covers how the Lead Accountable Provider for CC2H services will be incentivised and their performance managed to ensure high quality and value for money services that deliver patient outcomes. 
The Financial Case – Sets out the financial implications and impact of the CC2H project on the CCG.  This will include details of the total value of the CC2H bundle, the assumed levels of cashable savings delivered, further savings that will be realised over the life of the contract, and wider savings on the health and social care economy. 
The Management Case - Sets out how the CC2H project will be managed and implemented to ensure a smooth transition to the new provider and contractual arrangements. This includes details of the project plan and key milestones, along with considerations around succession planning and phasing of clinical services. This section also sets out the key risks associated with the CC2H project, and how they are being mitigated and managed by the CCG. 
Conclusion and Recommendations – Asks the CCG’s Governing Body to consider the content of the Full Business Case and approve its recommendations. 



[bookmark: _Toc403387753]The Strategic Case 
[bookmark: _Toc401006179][bookmark: _Toc403387754]Introduction and Key Point Summary 
The strategic case sets out the CCG’s vision for CC2H, the national and local context supporting the CCG to arrive at its vision and strategy for CC2H, and the benefits that CC2H will deliver.  It goes on to provide an overview of the model of care that will be delivered under CC2H, the scope of services included within CC2H, and the rationale for their inclusion. It also considers the key dependencies between CC2H and other services and initiatives. 
	Summary and Key Points:
The CCG’s vision and Strategy for CC2H is closely aligned with the key messages from the NHS Five Year Forward View, along with other national and local strategies
The population of North East Essex is currently growing, especially amongst older people. Coupled with significantly higher levels of chronic disease than is average for Essex or England, this will create substantial additional demand for older people’s services over the next 10 years.  Physical disability, frailty, and / or temporary illness are by far the greatest reasons for our residents to use social care services. 
This level of increasing demand is placing significant strain on the sustainability of the local health and social care economy – a challenge that will not be met without a transformational change in the way that services are commissioned and delivered to our residents. Doing nothing is not an option. 
Our residents currently receive fragmented care, delivered by many different people and organisations. Some care is duplicated; some care is missing.  Typically, a large number of providers are involved in delivering care to individuals, especially those that have multiple conditions or complex needs
Through our Big Care Debate, and engagement with GP Patient Participation Groups, the residents of North East Essex have told us that they want their care to be more person centred, with a focus on the provision of services in the home and the community
CC2H project aims to transform the delivery of physical, mental health and social care services over the next 7 to 10 years, leading to more integrated services which encompass physical and mental health and social care, based on individual needs and with appropriate care planning
This transformational step change in provision will be delivered through the procurement of a single ‘Lead Provider’, who will be accountable for the provision of all services within the CC2H bundle
The first stage of the CC2H procurement will encompass community health and certain social care services for people with complex, multiple, and emerging needs, along with a range of elective care pathways that can safely be delivered in the community rather than an acute setting.
There are a number of dependencies with other services and initiatives, which we have identified and are closely managing the risks around. 




[bookmark: _Toc403387755]The Vision for CC2H (CC2H)  
The CCG’s vision for CC2H[footnoteRef:3] is built around:  [3:  CC2H Strategy approved by CCG Board in January 2014, accessible at http://www.neessexccg.nhs.uk/library_uploads/files/cc2h_full_strategy_for_jan_14_board.pdf ] 

“Empowering people to stay fit and healthy, providing safe, responsive compassionate care when they need it.”
So that NE Essex residents can be confident that -
“All my care needs are co-ordinated. I get joined up personalised care at or near my home. I know the hospital is there when I need more complex treatment.”
[bookmark: _Toc403387756]National Context 
The Government’s vision for health and adult social care sets out how the Government wishes to see services delivered. The Health and Social Care Act 2012 was the driver for the development of Clinical Commissioning Groups (CCGs), local Healthwatch and Health and Wellbeing Boards. The Act also initiated the move of Public Health services into local authorities giving them greater responsibility for local health and wellbeing and strengthens the drive for partnership working by supporting the development of new innovative services with all providers.  
The introduction of the Better Care Fund[footnoteRef:4] (BCF) is the mechanism that encourages joint commissioning and integration of health and social care services.  The BCF (formerly the Integration Transformation Fund) was announced by the Government in the June 2013 spending round, to ensure a transformation in integrated health and social care.   It creates a local single pooled budget to incentivise the NHS and local government to work more closely together around people, placing their well-being as the focus of health and care services. A significant proportion of the BCF will fund CC2H Services.   [4:  See http://www.england.nhs.uk/everyonecounts/ ] 

The CCG’s CC2H strategy aligns with the recently published NHS Five Year Forward View[footnoteRef:5] (NHS England, 2014), which places a strong emphasis on breaking down the current barriers between health and social care; and the development of integrated models of out of hospital care delivered by multidisciplinary community providers.  [5:  http://www.england.nhs.uk/ourwork/futurenhs/ ] 

The table below highlights the alignment between the key messages of the Five Year Forward View and CC2H: 





	NHS Forward View Key Messages
	CC2H Alignment 

	Focus on prevention


	Focus on preventing ill health and complications of long term conditions, including through supporting earlier diagnosis and preventative actions such as flu vaccination
A holistic approach to care, ensuring that “Every Contact Counts”, that service users are given lifestyle advice on smoking, excessive drinking, diet and exercise, and that appropriate referrals to lifestyle support are made.
A ‘pathway’ approach to care, seeking to prevent conditions worsening and avoiding complications

	When people do need health services, patients will gain far greater control of their own care – including the option of shared budgets combining health and social care.
	CC2H vision is to empower patients and support them to have greater control over their own care. Empowering patients is a Core Working Principle to be enshrined in the contract.
CC2H will form a part of the Better Care Fund, facilitating integration of care.

	Breaking down the barriers in how care is provided. More care delivered locally but with some services in specialist centres, organised to support people with multiple health conditions.

Local health communities will be supported to choose from amongst a small number of radical new care delivery options, and then given the resources and support to implement them where that makes sense, including groups of GPs to combine with nurses, other community health services, hospital specialists and perhaps mental health and social care to create integrated out-of-hospital care- the Multispecialty Community Provider.

	CC2H Strategy is to deliver multidisciplinary, integrated care in the community centred around clusters of GP practices, to support those with multiple and complex needs

CC2H also starts a shift in investment from acute to Community and Primary settings


	Meaningful local flexibility in the way payment rules, regulatory requirements and other mechanisms are applied to 
invest in new options for our workforce, 
raise our game on health technology
new ‘test bed’ sites for worldwide innovators, and new ‘green field’ sites where completely new NHS services will be designed from scratch
redesign the payment system so that there are rewards for improvements in quality.
Measure and publish meaningful and comparable measurements for all major pathways of care for every provider

Action needed on all three fronts – demand, efficiency and funding – to ensure we don’t have a £30 billion funding gap by 2020
	CC2H is taking an innovative approach to contracting and not just replicating what has done before, including:
Non-traditional Provider and contract models (e.g. a ‘Lead Provider’ model could deliver the services) to transform care 
The development of outcome based commissioning to ensure that individual outcomes and payments are linked. 
Encouraging new professional roles and workforce models to deliver more efficient care
Core Working Principles include using technology where it delivers high quality care


	New Approaches to Care, including:

Integrated personal commissioning (IPC), a new voluntary approach to blending health and social care funding for individuals with complex needs.
Encouraging community volunteering
Partnership with CVS Organisations
Engaging communities
New ways to support Carers
Parity of esteem between mental and physical health
Dementia Friendly Communities
	CC2H’s vision of integrated personalised care and person-centred goal setting and outcome delivery, promotes a more personalised approach to care across health, social care and voluntary sectors.
A proportion of the contract value will be ring-fenced for working with the voluntary sector, to promote innovation and community mobilisation.
Support for Carers as partners in care planning and delivery, and as individuals with their own needs, is central to CC2H.
Core Working Principles will ensure integration of and parity of esteem between mental and physical health services, including improved links with services for people with dementia and provision for the specific needs in dementia.







Other national policies which have influenced the CC2H strategy, along with an overview of their alignment, are outlined in the table below:
	Strategy / Policy
	CC2H Alignment

	The Care Act 2014[footnoteRef:6] [6:  http://www.legislation.gov.uk/ukpga/2014/23/contents/enacted ] 

	Makes it a general responsibility of local authorities to focus on prevention, information and advice, and shaping the market for care and support services. To do this, they will need to work with partners like the NHS to develop the types of service local people may need now and in the future.

	The Children and Families Act 2014[footnoteRef:7] [7:  http://www.legislation.gov.uk/ukpga/2014/6/contents/enacted ] 

	As well as making wider reforms to ensure that all children and young people can succeed, the Act also drives the need for integrated commissioning across health and social care for children with the introduction of joint health, education and social care plans for children up to the age of 25. CC2H will include some children’s services, such as ophthalmology, and also need to integrate transition from paediatric to adult services, and recognise that the definition of a paediatric patient can vary from service to service. 

	NHS Services, Seven Days a Week (2014)[footnoteRef:8] [8:  http://www.england.nhs.uk/wp-content/uploads/2013/12/forum-summary-report.pdf ] 

	CC2H services will need to be delivered in line with the 10 clinical standards for 7 day working. The Core working Principles for CC2H reflect those with most direct relevance to 7 day integrated community care :
1. Patient Experience
3. Multi-disciplinary Team (MDT) review
9. Transfer to community, primary and social care
10. Quality improvement

	Everyone Counts: Planning for Patients 2014/15 to 2018/19 (2013)[footnoteRef:9] [9:  http://www.england.nhs.uk/everyonecounts/ ] 

	Sets out five offers for patients:
NHS Services, Seven Days a Week;
More Transparency, More Choice;
Listening to Patients and Increasing their Participation;
Better Data, Informed Commissioning, Driving Improved Outcomes; 
Higher Standards, Safer Care.
The CC2H Strategy specifically aims to deliver the following ambitions outlined in Everyone Counts:
Listening to Patients
Focusing on Outcomes
Rewarding Excellence
Patient-focused, customer-focused services
Reducing non-elective and elective acute activity

	Integrated Care and Support: Our Shared Commitment (2013)[footnoteRef:10] [10:  https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/198748/DEFINITIVE_FINAL_VERSION_Integrated_Care_and_Support_-_Our_Shared_Commitment_2013-05-13.pdf ] 

	This collaborative report sets out a commitment to developing sustainable integrated care and support, and an expectation that local leaders will:
Engage with local people, patients and people who use services to hear their experiences and work with them to find co-produced solutions
Adopt, and measure progress against, the definition of integrated care and support co-developed by National Voices
Coordinate care and support so that people and their carers are at the centre and directly involved in planning for the whole person, not just for a disease or dependency score
Share individuals’ data where this improves the quality and safety of care and support through shared decision making
Identify opportunities for your frontline staff to build relationships with colleagues who provide parallel forms of care and support to theirs
Avoid retreating into old, familiar silos as the financial climate toughens
Be ambitious in planning person centred care and support, and jointly allocating resources
All these ambitions are at the heart of the CC2H strategy.

	National Carers Strategy (2008)[footnoteRef:11] [11:  https://www.gov.uk/government/publications/the-national-carers-strategy ] 

	This strategy sets out the vision that by 2018, carers will be universally recognised and valued as being fundamental to strong families and stable communities. Support will be based on individuals’ needs, enabling carers to maintain a balance between their caring responsibilities and a life outside caring. CC2H seeks to support this vision with practical support for carers as well as seeing them as partners in care.

	Public Service (Social Value) Act 2012[footnoteRef:12] [12:  https://www.gov.uk/government/publications/public-services-social-value-act-2012-1-year-on ] 

	The Social Value Act encourages a new way of thinking about how scarce resources are allocated and used. It involves looking beyond the price of each individual contract and looking at what the collective benefit to a community is when a public body chooses to award a contract.  CC2H will support the development of social value across North East Essex by ensuing that voluntary sector organisations play a key role in delivering services through the supply chain. Potential providers will also be evaluated on their ability towards enhancing social value. 





[bookmark: _Toc403387757]Local Context 
North East Essex Clinical Commissioning Group (NEE CCG) covers an area that incorporates two local authority districts: Tendring and Colchester, as highlighted in the diagram below: 


Colchester is the second largest district in Essex and one of the largest in the whole of England and covers an area of approximately 125square miles.  There has been a considerable increase in Colchester’s population and it is now projected to have the largest population growth in Essex County and is one of Britain’s fastest growing towns.  Colchester boasts a large university of approximately 8,000 students.  Colchester is also home to a garrison with capacity to hold over 4,000 military personnel.
The Colchester population is projected to increase from 174,000 people to over 185,000 by 2020 (ONS-2012 Mid-year estimates).  In Colchester there has been a population increase of 12.85% (approx. 20,000 individuals) from 2001 to 2012.  This population is projected to increase by 8.4% between 2006-2021 and there will be approximately 18,000 new homes by 2021 (Colchester Borough Council, 2014)
Tendring is located in the north eastern peninsula of Essex and covers an area of approximately 130square miles.  The main populous areas are those on the coastline including, Frinton, Walton, Brightlingsea, Clacton and Harwich.  Clacton-on-sea is its largest district with a population of 53,000.  The population of Tendring is older compared to the population as a whole.  Many people choose to retire to the districts of Clacton-on-Sea and Frinton-on-Sea, thus increasing the population of people aged 65years and over.  The population of Tendring is the only one in the East of England to have fallen over the past ten 10 years according to the Office for National Statistics.
Colchester and Tendring Councils are both currently reviewing their Local Development Plans. In summary, North East Essex will see substantial levels of growth to 2021 due to development.  Planned levels of growth as detailed in current versions of Local Authority Local Development Plans are:
Tendring – 4,280 dwellings resulting in an approximate patient growth of 9,347
Colchester – 10,331 dwellings resulting in approximate patient growth of 23,993
‘Hotspots’ for development have been identified, and the CCG and NHS England Essex Area Team are working closely with the Councils to understand the possible location of additional housing sites and the impact these will have on healthcare services within the area.  Plans to mitigate this growth via developer funded and other collaborative working projects will be agreed before planning permissions are granted, however this growth in ongoing demand will need to be taken account of in commissioning decisions and by Providers, including the CC2H provider. The contract value and mechanisms agreed will need to take account of not just overall growth in population, but the demographic groups in which growth will be greatest, since different demographic group’s health and wellbeing needs than retired people.
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On 1.1.2014 the GP registered population of NEE was 330,915 (male 160,989; female 169,926). The resident population of NE Essex CCG is expected to rise from 314,293 in 2012 to 357,121 in 2021 – a 43,000 (13%) increase. The greatest increases are expected to be in ages 56-75 years (13,300 increase) and 76+ years (9,700 increase).  Projected population increases are outlined in Annex A.
NE Essex has the highest proportion of Disability Living Allowance (DLA) claimants in Essex. In general, Colchester is less deprived overall than Tendring, pockets of deprivation exist in both, and include both rural and urban areas. There is considerable variation in the socioeconomic profiles of different communities in NE Essex:
Out of 326 Local Authority areas, Tendring is ranked 86th most deprived in England  (a slight increase in relative deprivation, moving from 29th percentile in 2004 to 26th percentile in 2010)
Out of 326 Local Authority areas, Colchester is ranked 205th most deprived in England (a slight reduction in relative deprivation, moving from 61st to 63rd percentile)
The most deprived small area (LSOA; approximately 1,500 people) in England is in Tendring (LSOA E01021988).
For comparison, the least deprived LSOA in NE Essex (LSOA E01021728) is ranked 32,169 out of 32,482 LSOAs in England i.e. is the 315th least deprived small area in England.
Health Needs in NE Essex 
As noted above and in line with national trends, NE Essex is seeing a growth in population, with the greatest growth locally being among older people. This will create additional demand for older people’s services over the next 10 years. This includes not just the absolute increase in the number of older residents, but also the increased burden of multiple physical and mental conditions among this cohort[footnoteRef:13].  The increased burden of multiple physical and mental conditions is likely to result in the following increases in health need: [13:  Barnett et al., 2012  - Average Number of Chronic Health Conditions (LTCs) by Age in the Scottish Population (2007)] 

Average of 2.6 LTCs for 65yrs to 84yrs age group = 15.1% increase
Average of 3.62 LTCs for 85yrs+ = 36.2% increase
The level of deprivation in parts of NE Essex also creates localised areas of high health need. Taken together the age profile and socio-economic status of NE Essex residents results in significantly higher levels of chronic disease than is average for Essex or England.
Further details are included in the CCG JSNA[footnoteRef:14] , however key points to note are: [14:  Available at: http://www.essexinsight.org.uk/grouppage.aspx?groupid=19&cookieCheck=true ] 

Inequalities in life expectancy are experienced in NE Essex by more deprived communities and by males. Deprivation is associated with a higher burden of ill health and worse health outcomes.  Premature mortality (death under 75) is similar to England average in Tendring, but is lower in Colchester. 

Different local areas experience varying levels of need, which are not always reflected in practice resourcing, impacting on the extent to which health needs are met across the CCG[footnoteRef:15], as highlighted in the diagram below:  [15:  Modelled by ECC Public Health team, based on HCHS & prescribing need weighted population (NHS England resource allocation 2013), plus a proxy measure of unmet need using IMD 2010] 


Source: ECC Public Health Team
As illustrated in the table below, disease prevalence is significantly higher in NE Essex for most chronic conditions apart from mental health and palliative care needs. Diagnosis rates have increased for most conditions over recent years, however a substantial level of under-diagnosis still exists: for example, only 58% of those with hypertension have been diagnosed. 


Source: ECC Public Health team, based on QOF 2012
Social Care Needs in NE Essex
Social Care demand modelling suggests that current services will need major reshaping to meet the challenges of the future. In line with the ageing population, the numbers of individuals with social care needs will grow, but already only a minority of those individuals are in receipt of care. Further details are included in Annex B. Key points to note include:
Although it has a smaller population, Tendring has a higher number of clients that access social care services than Colchester, and has the highest current and projected spend for social care in Essex. Based on ECC cost projections, Tendring district is projected to have the highest social care costs in Essex by 2016, whilst Colchester will have the third highest costs. As highlighted in the table below, in both boroughs, the overwhelming majority of clients receiving social care in 2011 were aged 65 or over: 
	District
	Gender
	Aged 18 - 64
	Aged 65+
	Grand Total

	Colchester 
	 
	1998 (28%) 
	5216 (72%) 
	7215

	
	Female
	1141 (16%)
	3485 (48%) 
	4627

	
	Male
	857 (12%)
	1731 (24%)
	2588

	Tendring 
	 
	2105 (22%)
	7353 (78%)
	9461

	
	Female
	1209 (13%)
	4818 (51%)
	6029

	
	Male
	896 (9%)
	2535 (27%)
	3431

	
	Not Recorded
	
	
	1

	Grand Total
	 
	4103 
	12569
	16676



It is estimated that that demand among over 65s will remain at around 31% of the population, although absolute numbers in need of care are increasing with the growing ageing population. Although 31% are estimated to have care needs, only a third of these people are actually in receipt of care. This means that up to 20% of all people in Colchester and Tendring have an unmet need for social care, i.e. they require social care services but are not accessing these services. This correlates with the findings of the NEE Virtual Ward project in Clacton, which found that 20% of patients (with multiple and/or complex long term conditions) had unmet social care needs. Addressing this unmet need early may prevent increasing demand across the health and social care system.

Physical disability, frailty, and / or temporary illness are by far the greatest reasons for the residents of both Colchester and Tendring using social care services:
Source: Essex County Council
[bookmark: _Toc403387759]Financial Sustainability 
The increasing level of demand (as outlined in section 2.3.1.) for health and social care services is placing significant strain on the sustainability of the local healthcare economy. The CCG’s current financial position includes a requirement to meet a financial gap of £78.4m across the next five years (£18.5m in 2014/15, £19m in 2015/16 and £40.9m between 2016 and 2019) in order to remain in financial balance. 
As set out in the CCG’s Medium Term Financial Strategy, delivering this level of savings will require a radical, large scale transformation that involves whole system re-design.  Changes must be made to the way that services are commissioned and delivered to our residents. Doing nothing is not an option if our health economy is to be sustainable over the next 5-10 years. 
Further details of the challenge facing the CCG in order to ensure that the healthcare economy remains financially viable can be found in the economic and financial cases. 
[bookmark: _Toc403387760]Current Provision within North East Essex 
Traditionally health and social care has been commissioned around delivery of the service, rather than the needs of people. Due to this, people are receiving fragmented care, delivered by many different people and organisations. Some care is duplicated; some care is missing. 
The key providers in the health and social care system in North East Essex are detailed below. This highlights that there are a large number of providers involved in delivering care to individuals, especially those that have multiple conditions or complex needs. It also demonstrates that care is currently concentrated towards a relatively small number of sites that are not closely aligned to individual needs. 
43 General Practices provide primary health care, and many are also dispensing practices. Practices vary on how and when they may offer same day appointments and extended hours. The figure below shows the location of GP practices in NE Essex, and how they service local populations experiencing varying levels of affluence and deprivation. The practices supporting the 5 most deprived populations in NEE are in Tendring, with 4 out of these 5 practices being located in Clacton.


GP Primary Choice (GPPC) is a newly established organisation made up of 38 of the 42 local General Practices. The company, after recently winning the procurement for providing phlebotomy service in the local area, is looking to build on this to provide more services within the community setting for NEE patients.  
Community Pharmacies continue to be a resource for self-care and minor illnesses that has not been used as effectively as they could be in managing demand and offering access for the NEE population. With a large number of pharmacies within the area, the NEE system should begin to increasingly involve this sector of primary care.
Colchester Hospital University Foundation Trust has two main sites: Colchester General Hospital and Essex County Hospital. The Trust provides healthcare services to around 370,000 people from the area of North East Essex In addition to the 596 inpatient beds (general and anaesthetic), 44 maternity beds (including at Clacton and Harwich hospitals) and 12 critical care beds, the acute hospital provides oncology wards and outpatient services.  Most acute services are centralised at Colchester General Hospital, but services are also provided at the community hospitals in Clacton, Harwich and Halstead Hospitals. 
East of England Essex Ambulance Trust provide ambulance services in North East Essex, and  are involved within many of the local system wide discussions concerning urgent care, including being part of the NHS Improving Quality workshops for designing the urgent care strategy for the area. 
Anglian Community Enterprise (ACE), the area’s community provider service, provides more than 40 NHS community healthcare services to the 990,000 residents of north Essex predominantly to people in Colchester and Tendring. ACE currently manages three of the local GP surgeries, holds the contracts for the two local Minor Injuries Units, and provides much of the community health care support for the area, including:
Health and wellbeing services e.g. smoking cessation
Adult therapies e.g. physiotherapy, podiatry
Children’s services e.g. speech and language therapy, immunisation
Community nursing
Community hospitals at Harwich and Clacton 
As a community enterprise, it reinvests surplus income back into the local community. 
North Essex Partnership University Hospitals NHS Foundation Trust (NEPFT) provide mental health, substance misuse and social care services and support for over 23,600 individuals and their families in North Essex. Being the major local Mental Health provider, this organisation see’s much of our local population for their health and social needs. The range of services and individual care they provide for people and their families can be categorised into the following main groups:
Child and Adolescent Services
Early Intervention in Psychosis
Services for Working Age Adults
Older Adult Services
Substance Misuse Services
Rehabilitation Services for Working Age Adults
Psychological Services
Facilities include day units and inpatient units, including a specialist mother and baby unit.
Hertfordshire Partnership University NHS Foundation Trust (HPFT) is the main provider of specialist services for people with learning disabilities and IAPT in North East Essex.  Assessment and Treatment Services are provided for adults with learning disability at the Lexden Hospital Site. This is a specialist service for a wide range of service users including those with profound and complex needs. The Trust also train other professionals and staff, including doctors and nurses, in how to communicate with and support people who have learning disabilities.
Community Learning Disability teams are based across North, Mid and West Essex. There is an intensive inpatient assessment and treatment service in Colchester as well as home assessment and treatment services across the three localities, supporting people with challenging behaviours or mental health needs.
The HPFT learning disability services also work in partnership with NEPFT to support people with learning disabilities to receive appropriate mental health care. The Allied Health Professionals (AHPs) who work as part of the multi-disciplinary team are managed by ACE. Social care for people with learning disabilities is mainly provided through Essex Cares alongside private and voluntary/ community provision.
HPFT won the contract for the IAPT through competitive tendered in 2013. HPFT are the lead provider and they subcontract parts of the service to Colchester Mind and other smaller providers.  HPFT have a protocol with NEPFT for step up and down between the services.  
The Pathology Partnership (TPP) provide laboratory-based diagnostics to GP surgeries (through a contract with NEE CCG), and to other providers such as CHUFT and ACE through sub-contracting arrangements.
Care UK is responsible for the local Walk in Centre and Out of Hours Service. Situated in Colchester, the Walk in Centre is open 7 days a week between 7am and 10pm. The service will see any patients from the North East Essex area, providing a range of GP and nurse appointments. The Out of Hours Service provides advice, information and treatment for NHS patients who become unwell during the out-of-hours period when their own GP surgery is closed with access to the service via the national NHS 111 call line. Care UK also holds the contract for North Colchester Healthcare Centre. 
NHS 111 went live in North Essex early November 2013. The service is designed to make it easier for people to access local NHS healthcare services, fast and at any time of the day but is not designed to deal with 999 emergencies. NHS 111 is available 24 hours a day, 365 days a year.
The service in North Essex is provided by a Community Interest Company called Integrated Care 24 (IC24). IC24 employ a team of fully trained advisers, supported by experienced clinicians who have knowledge of the local healthcare services available to the patient at time of calling via a localised Directory of Services.  
Essex Cares (a Local Authority Trading Company) provides some of the more specialised social care services, and equipment via section 75 agreement across Essex.  However, there is a range of social care support provision within the market; predominately private and voluntary / community based including residential care, home care, day service, personal assistant services. Many of the service providers also provide community health services. Assistive technology is a key enabler of ongoing independence. 
The local voluntary sector is involved not just in the North East Essex CCG governance structure and patient and public engagement work, but also provides a number of key services, through a combination of co-commissioning, contracting and grant award arrangements. This includes end of life support provided by St Helena Hospice and The Jays Hospice, primary health care for homeless people provided by Beacon House, and a variety of health, wellbeing and social support provided by a range of local and national organisations.
Commissioning Partner
Essex County Council (ECC) commissions both adult and children’s social services in the Colchester and Tendring areas, which are then delivered by a diverse range of providers or arranged independently using a personal budget if eligible (as criteria applies).  Services are mainly accessed via ECC’s Operational Teams based locally or Social Care Direct, which is a central call centre as a community care assessment is normally required. 
Assessment and Care Management is provided in house by Essex County Council’s Adult Operations. This includes community and hospital based assessment teams. Service users are given an indicative personal budget through which they can develop a personalised approach to their support or use the Council’s managed services. 
Prevention and early intervention is a priority, as well as improving the information and advice that is available to enable people to help themselves by empowering them to make informed choices and supporting family carers to enjoy a good quality of life and maintain their caring role.

[bookmark: _Toc403387761]Service User Views
Through our Big Care Debate, and engagement with GP Practice Patient Participation Groups, the residents of North East Essex have told us that they want their care to be more person centred, with a focus on the provision of services in the home and the community. Service user engagement is continuing through the whole CC2H planning, procurement and mobilisation period, taking a range of approaches to explore key messages. The key messages from the Big Care Debate (which have been summarised below and can be found in full at Annex L) and from specific discussions on CC2H with Practice Patient Participation Groups and other patient groups, have been built into the model. 
The Big Care Debate
North East Essex CCG undertook an intensive education, communications and engagement exercise, known as the Big Care Debate, from November 2013 to February 2014 to involve people across North East Essex in a discussion that to help shape the vision for the CCG and inform its strategies for healthcare including CC2H.

Almost 1,000 people responded to or were involved with the debate. The key themes are reflected in the CC2H Strategy which was finalised after the Big Care Debate closed. Further engagement was then undertaken with PPG groups, carers groups, the North East Essex Health Forum and patient interest groups relating to the services being considered for inclusion in the CC2H procurement.

The message from the public in the Big Care Debate was that primary care services, GPs in particular, are key to healthcare. From a range of engagement methods, feedback kept referring back to the same major themes which were interlinked and pointed strongly to person centred care. People’s concerns were around care in the home and the community

Much of the commentary was consistent with the findings of the Who will Care? Essex wide health and social care commission led by Sir Thomas Hughes Hallett and with many aspects of the recommendations in the recently published NHS England 5 Year Forward View.

The main themes of the Big Care Debate relating to CC2H are summarised below:
Self-care - People overwhelmingly understood that personal responsibility for their health is important. Diet, exercise and mental well-being were recurrent themes. The role of family, friends and the voluntary sector in providing support mechanisms, care and social contact were also vital in helping people to avoid isolation and to remain independent, fit and healthy.  The use of technology and personal health budgets were supported as was better training of staff to help individuals become more independent in managing long term conditions

Access to information and services - Access to information and signposting to services was viewed as important. Use of plain English and guides to services were felt to be important. People felt this was crucial to self-care and to ensuring services were not used inappropriately when people needed support and/ or advice for minor ailments and to reduce demand on other services.  There was an overwhelming view that GPs are the gateway to prevent other services being overloaded.

Prevention - The theme of access to information also extended to health promotion and education for individuals about to stay well and healthy and how to manage a long term condition so the individual remains in control. 

Integration of services - There was a level of frustration with lack of integration of services, particularly around discharge from hospital but also with support services such as appliances or equipment when bereaved families found it difficult to return of items that were no longer needed.  Suggestions included creating one budget for services and gateways/single point of contact for services that provided more clarity and removed barriers. CC2H and home visits for the vulnerable were key comments throughout the engagement whilst others felt centres where a range of services that could be accessed together were a good idea.

Culture and Patient Centred Services - People felt there was still some way to go to develop the right culture in the NHS and Social Care, improving the way professionals speak to patients and carers creating a partnership rather than a dependency. 

Feedback from Patient Participation Groups 
Each GP Practice has a patient participation group (PPG), a number of which have been engaged in shaping the CC2H model as it develops. Key themes emerging from PPGs include: 
The System has complex logistics and simplification would be welcomed
Patients would like to see the same healthcare professionals throughout their treatments where possible,
Communication between services could be improved
Professional (paid) carer career improvements and better working conditions would support improved care,
Care plans, discharge planning, and a seamless move from acute to community would be welcomed. Care plans need to be written with and not for patients. Quality and auditable choices should be presented to patients without them being directed where their treatment will take place. 
Regular reviews of progress, and assistance to live locally where patients choose and independently are important. There may be high expectations of care coordinators but they must have the empowerment to solve the problem quickly and be in regular communication with patients
All experts should be within the team and should be involved throughout the pathway of care and in developing IT improvements etc.
[bookmark: _Toc403387762]Alignment with local strategies  
The CC2H vision and strategy is closely aligned with a number of wider strategies and initiatives across both the CCG and our partner organisations, making CC2H a vital project in the delivery of improved care for the residents of North East Essex: 
	Strategy
	Key Points of Relevance to CC2H 

	NEE 5 Year Strategic Plan 2014-19[footnoteRef:16] [16:  http://www.neessexccg.nhs.uk/library_uploads/files/five_year_strategic_plan_2014-19_draft.pdf ] 

	CC2H is a key component of delivery of the CCG’s 5 year and longer term vision, described above.

The CCG is working towards 5 high level objectives, and CC2H is aligned with each of these in terms of both deliverables and the commissioning process (e.g. involvement of patients in strategic planning and procurement process):
People will be encouraged and supported to look after their own health and social care needs 
Carers will receive the support they need. 
Patients, public and community groups will take up opportunities to be involved in  planning and developing  services
Services will be centred around the patient and will be high quality, evidence-based, cost effective and sustainable
People will be able to access and receive seamless and joined up services across their health and social care needs

	NEE CCG Urgent Care Strategy 
	The CCG’s vision for Urgent Care is: “To deliver high quality care in the right place, at the right time, first time, whilst working to manage demand in the current climate with the current challenges”, so that NE Essex residents can be confident that “When I need help and advice very quickly I know how to get it. It is simple to use and responds to my needs. It helps to prevent me reaching a crisis but reacts quickly if I do”

The strategy aims to:
Reduce unplanned hospital admissions/re-admissions 
Reduce A&E attendances 
Ensure that patients requesting a same day consultation receive this 
Ensure that 80% of patients hold electronic health records by 2020

CC2H has a key role in supporting the Urgent Care Strategy through:
Reducing avoidable hospital admissions and A&E attendances
Aligning with community and primary Urgent Care services so as to maximise quality and efficiency
Promoting and facilitating self-care

CC2H services will in future also work in an integrated way with a number of initiatives in the Service Resilience Plan which will be in place by November 2014, including X-ray provision in the WIC, Flexi Beds in Clacton Hospital, the Rapid Assessment Service, and the Flow and Capacity team in CHUFT

	NEE End of Life Care Strategy
	The overall vision for end of life care in north east Essex, is that patients approaching the end of their life should  be treated as individuals in relation to their emotional, physical and psychological needs, cared for with dignity and respect, be free from pain and other symptoms, in familiar surroundings in the company of close family and friends. 
The end of life strategy outlines the required model of care and its multiple service elements  to provide the high quality end of life support system that is based on national recommendation, best practice, local review outcomes and an entitlement for the patients of north east Essex. 
The CCG will commission an integrated service model which will:-
Provide consistently high quality and safe care 24/7 supporting patients and their carers’ wishes
Appropriate care is provided in the right place, by those with the right skills each and every time
Is efficient in the delivery of care and services

	Essex County Council Commissioning Strategy 

	The ECC Commissioning Strategy includes 7 key outcomes (further details of which can be found at Annex C. 
Outcomes 2 (People in Essex enjoy good health and wellbeing) and 7 (People in Essex can live independently and exercise choice and control over their lives) highlight the need for far more integrated mental and physical health and social care services, that place an emphasis on keeping people well and in their own homes where possible, rather than being in formal care settings. This includes: 
Encouraging healthy lifestyles;
Improving understanding, recognition, and treatment of mental health, including depression/dementia in older people.
Supporting carers to maintain their caring role 
Diverting activity  from formal care to other community based resources; 
Decreasing the use of registered care and increase numbers living in own home for longer.


	Essex Health & Wellbeing Strategy[footnoteRef:17] [17:  http://www.essex.gov.uk/Business-Partners/Partners/Health-wellbeing-Essex/Documents/Essex_Health_Wellbeing_Strategy.pdf ] 

	The vision for better health and wellbeing in Essex is:
By 2018 residents and local communities in Essex will have greater choice, control, and responsibility for health and wellbeing services. Life expectancy overall will have increased and the inequalities within and between our communities will have reduced. Every child and adult will be given more opportunities to enjoy better health and wellbeing.

To pursue the vision, the members of the Essex Health and Wellbeing Board, including NE Essex CCG, have agreed to:
promote a shift from acute services to the prevention of ill health, to primary health care, and to community-based provision;
support investment in early intervention and the prevention of risks to health and wellbeing to deliver long-term improvements in overall health and wellbeing;
support individuals in exercising personal choice and control, and influence over the commissioning of relevant services;
enable local communities to influence and direct local priorities for better health and wellbeing strengthening their resilience and using community assets to reduce demand;
promote integration across the health and social care systems to ensure that services are planned and commissioned in an integrated way where it is beneficial to do so;
ensure resources are allocated consistent with the needs within and between the communities in Essex; and
support individuals in making informed lifestyle choices and promoting the importance of individuals taking responsibility for their own health and wellbeing.

	NHS England Primary Care Strategy[footnoteRef:18] [18:  http://www.england.nhs.uk/mids-east/wp-content/uploads/sites/7/2014/07/trans-pc-essex-sub.pdf] 

	NHS England recently published its strategy for Transforming Primary Care in Essex. Increasing life expectancy, a rise in long-term conditions and rising patient expectations are placing pressure on primary care, and rendering the current model unsustainable. Additionally, the primary care workforce is ageing and is under increasing pressure. The strategy outlines a new model of care in which Primary Care will work as ‘hubs’, covering a suggested minimum population of 20,000 patients, delivering integrated services and reducing the need for patients to attend A & E inappropriately. Aligning CC2H community resources to primary care hubs will support the realisation of the new vision for primary care, and improve integration between community health and social care services and primary care services. The development of primary care is central to the success of CC2H.  The CCG is working with NHS England and GP Primary Choice to develop a co-commissioning approach, and to ensure synergies and developments are linked with CC2H services.


	Essex “Who Will Care?” Commission 
	This Essex-based commission made a number of recommendations based on extensive consultation with the public, including better use of technology and empowering patients to self-care.

	NHS Estates Strategy

	The reorganisation of the NHS has seen the ownership of the NHS Estate change over the past few years.  Property is now owned by the Community Providers, NHS Property Services, Community Health Partnerships and Acute and Mental Health Trusts. NHS England’s Essex Area Team, in conjunction with relevant stakeholders, is currently developing a Premises Outline Strategy for Essex, which will be published. Further information on mapping the current NHS estate in NEE CCG is available on the SHAPE website[footnoteRef:19]. [19:  http://shape.dh.gov.uk ] 


The challenge faced by the system is to ensure that the NHS Estate responds to the needs of the local population and is used to support providers to deliver services that are accessible to patients and service users. The strategic objective is to align estate to ensure that it creates a flexible service delivery centred around the individual and balances and mitigates the uneconomic and/or inefficient use of Estates through continuous review of utilisations and geographic and demographic demands. 

As well as this, CC2H objectives include ensuring that appropriate use of technology and virtual environments are supportive in delivery of care around the individual. This is in line with national thinking: ”A new approach to the design and operation of the estates and new public partnerships with other parts of the public, private and voluntary sector are now required to realise money and creativity and allow the development of some very different models.”[footnoteRef:20] [20:  Kings Fund, July 2013] 


	Essex Workforce Planning
	Health Education England (HEE) has worked closely with both Providers and Commissioners in Essex to identify key workforce priorities and where investment in Education and CPD should focus.  Each CCG and Provider has its own workforce strategy and there is no system wide workforce strategy however.  HEE has worked across the system to agree the priorities for Education investment based on the workforce intelligence gathered from plans and strategies provided, and has triangulated this intelligence to reach a system view for Essex.

There are 4 Transformation Themes which form the core of HEE’s work. These are being progressed in NE Essex with a senior lead officer from stakeholder organisations. These are all key areas for CC2H implementation:

Key workforce issues impacting on CC2H include:
An Essex-wide shortfall in qualified nurses, and in retaining and developing experienced qualified nurses.
Education commissions for nursing will continue to be increased but will not provide an output into the system until 2018.  
The need to develop a career escalator approach for the non-qualified workforce, recognising the need for flexibility in course design for the development of the existing band 1-4 workforce.
Alignment with the training and development of non-qualified staff in the social care sector to achieve integration of services across Health and Social Care.
The development of new roles with Advanced Practitioners and Physician Associates will start to have an impact from 2016 onwards. The system needs to be prepared at an organisational and structural level to utilise the new roles.






[bookmark: _Toc403387763]The case for change 
As set out in the sections above, the population of North East Essex is currently growing, especially amongst older people. Coupled with significantly higher levels of chronic disease than is average for Essex or England, this will create substantial additional demand for older people’s services over the next 10 years.  Physical disability, frailty, and / or temporary illness are by far the greatest reasons for our residents to use social care services. Ensuring the safety of vulnerable adults is paramount.
This level of increasing demand is placing significant strain on the sustainability of the local health and social care economy – a challenge of nearly £80 million over the next five years - that will not be met without a transformational change in the way that services are commissioned and delivered to our residents.  Doing nothing is an option that will result in a health and social care economy that is no longer sustainable. 
Many of our residents currently receive fragmented care, delivered by several different professionals and organisations. Some care is duplicated, some care is missing.  Typically, a large number of providers are involved in delivering care to individuals, especially those that have multiple conditions or complex needs.  Through our Big Care Debate, and engagement with Practice Participation Groups, the residents of North East Essex have told us that they want their care to be more person centred, with a focus on the provision of services in the home and the community. 
As highlighted in the NHS Five Year Forward View, and other national and local strategies, commissioners have the ability to commission services in new ways to enable the shift in services to the community to take place and enable demand to be better managed in the Acute setting through collaborative working.  Current contracting by service lines rather than in a lead provider or pathway model is hindering innovation and multidisciplinary working and leading to a short term approach to workforce planning.  The plethora of contracts is making workforce planning difficult as trusts bid for and win/lose services in new geographical settings. 
The CCG’s contract for community services with ACE expires in April 2016, and must be contested. Re-commissioning community-based services in a different way gives the CCG and its partners the opportunity to strengthen contractual levers for quality improvement, deliver care that is more clearly aligned to patients’ priorities, enhance service efficiency and strengthen the CCG’s ability to have a clear line of sight on quality of care, including safeguarding. Further detail on how CC2H seeks to achieve these improvements is included in the Quality and Economic Case sections of this FBC.
[bookmark: _Toc403387764]Aims, Objectives, and Benefits of CC2H 
In order to address these issues, the CC2H project aims to radically transform the delivery of physical, mental health and social care services over the next 7 to 10 years.  The way in which these services are currently delivered will change dramatically, leading to more integrated services which encompass physical and mental health and social care, based on individual needs and with appropriate care planning.  Services will re-focus on helping people to stay independent for as long as possible, enabling them to manage long term conditions and supporting them to recover quickly and regain independence following accidents or episodes of ill health.
Health and social care staff will therefore deliver services in a truly integrated way which may lead to the development of new working roles to deliver a blend of health, mental health and social care services.  This is a step towards achieving the CCG’s longer term vision of residents having a choice of end to end service providers.

In order to achieve this ambitious vision, a multi stage programme of work is underway that will achieve the following benefits, which are set out in more detail in the following sections: 
Improved patient and carer outcomes, and enhanced quality and safety of care (2.5.2)
Economic and service efficiency benefits to the wider health and social care economy (2.5.3)
Benefits to GPs and other professionals (2.5.4)
The delivery of enhanced Social Value for North East Essex (2.5.5)
[bookmark: _Toc403387765]Improved patient and carer outcomes, and enhanced quality and safety of care
CC2H will deliver three high level outcomes for residents of North East Essex:  

People with long-term conditions, and their carers, are supported to be independent in their own homes and avoid hospital admissions; through effective, personalised and integrated community based services. This means that people can be confident that:

“I know that my health needs won’t mean I can’t stay living in my own home for as long as I am able to.”
“I am confident that the support I need to be independent is there.”

People make a good recovery from episodes of ill health or following injury. This means that people can be confident that: 

“I will recover quickly from my illness and can get back to doing all the things I enjoy.”

People are enabled to live healthy lifestyles and are empowered to live independently and to take control of their health and social care needs during periods of ill health. This means that people can be confident that:

“I know how to look after my health, and where to seek help locally if I need it.”

In order to measure how well these outcomes are being met, person-centred care planning for people receiving services will be central to CC2H.  As part of the care planning process the person receiving the service, together with their co-ordinator, will set outcome goals as part of their care plan.  These outcomes will be reviewed regularly with the co-ordinator and the person receiving the services and they will be reported on by providers to the CCG.  The CCG will, over time, collect a wealth of outcome data that directly relates to individual patients.  This data will demonstrate whether outcomes for patients are being achieved and providers will be paid according to the success of achieving those outcomes.
In this way, CC2H services will begin to transform the way physical, mental health and social care services are delivered. Outcomes will be delivered in a holistic way with the person at the centre of care and care planning.  CC2H services will deliver measureable high quality care. In addition to introducing developing and reporting on individual outcomes as part of the care planning process, health and social care commissioners have developed, with input from the market, an Outcomes Framework outlining the outcomes the service needs to focus on for the population of NE Essex. Target thresholds will need to be set and current benchmarking needs to take place.   The Outcomes Framework is attached at Annex D.
The outcomes framework will be accompanied by a set of condition-specific Key Performance Indicators (KPIs) for each CC2H service area, and together these two sets of requirements will inform the scope of the service to be provided.  It is anticipated that as the measuring individual outcomes increases, the number of KPIs that providers will have to report on in the early stages of the contract will significantly reduce to only essential KPIs in the latter stages of the contract.
The Outcomes Framework for CC2H is based on the above three high-level outcomes, but aligns to national outcomes frameworks, allow benchmarking of outcomes and realistic outcome improvement target-setting. Outcomes align with relevant areas of:
Adult Social Care Outcomes Framework (ASCOF) – (2013/14) 
NHS Outcomes Framework – (2013/14)  
Public Health Outcomes Framework – (2013/14)
Additional benefits to service users, patients, and carers thus include: 
Improving the quality and experience of care for patients and their carers 
Reducing the complexity of care making it seamless at the point of delivery
Promoting self-care for patients and support for family and carers
Promoting prevention, early diagnosis and early intervention
Improving measurement and targeting of inequalities at a small-cohort level
Encouraging truly patient-centred service delivery
Ensuring safeguarding of vulnerable adults.
[bookmark: _Toc403387766]Economic and service efficiency benefits to the wider health and social care economy 
As well as delivering improved patient outcomes, CC2H will also deliver quality, economic and efficiency benefits to the wider health and social care system, helping to ensure the sustainability of services both now and into the future: 
Reducing unplanned hospital admissions/re-admissions and A&E Attendances – The delivery of CC2H will ensure that our residents, especially those with multiple long term conditions, are cared for in a way which is more planned than at present - including care planning and care coordination. This should prevent patients from reaching crisis points in their conditions and needing to access urgent and unplanned care so frequently, reducing ACS condition admissions and supporting the Better Care Fund ambition to reduce non-elective admissions by 3.5%. 

Delivering more care at home and in the community – Care will only be delivered in hospital where it adds value or makes clinical sense to do so, thus delivering a shift from acute to community and reducing costly activity unnecessarily taking place in the acute sector.

Enabling efficiencies through integration – Improving the quality of care, and ensuring  seamless provision across health and social care services, will enable efficiencies to be achieved across what is currently a fragmented system made up of several different providers.

Aligning incentives – CC2H will enable commissioners to better incentivise providers to keep patients well and prevent them from needing costly interventions in formal care settings. This will be achieved through the use of different payment mechanisms which focus on outcomes rather than activity and volume. 

Support of wider CCG business objectives – CC2H will also support the CCG to achieve several of its wider business objectives, including a shift from activity to outcomes based commissioning, and reducing the number of contracts in order to free up capacity and focus effort on improving quality. 
[bookmark: _Toc403387767]Benefits to GPs and other clinicians
General Practice across North East Essex is currently under significant strain. Our patients have told us that they are concerned about the additional pressure on GPs, and lack of GP access in some areas.  We have also engaged with GP forums throughout the development of CC2H, and understand that General Practice will play a central role in the success of delivering new models of carer around the patient. 
CC2H will: 
Enable GPs to refer to one, single provider – rather than multiple providers across a currently fragmented system 
Provide a single point of access into all CC2H services 
Help to break down barriers to referrals between CC2H Services, and ensure that there are less ‘bounce backs’ to General Practice within the system 
Contribute to providing a sustainable workforce for the future

[bookmark: _Toc403387768]How CC2H will deliver social value 
The Social Value Act encourages a new way of thinking about how scarce resources are allocated and used. It involves looking beyond the price of each individual contract and looking at what the collective benefit to a community is when a public body chooses to award a contract.  
CC2H will support the development of social value across North East Essex by ensuing that local and voluntary sector organisations play a key role in delivering services in the future, through a mandated minimum % of the total contract value.  Potential providers will also be evaluated on their ability to enhance social value through the way in which they deliver services – for example by using volunteers or those with disabilities to deliver services - the social value of which comes through the person having a job where they may otherwise have been unemployed, their becoming more socially included, and having a say in how services are run. It also means a local job for a resident of North East Essex. 
[bookmark: _Toc403387769]Alignment with the Better Care Fund 
The Better Care Fund (BCF)[footnoteRef:21], which starts in April 2015, is a pooled budget to support health and social care services to work more closely together in local areas.  The Fund is intended to be an important enabler to take the integration agenda forward at scale and pace, acting as a significant catalyst for change. [21:  http://www.england.nhs.uk/everyonecounts/] 

The CCG is working with Essex County Council to deliver the key Better Care Fund outcome of a reduction of 3.5% in emergency admissions, along with the following national outcomes:
A reduction in permanent admissions of older people (aged 65 and over) to residential and nursing care homes, per 100,000 population 
An increase in proportion of older people (65 and over) who are still at home 91 days after discharge from hospital into reablement / rehabilitation services 
A reduction in delayed transfers of care from hospital per 100,000 population (average per month)  
Improved patient / service user experience 
A locally agreed outcome of increasing the coverage of reablement. (This metric will measure an expansion in the number of referrals from community into reablement). 
A substantial part of the CCG’s contribution to pooled fund will fund Care Close to Home services, including community health services and social care services such as reablement. CC2H contracting will need to take account of the pooled fund arrangements underpinned by a collaboration agreement and a S75 agreement, currently under discussion with ECC.
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The evidence base for integration is not strong (National Collaboration for Integrated Care and Support, 2013)[footnoteRef:22], however such evidence as does exist suggests that joint commissioning between health and social care that results in a multi-component approach is likely to achieve better results than those that rely on a single or limited set of strategies (The King’s Fund, 2013[footnoteRef:23]). Some of the key components recommended by The King’s Fund, based on evidence, are: [22:  Integrated Care and Support: Our Shared Commitment (2013). Available at: https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/198748/DEFINITIVE_FINAL_VERSION_Integrated_Care_and_Support_-_Our_Shared_Commitment_2013-05-13.pdf ]  [23:  Transforming our healthcare system (2013) and references therein. Available at: http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/10PrioritiesFinal2.pdf 
See also Delivering Productivity in Integrated Care, Report of the Director of Public Health in Essex (2013) and references therein.] 

A move to community-based multi-professional teams based around general practices that include generalists working alongside specialists;
A focus on intermediate care, case management and support to home-based care;
Joint care planning and co-ordinated assessments of care needs;
Personalised health care plans and programmes;
Named care co-ordinators who act as navigators and who retain responsibility for patient care and experiences throughout the patient journey;
Clinical records that are shared across the multi-professional team.

Local evidence[footnoteRef:24] from an evaluation of the Virtual Ward Pilot in Clacton suggests that the model of care described above is feasible to implement in NE Essex. It also shows that within the local health and social care environment of NE Essex an integrated health and social care model can deliver, within existing budgets:  [24:  Evaluation of the Virtual Ward Pilot in NE Essex (ECC Public Health, 2012)] 


High levels of patient satisfaction with care; 
High quality clinical care; 
Improved communication between health and social care teams;
Earlier identification of unmet social care need;
A 19% reduction in avoidable ambulatory care sensitive (ACS) condition admissions to hospital, a 40% reduction in ACS admission bed days and a reduction in the overall increase of non-elective emergency admissions.

Similar results from integrated ‘virtual ward’ models of care have been reported in other care economies[footnoteRef:25]. [25:  For example: NHS Devon (Lovell and Chenore, 2012, presented at Nuffield Trust Predictive Risk Modelling 2012 conference); Gwent Frailty Programme (http://www.gwentfrailty.torfaen.gov.uk/ )] 


[bookmark: _Toc403387771]CC2H Service Requirements 
[bookmark: _Toc401006250][bookmark: _Toc403387772]CC2H - what will it look like?
Following feedback from NEE residents through the Big Care Debate and focus groups, the ethos of CC2H was developed to enable people to receive treatment, care and support in their community closer to their homes rather than in an acute setting where ever it is possible.  An essential part of CC2H is the connection with primary care, in particular GP services.  The CCG is working closely with GPs, GP Primary Choice and NHS England to work in partnership to develop primary care and the ethos of CC2H will be a main driver.

Close alignment of services with Essex County Council and Adult Social Care will ensure that the model integrates health and social care around the person.  The Council are reorganising their social care operational teams and this presents an opportunity to align with NEE’s community nursing teams.  
[bookmark: _Toc403387773]CC2H – who will benefit?
[bookmark: _Toc403286771]The service will support people registered with NE Essex GPs who have care needs requiring support over and above that offered by primary care, but not needing emergency or complex acute care. In particular, people with multiple and/or complex needs covering both health and social care, will benefit from improved integrated care.
NEE CCG has commissioned a risk stratification tool that allows pro-active identification of individuals at risk of hospitalisation within the next two years[footnoteRef:26]. It is expected that this approach will be used by the CC2H service to pro-actively identify people who would benefit from integrated case review and care planning. The numbers of people at high or very high risk in 2011, who would benefit most from this approach, are shown below[footnoteRef:27]: [26:  Currently provided by Sussex Health Informatics service, now part of the Health and Social Care Information Centre (HSCIC)]  [27:  Source: Sussex Health Informatics modelling of North East Essex Patient Risk, 2011] 

	
	Tendring
	Colchester
	Total

	
	Number of people
	% of those at risk
	Number of people
	% of those at risk
	Number of people
	% of those at risk

	Low risk
	107,931
	77.89%
	148,580
	79.90%
	256511
	80.00%

	Medium risk
	22,409
	16.17%
	25,685
	13.81%
	48094
	15.00%

	High risk
	6,690
	4.83%
	7,738
	4.16%
	14428
	4.50%

	Very high risk
	858
	0.62%
	745
	0.40%
	1603
	0.50%



The percent of those at ‘very high risk’ is comparatively small, however increases with age, with the highest numbers being in the over 65 age group. Those at very high risk of admission are most frequently admitted to general medicine, geriatric medicine cardiology and thoracic medicine specialities, which could indicate that these individuals have co-morbidities which increase the risk of admission. As noted above, the burden of multiple long term conditions is set to increase among over 65s:
•	Average of 2.6 LTCs for 65yrs to 84yrs age group = 15.1% increase
•	Average of 3.62 LTCs for 85yrs+ = 36.2% increase

[bookmark: _Toc403387774]Core Working Principles 
CC2H has been developed using the good practice identified as part of the virtual ward service, and we have used the learning from this to create a set of core working principles in partnership with service users and providers.  The aim of these principles are to create a greater consistency, synergy and seamless service from a service user perspective, and also cover the requirement for any provider to consider the option of 7 day working as part of the service offer.  
In order to encourage innovation and transformational ways of working, CC2H will not be procured using detailed service level specifications. Providers will, however, need to demonstrate how they will deliver the outcomes set out in the Outcomes Framework, and will also be required to work to the Core Working Principles which will form part of the overarching specification and contract. 
The Core Working Principles cover three key areas as follows:
	Domain 
	Core Working Principles 

	Approach to Service User Care

	All people using CC2H services, whether receiving treatment or support, will have a care or support plan that is linked to individual outcomes, and reviewed on a regular basis 
All providers will use the same Combined Predicative Modelling tool and this will assist GPs and other health and social care practitioners to work proactively with people to identify those at risk
To ensure that community and primary care services have direct, timely and responsive access to diagnostics in a community setting 
Ensuring all people are supported to achieve their maximum level of independent functioning; both physically and psychologically
Ensuring all people who may be at risk of a fall are assessed

	Approach to Service User Empowerment

	Providers delivering CC2H services will be required to empower their staff and the people who use their services
Service Users, potential Service Users, Carers and those with an interest in health and social care services are meaningfully engaged, consulted and included in any plans, changes, or service redesign
 All providers will work to educate people using their services in self-care, and empowerment
There will be a focus on improving education and training amongst care professionals, the public, and carers
Providers will be required to demonstrate their sign posting processes and the implementation of them.
Carers will be identified and supported from an early stage.  
Providers will be expected to promote the use of assistive technology for Carers and the cared for including the use of standalone technology.
There will be a bank of volunteers who will be recruited based on the right person for the right opportunity. There will be training and development for volunteers. Volunteers will not be out of pocket. 

	Ways of Working 
	Providers will ensure that services are accessed appropriately and will follow criteria where designed and stipulated
Providers will ensure all service user relevant records are securely available to all community and primary services where appropriate
Services will maximise the opportunities offered by the use of assistive technology to support independence, choice & control whilst reducing the reliance on health and social care interventions
Service user outcomes will be measured and reported by the providers on an individual basis. The chosen tool should be used across all service users receiving CC2H services for consistency
Providers will regularly discuss and assess service user knowledge, ability and confidence in managing their own health and healthcare, using Patient Activation Measures 
Providers will work closely with the service user’s GP surgery and any volunteers to become more involved, where necessary with mainstream services such as the local hospital or council.
Some health and social services will become available 7 days a week to support you fully after discharge.




Full details of the Core Working Principles can be found in Annex E. 
[bookmark: _Toc403387775]Operating Principles 
Alongside the core working principles, the CCG will develop a number of  more detailed operating principles, or “must do’s” into the overarching specification for Care Closer to Home. In keeping with the philosophy of commissioning for outcomes in order to deliver innovation, these will not be service specific, but will highlight key areas that we would expect the CC2H provider’s model to adhere to. 
The operating principles will be worked up in full ahead of the ITT being issued in February 2014. 


[bookmark: _Toc403387776]The Scope of CC2H 
CC2H home will eventually encompass a wide range of health and social care services which enable residents of NEE to receive treatment, care and support in their community closer to their homes rather than in an acute setting where ever it is possible.  Whilst its focus is on the frail and elderly, many of whom have multiple long term conditions, it will also provide services to those who have emerging needs in these areas. 
It is envisaged that the final scope of CC2H will include the following services and elective pathways in a fully integrated fashion, as set out in the diagram below: 

[bookmark: _Toc403387777]Implementing CC2H 
The implementation of CC2H is planned in two key stages, as part of the journey towards fully integrated and seamless mental and physical health and social care services. 
Stage 1: Initial Procurement - The initial CC2H procurement, due to be completed by June  2015 and mobilised by November 2015, includes:
Integrated, holistic community health & social care services for people with complex, multiple or emerging need; and 
A range of elective healthcare pathways that can be safely delivered in the community - and integrated with wider community services for the sub-set of patients that have needs spanning both

Stage 2: Future Procurements  – The second stage of CC2H is likely to  include a wider range of Physical and Mental Health and Social Care services, including IAPT, Mental Health, Diabetes and Neurology services when current contracts expire. 
The current scope of the initial procurement (Stage 1) is outlined in the table below. 

[bookmark: _Toc403387778]Rationale and Assurance for Inclusion or Exclusion within Stage 1 Procurement  
In order to ensure that there is robust evidence and a compelling case underpinning CC2H, a comprehensive business case process has been adopted to provide reasoning and rationalisation as to why individual services should be included within the first stage of the CC2H procurement, and recommend the best practice service models from which we expect providers to build and innovate.  
To provide assurance that the business cases are of sufficient quality and robustness to support their recommendations, a Quality Impact Assessment (QIA) panel - comprised of representatives from the CCG’s Quality, Contracting, Finance, Medicine’s Management and Programme Management Office (PMO) teams - has reviewed each business case and provided challenge a nd actions for improvement against four key domains:
Clinical Effectiveness
Patient Safety
Patient Experience
Finance 
Governance 
This is an iterative process to improve the overall quality and robustness of each business case, which will continue over the coming months until the CCG finalises the CC2H specification and issues the Invitation to Tender in February 2015. The current QIA status of each business case against the four domains outlined above is set out at Annex G.
All business cases corresponding to in scope services have been through CCG’s due governance processes, and have been discussed and agreed by the Transformation and Delivery Committee (TDC) (with supplementary sessions with TDC  and lay members) and Operational Executive Committee before final sign off at the November CCG board. 
[bookmark: _Toc403387779]Details of In Scope Services 
The table below includes further details of the services included within the first stage of CC2H procurement, along with the benefits and rationale for their inclusion: 
	Services 
	Summary of Service Scope
	Rationale and benefits for inclusion 

	Integrated Community Health and Social care Services

	Adult Continence and Urology Service
	Community services for:
Continence Clinics for conservative treatment of incontinence and assessment of bladder/bowel dysfunction, including Physical and psychological issues.
Urology Clinics for Prostate screening, assessment  and conservative treatment, TWOC clinics after urinary retention
Increased Training to health care professionals  for non-complex management
Product supply and management of pad related products using agreed formularies.
	Integral to holistic care for frail older people.

Benefits of the redesigned care model:
Psychological element to care now emphasised as part of holistic care. 
Addressing the cost pressure for continence pad products through capping the budget but managing through implementation of the pad formulary, increased training to other health professionals to use alternative methods (care homes) and consideration to a clinical threshold developed by the provider within clinical expertise. 
Trial without Catheter Clinics, aiming to move more activity from CHUFT to community. 

	Community Beds
	Redesigned care model as per Community Beds Business Case implemented August 2014:
Community based  Rapid Assessment Service primarily in the patient’s home
Rapid Assessment Unit at Clacton Hospital
Dedicated 15 bed step-up ward (15 beds) at Clacton Hospital 
Additional  step-up beds  at Harwich Hospital  
Rehabilitation ward at Clacton Hospital  

7 day, Nurse-led service with access to community consultant. Patient Transport based on need. Improved therapies on all wards to support discharge and independence.  
	Integral to an efficient community care service model, with wider system sustainability benefits.

Benefits of the redesigned care model:
More CC2H and acute admissions reduced 
Patients assessed and treated more promptly, mainly at home, 7 day service
Ability to support wider range of conditions supported by Multidisciplinary care
Enhanced therapy care supporting earlier discharge and improved dependency
Flexibility to respond to changes in demand.
Better value for money, making more effective use of resources and sustainable.



	Falls Prevention
	Community falls prevention including:
Exercise classes
Home/ Environment Assessments
Medication reviews
Vision Assessments
Fracture Liaison – working with both the community following risk stratification of those patients most at risk of osteoporosis and the Acute Provider, to pick up secondary prevention where patients have already suffered a fracture.
Primary prevention of falls – in liaison with Primary and other Community services (Core Working principle).
	Integral to holistic community care for frail older people.

Benefits of the redesigned care model:
7 day referral pathway and facilitate of timely referral to e.g. opticians, therapies, medication reviews.
Integrated information systems to support the co-ordination of patients who suffer a fall and to identify those patients who fall frequently (e.g. use of ambulance/ A&E/ community data).
Use of telehealth/ assistive technology to support those most at risk or at fear of suffering a fall.
Support to care homes that are the highest users of urgent care services.
Maximise use of the voluntary sector to support engagement opportunities and provide support for vulnerable patients.
Exploring and promoting any applicable alternative falls pathways that support reduced non elective admissions/ attendances to contribute to achievement of the 4 hour A&E standard.

	Integrated Community Nursing
	Includes general and specialist nursing services including:
District Nurse team
Community Matrons
COPD Specialist Nurses
Home Oxygen and support
Pulmonary rehab
Tissue Viability Nurses
Tissue Viability equipment budget
CIRC (Consultant in Residential Nursing Home)
Intermediate Care (Rapid Response Nurse)
ONPOS (dressing ordering system)
Domiciliary Phlebotomy
	Integral to holistic care for frail older people, and central to integration of all CC2H service lines.

Benefits of the redesigned care model:
More people being helped to be “happily independent” living at home
Pro-active case management to reduce complications and prevent increased acuity of long term conditions
Reduced demand for large, complex care packages
Reduced ACS condition admissions and shorter lengths of hospital stays
Reduced hospital acquired infections and associated costs
Integrated care aligned to and supporting primary care to reduce pressure
Simplified service with single point of contact
Patient and carer empowerment model

	Rapid Response Domiciliary Home Care
	Provides urgent community-based care including:
6 day home care support
Admissions avoidance domiciliary response within 4 hours
Admissions avoidance rapid discharge from A&E/ EAU and hospital wards
Provision of equipment to support the falls prevention service.

Demand has been high and is likely to continue in line with the ageing population and increasing focus on risk profiling. Demand could be increased by CC2H, rather than preventing subsequent cost pressures to the CCG.

	Integral to an efficient community care system, with wider system sustainability benefits.

Benefits of the redesigned care model:
Greater QIPP efficiencies to be gained out of the service, through this not being provided and viewed as a distinct service.
The Service has a number of dependencies existing service in CCTH e.g. the equipment provision for falls prevention, links with Rapid Assessment Service for supporting admission avoidance.
Potential for risk share/ gain share in terms of avoided admissions and attendances.

Final service value within CC2H dependant on BCF negotiations around Care Act funding, and will need to be confirmed subsequent to FBC.

	Stroke Rehabilitation
	An Integrated service across Health and the Voluntary Sector, that includes the following under a single contract:

Early supported discharge
Community hospital in-patient  
    stroke rehabilitation
Life after stroke service
Nursing and therapy health 
    services

To be brought together as part of the Care Closer to Home Bundle, requiring extending and novating Life After Stroke Services to CC2H contract.
	Strong clinical and outcome alignment with integrated community services.

Benefits of this integrated service have been realised in recent years, and the intention is to continue this into the CC2H contract. Additional benefits of this may include:
Greater opportunities for innovation and efficiencies in procuring as part of wider range of health and social care services.
Alignment to the other community services which the stroke pathway would have a number of interdependencies e.g. community nursing and reablement.
Life After Stroke services volunteer base would be maintained.


	Therapies
	An all age integrated therapy service to include:
Speech and Language Therapy
Physiotherapy (including Acupuncture and therapeutic Ultrasound )
Occupational Therapy
Dietetics (non diabetic)
Prosthetics[footnoteRef:28] [28:  Prosthetics is currently commissioned by Specialised Commissioning, so further clarity is required ] 

Orthotics
Osteopathy (at the discretion of the provider based on evidence of clinical outcomes)
Chiropractic (at the discretion of the provider based on evidence of clinical outcomes)
	Integral to community care services.

Benefits of the redesigned service model:
Bringing a range of providers into a single service. 
Patients triaged through a single point of access across therapies and MSK, with MDT for triaging.
Appropriately skilled staff will develop a care plan against outcome measures that demonstrate improvements. 
Links to adult and children’s social care pathways where appropriate and a seamless transition for young people into adult services, where necessary.
Robust Care planning including holistic horizon scanning with other services

	Carers Support services (Including breaks)
	The Service will commence from April 2017. The successful CCTH provider will be expected to develop the model in detail with the market and carers during the mobilisation period with the following aims:
 Work with the developing market to formulate a proposal for the Carers Hub to deliver the outcomes and objectives
Consult with Services users and carers to ensure that is as person centred as possible
In scope
Carers registered with a GP practice in North East Essex
Carers of any age
Unpaid carers
Information, advice and support
Delegated social care carers assessment
Facilitating payment of low level carers direct payment
Facilitating payment of opportunities fund
Emergency care plans and contingency arrangements
Developing "Carers Charter" with external agencies and provider who are in contact with carers 
	Essex County Council and North East Essex Clinical Commissioning Group recognise the immense contribution unpaid Carers make to society and the value, financial and otherwise, of the work they do in caring/supporting those who could not manage without their help and support to remain living in their own home in the local Community.
Benefits include 
Supporting those with caring responsibilities to identify themselves as carers at an early stage
Enabling those with caring responsibilities to fulfil their educational and employment potential.
Personalised support both for carers and those they support, enabling them to have both a family and community life.
Supporting carers to remain mentally and physically well 



	Elective Pathways delivered in the Community - Where patients require acute hospital-based services, onward referrals will be made.

	Audiology
	Community audiology services including:
Hearing assessments, hearing aid fitting, follow up and aftercare for patients over 50
Provision of batteries for hearing aids, and repair and replacement services for aids supplied by previous suppliers
Microsuction
	Elective activity that can be safely delivered in the community in a holistic and integrated way.

Benefits of the redesigned service model:
Microsuction moved out of acute setting into integrated community pathway
Service transformation to respond to increasing demand in line with demographic pressure

	Cardiology
	Community Cardiology Service encompassing:
Outpatient Cardiology – with no procedures or FUs Hospital ECHO service
Community ECHO service
Community ECG service
Community Heart Failure Team
Cardiac and Heart Failure Rehab Services
BNP Testing Service


	Elective activity that can be safely delivered in the community in a holistic and integrated way.

Benefits of the redesigned service model:
Outpatient activity with no procedures or follow-up requirements moved out of acute setting into integrated community pathway
Service transformation to respond to increasing demand in line with demographic pressure
Aligning related individual services working in isolation into a single service (including 24hr and 7 day ECGs and ECHOs and BNP testing) reducing duplication and fragmentation, and improving efficiency and patient experience

	Musculoskeletal (MSK) Services
	Community MSK services including:
Chronic pain management (including neuropathic pain)
Community MSK triage and treat Tier 2 service (Clinical Assessment Service; CAS) for routine orthopaedic referrals
Community Podiatry services  
	Elective activity that can be safely delivered in the community in a holistic and integrated way.

Benefits of the redesigned service model:
Introduction of a single point of referral for MSK and Therapies.
Reducing duplication and improving identification of patients with complex needs (revolving door scenarios) who would then be managed within an agreed care plan as part of a multi-specialty MDT approach.  
Potential to reduce orthopaedic referrals into secondary care by GPs referring via a single point of access rather than directly to the hospital  

	Ophthalmology
	Investigation of and/or treatment for eye conditions, including: 
Eye/eyelid lesions requiring minor surgery
Blurred vision
Watery / dry eyes
Floaters
Blephartis
Field defects
Dry AMD
Retinal lesions
Visual Perceptual Difficulties
Treatment and or management of appropriate long term ophthalmic conditions, specifically glaucoma
Low vision assessment providing advice, provision of visual aids and signposting to support organisations
	Elective activity that can be safely delivered in the community in a holistic and integrated way.

Benefits of the redesigned service model:
Relieving pressures within the hospital Ophthalmology services for 18 week pathway targets. 
Addressing the continuous rise in Ophthalmology referrals.
Alignment of a large number of individual contracts that have been commissioned over the years into one service and pathway.



[bookmark: _Toc403387780]Details of Excluded Services 
As highlighted in the section on implementation above, there are a number of services contained within the original CC2H strategy that will not form part of the first stage of the CC2H Procurement. These services are set out below, along with an overview of the supporting rational. 
Exclusions since the Outline Business Case: 
Further to the development of the Outline Business Case, additional analysis (including more detailed discussions with our current providers and the CCG’s clinical membership) and the outputs of the QIA process described in section 2.7.2, have indicated that the following services should be excluded from the scope of CC2H at this stage:   
Dermatology – Community Dermatology services are currently provided by DMC Healthcare, the contract for which is due to expire in March 2015. Several performance and quality issues have been raised, and the CCG is therefore looking to make improvements to the entire pathway.  Recent discussions with CHUFT around the elective elements of the Dermatology Pathway have suggested that there would be significant risks to the viability of the residual dermatology service if outpatients’ appointments were delivered by another provider under CC2H. Additionally, as this is intrinsically linked with the 2 Week Wait Cancer Pathway, it would not be clinically effective or safe for inclusion within the first stage of the CC2H Procurement. The CCG is currently considering other options for re-commissioning the Pathway, for example the development of a county wide model.

Carpal Tunnel – Carpal Tunnel services are currently provided by Tollgate Clinic and CHUFT. As a relatively small and standalone service, it does not lend itself to integration with other community or elective services included within CC2H.  Furthermore, it is not aligned to the primary CC2H population cohort of high risk, aging residents. The CCG has therefore considered that Carpal Tunnel is not a strategic fit for CC2H, and that a separate project could be implemented to achieve the potential savings associated with Carpal Tunnel within shorter timescales. 

Vasectomy – Vasectomy is a relatively low volume elective procedure that does not does not lend itself to integration with other community or elective services included within CC2H. Furthermore, it is not aligned to the primary CC2H population cohort of high risk, aging residents. The CCG has therefore considered that Vasectomy services are not a strategic fit for CC2H, and that a separate project could be implemented to achieve the potential savings associated with Vasectomy within shorter timescales.

Rheumatology - Rheumatology services are currently provided by CHUFT. Further analysis developed since the OBC has highlighted that the current service is not an outlier in terms of new referrals, follow up ratios, or conversion rates. Activity growth has remained consistent with demographic changes, and spend is relatively low compared to comparative areas.  Clinical concerns have been raised over the prescribing and administering of certain drugs (and in particular those that are only available to hospitals) in a community setting. Serving notice on the existing provider may destabilise the department to the point that it might no longer be able to offer a rheumatology service within the acute hospital, which would further fragment patient pathways.  

        First Appointments and Follow-ups associated with Clinical Procedures – In line with best practice clinical governance, discussions with our providers have highlighted that acute consultants are unlikely to carry out elective clinical procedures in an acute setting without seeing the patient for a consultation prior to the procedure, or conducting their follow up appointments following a procedure. The activity associated with first appointments and follow-ups linked to clinical procedures have therefore been excluded from the scope of the elective pathways within stage 1 of the CC2H procurement. 

Exclusions identified in the Outline Business Case
Further exclusions to the scope of CC2H , made before the Outline Business Case and therefore already considered by the CCG’s Governing Body include: 
Mental Health - Currently acute and community Mental Health services are jointly commissioned across the three north Essex CCGs. If NEE CCG put its share of community mental health services in to the CC2H procurement as outlined in the original Strategy, this would impact on the joint commissioning arrangements and has the potential to destabilise both those arrangements and the viability of the current provider, NEPFT. Due to the CAMHs procurement currently underway, any change as part of CC2H could potentially destabilise the offer to children. 
It is therefore proposed that mental health services are commissioned as part of CC2H in a later phase. This approach would require the remaining mental health contracts to be revised in line with CC2H over the next 18months (for example to align with key Core Working Principles and promote joint working) whilst a new mental health service model is developed in line with CCG partners across north Essex, and will enable the CAMHs service to be commissioned and developed safely.  During 2015, as the north Essex approach to commission mental services is established, a decision will then be made through TDC, operational executive and CCG Board as to whether NEE CCG commissions in partnership with the other CCGs.
Neurology - Due to the complexities of current neurology services, and dependencies with other services such as complex diagnostics, it has been recommended that a business case for a Neurology services procurement should be developed ahead of 2017/18. In the interim period the CCG continues to work with the East of England Strategic Networks and local provider to develop services in line with Best Practice recommendations and CC2H ethos.

Children’s Community services - CC2H excludes community services for the under 18s, except for Ophthalmology services (which are integrated adult and children’s services) and voluntary sector funding, as agreed by TDC. (TDC is still to consider how children’s therapy services may be affected by CC2H, and whether these should also be included, or if other mitigation is needed.) The current provider of community services, ACE, also provides children’s community services plus the Minor Injuries Units at Clacton and Harwich Hospitals, and a range of other services such as 3 APMS general practices and health and wellbeing services. 

[bookmark: _Toc401233783][bookmark: _Toc403387781]Constraints and dependencies 
Whilst the implementation of CC2H will deliver more seamless and integrated services, in particular for older people with multiple needs, it is inevitable that there will be a number of dependencies with other parts of the health and social care system. This section sets out the key dependencies between CC2H and other parts of the system, by considering:
Dependencies with other clinical services 
Dependencies with non-clinical services 
Dependencies with our partner organisations strategies and initiatives
Dependencies with wider CCG strategies and initiatives 

[bookmark: _Toc403387782]Dependencies with Clinical Services 
A number of dependencies have been identified between CC2H and other clinical services / providers: 
Outpatient appointments associated with Clinical Procedures in CHUFT and Ramsey Health 
As set out in the section above on exclusions to scope, we have highlighted the dependency between first and follow up appointments and in-patient procedures. Our reduction to the scope of the procurement should go some way to mitigate against these dependencies and ensure that patient journeys are not fragmented. Some hand offs are however inevitable, and the CC2H providers ability to manage and minimise these and ensure integrated pathways will be tested during the procurement. 
Ambulance Services
 As set out in section 2.4.5, there is close alignment between CC2H and the CCG’s Urgent Care Strategy. The Ambulance Service will therefore need to understand the new CC2H model, and how CC2H services can best utilised to avoid unnecessary hospital admissions.  
Primary Care
The development of primary care is central to the success of CC2H.  The CCG is working with NHS England and GP Primary Choice to develop a co-commissioning approach, and to ensure synergies and developments are linked with CC2H services. NHS England recently published its strategy for Transforming Primary Care in Essex. As outlined above in relation to sustainability of community care, increasing life expectancy, a rise in long-term conditions and rising patient expectations are also placing pressure on primary care, and rendering the current model unsustainable. Additionally, the primary care workforce is ageing and is under increasing pressure. The strategy outlines a new model of care in which Primary Care will work as ‘hubs’ covering a suggested minimum population of 20,000 patients. Each hub will deliver integrated services, reducing the need for patients to attend A & E inappropriately. It envisages a significant shift in resource from the acute sector into primary care. GPs will still retain personal lists but will care for the vulnerable and at–risk groups in new ways, making best use of the expertise that exists within the defined ‘hub’. New ways of delivering services for those not able to engage with the traditional model of primary care will be developed. Nursing will evolve to establish a new role of General Nurse Practitioner to take on additional functions from GPs. Pharmacists and Optometrists will play a significant role in the community from the High Street. Local primary care networks will be established within each locality to facilitate integrated working. Aligning CC2H community resources to primary care hubs will support the realisation of the new vision for primary care, and improve integration between community health and social care services and primary care services. 
Mental Health Services 
In the first phase of the CC2H model, the contract provider will be expected to form a working relationship with the current IAPT provider, Hertfordshire Partnership Foundation University Trust (HPFT) and NEPFT, to ensure that extensive psychological support is offered to patients and their carers within physical care pathways. Within the current IAPT contract, there is a specific service specification for Long Term Conditions and the possible formats of this service are currently being explored. Depending on the level of need of psychological support within a pathway, IAPT intervention may be in one of three forms:
i) training of healthcare professionals to recognise symptoms of mild/moderate anxiety and depression with advice on self-management and appropriate signposting to IAPT services where necessary;
ii) an IAPT practitioner sat within physical health services to work with patients with particular needs;
iii) full psychology services to support patients with more complex needs such as in the pain management clinic.
There is an expectation that the CC2H contract provider will ensure that community physical care services will gradually integrate with existing mental health services so that a seamless journey for the patient develops, while the long term plans for mental health evolve.  
2015/16 contract negotiations with other providers, including mental health providers will include focus on elements of the Core Working Principles that need to be embedded in those organisations to ensure integrated and seamless care. For example, mental health services should also be supporting Service User empowerment and participating in MDT meetings.
It is expected that CC2H services will maximise and maintain awareness amongst their staff on mental health issues including dementia, so that staff will recognise early symptoms and either encourage people to see their GP or to self-refer to IAPT. Staff should also be aware how to refer people into Mental Health Services in a crisis.
[bookmark: _Toc403387783]Dependencies with Non-Clinical Services 
Estates 
The CCG recognises that the Lead Provider(s) will not be required to use the existing estate for the provision of Services, and that the successful delivery of ‘CC2H’ will mean changes in the way that the existing estate is utilised.  This could create a significant risk to the local economics and therefore the CCG will seek to ensure that estates utilisation is optimised in order to avoid paying for empty or void space that cannot be disposed of. 
NHSPS’s Estates strategy is still evolving and is dependent on service strategy. Therefore, there will be a requirement for close collaboration between the CCG, NHSPS, the Lead Provider(s) and other stakeholders on the future approach and the process and plan for use of estate on a regular basis throughout the life of the Contract. 
Bidders would need to include in their bids how utilisation of NHSPS Estate will be optimised, and this will be tested at the ITT stage of the procurement.


Patient Transport Services
Non-Emergency Patient Transport Services (PTS) are commissioned by NEE CCG. This is the service offered to help people get to healthcare appointments within community and hospital care providers.  It does not include urgent or life-threatening ambulance journeys.
NEE CCG will be re-commissioning PTS services with a new contract starting April 1st 2016. During the mobilisation period for the new transport provider, they will be expected to involve the CC2H service provider/s in their plans.  
CC2H is in part about moving people’s appointments from hospital settings closer to their homes in the community. This changes the provision of historic transport arrangements through a wider range of delivery points in which people receive their care. Commissioners expect PTS and CC2H providers being very much “partners” in the pursuit of each other’s outcomes. 
A future PTS provider shall be required to work collaboratively with the Provider of CC2H. This is so:
The location of sites used within CCTH are not developed in isolation. Both PTS and CCTH providers will ensure transport planning meets the demand within CCTH in the future;
Reliable communication channels can be put in place to ensure patients using both services have an excellent experience ;
To work together in managing demand such as following correct eligibility requirements;
Joint innovation can occur so patients within the CCTH system are attending their appointments quickly and efficiently as possible.
The timeline for each procurement should allow NEE CCG to facilitate early discussions between providers and development of integrated services. The contractual requirements will need to be aligned and reflect the integrated and co-ordinated service patients expect.
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Adult Social Care Operations 
Integrated care is the essence of CC2H.  As such, alignment between CC2H and the reshaping of ECC Adult Social Care (ASC) operations will be required to maximise efficiency and integration in health and social care assessment and service planning. The ASC service is being redesigned between September 2014 and April 2015. This timeframe will allow the CC2H Provider, during service mobilisation phase, to develop integrated working models with the new Adult Social Care team. The following aspects of the plans are of particular relevance to CC2H:
Aligning locality and team levels with health structures i.e. Clinical Commissioning Groups and GP practice clusters – 4 localities across Essex, one being co-terminous with NEE CCG
Component business model with locality by default (with some centralised functions) 
Well-designed front door  with centralised customer function 
Supports Social Care Case Management with one named worker per customer
Provision of appropriate 7 day service
Moving to a fully qualified workforce with the appropriate skills mix, including Occupational Therapists’ key role within the service. 
Public Health
The focus on prevention in the NHS Five Year Forward View and our local strategies creates a critical alignment between CC2H and public health services renewed imperative for fully engagement. The CCG is discussing alignment with public health services, including the possibility of aligning contractual requirements between CC2H and public health contracts such that there is an expectation that the providers will work together and make appropriate cross-referrals. CC2H providers need to understand what lifestyle and other support services are available for patients and how to access them and make referrals. 
Re-ablement
ECC is proceeding with a countywide re-ablement service re-procurement in 5 lots to the following timetable, which is broadly aligned to the CC2H procurement timeframe:
	Activity
	

	Tender process begins; PQQ issued
	January 2015

	Locality specifications completed and collaboration agreements
	February/March 2015

	ITT issued
	April 2015

	Preferred provider selected
	July 2015

	Contract awarded
	August 2015

	Contract commences
	1 November 2015



ECC have recognised that there is a strong desire for these services to be embedded within new commissioning approaches locally.  As such, ECC have advised of the intention to include a provision in the procurement documentation that allows the Council to novate the contract to a CCG or lead provider in the future.  This will be achieved by issuing 5 separate contract lots in January 2015 for a period of 3 years with the potential to extend for up to a further 2 years at partners’ discretion. There are considerable links between Intermediate Care, Rapid Response services and Reablement, and additionally potential workforce efficiencies across therapies. In order to maximise efficiencies and service-level integration between these services, it is the intention to pursue the option for novation with ECC, and timely negotiations will be required to meet the requirements for novation with the lead provider for CC2H once they are known.
ECC has completed a consultation and engagement exercise across Essex in respect of the tendering of reablement services[footnoteRef:29]. The main findings were as follows: [29:  Institute of Public Care (2014) Essex County Council and Essex Clinical Commissioning Groups Reablement Engagement Project] 

Procurement Strategy - the need for 5 CCG locality based exercises with a core specification and local developments to reflect local conditions. 
Eligibility and Assessment - the need for a common assessment deliverable by a range of professionals. Criteria should be broadened to include some levels of dementia.
Levels of Intervention - There should be a more layered approach to provision with different tiers, and an emphasis on community referral wherever possible to achieve earlier intervention. In this GPs have a crucial role.
Structure and links to other services - services need to be multidisciplinary and integrated, with very good links to other provision and follow up care.
Based on engagement across Essex, the IPC reablement report highlighted the following concerning links to other service provision:
The building of integrated multidisciplinary teams will require good leadership, clarity about operating model and sufficient training to ensure that task could be shared across disciplines more effectively. 
The team and the consortium of agencies providing services will need to be ‘outward facing’ and in good contact with other providers in order to deliver the aspiration to enhance the proportion of community referral.
Better liaison with District Councils and housing providers is needed in the new operating model, including maximising benefit from telecare services.
Clear messages are needed to providers that one provider was not going to be able to deliver the services required and that collaboration, partnerships and subcontracting are anticipated.
Assessment and referral processes should be simplified and duplication minimised.
[bookmark: _Toc403387785]Dependencies with other CCG Programmes and Initiatives  
CC2H sits alongside a number of wider CCG programmes and initiatives that together will transform care for our residents and enable us to achieve sustainability within the health and social care economy.
This section highlights the key dependencies between CC2H and other CCG programmes which will need to be considered to ensure that the system works effectively in the future to achieve the CCG’s objectives: 
End of Life Strategy 
CC2H aligns with and must actively support a number of the key actions in the End of Life care Commissioning Strategy, as outlined in the table below: 

	EoL Scheme
	Level of Dependency
	Description of Dependency

	End of life register and advanced care planning
	High
	The electronic end of life care information system records the end of life preferences for patients who are nearing the end of life. GPs and specialist nurses will work with patients and their families to determine these preferences and gain consent to add this information to the care register.  The use of advance care planning ensures that these decisions and any needs identified are then shared appropriately to help coordinate and provide the best care possible throughout the patients journey. 

	Singlepoint
	
	A clinically led service made up of specialist palliative care nurses and community general nurses with knowledge and skills in palliative care who are able to expertly triage patients, offering advice and support when appropriate and plan individual care packages, including access to equipment. Administrative support will be crucial to the efficient running of the service. The centre will maintain the electronic End of Life Care Register.  Health Care Professionals, patients and carers are able to directly access this service. Community and primary care clinicians are expected to work jointly with singlepoint provider to ensure smooth transition pathways through the patients care needs.


	IAPT
	
	Psychological support encompasses general emotional support and empowerment as well as specialist psychological care. Specific psychological needs are more likely to require psychological interventions beyond the general emotional support that most people will need. Psychological interventions may include, but are not limited to, cognitive behaviour therapy, social skills training, work with phobias and confidence issues, and medication to ease psychological distress, including anxiety and depression.


	Fast track CHC
	
	Appropriate training and understanding across primary and community care on appropriate access and use of fast track CHC funding.

	EoL Care
	
	Community nursing - Qualified district nurses - ‘specialist community practitioners in home nursing' - will have an appropriate level of education in palliative care. Social workers, occupational therapists, physiotherapists and other therapists will also have skills in palliative care.




Urgent Care 
CC2H aligns with, and must actively support, a number of the 13 key actions within the CCG’s Urgent Care Strategy:
	Urgent Care Scheme
	Level of Dependency 
	Description of Dependency

	Reablement and Intermediate Care
	High
	The pressures on Reablement and Intermediate Care services in North East Essex is expected to rise with the increased focus on patients being cared for closer to home rather than being treated in an Acute setting. There is also increased pressure on hospital beds which require earlier discharge of patients, meaning more complex patients needing to be treated in the Community. CC2H needs to be commissioned in such a way that recognises that patients require different levels of Intermediate Care (of which Reablement is a part), that facilitates seamless transfers for patients who may require different intensities of care, that reduces duplication and lack of clarity in the system.

	7 Day Working 
	High
	The UC Strategy aims to increase the level of discharges from the acute sector over the weekend by implementing the 10 clinical standards developed by NHS England. Community providers including CC2H services are key to ensuring that services are there to support patients that are discharged at weekends and to prevent avoidable admissions to hospital. Social Services are very much a key player in this work with health and social care coming together to form more joined up services over 7 days. Social services will need to work with health services including CC2H on contracting differently with care agencies to change the market and how patients access services.

	Patient Care Planning and Case Management
	High
	CC2H services must actively support GPs through proactively case managing vulnerable patients (both those with physical and mental health conditions) through developing, sharing and regularly reviewing personalised care plans, including identifying a named accountable GP and care coordinator. This includes current requirements for patients aged over 75 to have a named GP and care plan in place, however there is a need to use this as a stepping stone to achieving care plans and care records for all vulnerable patients in the future. Care planning is a key aspect of the CC2H Core Working Principles.

	Risk Profiling
	Medium
	A small number of patients account for a large proportion of emergency admissions to hospital. The Combined Predictive Model (CPM) assists GPs in identifying patients at risk of an emergency admission within the next 12 months based on their previous healthcare service activity. The sub-contract for the risk profile tool will be held by the CC2H provider. The CCG’s expectation is that all GP practices will use the risk stratification information and undertake a multidisciplinary approach to managing patients’ conditions, and that CC2H will actively support this through care planning as described above.

	Primary Care
	Medium
	Changes to primary care to create improved access to urgent care will need to be supported by CC2H services, reducing duplication with and pressure on primary care support of long term and non-urgent conditions. Improving communication between primary and community health and social care services, and ease of referral, should also ease pressures on primary care.

	Self-care
	Medium
	Self-care and prevention strategies for patients and carers are key elements both Urgent care and CC2H strategies. This has the potential to impact significantly on the need for urgent and reactive care. Similarly, the evidence that anticipatory care in long term conditions reduces hospital admissions is substantial. Research has shown that supporting self-care can improve health outcomes and increase patient satisfaction resulting in reduction in length of stay in hospital, better medicines management, a reduction in A&E visits and a reduction in hospital admissions. The system will need to work together, including pharmacies, dental and optometry, along with general practice.


	Primary Care Support into Care Homes
	Low
	This will provide a dedicated service to improve primary care access to care homes that will provide a standardised approach across North East Essex for care home residents. The service will take a proactive case management approach with the aim of preventing crisis but reacting quickly when crisis happens, through engaging with other community services to support the resident to stay within the care home wherever possible and appropriate. Many of these community services will be provided through CC2H.

	Patient Care Records and Data Sharing within the Health and Social Care System
	Low
	This project will benefit patients using all sectors of the care system, and needs to include the CC2H service providers in due course.



An Urgent Care Needs Assessment in 2011 identified several demographic and geographic population groups where urgent care demand outstrips probable need, and which CC2H could address through delivering community support for the urgent care strategy, through focusing on avoiding activity through targeted intervention. Further information is attached at Annex H.
Workforce Planning
In planning to implement a transformational shift to how health services are provided to the population of North East Essex it is important that Commissioners and potential future providers understand the current workforce picture in Essex.
This years’ workforce planning process has involved discussions with Providers and a review of Commissioners’ workforce plans and a significant amount of senior stakeholder input from leaders across the system to arrive at a set of agreed investment priorities in the light of the current intelligence on the available workforce in Essex. This process has revealed that there is limited correlation between the workforce planning figures and commissioning plans in general to deliver 5 year strategic priorities across Essex. The plans and workforce number forecasts together with the reducing level of education commissions do not address the potential supply and demand issues especially around Adult nursing and the quality agenda, or reflect Commissioners’ intentions around the community services agenda, including CC2H.
Implementation of the CC2H transformation agenda requires an understanding of the existing workforce and the future workforce supply both in terms of numbers and the education and training requirements to resource a new model of delivery of care across a number of traditional providers which relies on new ways of working. There are a number of key issues identified across the system that may impact on the future workforce supply for CC2H:
Current Commissioning Arrangements – The complexity and number of contracts and current commissioning practices are a hindrance to new ways of working across organisational boundaries and across pathways.  The uncertainty of future activity and short duration of contracts has meant the workforce plans are short term and largely flat or reducing.  Despite this there are some good examples of new roles and developing advanced practitioners in the community working in multidisciplinary teams.  
Competition between providers for experienced staff – This includes loss of highly trained community staff to Primary Care, which does not facilitate the establishment of MDTs across community and Primary Care..  Development of multi skilled workers, career pathways and advanced practitioners is a priority to support working in multidisciplinary teams.  
Flat Workforce Projections – The numbers do not reflect the shift to Community provision, however this is a factor of the need to make savings within contacts and the only way to achieve this is through staffing costs.
Placement Capacity – This can be an issue in Community Providers although they remain committed to developing their own staff as this is better in terms of long term retention.   More flexible models of training across providers are required.
Developing new roles – Thinking around new roles, and training to support them, is needed, especially around advanced practitioners and generic Band 1-4 roles. Consistency in the development of these roles is needed to avoid confusion, with rotational placements across providers to prepare staff to work in new ways.
Information Governance, Data Sharing & Information Technology
A number of IT and data issues will need to be taken account of in implementation of the CC2H service. These include:
The SystmOne national contract expiring in 2016. Across the economy this affects both primary acre and community care (ACE) patient records. There will be a need to ensure that IT planning includes plans for managing Systm1 expiry. Historically, service-level integration and record sharing has been hindered by different Susym1 modules not being universally accessible across providers.
The multiplicity of Primary Care IT systems in use across NEE and the lack of inter-operability present an ongoing challenge to data sharing. The CCG may need to decide if a preferred system should be mandated.
Essex County Council and the 5 aligned Essex CCGs are developing an Essex-wide approach to data sharing under the Health & Wellbeing Board.
Pro-active identification of individuals that would benefit from holistic health and wellbeing assessment and care planning through the use of risk stratification is an element of the Core Working Principles and will be expected to drive service delivery. As noted above, NEE CCG has procured a Risk Stratification tool from HSCIC. This is a bespoke tool that has been calibrated with data from the NEE population. There is an expectation that the CC2H provider will, at least initially, use this tool to pro-actively identify individuals.
The CCG IG lead has advised that patients need to be advised of the use of data for risk profiling and be able to opt out. Consultation with patients and the public on CC2H offers an opportunity to test how this should discussed with patients.
Map of Key Interdependencies 
The figure below illustrates the interdependencies of individual specialities and services in the CC2H bundle with each other and with key enabling and integrated services such as equipment, patient transport (PTS) and intermediate care / re-ablement.




[bookmark: _Toc403387786]Key Risks and Issues arising from Dependencies
	Risk / Issues
	Description
	Mitigation

	Information Sharing
	Requires a wider agreement than just within the CC2H bundles of service
	Link into other initiatives :
SRG / NESTA 100 Days
ECC Information Sharing Group
Discuss as part of contract negotiations 2015/16

	Social Care
alignment
	Re-ablement
Maximising efficiencies and integration between reablement and CC2H services, especially Intermediate Care will be challenging, as most planning so far has been predicated on jointly procuring these two services.

ASC Operations
Alignment with the reshaping of ECC ASC operations will be required to maximise efficiency and integration in assessment and service planning.


	CCG contracts team will work with ECC to agree a collaboration agreement.

Re-ablement
G. Hartley attending ECC Re-ablement meetings to ensure alignment between Intermediate Care and Rapid Response services procured through CC2H and re-ablement.

Contracts team linking with ECC Legal team around s75, Associate Commissioner status for CC2H and arrangements for re-ablement novation into CC2H.

ASC Operations
CCG working with ECC ICDs and Director of Operations to ensure alignment in planning.

Mobilisation will need to include CC2H provider agreeing integrated working models with the new ASC team.


	Dependencies between elective pathways 
	The inclusion of elective pathways in CC2H may cause breaks between inpatient and outpatient appointments. 

Regarding inpatient appointments, Secondary Care consultants are unlikely to carry out procedures unless they see patients for a first appointment and also carry out their own follow ups.  This means that some outpatient activity will need to remain within an acute setting, and the CCG risks having capacity in both providers (and potentially paying twice) 
	Regular, ongoing meetings with CHUFT and Ramsay regarding the scope, in order to fully understand what aspects of elective activity can and cannot safely be included within CC2H.

This has resulted in a reduction in elective activity that is within the proposed scope of CC2H, thus reducing this risk. 


 



	Residual Service Risks 
	The inclusion of certain services within CC2H may mean that residual elements are no longer viable within their current provider organisations. 
	Regular, ongoing meetings with CHUFT and Ramsay regarding residual service risks. 

This has resulted in changes to scope since the development of the OBC (for example in areas such as Dermatology and Rheumatology). 

The situation regarding residual services in ACE will be monitored and discussed at regular Exec-Exec meetings, as well as more detailed contract management meetings. The requirement to re-procure the ACE contract ahead of March 2016 reduces the level of risk specifically associated with the CC2H project. 


	Workforce Readiness
	Workforce Supply and Sustainability
Adult nursing commissions have not been increased early enough to help meet system-wide staffing requirements through a ‘grow your own’ culture.  There is a supply shortfall that will get worse during 2015/16 and only start to improve slowly until 2018. 

Recruitment and retention issues across Nursing, and the ageing Medical Workforce compound the problem. The majority of provider workforce plans show a flat position after March 2016, this highlights the challenges faced for planning over the longer term. 

Primary Care workforce plans show an ageing GP population and significant levels of retirements together with hard to recruit to areas.   This will put at risk the development of 7 day services and a reduction in GPs could impact on demand for unplanned and Emergency care, and the system’s ability to meet the aspirations of CC2H.  A lack of GPs could destabilise plans for multidisciplinary teams in Primary Care and single point of access. The transformational narrative and intended outcomes and consequent the impact on the workforce is not identified in workforce numbers and plans.

Change Management
A lead provider model will rely on coordination of a number of providers, which presents a risk to delivery of a seamless service to the patient or service user. Staff may be working on different terms and conditions and may be undertaking a broader range of duties than in the past.  Setting up multidisciplinary teams does not necessarily mean they will work in a multidisciplinary way.

Mobilisation Delay
Delays in appointing sub-contractors could lead to a destabilisation of the Provider workforce. Depending on the employment model the lead provider has there could be significant TUPE implications.
	Service redesign within existing budget constraints, such as through CC2H, is in itself necessary, although not sufficient, to address workforce issues. 
Workforce Planning
Continued CCG participation in system-wide workforce development is crucial.
Workforce Sustainability
The lead provider would need to be able to demonstrate how they will ensure the future supply and development of the workforce and be contractually obliged to participate in the process for education and development of the future workforce working closely with HEE.  This could be explored through the ITT process.
Change Management
Organisational Development work will need to start with the lead provider and sub-contractors at a very early stage if seamless integrated care is to be delivered.  Successful CC2H implementation will need resource invested in the cultural change needed for truly integrated working across organisational boundaries.  This will require a change management programme to equip staff to work in multi-disciplinary teams reporting to professionals who may not be employed by the same organisation. An education programme will be required for staff so that they understand the scope of their role, the links with other providers and foster a mutual respect for staff coming from different organisational backgrounds.  This will be explored through the ITT process.

Mobilisation
Legal advice on TUPE needs to be sought at an early stage, and the mobilisation period needs to be sufficient to allow consultation and implementation. With a potential for multiple providers there will need to be clear responsibility and accountability for workforce planning by the lead provider built into contract agreements. A clear workforce and resourcing plan will form part of the due diligence process.   


	Working with providers not commissioned by NEE CCG 
	In order to be successful, CC2H will need to work in an effective and joined up way with other providers across the health and social care economy. Where these are not currently commissioned by NEE CCG (for example Primary Care services) there is a risk that the CCG has less control over ensuring effective partnership working. 
	The lead provider’s ability to develop relationships and work in partnership with other providers will be tested through the ITT process. 

The CCG will continue to engage with its member practices, and NHS England, to ensure that they work in partnership with the CC2H provider.  

Essex County Council are represented on the CC2H project group and Care Around the Person Programme Board. The CCG will engage with ECC to ensure that providers commissioned by ECC, including      re-balement, are working effectively in partnership with the CC2H provider.  


	


[bookmark: _Toc401006259][bookmark: _Toc401233784][bookmark: _Toc403387787]The Quality Case 
[bookmark: _Toc403387788]Introduction and Key Point Summary 
The quality case sets out how CC2H will deliver high quality and clinically effective services to patients, service users, and carers, including effective safeguarding of vulnerable adults.
	Summary and Key Points:

The approach outlined in this FBC will deliver improvements in all areas of quality outlined in High quality Care for All: NHS Next Stage Review

The procurement of CC2H will focus on identifying the providers who can provide the best quality care within the funding available. Contract mechanisms will incentivise and reward delivery of high quality care, and the achievement of improvements in patient outcomes.

The approach to commissioning integrated community CC2H seeks to be innovative, and also add to the knowledge base through a thorough evaluation

Risks relating to the quality and safety of services as a result of CC2H have been identified and are being managed effectively





[bookmark: _Toc401233785][bookmark: _Toc403387789]NE Essex CCG’s Approach to Clinical Quality 
High Quality Care for All: NHS Next Stage Review[footnoteRef:30] (2008) defined high quality care as care which: [30:  https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/228836/7432.pdf ] 

Helps people to stay healthy
Empowers service users, patients, and carers 
Provides the most effective treatments
Keeps patients as safe as possible
Promotes innovation
This section outlines how CC2H will address each of the areas that define high quality care.
Under current systems, the approach to, measurement and delivery of quality in health and social care is not fully integrated and could be more clearly aligned. Work to ensure the safeguarding of vulnerable adults is more integrated between sectors, but CC2H and the links with aspects of social care present an opportunity to address other areas of quality alignment.
[bookmark: _Toc403387790]Helping people to stay healthy 
The CC2H model will:  
Focus on preventing ill health and complications of long term conditions, including through supporting earlier diagnosis and preventative actions such as flu vaccination
Take a holistic approach to care, ensuring that “Every Contact Counts”, that service users are given lifestyle advice on smoking, excessive drinking, diet and exercise, and that appropriate referrals to lifestyle support are made.
Take a ‘pathway’ approach to care, seeking to prevent conditions worsening and avoiding complications
Ensure that people have convenient access to services close to home, in order to help them easily get the support they need to stay healthy
Take account of inequalities in health and wellbeing, offering person-centred care
Develop and maintain strong links with primary care, facilitating access to support for patients who use primary care as their first port of call, and supporting GPs and nurses to easily make the right referral at the right time
Promote the health and wellbeing of employees and volunteers
[bookmark: _Toc403387791]Empowering patients
CC2H will empower patients  to develop the knowledge, skills and confidence to take control of their own care, working in partnership with health and social care professionals as active partners in planning and managing their own care. Every person with a long-term illness or disability will have a personalised care plan suited to their needs. They will have been involved and instrumental in the development of that plan, to ensure that it reflects their personal circumstances, needs, choices and aspirations for improving their health. CC2H aims to provide a health and social care professional workforce that is appropriately skilled to support and promote self-care and self-management.[footnoteRef:31]  [31:  Reference: NHS England (2013) Transforming participation in health and care. 
] 

The NHS Patient Experience Framework (2011) sets out a working definition of patient experience to guide the measurement of patient experience across the NHS. This framework outlines those elements which are critical to the patients’ experience of NHS Services. Using this framework should ensure that the CCG meets its Equality Act (2010) requirement to take account of its Public Sector Equality Duty including eliminating discrimination, harassment and victimisation, promoting equality and fostering good relations between people. 
The CC2H Strategy addresses each element of the Framework in the following ways:
Respect for patient-centred values, preferences, and expressed needs: Patient-centred care is at the heart of commissioning CC2H through the use of patient goal-setting and outcome measures to shape not just care planning for individuals, but also at an aggregate level to allow measurement of impact and outcomes linked to contractual payments. 

Coordination and integration of care: The Core Working Principles of CC2H provides that where possible, single/joint assessment across the health and social care involving carers & service users should take place so that their story is told once. All people using CC2H services receiving treatment/support will have a care plan which will be implemented according to the needs of the service user, in a timely manner and mutually agreed

Information, communication, and education: Patients and carers will be partners in care planning and delivery, requiring full and open communication between themselves and professionals.  Supporting autonomy, empowerment and self-care is a key element of the Core Working Principles for CC2H

Physical comfort: Holistic care will include pain management, and help with activities of daily living, in clean and comfortable surroundings

Emotional support: Parity of esteem of mental and physical health is an important component of CC2H, with services being required to have due consideration to identifying and supporting patients and carers to alleviate fear and anxiety about such issues as clinical status and prognosis, but also the impact of illness on patients, their families and their finances.

 Welcoming the involvement of family and friends: The CCG recognises the importance of family and other carers in a patient’s journey. Carer involvement and support is enshrined in the Core Working Principles for CC2H and will be a key element of the CC2H service specification.

Transition and continuity: This includes information that will help patients care for themselves away from a clinical setting, as well as coordination, planning, and support to ease transitions between services. CC2H is designed to integrate a wide variety of health and social care services, which should ease for patients and carers the transition between services and settings.

Access to care: Core Working Principles state that providers will ensure that services are accessed appropriately and will follow criteria where designed and stipulated. Access routes will be flexible and will accommodate service users with potential increased access difficulties, such as mental health problems, Learning Disabilities and Dementia. Adjustments will be made where necessary to allow easy access routes with considerations for Equality and Diversity throughout.
[bookmark: _Toc403387792]Providing the most effective treatments
In addition to the development of the core working principles, in order to ensure that the new ways of working are implemented and that CC2H providers provide good quality services, a Care Quality Assessment Framework (CQAF - see Annex I) has been developed.  
The core working principles will be embedded into the tool once finalised and providers will be required to demonstrate that they are delivering quality services.  The CQAF will be applied annually and the tool involves service user, carer and stakeholder feedback, the tool provides a quality rating and it is anticipated that providers will be also paid according the quality rating they achieve.
This will ensure that CC2H services: 
Are clinically effective – by taking account of local and national guidance e.g. NICE guidance and evidence-based best practice; making appropriate use of technology where this offers the best quality of care; and  focusing on maximising clinical outcomes for patients, and the outcomes that matter to patients themselves

Provide patients with a positive experience of care 

Are safe – by treating and caring for people in a safe environment and protecting them from avoidable harm

Are responsive  - by commissioning high quality care which is responsive to the needs of the patients

Have the right organisational culture and leadership 
Clinical effectiveness can be measured with regard to both the clinical outcomes and patient-reported outcomes. CC2H providers will be expected to use validated assessment tools specific to the services delivered to measure effectiveness from both viewpoints.  
[bookmark: _Toc403387793]Keeping patients as safe as possible
[bookmark: _Toc401233788]Continuously improving patient safety should be at the top of the healthcare agenda for the 21st century. There should be zero tolerance to avoidable harm in healthcare. 
Following the Mid Staffordshire NHS Foundation Trust Public Inquiry (2013), the National Advisory Group on the Safety of Patients in England recommended in A Promise to Learn – ‘a commitment to act: Improving the Safety of Patients in England (2013) that the NHS should ‘place the quality of patient care, especially patient safety, above all other aims’. 

The CCG will work with CC2H services to ensure that they meet the expectations and recommendations of the National Advisory Group, and that the CC2H provider(s) deliver safe care to patients through an organisational culture of learning that will:  
Place the quality of patient care, especially patient safety, above all other aims
Engage, empower, and hear patients and carers throughout the entire system and at all times
Foster whole-heartedly the growth and development of all staff, improving their ability and supporting to improvements of organisational systems and processes
Embrace transparency unequivocally and everywhere, in the service of accountability, trust, and the growth of knowledge.

As a result, CC2H services will:  

Maintain a low rate of Healthcare Associated Infections (HCAIs)
Comply with, and go beyond, Care Quality Commission’s Essential Standards of Quality & Safety  
Safeguard children and vulnerable adults and protect them from harm and abuse.
Maximise reporting of, and learning from, incidents and Serious Incidents 
Place a premium on safety and continuously learn from best practice in care
[bookmark: _Toc403387794]Innovation 
The CCG has a legal duty to promote innovation. The NHS innovation policy was set out in Innovation Health and Wealth, which defines innovation as “an idea, service or product, new to the NHS or applied in a way that is new to the NHS, which significantly improves the quality of health and care wherever it is applied”
There are three important stages in the innovation process:
Invention
Adoption (pilot)
Diffusion (do)
CC2H encompasses all three of these aspects of innovation as follows:
Invention – The CCG has recognised that adopting a broader approach to commissioning and contracting can deliver tangible benefits to patients. This is evident in the CCG’s co-commissioning arrangement with St Helena Hospice, which delivers pathway and financial benefits. CC2H also seeks to take the CCG beyond historical approaches to contracting in the NHS by encouraging a Prime Contractor or Integrator model. In contracting for outcomes, and explicitly linking quality of care to contract payments, CC2H is

Adoption (pilot) – The CC2H strategy envisaged a seamless integration between physical health, mental health and social care services. More detailed analysis and evolution of national and local strategies has meant that this original vision has had to be modified to something less ambitious but more feasible. This does however allows piloting of approaches to integration across traditionally separate sectors. Future phases on CC2H will learn from and build upon the experience gained from this first step into integrated commissioning, for example ring-fencing a proportion of the contract for voluntary sector services.

Diffusion (do) – The CC2H Core Working Principles are based to a large extent on the successful Virtual Ward model piloted in Clacton. Evaluation of this pilot found it delivered high levels of patient satisfaction with care alongside high quality integrated care, improving communication between health and social care teams, and facilitating earlier intervention. CC2H providers will be expected to adopt this way of working for the benefit of patients.
In CC2H, NEE CCG is also seeking to build on smaller scale contracting for outcomes and risk/gain share arrangements, as seen in the recently awarded Diabetes IPH and IAPT contracts. Transferring this approach to the more complex CC2H contract will be challenging but builds on learning from these earlier contracting rounds.
[bookmark: _Toc403387795][bookmark: _Toc401233790]Research 
The CCG has a number of responsibilities regarding research:
The NHS Constitution (2009) includes commitment to the promotion and conduct of research to improve the current and future health and care of the population. 
The NHS White Paper “Equity and Excellence: liberating the NHS” states that the Government is committed to the promotion and conduct of research as a core NHS role. Research is vital in providing the new knowledge needed to improve health outcomes and reduce inequalities.
The Health and Social Care Act (2012) made it a requirement that:  CCGs must promote research on matters relevant to the health services; and that they must promote the use in the health service of evidence obtained from research.
The North East Essex CCG Constitution includes a duty to promote research and the use of research by: 
Developing as a learning organisation 
Sharing our learning at regional and national events 
Commissioning cycle will be evidence based 
Encourage staff to engage in research 
Work with Commissioning 

The CCG is currently in discussion with the University of Essex about a Knowledge Exchange Partnership. It is proposed that undertaking an evaluation of the CC2H project and the extent to which it delivers its intended outcomes, could form part of this partnership.
[bookmark: _Toc403387796]Embedding Quality within the procurement process
The procurement of the CC2H bundle will focus on identifying the providers who can provide the best quality care, as outlined through the remainder of this section, within the funding available. Contract mechanisms will incentivise and reward delivery of high quality care, and the achievement of improvements in patient outcomes. Further details of these arrangements are set out in section 5.6 of the Commercial Case.  
[bookmark: _Toc403387797]Key Quality Risks and Issues arising from CC2H 
The Quality Impact Assessment Framework, as described in section 2.7.2, has been used to assess the quality risks associated with the individual business cases that make up CC2H. The current QIA status of each business case against the four domains described in section 2.7.2 is set out at Annex G. A summary of the key quality risks associated with the business cases have been summarised below: 
	Risk / Issues
	Description
	Mitigation

	Clinical Effectiveness 
	Some business cases did not provide sufficient evidence on the clinical effectiveness of the proposal, including R&D considerations 

Whole systems working, in particular with respect to transition, need further exploration 

Patient Outcomes need further clarification  
	Actions received from the QIA panels are currently being worked through to improve relevant business cases.  A further QIA panel is scheduled for December 2014 to ensure sufficient quality of business cased ahead of the ITT. 

Further details of patient outcomes specific to each service are being developed in line with the CC2H outcomes framework 

	Engaging and Empowering Service Users and Patients  
	Insufficient information on communication and engagement with service users, providers, and other commissioners included within some individual business cases

	Actions received from the QIA panels are currently being worked through to improve relevant business cases.  A further QIA panel is scheduled for December 2014 to ensure sufficient quality of business cased ahead of the ITT. 

Service user engagement is ongoing. A formal public consultation for CC2H will be held in December 2014 – January 2015, and will cover the groups highlighted. The outputs of the consultation will be incorporated into the business cases. 

Detailed engagement is now taking place with current providers, and changes have been made to the scope of CC2H as a result, as set out in section 2. 

Further, service specific consultation will be carried out once the procurement is complete, and new service models are worked up in conjunction with the preferred provider.   

	Service User Safety

	Care planning has not been sufficiently addressed in relation to co-ordination, key worker models, escalation triggers for types of intervention

Access – the impact on NHS transport, multiple locations was identified as a risk for some BCs, but not considered in others. The impact of multiple locations and estate risks need to be better identified 

	Actions received from the QIA panels are currently being worked through to improve relevant business cases.  A further QIA panel is scheduled for December 2014 to ensure sufficient quality of business cased ahead of the ITT. 

The dependency with patient transport has been identified as part of this Full Business Case, and will be factored into the PTS procurement. 





[bookmark: _Toc401006266][bookmark: _Toc403387798]The Economic Case 
[bookmark: _Toc403387799]Introduction and Key Point Summary 
The Economic Case presents the options that have been considered by the CCG in delivering its vision for CC2H, and sets out how these were evaluated in order to arrive at a preferred option most aligned to the CCG’s strategic and business objectives
	Summary and Key Points:

The CCG has a number of business objectives that include ensuring the sustainability of the health economy, moving from activity to outcomes based  commissioning, and reducing the number of contracts in order to free up capacity

The CCG has considered a number of options for delivering care under its three priority programmes:

Do nothing
Work with current providers to improve existing contracts 
Procure individual services using the market 
Group similar services into “bundles” with emphasis on outcomes and procure using the market (using an Accountable Lead Provider) 
Group all  services into a single bundle with emphasis on outcomes and procure using the market 
Collaborative commissioning 

Following a robust options appraisal during 2013, the CCG and its Elected Members chose option 4 as the preferred option

This approach will create the necessary incentives within the system for the Accountable Lead Provider to ensure that our residents receive coordinated, preventative care, which keeps people well at home and avoids unnecessary high cost care. 

The approach will also enable the implementation of the core working principles, the outcomes framework, and CQAF across the whole of the CC2H service provision (as detailed in the Strategic and Quality sections of this document)

It will allow the CCG to focus on quality and outcomes of service provision instead of transactional activities, whilst at the same time achieving efficiencies and transforming service provision to meet the current and future needs of the population of NEE




[bookmark: _Toc403387800]Main Business objectives 
Alongside the vision and outcomes detailed within the five year strategic plan, the CCG also has a set of business objectives within its operational plan, which include: 
Ensuring the sustainability of services now and in the future
A move from PbR and block contracts to outcomes based commissioning
Achieving financial balance, including a QIPP challenge of £78.4m across the next five years (£18.5m in 2014/15, £19m in 2015/16 and £40.9m between 2016-19)
Reducing the number of contracts to free up capacity to monitor and ensure quality
[bookmark: _Toc403387801]Main business options
During July 2013, the CCG considered a number of options for delivering care under its three priority programmes of work (CC2H, Urgent Care, and End of Life Care), in a way which was most aligned to the CCG’s vision, desired outcomes, and the business objectives outlined above. These options were considered by a number of different groups within the CCG, its membership, and its wider stakeholders, in order to arrive at a consensus around a preferred way forward. The options were developed to be equally applicable to the delivery of all three programmes of work.  
The options considered are summarised below, along with their corresponding pros and cons:  
Option 1 – Do Nothing 
The CCG does nothing different, and continues with its existing number of contracts with multiple providers: 

An overview of the pros and cons of this option are set out in the table below: 
	Pros
	Cons

	Simplest course of action
	Unlikely to achieve the scale of QIPP savings required 
 Will not achieve a step change towards more integrated and person centred services
Does not support the CCG to meet future demand and secure sustainability 









Option 2  – Work with current providers to improve existing contracts 
The CCG could retain its current contractual arrangements, but work with providers to make improvements such as:
Implementing outcome measures rather than measures of activity 
Changing payment structures to ensure that providers are appropriately incentivised i.e. moving from block payments capitated budgets, or using incentive payments
Ensuring that providers have freedom to improve services within the contract envelope

An overview of the pros and cons of this option are set out in the table below: 
	Pros
	Cons

	Gives existing providers opportunity to improve delivery of services to meet CCG vision.

Incremental step which carries less risk to stability of local health economy

CCG has better financial information
	May not be radical enough to achieve the required level of QIPP savings 

Contracts still arranged around providers so won’t achieve integration or person centred care 

Requires negotiation through contracting processes, so desired outcomes may be reduced or diluted.





Option 3  – Procure individual services on the open market 
The CCG could apply the same model as outlined above (i.e. multiple contracts), but instead of working with existing providers, it could chose to procure services on the open market where more radical levels of service change are indicated. 

An overview of the pros and cons of this option are set out in the table below: 
	Pros
	Cons

	New providers may be able to offer services in a more efficient manner– if so, greater opportunity to achieve required levels of QIPP.

CCG has better financial information
	Could have destabilising effect on local providers

CCG still has a large number of contracts to manage

Not support or incentivise more integrated models of care, as providers are contracted for on an individual basis 





Option 4 - Group similar services into “bundles” with emphasis on outcomes and advertise in the open market
The CCG could group services together in logical packages or service ‘bundles’ and aim to procure each bundle on the open market. In order to deliver all services within a given bundle, the CCGs would need to procure a single Accountable Lead Provider (either a Prime Lead Provider or Integrator Lead Provider) who will be accountable for the provision of all services within the bundle, including both direct provision of services and provision by partners and or sub-contractors.

An overview of the pros and cons of this option are set out in the table below: 
	Pros
	Cons

	Greater opportunity to achieve integrated services through a single lead provider 

Greater opportunity to achieve QIPP through efficiency savings and a greater emphasis on prevention 

Better co-ordination of services through lead provider arrangements

Greater stability in the market including the Voluntary sector

Reduces the number of contracts the CCG has to manage 
	Could have destabilising effect on local providers - are the services left out of the bundles viable as a stand-alone?

CCG may risk losing access to patient flow data therefore IG will need to be clear within the contract





Option 5 – Group all services into a single bundle 
As per the option above, the CCG could opt to incorporate all services into a single, larger bundle, delivered via a similar Accountable Lead Provider or Alliance model procured on the open market. Given the size of the bundle, the CCG seek to let different lots corresponding to population cohorts or geographical areas.  This would enable the use of a capitated budget covering all care for groups of individual patients and service users. 
An overview of the pros and cons of this option are set out in the table below: 
	Pros
	Cons

	Greater opportunity to achieve integrated services around the individual 

Greater opportunity to achieve QIPP

Incentivises providers to focus on prevention and keeping people out of hospital as they hold the budget for all services 

Reduces the number of contracts the CCG has to manage
	Could have destabilising effect on local providers.  

Any services left out of the bundle may not be viable as a stand-alone

Requires providers to form, and manage, complex supply  chains covering the entire health and social care economy 

Significant risk commissioning all aspects at the same time  could cause the market to collapse



Option 6 – Collaborative Commissioning 
The CCG could chose to collaborate with other CCGs to commission services across a wider geographical area than just North East Essex. 

 An overview of the pros and cons of this option are set out in the table below: 
	Pros
	Cons

	Potential economies of scale may support the delivery of QIPP savings 
	All CCGs need to move at speed of slowest. 
Potentially less ability to deliver a service tailored to local need and desired outcomes 
Does not support the delivery of integrated care around the patient (unless combined with other options outlined above)  


[bookmark: _Toc403387802]Options Evaluation Criteria 
The options outlined above were evaluated against a number of criteria, developed and weighted by the CCG’s senior team and elected members. These were based on the North East Essex Integrated plan extant at the time, and remain closely aligned to the CCGs current strategic and business objectives. 
	Criteria
	Weighting 

	Complies with model of care principles[footnoteRef:32] [32:  care focused around people, not services / seamless, harm free care / people have a large part to play in staying healthy / efficient care and advice] 

	10

	Achieves QIPP 
	10

	Delivers integrated provision
	7

	Delivers integrated commissioning
	7

	Promotes choice and control
	8

	Enables outcome based commissioning 
	7

	Reduces complexity in the system for patients
	10

	Sustainable and stable delivery model for NE Essex 
	9

	CCG has resources to manage the contract/s
	9

	Meets statutory requirements
	10



The risk of destabilising existing service provision within North East Essex was also considered within the options appraisal.  
[bookmark: _Toc403387803]Options Evaluation Methodology 
In order to achieve a balanced view of the preferred option, and ensure there was sufficient buy-in across the CCG, its staff, and its stakeholders, the options evaluation was carried out by the following groups:
CCG elected members
Operational Executive 
Health Forum
Admin team
Finance team
Quality team
Business Managers
Practice Managers
Options 1-6 were scored against each criteria by each group set out above as follows: 

2 = won’t achieve
4 = will partly achieve
6 = will mostly achieve
8 = will fully achieve
Each options was also evaluated according to the perceived risk of destabilising existing providers. 
[bookmark: _Toc403387804]Options Evaluation 
The results of the options appraisal are summarised in the table below, and can be found in full at Annex M 
	Option 
	Total Weighted Score 
	Rank 

	Option 1 
	2728
	6

	Option 2
	3504
	4

	Option 3
	3872
	2

	Option 4
	4354
	1

	Option 5
	3692
	3

	Option 6
	3186
	5



This highlights that Option 4 (grouping similar services into “bundles” with emphasis on outcomes and advertising on the open market) was the CCG’s preferred delivery route. 
[bookmark: _Toc403387805]Preferred Option 
The preferred option is therefore to group CC2H services into a single bundle and commission them together (Option 4), providing the opportunity to radically change the way in which the services are delivered to fit with what the public are telling us they need, with the ethos of CC2H, and to achieve efficiencies such as providing the opportunity to stream line back office functions across providers. This will
Create the necessary incentives within the system for the Accountable Lead Provider to ensure that our residents receive coordinated, preventative care that keeps people well at home and avoids unnecessary high cost care; and 

 Enable the implementation of the core working principles, the outcomes framework, and CQAF across the whole of the CC2H service provision, as detailed in the Strategic and Quality sections of this document.  It will provide the ability to measure outcomes for individuals on a large scale, which that has not been attempted before across health and social care. 
Option 4 will also provide the CCG with:
The opportunity to develop long term relationships based on a new approach to service delivery and provider commissioner relationships
To focus on quality and outcomes of service provision instead of transactional activities.
Achieve efficiencies and transform service provision to meet the needs of the population of NEE
Achieve operational efficiencies by reducing the number 
[bookmark: _Toc403387806]Key risks and issues arising from the preferred CC2H model 
The key risks associated with the preferred CC2H model are detailed in the table below: 
	Risk / Issues
	Description
	Mitigation

	Re-procurement of services under CC2H destabilises providers   
	The re-procurement of services within the CC2H Bundle, as per the preferred options, risks destabilising current providers who may become unviable or financially unsustainable  
	Undertake full impact assessments with current providers, and develop exit strategies where possible. 

Market engagement will also ensure that current providers are prepared for the CC2H procurement, and can form part of the Lead Providers supply chain, thus minimising the impact

(Further details of this are included within the commercial case section 5.8)

	CCG risk losing access to patient flow data 
	As the Lead provider takes responsibility for managing its subcontractors, there is a risk that the CCG will lose access to patient flow data 
	Ensure that access to patient flow data is embedded within the specification for the lead provider 




[bookmark: _Toc403387807]The Commercial Case
[bookmark: _Toc403387808]Introduction and Key Point Summary 
The commercial case provide further details of how the CC2H bundle will be procured by the CCG, the favoured provider model and contractual arrangements, and how the CC2H provider will be performance managed to ensure high quality and value for money services.
	Summary and Key Points:

The confirmed scope of services to be included within the first stage of the CC2H procurement has a current annual value of £34.7 million (based on 13/14 contract figures)

This is above the ‘threshold’ level of £30 million which we believe would be attractive to the market, based on the extensive market engagement activity carried out to date 

The CCG’s preferred option for the delivery of CC2H is through a single bundle awarded on the open market to an Accountable Lead Provider. This could either be achieved via a Prime Contractor or Integrator model

The CCG will use the standard NHS Contract. An initial contract length of 7 years is proposed, enabling providers to make significant up-front investment; allow sufficient time to benchmark outcomes; and afford time to establish, and embed, new ways or working 

The overarching approach towards provider management is to move to the measurement and reward of outcomes over the length of contract

There are a number of options available to the CCG around the commercial model underpinning the contract, including: the payment model; the level to which price is contested through the procurement; how the contract value will change over time; and how outcomes based incentives are incorporated.  There is a clear plan of how these options will be evaluated by the CCG and approved by the Governing Body ahead of providers being invited to tender. 

The level of anticipated spend requires the procurement to be managed under the principles of EU Procurement Regulation as a Part B service

We have engaged extensively with the market (as set out in section 5.7.3), and understand that there is significant interest in bidding for the contract as a lead provider. We are also aware that supply chain and partnership arrangements are starting to form within the market

We propose a two stage procurement process, incorporating a Pre-Qualification Questionnaire to provide an initial assessment of provider viability, and an Invitation to Tender.

The evaluation will test bidders around  the financial and quality aspects of their bids, as well as their ability to innovate and deliver social value

The anticipated complexity of the contract award and mobilisation stages has been accounted for in the project plan 


[bookmark: _Toc403387809]Scope of the Procurement 
As outlined in the strategic case (section 2.7) the implementation and procurement of CC2H is planned in 2 key stages. The scope of services to be included within the initial procurement (to be delivered during Dec 2014 – June 2015), along with their current annual contract values, is detailed in the table below: 
Please not that this table has been removed from the Part I paper as it has been deamed to be commercially senstive. The scope of servcies included within the first stage of the procurement can be found in section 2.7. 
The scope of the services within stage 1 includes most of the current community services contract which is due to expire in March 2016, along with many of the smaller community contracts provided via AQP, elective elements of the acute services contract, and importantly aspects of social care including falls prevention and housing services.  
The scope and likely value of the contract have been discussed with potential Accountable Lead providers and sub-contractors through extensive pre-procurement and market engagement activity (detailed in section 5.7). This has generated considerable interest due to the anticipated value of the contract, and the innovative approach of payment on outcomes for a wide integrated range of services, including some from social care. Based on these discussions with the market, we believe that an annual contract value of £30 million (based on 13/14 values) to be the minimum level that would be commercially viable or a provider and therefore attractive to the market.  
The table above highlights that the likely minimum contract value will be above £30 million for 13/14. 
It should be noted that if the breadth of services and the contract value are depleted to a more traditional community health services contract without the social care or elective care elements, the anticipated opportunities for efficiency could diminish provider interest in the procurement and reduce commissioners’ ability to achieve the expected benefits both in terms of quality, seamless person centred care, and the required financial efficiencies.  This should therefore be highlighted as a key risk 
[bookmark: _Toc403387810]Proposed Provider Model
As outlined in the Economic Case, the CCG’s preferred option for the delivery of CC2H is through a single bundle awarded on the open market to an Accountable Lead Provider. This could either be achieved via a Prime Contractor or Integrator model. 
In the case of a Prime Contractor, the Lead Provider would be expected to deliver a significant amount of the services directly, and sub-contract some element to others. In the case of an Integrator, the Lead Provider would manage the contract and associated back office functions, but subcontract the delivery of clinical services to other providers. In either instance, the Lead Provider will remain accountable for the provision of all services within the bundle, including both direct provision of services and provision by partners and or sub-contractors. 
Rather than narrow its options at this stage, the CCG will encourage bids from the market for both Prime Contracts and Integrators, and select the preferred provider on its relative merits. The same procurement process, commercial, and contractual arrangements will apply in both instances, and the bidder’s ability to form and manage suitable supply chains and sub-contractual relationships will be evaluated during the procurement. 
[bookmark: _Toc403387811]Proposed Contractual Model and Duration
[bookmark: _Toc403387812]Contract Model 
Once procured, it is anticipated that the contract with the Accountable Lead Provider will be developed in the form of the Standard NHS contract template. This is mandatory for CCG commissioned healthcare services, and provides a recognised structure that healthcare providers will be familiar with.
The contract schedules will be developed to meet the innovative approaches of payment on quality and outcomes, and on potential risk share, further details of which are set out in the Commercial Model Section (5.6) 
As CC2H will include a number of social care services jointly funded by Essex County Council, including areas such as falls and rapid response, it is envisaged that ECC will be a named associate to the contract. This is currently subject to ongoing discussions with ECC’s legal team. 
[bookmark: _Toc403387813]Proposed Contract Duration 
During the pre-procurement and market engagement events carried out to date, providers have shared with the CCG their support for an extended contract length of 5-10 years. This approach will: 
Provide an attractive duration and overall value to the market
Enable providers to make significant up-front investment in services and infrastructure in  order to deliver efficiencies over a longer period of time and recoup their investment 
Afford  time to establish, and embed, new ways or working 
Achieve cultural change within the work force
Afford the CCG sufficient time to collect the necessary data in order to baseline outcomes and introduce outcomes based incentives
Provide stability in both the CCG and the provider market 
Enable the development of a constructive commissioner / provider relationship, without the constant need for contract negotiation and / or re-procurement
Enable certain services that are not within the initial scope of  the CC2H procurement (for example reablement services which are to be procured separately by Essex County Council) to be novated to the CC2H provider at a later date 
Provide seamless and uninterrupted provision in line with national drivers and CC2H ethos
DH guidance recognises that significant investment often requires longer term contracts, stating that “Longer-term contracts can be a key tool for commissioners in transforming services and delivering significant, lasting improvements in service quality and outcomes. A longer-term contract allows time for providers to plan and deliver substantial service reconfiguration. Where significant up-front capital investment is needed, a longer-term contract allows the provider to recoup this over the full duration of the contract. In both cases, offering contracts with a longer term has the potential to attract a wider range of providers, thus strengthening the pool of bidders from which the commissioner can select its preferred provider”.
For 2014/15 onwards, there is no arbitrary limit set to contact duration, and nor will commissioners need to have contracts above a specific length of time centrally approved. The CCG may therefore determine the contract duration locally, although the guidance advises commissioners not to offer contracts with a duration longer than seven years, other than in exceptional circumstances. 
However, the CCG will need to balance the desired contract length with the level of risk associated with entering into such a long contract, and its ability to exit during the early stages of the contract term.  The standard contact includes a 12 month notice period. However it is anticipated that providers would negotiate an early severance clause, especially if significant investment is made during the early years of the contract that they would expect to recoup during the later years by realising efficiency savings. This is likely to be more pronounced the longer the duration of the contract.   The CCG also needs to consider its ability to accurately predict the health needs of the population into the future, especially over a time horizon of ten years. 
Cambridge and Peterborough CCG have recently awarded a contract for older people’s healthcare and adult community services, using a similar lead provider model to the one proposed in this business case.  The contract duration was for five years, with the opportunity to extend for a further two.  It should however be noted that the total value of the contract over the five years is understood to be £800 million - significantly higher, and therefore potentially more attractive to the market, than the estimated value of the CC2H contract. 
Given the factors set out above, it is proposed at this stage that the CCG enters into a 7 year contract for CC2H. A full options appraisal will be carried out in December in order to consider the points highlighted above, and evaluate the benefits and risks associated with a contract of this duration. A final recommendation on contract duration will be made to the CCG’s Governing Body in January prior to the ITT being issued in February 2014.  
[bookmark: _Toc403387814]Provider Relationship Management 
The overarching approach towards provider management is to move toward the measurement and reward of outcomes over the length of contract. This will be phased to allow the commissioner early comfort from traditional ‘Key performance indicators’ whilst at the same time developing the relationship with the new provider, establishing the appropriate mechanisms to measure and monitor outcomes, and developing a baseline against which to measure and reward future performance.  A greater emphasis will also be placed on the provider to manage fluctuations in demand and activity, as well as introducing new technologies and service developments. This will require a very different, and more commercial, approach to contract and performance management than is currently in place.  
Further details of the proposed outcomes and the KPIs that will be linked to payment can be found in the Outcomes Framework at Annex D. The way in which this will be linked to the payment mechanism is detailed in the commercial model section. 
As outlined in the Quality Case (Section 3), high quality care will also be fundamental to the performance management of the CC2H provider.  The Care Quality Assessment Framework (CQAF) will be applied annually to provide assurance over the quality of provision. The tool, which can be found at Annex I, involves service user, carer and stakeholder feedback to provide an overall quality rating. It is anticipated that an element of the contract value will be dependent on the quality rating achieved. 
[bookmark: _Toc403387815]Commercial Model Underpinning the Contract 
There are a number of options available to the CCG around the commercial model underpinning both the procurement exercise and the future contractual arrangements with the preferred provider. Whilst a final decision around the commercial options does not need to be made until the Invitation to Tender is issued to the market in February 2015, the pros and cons of these options, along with the agreed process for arriving at the preferred model, is outlined in this section for the benefit of the CCG’s Governing Body. 
These options include: 
The nature of the proposed commercial / payment model (Payment Model Options)

The degree of competition on price included within the procurement exercise (Pricing and Evaluation Options

The extent to which savings on current expenditure are included within the baseline contract value (Savings Options); and how the contract value will change over time (Growth Options)

The use of incentives within the payment model, including the extent of the contract value linked to the achievement of outcomes and quality standards, and further incentives around  influenceable spend within the health and social care economy (Incentive Options) 
[bookmark: _Toc403387816]Payment Model Options 
How commissioners pay for health and social care services encourages different behaviours in providers due to differing responses to incentives and risks. In order to succeed, the commercial model underpinning CC2H needs to provide the right incentives and share an appropriate level of risk with the chosen Accountable Lead Provider to ensure that: care is truly integrated; there is sufficient emphasis on achieving individual outcomes and keeping people well; and financial sustainability is achieved within the local health and social care system. 
In terms of the overarching payment model, two key options have been discussed to date within the CCG as suitable for further consideration: 
Option 1 - A Total Financial Envelope is established for the provision of the chosen range of services within the CC2H Bundle. This is similar to a traditional ‘block’ contract currently used for the provision of community services.  Under this option, the Accountable Lead Provider will be given a fixed amount to provide CC2H Services for the duration of the contract, although some changes to the value may be applied over time to account for inflation and demographic changes (See growth options)

Option 2 - A Capitated Budget is established to cover the total cost of care for each individual patient receiving services within the CC2H bundle. This amount would need to be risk adjusted to account for the differing costs of providing care to different cohorts of the population, and grow at a predictable rate linked to changes in demographics and need, but independently of activity.
In light of the CCG’s desire to shift the focus away from ‘activity’ and towards wellness, prevention, and outcomes, activity based  payment models (for example PBR or similar) were dismissed as unsuitable in achieving the CCG’s strategic objectives. 
An overview of the strengths and weaknesses of each option considered is outlined in the table below: 
	Option 
	Strengths 
	Weaknesses 

	Fixed Financial Envelope 
	Encourages productivity in meeting CC2H services outcomes for the lowest cost
Provider is incentivised to prevent demand for CC2H services 
Relatively simple to calculate envelope from current spend plus estimated efficiency savings 
Easy to understand, implement, and administer on an ongoing basis – for both commissioner and provider 
The down-side risk associated with demographic growth or increased demand is transferred to the provider 
Some of the identified weaknesses around integration can be mitigated by incentivising the provider around influenceable spend elsewhere in the system; e.g. incentivising a reduction in admissions through more effective care outside of hospital.
	Requires an accurate understanding of current activity and spend 
Providers can respond to the incentives by reducing availability, or attempting to shift demand to providers of other services – which could mean that the CCG effectively pays twice 
Harder to incorporate individual outcomes based incentives into the contract. 
 Establishing a ‘block’ contract does not create or encourage increased transparency over costs and activities or innovation?
A premium is likely to be paid for transferring the risk associated with demographic growth or increased demand to the provider 


	Capitated Budget 

	Encourages coordinated, preventative care that keeps people well at home and avoids unnecessary high cost care
Providers have the flexibility to innovate and allocate their resources to achieve the highest returns 
Incentivises providers by sharing risk and savings to widen their focus from a particular service to the broader wellbeing of individuals – i.e. supports the principles of integration 
Easier to incorporate individual outcomes based incentives into the contract as it is based on personalised funding 
International experience suggest that high performing integrated systems use capitated budgets (Chris Ham, Kings Fund, Jan 2013)

	Difficult to implement across a smaller section of services now included within the CC2H bundle (true capitated model should cover the full range of health and social care services across a population cohort to prevent shifting of demand and appropriate incentives. 
Introduces funding differentials between population cohorts, which could be seen to negatively impact on certain cohorts or promote ‘cherry picking’ 
Requires sophisticated risk stratification to understand population cohorts and calculate the capitated budget 
Requires significant upfront investment for both providers and commissioners in management capabilities and information systems to track activity and costs at an individual level
Providers are exposed to much more performance risk than under a block contract system – which they must be able to manage, and they will also price into the contract
Risks associated with demographic growth sit with the commissioner 




Further Option – A Mixed Model - In light of the strengths and weaknesses outline above, the CCG may also want to consider a mixed or hybrid model, shifting from a Block Contract to a Capitated Budget part-way through contract – for example at the point in time when Mental Health and Reablement services are included. A further option is to use a capitated budget for a certain segment of population (for example over-75s with multiple long term conditions) and block for remainder of the population. Both these options add additional complexities into the procurement and also contract negotiations with the preferred bidder, but do support the CCG’s longer term vision.
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Once the desired overarching payment model has been chosen, the CCG has a number of options around how it chooses to procure the CC2H bundle in order to provide competition and the desired level of contestation around price. These include: 
Stated Price – Issuing the market with a stated price for either the total financial envelope or for each segmented population cohort. This means that there will be no competition on price, and the provider will be selected on their ability to provide a high quality service
Stated Contested Price – Issuing the market with a minimum and maximum price range, and enabling an element of competition within the quoted range. 
 Total Competition on Price – No price is issued to the market, and there is full contestation based on the price each bidder submits. 
 An overview of the strengths and weaknesses of each option is outlined in the table below: 
	Option 
	Strengths 
	Weaknesses 

	A) Stated Price 
	Enables commissioner to mandate and control costs more effectively to support robust financial planning and system affordability 
Easier to evaluate provider responses - focus shifts to evaluation on quality rather than price
	May not achieve the best value for money, as does not enable any competition on price 
The CCG need to be confident that the stated price is both affordable and sustainable to the provider over the life of the contract, whilst also providing value for money – query whether the commissioner will have a sufficient understanding of service delivery to be confident in this assumption 

	B) Stated Contested Price 
	Introduces and element of competition on price, hence promotes increased value for money
Allows providers to adjust price (within a set range) to ensure on-going affordability and sustainability  
	More complicated to evaluate provider responses, as evaluation needs to consider both cost and quality 
CCG needs to be confident that the stated range is both affordable and sustainable to the provider over the life of the contract, whilst also providing value for money – although less of an issue than Option A. 


	C) Fully Contested Price 
	Complete completion on price should promote the best value for money 
Enables providers to set price to safeguard affordability and sustainability of services 
	Most complex to evaluate 
Risk that bids are not affordable to the CCG
Difficult to evaluate on ‘best price’  without a detailed set of specifications, otherwise risk comparing apples and oranges



[bookmark: _Toc403387827]Considerations around Initial QIPP Savings (Savings Options) 
Irrespective of the preferred payment model, the CCG will need to decide the ‘baseline’ level of the financial envelope to present to the market, or the per capita cost for each population cohort. Further details of the process supporting this are set out in the financial case (section 6).  In the case of Pricing Evaluation options A and B, this will inform the stated price (or pricing range), and in the case of Pricing option C the CCG will need an aspirational figure against which to assess bids.  
A ‘best, worst, and most likely’ range of real or ‘cashable’ efficiency savings as a result of more integrated and effective services have been included within each individual business case underpinning the CC2H project. It is assumed that the ‘best case’ figure will be taken forward to provide the baseline contract value. Further sophistication would be required to calculate this at a population cohort level in the case of a capitated budget payment model. 
Above and beyond this assumed level of savings inherent within each service, the CCG may wish to apply a further ‘global’ QIPP saving to the contract value, the level of which would need to be determined in line with the CCG’s medium term financial plan.  Further details of this are included within the Financial Case (section 7).  The CCG will need to balance the level of savings to be achieved with the attractiveness to the market and a future provider’s ability to deliver the range of services included within CC2H for that value. 
[bookmark: _Toc403387828]Considerations around Growth in demand (Growth Options) 
In the case of the chosen payment model being a Total Financial Envelope, or block contract, then the CCG will also need to consider how the value of the contract should change over time to account for changing demographics (for example the aging population with a greater prevalence of multiple long term conditions).  Options include fixing the envelope to drive year on year efficiency savings from the provider, or uplifting the contract in line with an agreed formula linked to demographic changes.  
The diagram below illustrates how both initial QIPP savings and growth need to be accounted for within the commercial model:


[bookmark: _Toc403387829]Considerations around Contract Incentives (Incentive Options) 
Outcomes based incentives
A core part of the CC2H strategy is to shift from traditional models of commissioning based on activity or providers, towards a model of commissioning that focuses on achieving outcomes for individual patients.   As set out in section 5.4, the CCG will work with the provider to collect and baseline outcomes data that directly relates to individual patients.  This data will demonstrate whether outcomes for patients are being achieved and the provider will be paid according to the success of achieving those outcomes.
Ahead of the procurement, the CCG will need to make a number of commercial decisions around how outcome based incentives are included within the payment model. This will include options around when and how options based incentives are introduced over time, and the total contract value which they make up, as illustrated in the diagram below:

Incentivising a reduction in influenceable spend
In addition to incentivising the lead provider on the achievement of patient outcomes, the CCG may also choose to incentivise the CC2H provider on the impact it has upon spend elsewhere within the CCG budget that it has influence over (for example, by keeping people well or preventing falls, the provider may have a positive influence on emergency admissions). This could be in the form of a % gain share, a % risk share, or other such arrangement. This would, however, require careful development, measurement, and monitoring to ensure that perverse incentives are not created and that achievement is attributable to the actions of the Lead Provider and other initiatives within the system. 

[bookmark: _Toc403387830]Process for arriving at preferred commercial options 
The proposed process for arriving at the preferred commercial options ahead of the ITT, along with the required information inputs and associated timescales, is mapped out in the diagram below: 

The preferred commercial options will be discussed and approved by the CCG’s Operational Executive Committee, Finance and Performance Committee, and Governing Board. 
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Procurement strategy
[bookmark: _Toc403387832]Introduction
Typically procurement approaches are adapted to reflect appetite to risk and the unique circumstances or complexity of the project or programme.  CC2H aims to deliver integrated care that is focused around the person; this requires significant transformation and the ability for providers to work together to achieve the CCG’s ambitions above. This moves the procurement into a significantly complex and high value commodity, which has been reflected in the procurement approach detailed in this section. 
[bookmark: _Toc403387833]Procurement Approach
The level of anticipated spend, likely to be some £35 million on an annual basis, requires the procurement to be managed under the principles of EU Procurement Regulation as a Part B service (Health). There is a requirement to ensure that the procurement is appropriately advertised and that principles of transparency, non-discrimination, proportionality and equal treatment are adopted.
The physical route to market is dictated by the complexity of the service and the amount of detail the CCG has in terms of service specification. The CCG is focusing the delivery of service around the individual and performance will be based around outcomes specific to the individual. The CCG has developed a service requirement predicated on “Core Working Principles” and an overarching specification, as well as baseline models of care for each CC2H service area. This approach provides sufficient information to procure through traditional contested procurement routes.   However, the level of transformation is significant and requires providers to fully understand the reasoning behind the change and embrace the principles in the model. 
The CCG therefore has developed a two stage process with the market: 
Significant Pre Procurement Market Engagement Activities   

Formal procurement Activities  

[bookmark: _Toc403387834]Market Engagement
Pre-procurement engagement with the market (including talking to potential suppliers) is not prohibited by EU procurement law, nor is it subject to any detailed procedures provided that it does not prevent an effective competition taking place once the procurement has started. It is widely understood as best practice to engage with the market before starting the formal procurement process in order to maximise value for money from the resulting procurement.  
The benefits of such engagement include: 
Ensuring that both the contracting authority and potential suppliers can benefit from early two-way communication
Stimulating increased competition which can reduce the dependency on a limited number of suppliers
Better defining the requirement -  engagement helps to inform the overarching specification and business case, and helping to further identify or develop the requirements of what is needed
Providing a better understanding of the feasibility of the requirement, the best approach, the capacity of the market to deliver, and the possible risks involved
Reducing procurement timescales by minimising the dialogue needed during the formal procurement process
Encouraging a more responsive market, by giving the market sufficient time to prepare to meet demand e.g. by ensuring the right skills and resources are in place
Providing the market with an opportunity to ask questions/raise queries and ensure that any issues are addressed at an early stage.
Key Considerations and Messaging of CC2H Market Engagement 
The CCG has given careful consideration to how attractive the chosen CC2H model will be to the market, and recognises that by “bundling” services the attractiveness may move away from local providers and to more commercially minded national ‘Private’ organisations.  The CCG also recognises that the bundling of services will require the formation of strategic alliances either across NHS provision or NHS provision with Private and 3rd Sector providers, as both value and impact of the service to the organisation increases. A key message of the CC2H market engagement has therefore been that “no one organisation is capable of delivering the service”, and that interested parties need to consider their partnership and sub-contracting arrangements from an early stage.  Other key themes include: 
In order to prepare for the future in a climate of less funding, an increase in population and demand, transformational service development and procurement is required.  
The intention to move from a service / provider centered model to a more patient centered service
The requirement for a radical and innovative approach, requiring different thinking from providers than has previously been delivered 
The evolutionary development towards and outcomes based approach 
That the inclusion of the voluntary sector is a requirement in any approach.  
Market Engagement Activity 
The CCG has placed significant effort on pre-procurement market engagement activity, and in addition to the typical provider Engagement Day it has held a number of workshops focused around key themes required for the development of the CC2H model. These workshops have included: 
Workshop 1 – CC2H – Core Working Principles
Workshop 2 – Contracting Models
Workshop 3 – Outcomes Based Commissioning
Workshop 4 – Quality and Performance Measures (CQAF Model)
Workshop 5 – Finance – Commercial Modelling
Workshop 6 – Wrap Up and Feedback
Workshop 7 – Voluntary Sector 
The market engagement events were attended by 45 separate organisations, ranging from current providers such as CHUFT and ACE, to private providers such as Care UK and Optum. Full details of the providers attending the events is available at Annex O.  
It is also important to note that the market engagement activity has worked both ways. The workshops have enabled the providers to understand the CCG’s reasoning behind the CC2H procurement and have also allowed them to contribute and influence the final model that goes to market. With the ambition to deliver CC2H through multiple providers, the workshop approach has also facilitated networking opportunities between providers.  In total there are 96 providers receiving outputs from workshops and of those 30 organisations are contributing in workshops.
Key aspects of the model that have been influenced by the market have included: 
The length of the contract, which needs to be of sufficient length to provide early investment into the contract but sufficient to return that investment.
The flexible approach to Quality Tools not prescriptive on Well Being Star
A flexible approach to Prime Contractor or Integrator model – initially this was focused on a Prime Contractor, but we would now consider either model 
Contribution to the commercial model thinking
KPI development – KPI’s need to be small in number and focused and easily measured to avoid prolonged dialogue.
The increasing use of data, information and technology to support innovation and preventative healthcare
This investment in engagement time with the market will mean that providers are bought into the approach and share the vision of how they can work together in order to deliver better care for the residents of North East Essex. This in turn will support them to begin planning for the cultural change in practice that will be essential to the success of truly integrated delivery that is central to the vision of CC2H. 
[bookmark: _Toc403387835]Procurement Route
As previously stated we have identified that the CC2H model is complex and requires significant change in working practices by both the CCG and the Providers alike. In complex projects it is common to consider Competitive Dialogue where specification and service models are developed over a period of time with providers to arrive at a mutually beneficial approach. The disadvantage of this is that the commissioner would be talking to only a select number of providers and indeed towards the end of the process probably only one or two. 
Given the nature of the bundle, and in particular the requirement for a significant amount of partnership working and subcontracting in order to deliver the desired model, the CCG felt it important that as many as providers (both existing and potentially new) were involved in discussions to hone the model, and that this was better achieved through extensive market engagement than a completive dialogue procedure. Given the response to the engagement as outlined in the section above, the CCG considers that it now has enough detail to make a traditional route to market possible, for the reasons outlined below: 
The market is now fully engaged and understand the philosophy of the transformation
The CCG has received a broader and greater penetration of the market in its conversations with providers to date than it would have done by  reducing the number of providers to enter into a dialogue with under other procurement models such as competitive dialogue
Providers have had the opportunity to develop networks with like-minded organisations
Providers have already had sufficient opportunity to  contribute towards the development of the approach,  and will therefore have greater ownership to the procurement when released
A traditional procurement route will have a more formalised approach, with less opportunities for challenge, compared to the multi-staged Competitive Dialogue model
The CCG anticipates that the procurement will create significant interest and therefore requires a two stage process to reduce the number of potential providers at Invitation to Tender Stage. It is therefore suggested that a Restricted Procurement is the most appropriate.
[bookmark: _Toc403387836]Approach to PQQ and ITT Evaluation 
Pre-qualification Questionnaire
As per the project plan, and upon approval of this Full Business Case by the CCG’s Governing Body, the Pre-Qualification Questionnaire (PQQ) is due to be issued to the market on the 12th December 2014. 
The PQQ will focus on ensuring that bidders interested in becoming the Accountable Lead Provider are of sufficient size and financial stability to deliver a contract as substantial as CC2H. Whilst the final details of the PQQ evaluation are still under development, the bidders’ current annual turnover will be assessed in relation to the proposed annual value of the CC2H contract. 
Further questions will test the bidders’ ability to manage complex contracts and sub-contractual relationships, as well as standard pre-qualification questions for the provision of healthcare services, including an organisation’s capacity, capability and financial standing in order to deliver the service.
PQQ responses will be evaluated over a four week period from mid Jan to mid Feb 2015. As many of the responses will be assessed on pass/fail basis, we plan to adopt a relatively small and concentrated evaluation panel made up of stakeholders from across key CCG directorates including Finance, Contracting, and Quality.  
It is envisaged that the CCG will select around five successful bidders to pass through to the invitation to tender stage. 
Invitation to Tender Stage 
Bidders passing through to the Invitation to Tender (ITT) stage will be asked to answer a comprehensive set of detailed questions regarding the provision of CC2H services. The detail of the ITT questions are yet to be finalised, but these are likely test the following key aspects: 
Financial Evaluation – The financial aspects of the evaluation process will be dependent on the final contract value, the chosen payment model, the degree of contestation, and how the CCG plans to apply incentives around outcomes, quality, and influenceable spend to the contract. The options around these areas are considered within section 5.5 of the Commercial Case, along with the planned activities to ensure that the required information is in place to inform the ITT 

Quality Evaluation – This quality aspects of the evaluation will contribute to the greater weighting in assessing an organisation’s ability to deliver the service. A number of comprehensive questions will seek to explore an organisation’s innovative approach to providing the services in a fashion which delivers CC2H in a way which is seamless and built around the patient. The evaluation will establish and test a provider’s ability to mobilise the service without impacting on existing provision, and without detriment to an individual’s care. The ability to manage complex contracts through multiple sub contractual relationships will also be tested. The providers guiding principles around good quality care will also run through the ITT as a constant theme. 

Social Value – The ITT will also be designed in a way which assess the social value of the bidders proposed delivery model. This may include the degree to which the provider will use local providers within its supply chain, and how innovative approaches will be adopted to deliver wider value to the residents of North East Essex, outside of the services delivered as part of CC2H. 
It is proposed that the ITT evaluation panel will include representation from the following groups: 
The CCG’s matrix teams, including Finance, Contract Management, Business Intelligence, and Quality
The business managers responsible for developing service level business cases for in scope services
Essex County Council 
Service users and carers 
[bookmark: _Toc403387837]Procurement Timelines 
The procurement timeline is embedded below: 
PQQ issued to market – 12/12/2014
PQQ received – 16/01/2015
PQQ evaluation complete and providers shortlisted - 12/02/2015
ITT issued – 14/02/2015
Tenders received – 20/03/2015
Preferred bidder selected – 14/05/2015
Contract award ratified – 25/05/2015
Standstill period complete – 03/06/2015
Contract signed – 01/08/2015
[bookmark: _Toc403387838]Contract Finalisation and Mobilisation Timescales
As per the current project plan, the preferred provider is due to be selected in June 2015, with the Contract finalised and signed in August 2015, and a proposed contract start date of November 2015.    However, the CCG’s recognises that this is a complex process. Several risks and further areas for consideration have been identified to these timescales as outlined below: 
[bookmark: _Toc403387839]Agreeing and finalising the contract 
The length and complexity of contract negotiation and finalisation with the preferred provider should not be underestimated, and is therefore highlighted as a major risk to the project timescales. 
The length of time taken for the CCG to renegotiate its acute contract on a basic rollover basis is 3-4 months, and the scale of the CC2H contract and the content required to be covered is anticipated to be far larger.  For example, this will need to address all of the services covered by the procurement, the phasing of service mobilisation, and all of the various transition arrangements from the incumbent to new provider. There may also be commercial elements of the contract around the financial envelope finer details of the payment model that will require further discussion. These aspects will take significant time to work through and agree.
[bookmark: _Toc403387840]Contract mobilisation 
The overall mobilisation timescales from the section of the preferred provider through to the commencement of services under the new arrangements are therefore very tight at 5-6 months. Learning from previous procurements has shown us that although providers will form loose relationships during the bidding process it can take them considerable time to agree their sub-contracting agreements or premises leases, which they will not start to formalise these until after contract award to mitigate against the risks of entering into financial commitment. The likely time period for this will depend on the successful bidder but we should anticipate a minimum of 3 months- possibly up to 6 months for this part of the process. The provider’s ability to mobilise both its supply chain and CC2H services within the anticipated timescales will therefore be tested during the procurement to mitigate against this risk. 
Once notice has been given on existing contracts a detailed transition planning process will be followed with incumbent providers to ensure that the contractual and operational transfer to a new provider is well planned in advance.  Transition planning will inform the procurement process by identifying existing resources such as staff, estate, IT, equipment, documentation etc. that the new provider may be required to inherit to ensure best value to the NHS and avoid stranded costs with exiting providers.
The CCG has also given consideration to the costs that are likely to be incurred by the provider during the 5-6 month mobilisation period, ahead of the contract start date. The possibility of using non-recurrent funding to ‘pump-prime’ the provider during the mobilisation period has been discussed, and agreed in principle, by the CCG’s OEC. Any such financial support given to the provider during this period would be netted off against the future contract value, over a time period to be discussed and agreed during contract finalisation.  
[bookmark: _Toc403387841]Impact on Current Providers 
The CCG has been mindful throughout the project of the impact that CC2H could have in terms of the organisational viability and financial sustainability of its existing service providers.  Whilst it is anticipated that the bundled model will include many of the CCG’s current providers either in a lead provider of subcontractor capacity, this will not fully be known until the procurement exercise is complete and the Lead Provider’s subcontractors are known. 
Further details of the impact of CC2H on the CCG’s current providers is detailed within the Part II paper, as this information has been deemed to be commercially sensitive. 
[bookmark: _Toc403387845]Commissioning Intentions and serving notice on current providers 
[bookmark: _Toc403387846]12 months’ notice is required by the NHS contract to be given to existing contractors, which gives a clear definition of the end date of existing services.  Notice can include an option for the exiting provider to continue to provide services in the case of slippage of project timescales but this will often be a costly option as provider staff will be on notice.  There is a risk of costs for early termination of services if providers have stranded costs which have not been recovered over the anticipated life of their contract. The closer notice is given to the end date of the contract the smaller the risk of early termination costs. Rather than a ‘big bang’ approach, the mobilisation of services under the new contract is likely to be phased over time, with some commencing in November 2015 and others not starting until April 2016.  This will be finalised once the successful CC2H provider’s model is known, and the complexity of the new provider mobilising and delivering the services is understood in more detail. Current providers have been aware of the impending notice since the CCG commissioning intentions were published. 


Key issues and risks associated with the commercial model 
	Risk / Issues
	Description
	Mitigation

	CC2H Bundle is not deemed  financially viable to providers 
	Market engagement to date, along with analysis of successful similar community services procurements elsewhere, has indicted that the minimum value likely to be attractive to the market is £30m. 

The value of the first phase of CC2H is currently estimated to be between £32-35 million, with a likely figure of approximately £32m.  
	Continued market engagement with providers to discuss scope and value. 

Potential to procure in two ‘packages’ – agreed scope and additional scope. This will enable the market to indicate which elective services they believe they can provide, thus increasing the overall value

	Re-procurement of services under CC2H destabilises current providers   
	The re-procurement of services within the CC2H Bundle, as per the preferred option, risks destabilising current providers who may become unviable or financially unsustainable  
	Undertake full impact assessments with current providers, and develop exit strategies where possible. 

Market engagement will also ensure that current providers are prepared for the CC2H procurement, and can form part of the Lead Providers supply chain, thus minimising the impact

(Further details of this are included within the commercial case section 5.9)

	CC2H costs are underestimated 
	That the costs stated within the CC2H financial envelope are underestimated and the full value of services is not stripped out of current contracts, leading to new cost pressures 
	The contestability plan will continued to be developed and refined via dialogue between business managers and finance to ensure that all costs are captured. 

This includes the outcomes of detailed discussions with CHUFT around the value of activity to be included with respect to elective pathways

	Failure to agree scope by 1st December may impact on Nov 2015 go-live date 
	Failure to agree the scope of CC2H by 1st December may prevent the CCG from serving a full 12 month notice period to current providers. This will either jeopardise the proposed November 2015 go-live date, or leave the CCG exposed to financial risk of early termination. 
	Effort is being concentrated to agree the scope of CC2H ahead of 1st December 2014, including support from the QIA process to ensure that all business cases are sufficiently robust in their recommendations, and TDC to discuss and agree recommendations on scope from a clinical perspective

	Lack of clarity over the commercial model underpinning the CC2H Contract 
	There are still a number of key considerations to be made regarding the commercial model underpinning the CC2H contract.  These need to be carefully worked through ahead of the ITT  to ensure that:

the payment mechanism and contract incentives support the desired CC2H model and a move towards integrated and outcomes based provision 
the procurement achieves maximum value for money
the financial envelope and resulting contract value support the CCG’s medium term financial objectives, whilst at the same time being attractive to providers 
	This section of the FBC sets out a number of proposed options surrounding the commercial model underpinning the contract and the level of contestation on price the CCG should adopt throughout the procurement process. 

A proposes process for arriving at these decisions  ahead of the ITT date has been developed and included within the FBC. 

	Contract Finalisation and mobilisation timescales may impact on Nov 2015 go-live date
	The length and complexity of contract negotiation and finalisation with the preferred provider should not be underestimated, and is therefore highlighted as a major risk to the project timescales. A similar risks is also associated with mobilising the contract once signed, as the Lead Provider will need time to formalise its sub contractual relationships. 

These risks could impact upon the proposed ‘Go-Live’ date November 2015.  
	The tender evaluation will assess the bidder’s readiness and ability to mobilise the contract within the desired timescales. 

Consideration is also being given to whether an April 2016 start date would be more appropriate for all CC2H services, although this may have an adverse impact on the ability to deliver QIPP savings for 15/16.  




[bookmark: _Toc403387847][bookmark: _Toc401006278]
The Financial Case 
The Financial Case sets out the financial implications and impact of the CC2H project on the CCG.  This will include details of the baseline contract values, the assumptions underpinning the financial model, the options around growth and inflation, and assumed levels of cost reduction delivered by project, as well as the wider savings on the health and social care economy.
The Financial Case has been excluded from the Part I paper, as this information has been deemed to be commercially sensitive. This will be discussed in the Part II session. 



[bookmark: _Toc403387857]The Management Case 
[bookmark: _Toc403387858]Introduction and Key Point Summary 
The management approach set out how the CC2H project will be managed and implemented to ensure a smooth transition to the new provider and contractual arrangements. This includes details of the project plan and key milestones, along with considerations around succession planning and phasing of clinical services. This section also sets out the key risks associated with the CC2H project, and how they are being mitigated and managed by the CCG. 
	Summary and Key Points:

CC2H forms part of the CCG’s Care Around the Person Programme, and is being managed as part of a wider portfolio of work using approved governance and engagement arrangements for effective programme delivery

The timescales for the procurement and mobilisation phases of the project are tight, but manageable. An allowance for the activities that can and cannot take place during the pre-election period has been included within the plan

Both programme and strategic risks associated with the CC2H project are managed in line with the CCG’s Risk Management Framework.

The CCG is planning a phased implementation of Care Closer to Home services, starting in November 2015, and finishing in April 2016. 

CC2H has been underpinned by extensive engagement with the public, service users, and the CCG’s wider stakeholders. This has been an iterative process, which has helped enrich and refine the CCG’s planning and approach to the project

A formal public consultation on CC2H is due to start in December, and finish ahead of the ITT being issued. A further, provider led, stage of consultation may be necessary once the new models of care are known, based on the successful providers bid. 




[bookmark: _Toc403387859]Programme Management and Governance Arrangements 
The CC2H project forms part of the NEE CCG critically important ‘Care Around the Person’ Programme, which is managed as part of the wider portfolio of work using approved governance and engagement arrangements for effective programme delivery. All projects within the CCG are assigned to one of four Programme Boards, each with an Executive Sponsor, and which report to the Portfolio Board. The Transformation and Delivery Committee provides clinical assurance and the Portfolio Board reports to the CCG Governing Board’s bi-monthly meetings.
An overview of the CCG’s programme and Governance arrangements are outlined in the diagram below: 


[bookmark: _Toc403387860]Project Management Approach 
Within the overarching Programme and Governance structure outlined above, the CC2H project is managed using the rigorous principles of a Prince 2 approach, supported by the CCG’s programme management office (PMO).  Key project documents, along with the project plan, are stored in the CCG’s VERTO Programme Management software to provide a full audit trail of decision making.  
The project plan is updated on a weekly basis, and arrangements are in place to track progress of key tasks and milestones against the critical path.  Progress against CC2H project milestones, along with key issues and risks, are reported to the Care Around the Person Programme Board via a regular monthly highlight report. 
[bookmark: _Toc403387861]Key Milestones
A summary of the project plan on VERTO can be found at Annex J. 
Key project milestones are outlined below, along with RAG rating highlighting the risks to their delivery within the planned timescales (Green = complete or on plan; Amber = on/late to plan but with manageable risk; Red = Late to plan or requiring re-plan or scope change)
	Milestone Ref 
	Milestone Description 
	Date  
	Complete? 

	MS 1
	Project Mandate Refreshed 
	02/04/2014 
	YES

	MS 2
	Project Established 
	11/06/2014
	YES

	MS 3 
	Market and Service User Engagement Complete 
	31/12/2015
	ONGOING 

	MS 4 
	Scope Agreed by CCG Board 
	25/11/2014
	ONGOING 

	MS 5 
	CC2H Project Outline Business Case Approved 
	30/09/2014
	YES

	MS 6
	Service Level Business Cases Approved by TDC 
	11/11/2014
	YES

	MS 7
	CC2H Project Full Business Case Approved 
	25/11/2014
	ONGOING

	MS 8
	Service Specification Approved 
	02/02/2014
	ONGOING

	MS 9
	Draft Contract Approved 
	02/02/2015
	ONGOING

	MS 10
	Succession Planning  / Commissioning Intentions Issued 
	01/12/2014
	ONGOING

	MS 11
	PQQ Issued to market 
	12/12/2014
	ONGOING

	MS 12
	Formal Public Consultation Approved by CCG Board 
	27/01/2015
	ONGOING

	MS 13
	ITT Documentation issued
	13/02/2015
	ONGOING

	Ms 14
	Preferred bidder Selected 
	13/05/2015
	ONGOING

	MS 15
	Contract Signed 
	01/08/2015
	ONGOING

	MS 16
	Transition Plan Approved 
	03/07/2015
	ONGOING

	MS 17
	Contract Start Date / Phase 1 Go-Live 
	03/11/2015
	ONGOING


[bookmark: _Toc401006296]
[bookmark: _Toc403387862]The pre-election period (Purdah) 
With the General Election scheduled for 7th May 2015, during the pre-election period known as Purdah, the CCG will need to ensure that it does not undertake any formal public consultation or make any announcements which could be seen as advantageous to any candidates or parties, or which may commit any incoming new administration to policies which it would not support. 
The Purdah period is scheduled to begin 6 weeks before the election on 30th March 2015, and will last until a new parliament is formed.  The project plan takes account of this period be ensuring that CCG does not make any public announcements relating to the CC2H procurement are issued during these dates. The ITT will therefore be issued before Purdah commences, and evaluated during the period. An announcement around the preferred bidder will not be made until after the period has concluded.   The CCG is currently in the process of taking legal advice to ensure that its understanding of what activities can and cannot take place during purdah is in line with parliamentary guidance.   
[bookmark: _Toc403387863]Approach to Risk Management
Both programme and strategic risks associated with the CC2H project are managed in line with the CCG’s Risk Management Framework. The Portfolio Risk Register, which uses the same format as the separate CCG Corporate Risk Register, contains all risks relating to the Programme and Projects. Each risk has a senior owner and a project lead assigned to it. Each Programme Board is responsible for reviewing their risks at each meeting.  The following categories of risk are escalated to the Portfolio Board meetings
Red risks
Risks which have risen from green to amber
Risks which have repercussions beyond their own programme
Details of the risks arising from each section of this business case have been detailed at the end of each corresponding section, and have also been crossed referenced to ensure that all additional risks identified throughout this process are aligned with the portfolio risk register. 
[bookmark: _Toc403387864]Engagement around CC2H 
Engagement around CC2H has been an iterative process, which has helped enrich and refine the CCG’s planning and approach to the project.  This section outlines the engagement activity undertaken to date across the CCG’s stakeholders and the public: 
[bookmark: _Toc403387865]Stakeholder Engagement
The Essex Health Overview and Scrutiny Committee has been closely involved with the development of CC2H with several briefings and presentations.
Essex County Council was a joint partner in the public engagement activity outlined below, and both Tendring District Council and Colchester Borough Council actively provided support for events and in distributing collateral. 
Providers, including the voluntary sector, have been actively engaged in co-designing the strategy and the business case through a series of market engagement events and in supporting the dissemination of collateral. 
Local MPs have also been regularly briefed throughout the process. 
[bookmark: _Toc403387866]Public Engagement
The Big Care Debate 
North East Essex CCG undertook an intensive education, communications and engagement exercise, known as the Big Care Debate, from November 2013 to February 2014 to involve people across North East Essex in a discussion to help shape the vision for the CCG and inform its strategies for healthcare including CC2H.
Almost 1,000 people responded to or were involved with the debate. The key themes are reflected in the CC2H Strategy which was finalised after the Big Care Debate closed, details of which can be found at Section 2.4.4. Further engagement was then undertaken with PPG groups, carers groups, the North East Essex Health Forum and patient interest groups relating to the services being considered for inclusion in the CC2H procurement.
A range of stakeholders were involved with the debate. Leaders from health and social care, union representatives and staff from health and social care and the voluntary sector took part by attending the two large launch events or by completing surveys at outreach events. 
A broad mix of the public were also involved through the mix of engagement methods. An online survey generated responses from adults of all ages – although 68% of the responses were from people aged 25-60 and 61% of respondents were in employment.
This was supplemented by outreach events with the aim of reaching harder to hear groups. We spoke to mothers with young families, a youth club, older people’s luncheon clubs, a carers forum, the garrison, the Health Forum, GP practice Patient Participation Groups and two specially facilitated events with BME communities including Bangladeshi, Middle Eastern, Turkish, Nepalese and Chinese.
People were asked about their view of health and wellbeing from a holistic perspective – what keeps them well and independent as well as what works well in statutory services and what needs fixing
Wider engagement in CC2H - Health Forum and Patient Participation Groups
The CCG’s public, patient and carer local health forums have been established for over 12 months. Operating in three areas of North East Essex, the public have the chance to influence and contribute towards local commissioning decisions and discussions through this route. Much intelligence has been gained from these local forums ensuring decisions are localised and person centred, and representatives are part of the CC2H project group.  Service users will continue to be involved through service-line specific consultation and through the procurement process.
Health forum representatives sit on each of the key committees within the CCG governance structure, including the Care Around the Person Programme Board, ensuring that the patient and public views are always brought to the forefront. In addition, as ideas have developed around CC2H, these have been discussed with GP Practice Patient Participation Groups. 
[bookmark: _Toc403387867]Big Care Decision - Strategy and action plan for further communications, engagement and consultation
Following on from the Big Care Debate, the North East Essex Big Care Decision Public Consultation is derived from the CC2H and Urgent Care Strategies, as well as the NHS England Primary Care strategy and will act as the formal public consultation for CC2H, with the procurement to be informed by and follow the consultation.
Further details of the Strategy and Action Plan will go to the CCG’s Governing Body at the same time as this Full Business Case. 
It is envisaged that the successful bidder CC2H bidder will be required to engage with the public prior to mobilisation, once further details of the proposed service changes are known in more detail. 
[bookmark: _Toc401006303][bookmark: _Toc401006304][bookmark: _Toc401006305][bookmark: _Toc401006306][bookmark: _Toc401006307][bookmark: _Toc401006308][bookmark: _Toc401006309][bookmark: _Toc401006310][bookmark: _Toc401006311][bookmark: _Toc401006312][bookmark: _Toc403387868]Transition planning and ‘go-live phasing’ 
The CCG intends to adopt a phased approach to the mobilisation and ‘go-live’ of CC2H services, with some commencing in November 2015 and others not starting until April 2016.
A number of factors have been taken into consideration when developing the proposed phasing, including:
The expiry dates of current contracts 
The need to mobilise services as quickly as possible in order to deliver QIPP savings for 15/16
Dependencies between CC2H services and wider services
Interdependencies between CC2H services 
Complexity of  transition 
Workforce and TUPE implication 
Known quality issues with current services 
The CCG plans to issue its commissioning intentions to providers and serve notice on services as required during early December 2014. This is dependent of the scope of CC2H being finalised and agreed by the CCG’s Governing Body in November, which is highlighted as a key risk to delivery of the project plan in section 7.2
Once notice has been issued, the CCG will work with existing providers to develop detailed succession plans to ensure a smooth transition to the new arrangements. Once the preferred provider has been selected, a detailed transition plan will be developed and a transition steering group established to oversee and manage the transition, with representatives from the CCG, the preferred provider, the CCG’s existing providers, clinicians and service users. 
A high level outline of the proposed transition and go-live plan is provided below. However, the CCG recognises that this will be a complex process, and the final transition timeline will need to be discussed and agreed with the new provider. Tenders will also be evaluated on their proposed approach to transition. 

A more detailed transition plan will be developed over the coming months for approval by the CCG’s Governing Body in June 2015. 


[bookmark: _Toc403387869]Conclusion and Recommendations 

In conclusion, the CCG’s Governing Body is asked to: 
Confirm that progress since approval of the OBC in September with the CC2H project is sufficient to support the overall approach and ongoing work
Agree the proposed scope of phase 1 of the CC2H bundle, including the recommended inclusions and exclusions
Note the options outlined in section 5 (the Commercial Case) around the commercial model, and agree the proposed approach to arriving at the preferred option
Note the options and assumptions outlined in section 6 (The financial case) around the financial model, and agree the proposed approach to arriving at the preferred model
Approve this full business case, enabling:
The procurement to progress to the PQQ stage as per the plan detailed in section 7
The formal public consultation process to begin 
Commissioning intentions to be issued to current providers, and where necessary notice periods to be served




[bookmark: _Toc403387870]Annex A: North East Essex Population Projections 





[bookmark: _Toc403387871]Annex B: Social Care Needs Analysis 

Despite having a smaller population, those who live in Tendring use social care services more than those in Colchester, perhaps due to having a larger older population.
In NEE in 2010/11, Tendring had a higher number of people receiving social care (9461) than Colchester (7215) 
The majority of people who needed social care were over 65: 5216 (72%) in Colchester and 7353 in Tendring (78%) 
Of over 65s who received a service, approximately two thirds were female 
Of the adults aged under 65 who accessed social care services, just over half were female
Therefore of all persons accessing social care services in NEE, 64% are female and 36% are male. This could represent an inequality in access to social care for males, who may need social care but are not accessing it, or it could be a result of the fact that there are more older women than men in NEE.
Number of clients receiving social care support (2011)
	District
	Gender
	Aged 18 - 64
	Aged 65+
	Grand Total

	Colchester 
	 
	1998 (28%) 
	5216 (72%) 
	7215

	
	Female
	1141 (16%)
	3485 (48%) 
	4627

	
	Male
	857 (12%)
	1731 (24%)
	2588

	
	
	
	
	

	Tendring 
	 
	2105 (22%)
	7353 (78%)
	9461

	
	Female
	1209 (13%)
	4818 (51%)
	6029

	
	Male
	896 (9%)
	2535 (27%)
	3431

	
	Not Recorded
	
	
	1

	Grand Total
	 
	4103 
	12569
	16676


Source: Essex County Council		
In social care cost projections to 2016, Tendring district was projected to have the highest social care costs in Essex by 2016 whilst Colchester will have the third highest costs.
Social care costs per week 2011 and projected to 2016[footnoteRef:33] [33:  Weekly care cost information is based on the Unit Cost Summary, England, 2009/10. These costs, where appropriate, are applied to the total projected requirement for home care, day care and residential and nursing care, and support for informal carers, to estimate total costs. Projected costs are based on current prices (i.e. no inflation increase included). Non-zero inflation rates may alternatively be applied.] 

	Whole population care costs per week
	2011
	2016
	% change from 2011 to2016

	Tendring
	£1,511,750
	£1,721,820
	14%

	Colchester
	£1,079,390
	£1,282,870
	19%

	Essex
	£10,405,670
	£12,039,040
	16%


Source: Planning4Care and ECC
Compared to the other districts in Essex, Tendring has the highest numbers of older people (over 65s) and both Colchester and Tendring are estimated to have 20% of their population that are not well supported by social care. Tendring also has the highest numbers of older people who have care needs but are not supported by social care.
Estimated population of over 65s in NEE with care needs

Source: Planning4Care / Essex County Council
There are numerous social care services provided across NE Essex, and the care package given is different depending on the client and area they are from. The figure below shows the number of clients which used each social care service in Colchester and Tendring 2008-2011.
Number of clients using each social care service in Colchester and Tending 2008-2011

Source: Essex County Council
Colchester - The majority (5216 clients, 72%) of clients are aged 65 and over, and the most common problem in both over 65s and 18-64s being physical disability, frailty and/or temporary illness, followed by learning disability (see below).

Number of clients being assessed / reviewed by each social care service in Colchester 2008-2011
[image: ]Source: Essex County Council
Tendring - The most common reason for social care involvement is physical disability, frailty and/or temporary illness, which accounts for over 70% of social services for all age groups.

Number of clients being assessed / reviewed by each social care service in Tendring 2008-2011
[image: ]
Source: Essex County Council

There is a weak correlation between deprivation and the number of clients that access social care services. 
Deprivation versus number of social care clients in Tendring
[image: ]
Source: NHS North East Essex Information Team for the ward level deprivation scores. Essex County Council for number of clients using social care services.
In 2010/11, a total of approximately 17,500 clients were seen by social care services. Not all of these would have gone on to receive a funded social service.  In over a third of cases (35%), a support plan was amended, however in 30% of cases; there was no change to the support plan.
Total social care activity completed in NEE during 2010/11
	Activity Outcome
	Colchester 
	Tendring 
	Grand Total

	A  Support Plan amended
	2895
	3173
	6068

	A  Support Plan no change
	2431
	2805
	5236

	A  Services Proposed
	1014
	1376
	2390

	Adult Unpaid Carer Advice/Info
	508
	853
	1361

	A  Support Plan ended
	517
	507
	1024

	A  Services Provided
	283
	365
	648

	A  NFA  Advice and Information Provided
	101
	167
	268

	Adult Unpaid Carer Direct Service
	68
	77
	145

	Adult Unpaid Carer Break Service
	48
	56
	104

	A  Services Not Proposed
	12
	32
	44

	Adult Unpaid Carers Direct Service Continued
	24
	16
	40

	Adult Unpaid Carers Break Service Continued
	14
	11
	25

	A  Services Proposed and Declined  Other
	10
	11
	21

	Adult Unpaid Carers Direct Service Ended
	5
	15
	20

	A  NFA  Redirected to other Agency
	9
	9
	18

	A  Review Abandoned
	9
	9
	18

	Missing Outcome
	5
	8
	13

	Adult Unpaid Carer Declined Assessment
	6
	4
	10

	Adult Unpaid Carers Break Service Ended
	5
	5
	10

	C  Specialist Assessment
	6
	2
	8

	A  Services Proposed and Declined   Financial
	3
	3
	6

	A  Abandoned
	6
	11
	17

	
Grand Total
	7979
	9515
	17494


Source: Essex County Council
Measure of Need projection in Essex 2014-2016 in those aged 65+
	Measure
	2014
	2015
	2016

	No needs
	239,932
	244,682
	208,130

	Low needs
	37,565
	38,396
	32,660

	Moderate needs
	26,567
	27,208
	23,270

	High needs
	18,666
	19,129
	16,370

	Very high needs, physical
	14,770
	15,109
	12,920

	Very high needs, cognitive / functional
	10,380
	10,656
	9,130

	All people over 65 with care needs
	107,948
	110,508
	94,360

	All people over 65
	347,880
	355,190
	302,490


Source: Planning4Care, ECC 2011

[image: ]
Source: Essex County Council

The table below suggests that in NEE by 2016, the numbers of people aged over 65 with care needs will have increased to 24,350, although the percentage of people with care needs will remain static at around 31%. 
Projected numbers of people aged over 65 who will need social care services in NEE in 2016
	Measure
	2011
	2016

	No needs
	47,710
	55,070

	Low needs
	7,710
	8,850

	Moderate needs
	5,140
	5,890

	High needs
	3,580
	4,100

	Very high needs, physical
	2,580
	2,970

	Very high needs, cognitive/functional
	2,230
	2,550

	All people over 65 with care needs
	21,250
	24,350

	All people over 65
	68,960
	79,420

	% of people over 65 with care needs
	30.81%
	30.66%


Source: Essex County Council
From the Social Care and Mental Health Indicators from the National Indicator Set 2010/11, Essex has been shown to be performing well in the field of social care. In particular, compared to East of England and England, Essex has the highest percentage of carers that receive needs assessment for review and a specific carer’s service, or advice and information.  Also, Essex has the highest percentage of adults receiving secondary mental health services in settled accommodation; however, Essex has the lowest percentage of people with learning disabilities in settled accommodation and employment.
Social Care and Mental Health Indicators 2010/11
	Indicator
	Essex
	East of England
	England

	Carers receiving needs assessment or review and a specific carer’s service, or advice and information (%)
	38.1
	33.9
	28.3

	Adults receiving secondary mental health services in settled accommodation (%)
	79.1
	64.2
	66.8

	Achieving Independence for older people through rehabilitation/intermediate care (%)
	77.4
	78.4
	81.9

	Adults with learning disabilities in settled accommodation (%)
	43.5
	54.5
	59.1

	Adults with learning disabilities in employment (%)
	3.4
	5.8
	6.6

	Adults receiving secondary mental health services in employment (%)
	9.6
	9.7
	9.5

	Self-reported experience of social care users
	18.6
	18.6
	18.7

	Social care clients receiving Self Directed Support
	29.4
	36.2
	28.9


Source: National Indicator Set 2010/11, NHS Information Centre
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An Urgent Care Needs Assessment in 2011 identified several demographic and geographic population groups where urgent care demand outstrips probable need, and which Care Closer to Home could address through delivering community support for the urgent care strategy, through focusing on avoiding activity through targeted intervention. These include:
	Population Group
	Description of Interdependency

	Demographic Groupings

	Older people (75 years+)
	There is a higher need for urgent care services in the older age groups, however, there is also evidence to show that older people (75 years and over) place demand on urgent care services which could perhaps be addressed in other ways. Older people have longer lengths of stay following non-elective admissions. Improving discharge may be a way of ensuring the patient returns home faster. This requires integrated action from both health & social care services.

	High intensity users
	A relatively small group of patients places high demand on urgent care services, which does not match their objective clinical need. Enhanced community support, including mental health and wellbeing support, for identified individuals could reduce inappropriate usage of services.

	Geographic Groupings

	Residents of locations near to urgent care facilities
	Evidence demonstrates that those registered with GP practices in the area immediately surrounding A&E have higher A&E attendance rates.

	Residents of areas of deprivation
	It has been shown that people who live in more deprived areas have higher need of urgent care services. This is often appropriate, but could be addressed through improved primary care and community prevention. For example:
•	Highest mortality rates seen in Clacton and pockets of deprivation in Colchester town.
•	Life expectancy is in Clacton compared to less deprived areas of NEE.
•	Higher rates of emergency admissions from Clacton.
•	Higher use (4 times) of MIU in Clacton compared to that in Harwich.

	Areas with high ambulance conveyance rate
	The conveyance rate is anecdotally high from certain areas. The role of ‘urgent’ ambulances could be reduced. For instance, it might be appropriate for some of these individuals to be managed appropriately by specialist nursing teams or crisis response services.

	Clinical Patient Cohorts

	Patients with Ambulatory Care Sensitive (ACS) conditions
	ACS conditions are defined as those that should not normally require an acute hospital admission. The ACS admissions for which NEE was higher than the national or regional average in 2011 are as follows:
•	Higher than the national average: nutritional deficiencies (small numbers).
•	Higher than the regional average: 
o	Acute: Dehydration and gastroenteritis & Pyelonephritis
o	Chronic: Angina & Hypertension

	Patients of certain acute clinical specialties
	Clinical specialities where demand in NEE has been significantly higher than the national average, and which may potentially be addressed through CC2H include:
Higher emergency length of stay: gastroenterology, urology and neurology.
Higher emergency admission rates: cardiology, clinical oncology, thoracic medicine, general surgery and gastroenterology.
Higher emergency bed days: clinical oncology and thoracic medicine.

The needs analysis indicated that quality of care in the community could be improved for a number of common conditions, for example:
 Asthma: Data suggests that the demand placed on A&E could be reduced by improving primary & community care services in this group of patients:
NEE has relatively low prevalence and mortality compared to all 13 former PCTs in the East of England, but relatively high emergency admission activity
For asthma (in adults), CHUFT has a higher % of 3+ previous admissions within the last 12 months and of zero lengths of stay than the thoracic medicine average.

Epilepsy: All age prevalence, mortality and activity rates for this condition in NEE are among the highest in East of England. This may in part be related to the proportion of individuals with Learning Disabilities who reside in NEE. One in five people with Learning Difficulties have epilepsy and also higher rates of other underlying clinical conditions. This can make this group higher users of urgent care services. 

Cardiovascular indications: There appears to be high clinical need in this area, which has implications for urgent care services, evidenced by the following information:
The highest causes of premature mortality (in the under 75 age group) in NEE are:
acute MI for men 
all circulatory diseases for women.
High diagnosed prevalence of all cardiology indications in NEE.
NEE is higher than the national average for emergency admissions for angina (an ACS condition that should be largely manageable in the community).
Chest pain was the 3rd most frequent clinical category for calling an ambulance (2011).


	Patients with minor ailments
	Where inappropriate use of urgent care services is sought for conditions that could be self-treated, signposting to appropriate services and enhancing capacity and confidence to self-care could lead to reductions in inappropriate demand.
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The Big Care Debate has engaged with 766 people between November and February with nearly 200 people attending two large launch events in Clacton and Colchester, 219 completing an online survey and engagement with 350 members of the community at outreach events including children’s centres, PPG groups, Local Engagement Forum meetings, Colchester Garrison, youth centres and health and well-being fairs. Further Details of the Big Care Debate, and specific service user engagement to date around CC2H, can found in Section XX. 

Who we spoke to

A range of stakeholders were involved with the debate. Leaders from health and social care, union representatives and staff from health and social care and the voluntary sector took part by attending the two large launch events or by completing surveys at outreach events. 

A broad mix of the public were also involved through the mix of engagement methods. An online survey generated responses from adults of all ages – although 68% of the responses were from people aged 25-60 and 61% of respondents were in employment.

This was supplemented by outreach events with the aim of reaching harder to hear groups. We spoke to mothers with young families, a youth club, older people’s luncheon clubs, a carers forum, the garrison, the Health Forum, GP practice Patient Participation Groups and specially facilitated events with BME communities including Bangladeshi, Middle Eastern, Turkish and Chinese.

People were asked about their view of health and wellbeing from a holistic perspective – what keeps them well and independent as well as what works well in statutory services and what needs fixing.

Question 1 – What matters most about keeping well and living independently?
Many people understand the need for mental and physical well-being to ensure they can live a longer and fuller life and one of the greatest concerns for many was social isolation and the impact this could have on their health but also concerns about how they can cope if they do become ill.

People were aware of the need for good diet and exercise but smoking, drugs and alcohol were rarely mentioned as a lifestyle factor.  Health screening and immunisation were also recognised as important prevention services.

Access to services was a key concern for respondents – this ranged from signposting and information about how to stay healthy or which service was the most appropriate to attend,  to transport and how close those services were to their homes. 
This was closely linked to integration of services – the hospital hopper bus service at the coast running at a time that coincides with hospital outpatient clinics and patient information being readily available to clinicians so they did not have to repeat their story.
One universal thread was GP services.  Some in the rural areas of Tendring were extremely happy with their GP services but were concerned about a potential move a of a surgery building as practices outgrow their existing premises. Others felt they had to use other services because they couldn’t get an appointment with their GP. In the Harwich and Clacton areas there were real concerns about being able to see a GP, the lack of continuity where locums were being used to supplement services and a trial of a telephone triage service which was liked by some younger services users but was less popular with older people. Many people understood that GPs are an important gateway to health services and where access was limited this created pressure on other services.

Question 2 Tell us about a service that is keeping you well and making a difference in your life. 
Again GP services were the dominant response closely followed by social care and voluntary sector support services although mental health, screening, therapies and hospital/urgent care services were also strongly featured.
Voluntary sector services play a vital role in supporting community cohesion and many of the people responding to this question cited a particular group or service that was important in their lives. Those who volunteered for these services were even stronger advocates of how their role gave them a sense of self-worth and well-being which far outweighed the contribution they were making. Others spoke of family, friends and partners who were also carers and the reliance they had on this support network.

There was praise for services including therapies, ophthalmology, nursing services in the community and mental health services. 

Question 3 Can you think of any examples where the NHS and Social Care waste money
Medicines management was the overriding theme for this question although the use of locums and agency staff in all aspects of NHS care was a popular theme with respondents feeling the continuity of care was compromised in addition to the additional cost of temporary staff. 
Lack of integration was also a key theme with many people citing:
delayed discharge for vulnerable patients needing social care
the revolving door syndrome for people discharged without adequate community support who will then need readmission to hospital because their condition has deteriorated
lack of community support for patients who at end of life or those who need additional nursing care rather than a full hospital team
Equipment services featured heavily at the two large events with many respondents who felt the burden of grief was added to by when requests to remove items that were no longer needed were not responded to.
Duplication of paper work between services and the use of multiple letters from the hospital direct to patients was heavily featured. Issues relating to the hospital also included queuing for the car park which could result in missed appointment times and unnecessary follow up appointments. 
Inconsistent advice was a further sub theme for some respondents – this included conflicting advice between different urgent care services in one case with potentially serious consequences when a baby with meningitis was initially diagnosed as having a cold.
Mothers at a baby clinic also expressed concern over differing advice between health and social care professionals. One mother said she gave up trying to breast feed after feeling confused about conflicting advice from professionals when her baby appeared to be constantly demanding to be fed.
Respondents were open to charging patients who use services inappropriately, those who do not attend for appointments and prescribing to be more stringent with medication reviews and not prescribing over the counter medicines.

Question 4 – If there was one thing you could change about health and social care services what would you do?
Overwhelmingly respondents wanted to see improvements to GP and community based services.
Support for carers and helping people to remain independent in their home were key themes together with tackling isolation to ensure people could stay well and independent. Seamless support when discharged from hospital and improved co-ordination/integration of services at home.
Allied to this was support for mental health service users. Funding for non NHS support services including the voluntary sector and low cost exercise was also a feature together with support for carers to reduce the burden on social and healthcare professionals. 
When asked how they could improve their own health the majority of respondents opted for exercise and healthier diet 
When asked how the CCG could assist them in becoming healthier with over 60% suggesting more information and signposting, 40% suggesting self care through education around long term conditions and 38% asking for help with costs for exercise:
A further additional question prompted people to think about which areas of their future health concerned them:

Self-care
Feedback overall indicated a strong awareness of personal responsibility for health including diet, exercise and mental wellbeing t