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FOR INFORMATION

SLOUGH CLINICAL COMMISSIONING GROUP (CCG) OPERATIONAL PLAN 2017-
19 REFRESH

1. Purpose of Report

1.1 This paper provides the Slough Wellbeing Board with an update on the east
Berkshire CCGs Collaborative Operational Plan 2017-19, which will be
managed in line with the refresh of the CCGs’ Operating plans and objectives.

1.2 NHS England (NHSE) and NHS Improvement (NHSI) are still to issue formal
planning guidance for 2018/19 and this is anticipated in December 2017. It is
expected that any requirement is likely to be at the Frimley Health and Care
Sustainability and Transformation Partnership (STP) level and will support the
delivery of the requirements for the STP as set out in the Memorandum of
Understanding (MOU) with NHSE and NHSI. CCGs’ local timelines will mirror
the requirements of the STP to support appropriate discussions during this
process.

1.3  Plans developed will help to support system discussions across the Frimley
Health and Care STP.

1.4  This report highlights the work undertaken by the CCG in collaboration with our
partners and the progress made in 2017/18 and what we intend to focus on in
2018/19.

2. Recommendation(s)/Proposed Action

The Wellbeing Board is requested to note the report.

3. The Slough Joint Wellbeing Strateqy, the JSNA and the Five Year Plan

3a. Slough Joint Wellbeing Strategy Priorities

The Operational Plan for Slough will help support the delivery of the following Slough
Joint Wellbeing Strategy 2016 — 2020 (SJWS) priorities:

1) Protecting vulnerable children
2) Increasing life expectancy by focussing on inequalities
3) Improving mental health and wellbeing



3b. The JSNA

This Operational Plan represents the collective commissioning ambitions of the three
east Berkshire CCGs and has been informed by NHSE Planning Guidance, local
partner priorities, strategies, plans, the JSNA and the Frimley Health and Care STP.

3b. Five Year Plan Outcomes
The Operational Plan will help support the delivery of the following Slough Borough
Council Five Year Plan’s 2017 — 2021 outcomes:

1) Our children and young people will have the best start in life and opportunities
to give them positive lives

2) Our people will become healthier and will manage their own health, care and
support needs

4. Other Implications
(a) Financial - The Operational Plan complies with NHS England key planning
requirements.

(b) Risk Management - Key risks to the delivery of the Operational Plan across all
work programmes have been identified and are included in Chapter 10 of the plan.
Slough CCG shares two committees that have a key role in the development and
scrutiny of the delivery of the Plan. These are the Business Planning and Clinical
Commissioning Committee and Finance and QIPP. Programmes of work are
aligned to programme boards which have a clear focus on implementation and
how risks to delivery are being managed.

(c) Human Rights Act and Other Legal Implications - No Human Rights implications
arise.

(d) Equalities Impact Assessment - The Operating Plan aims to improve health
outcomes and wellbeing for the people of Slough and to deliver sustainable,
consistent standards of care within the resources available.

(e) Workforce - There will be significant workforce development implications in the
delivery of the local and national aspirations for healthcare provision over the
coming years, alongside what we know to be ongoing challenges in recruitment
and retention within health and care provision. These are recognised within our
plan, and are also supported by a STP work stream on workforce.

5. Summary

This report provides the Slough Wellbeing Board with an update on the Slough CCG’s
Operational Plan. The document also represents the collective ambition of the three east
Berkshire CCGs.

Slough Wellbeing Board is asked to note the report and to support the delivery of the
Operational Plan and associated work programmes during 2017/18 and 2018/19.

6. Supporting Information

6.1  Annually as part of their business planning process, CCGs are usually required
to publish their commissioning intentions together with an Operational Plan that



6.2

6.3

6.4

is submitted to NHSE. In December 2016 Slough CCG submitted its
Operational Plan that details how it will deliver the NHS national requirements
as set out by NHSE (in the Five Year Forward View) through its local
programmes of work and how this will support delivery of the system

priorities within the Frimley Health and Care STP. For the first time in the
planning process, this was a two year plan (2017/19) supported by two year
contracts and financial allocations.

In the Slough Operational Plan 2017/19 the focus has been on delivering local
priorities, the nine national ‘must dos’ set by NHSE and ensure alignment with
STP priorities to achieve system outcomes. There has been extensive
engagement with member practices, patients and wider stakeholders in the
development and implementation of the plan for example, via member meetings
workshops, east Berkshire GP Collaborative Event, Patient Panels and
including patients on individual service redesign steering groups and
workshops. We have been working collaboratively with our local partners in the
delivery of these local priorities and work programmes.

Slough CCG has articulated its high level priorities over the next two years
which align with Slough Joint Wellbeing Strategy priorities and the Council’s
Five Year Plan outcomes:

Ensure patient rights under the NHS Constitution are upheld

Develop a transformed model of general practice

Reduce unwarranted variation in outcomes and the use of money

Prevent crisis and escalation of health issues, through early identification and
treatment

Improve urgent on the day access to services and response to those in crisis
Ensure mental health receives as much attention as physical health

Develop integrated services across the NHS and social care

Give people support to live healthy lives and look after their conditions

These priorities will be delivered through the following areas of work:

Integrated care decision-making and primary care, mental health, urgent and
emergency care transformation

Continued improvements in access to mental health services for children and
young people

Early identification of mental and physical health needs for people with a learning
disability

Increased emphasis on prevention, self-help and self-care supporting public health
initiatives and STP prevention programme

Encourage people to stop smoking, increase physical activity, reduce alcohol
consumption, and reduce their weight

Integrated care planning for those with diabetes and cardiac problems e.g. heart
failure, complex case management, shared care records through interoperability
solution Connected Care

Increased access to personal health budgets and social prescribing



6.5 NHSE and NHSI are still to issue formal planning guidance for 2018/19 and this
is anticipated in December 2017. It is expected that any requirement is likely to
be at the STP level and will support the delivery of the requirements for the STP
as set out in the MOU with NHSE and NHSI. CCGs’ local timelines will mirror
the requirements of the STP to support appropriate discussions during this
process.

6.6  During this period as our current Operational Plan and Commissioning
Intentions cover 2018/19, we are pre-emptively undertaking a ‘refresh’ of the
existing Plan that updates our commissioning intentions and programmes of
work for 2018/19 prior to national guidance being issued. We will also look to
engage with stakeholders to discuss our areas of focus, however, it is not
expected that significant new intentions will be generated as part of this
process.

6.7 Appendix A details what we said we would do within 2017/18, what we have
achieved thus far and what we intend to do in 2018/19.

7. Comments of Other Committees

7.1 The draft Operational Plan outline was shared with the Slough Wellbeing Board
prior to its submission in December 2016. The Plan has also been discussed at
Slough CCG member practices meetings, with the public through the
community partnership forum and with the CCG Governing Body in several
iterations before the final version was submitted to NHSE.

7.2  An update on the Plan was taken to the Slough Wellbeing Board on 19t July
2017 and this report was also shared with the members of the Health and Adult
Social Care PDG at their meeting on 30 October 2017.

8. Conclusion

Slough Wellbeing Board is asked to note the report and support the delivery of the
Operational Plan and associated work programmes during 2017/18 and 2018/19.

9. Appendices attached

‘A - Commissioning Intentions Refresh of CCG work programmes
‘B’ - Slough CCG Plan on a Page

10. Background Papers

1 - Operational Plan 2017/18 — 2018/19 (Bracknell & Ascot CCG, Slough CCG,
Windsor, Ascot & Maidenhead CCG) http://www.sloughccg.nhs.uk/about-us/our-plans

2 - Delivering the Forward View — NHS Planning Guidance 2016/17 — 2020/21
https://www.england.nhs.uk/wp-content/uploads/2015/12/planning-quid-16-17-20-

21.pdf



http://www.sloughccg.nhs.uk/about-us/our-plans
https://www.england.nhs.uk/wp-content/uploads/2015/12/planning-guid-16-17-20-21.pdf
https://www.england.nhs.uk/wp-content/uploads/2015/12/planning-guid-16-17-20-21.pdf

APPENDIX A:
Planned Care Programme

Our strategy for planned care is to reduce unwarranted variation in both outcomes and activity using the Right Care programme methodology to identify priority specialties
and to deliver Constitutional standards. We are working with our providers to model the demand and capacity for all specialities including diagnostics to ensure we are
commissioning the appropriate level of services and pathways are delivered efficiently. This workstream is aligned to the STP Managing Variation workstream and shares the

same priority areas*.

For 2017/18 We Said We Would For 2018/19 We Will
Diabetes Diabetes e *Continue the service redesign for integrated
e Introduce a new specification for an Integrated Diabetes | ® Drawn up an Integrated Diabetes Service community neurology service, MSK and
Service across community and acute services specification that is being negotiated into gastrointestinal pathways
e Work with general practice and other healthcare contracts for 2018/19 e Advice & Guidance/Triage — building on the
professionals/clinicians to develop the necessary skills, e Implemented Diabetes care and support success of dermatology and ophthalmology
competencies and confidence to improve the quality of planning services, Diabetes foot care prioritise the following pathways: MSK, Pain, Gl,
routine diabetes management pathway, Diabetes inpatient nursing services, Urology, Pain
e Review the current dietetic service as part of the Digital access to structured education as well e Complete an intermediate services review to
implementation of an integrated diabetes service as commencement of referral hub include ENT and ophthalmology
e Commission new ambulance pathways for the e Put new ambulance pathways in place for the | e *Continue our Cancer and Diabetes services
management of hypoglycaemia management of hypoglycaemia improvement work
e Maintain key area of focus on our demand
Cardiology Cardiology management work including access to regular data
e Review all current locally commissioned services from e Commissioned GP outcomes framework to at practice level, peer review and education,
primary care associated with cardiology include increasing prevalence of Atrial access to guidelines and evidence based
e Improve management of patients with hypertension Fibrillation and Hypertension to expected information, and reducing consultant to consultant
e Evaluate the provision of cardiac rehabilitation across rates referrals and follow up appointments)
the three CCGs e Cardiac rehabilitation service specification e Review anticoagulation LCS in line with renewed
e Develop an integrated community heart failure nursing agreed and is with providers to commence guidelines of the use of newer agents.
team expanding the use of telehealth provision o  Work on a CKD pathway that incorporates Frimley
e Commission an IV diuretic lounge with all our providers | ® Commissioned an integrated community Health and Royal Berkshire Hospital (resource
heart failure service. Improved AF and




For 2017/18 We Said We Would

Reducing clinical variation/ demand management

*Engage in the STP wide unwarranted variation
programme, influencing service and pathway changes as
these are developed

Commission a new model of dermatology services
*Develop a strategy for neurology service provision
basing as much of the service within the community as
possible

Commission an expanded community ophthalmology
model

*Evaluate local demand management pilots, with a view
to defining a future strategy for the commissioning of
musculoskeletal (MSK) services

De-commission the existing GRACE service. Develop a
new specification to re-commission a service which will
provide triage and update all referral forms and
pathways on DXS.

Work with general practice to reduce unwarranted
clinical variation in primary care

Improve utilisation of e-Referral. Providers to ensure
that the DXS system is notified of changes to pathways
and referral forms. Providers will ensure that sufficient
bookable slots are available on e-referrals

Commission new contracts for MSK physiotherapy,
audiology, podiatry, and other small contracts including
ENT, and ophthalmology

We Have

hypertension prevalence within practices
Commissioned an IV diuretic lounge
Implemented new stroke pathway

Reducing clinical variation/ demand management

Engaged with STP wide unwarranted
variation workstream on MSK, Diabetes,
Gastro-Intestinal, Respiratory and Neurology
Dermatology business case to be considered
in November

*Progressed development of an integrated
community neurology service across the STP
Commissioned Evolutio to help manage
ophthalmology referrals with a view to
commissioning an integrated approach in
2018/19

Decommissioned the existing GRACE service
Commissioned a LCS for referral management
to reimburse practices for management of
referrals and to utilise DXS as well as e
referral systems. Support practices to
undertake clinical peer review of referrals
Improved the utilisation of e-referrals

MSK Physiotherapy, Audiology and Podiatry
contracts are being negotiated with Berkshire
Healthcare Foundation Trust and are near
completion

Opthalmology contracts are being reviewed
with a contract issued for 1 year to October
2018

For 2018/19 We Will

allocation permitting)

Review ENT contracts and commission an
integrated ENT service (resource allocation
permitting)




For 2017/18 We Said We Would

We Have

For 2018/19 We Will

Cancer

e Review cancer services

e Improve management of patients with Chronic Kidney
Disease (CKD)

Cancer

Reviewed and improved Cancer services —
cancer champions in place; 99.9% sign up to
the LCS; 64% of practices engaging with CRUK
Berkshire facilitators - 60% of Bracknell &
Ascot practices, 50% of Slough Practices and
82% of WAM practices, and improved
rehabilitation service offer to patients post
treatment in place

* STP footprint projects



Integrated Care Programme

In line with our local priorities set out in the plan and in the context of the vision of the Frimley Health and Care STP, we are working in partnership with Bracknell Forest
Council, Slough Borough Council and the Royal Borough of Windsor and Maidenhead and to deliver plans to integrate health and social care services which improve the lives of

the local people.

In 2018/19 We Will

e Increase the number of personal health budgets in
line with national policy

e Expect all providers to adopt and work to the New
Vision of Care principles and its approach to frailty
identification and management. This includes
adopting a locally agreed frailty tool within their
services and applying the principles of “Making
every contact count”

e Review key service lines and agree revised service
specifications including the Mobility Service,
Community Hospital in-patients, and Community
Nursing through the remainder of 2016/17 with a
view to having a new service specification in place
by April 2017

e Review community services currently provided by
Virgin Care for our registered population living in
Surrey with a view to re-procurement during
2017/18

e Explore with our local authority commissioners
opportunities for joint commissioning for
individuals who are eligible for funding from
Continuing Healthcare, voluntary sector provision
and learning disability and mental health
placements

In conjunction with our partners:

Piloted process for extending personal health
budgets in partnership with the 3 Unitary
Authorities. Pilot to complete in November 2017
Extended the reach of our New Vison of Care
Programme across the STP by agreeing a common
clinical definition of frailty and a common
population stratification tool across the STP
population

Completed phase 1 of our Community Nursing
Review and agreed an interim service specification
for 2017/18 and an extended service for our Surrey
population following the end of the Virgin Care
contract

Developed a proposal for integrating Section 117
and CHC budgets across the 3 CCGs and UAs
Implemented an End Of Life Locally Commissioned
Primary Care Service (LCS) to improve the
integrated approach to care for people approaching
the end of their lives

Commissioned a 24/7 Rapid Response team from
Thames Valley Hospice to provide advice and home
based support 24/7/365

Appointed a care home delivery manager to

Work collaboratively with our partners to:

e Integrate Decision Making in the community,
bringing together multi-disciplinary teams, led by
Primary Care, to develop anticipatory and
advanced care plans for our most vulnerable
patients (Severely Frail, and multiple co-
morbidities)

e Inclusion of social prescribing as a core
component to Primary Care and Integrated
Decision Making in the community

e Commission a Frailty Pathway through
prevention to acute care, including outreach of
frailty specialists from the acute to support
community teams and GPs to keep people out of
hospital

e Implement the Enhanced Care Homes framework
to enable a step-change in the quality,
consistency and resilience of our care home
workforce

e Develop a Market Management strategy for the
home care workforce across the STP to build
capacity, confidence and resilience

e Extend the Complex Case Management LCS
across the east Berkshire footprint and




In 2017/18 We Said We Would

We Have

In 2018/19 We Will

enhance the support to care homes and work with
Registered Managers to improve education and
training

Appointed two Wellbeing Prescribers to work in
Primary Care on a Social Prescribing Pilot
Supported the developed of a community asset
map for GPs to search and refer to social
prescribing offers

Piloted a Complex Case Management Locally
Commissioned Primary Care Service to proactively
manage conditions in the community and avoid
crisis and hospital admission (see also under
Primary Care)

incorporate new services as they come on-line
(e.g. Social Prescribing)

Extend the Wellbeing Prescribers across the east
Berkshire footprint

Complete phase 2 of our Community Nursing
Review with a revised specification of service
expectations of a modern, integrated district
nursing service




Urgent & Emergency Care

We are committed to designing a simplified system with fewer access points, greater coordination across pathways and providers, supported by more effective information
sharing. From a public perspective there will only be 4 points of access to urgent and emergency care services: 111, GP, 999 and A&E. Regardless of the point of access there
will be a consistent approach dependent on the level of need.

In 2018/19 We Will

e Mobilise the new Integrated NHS111/ Urgent Care | e
contracted service model

e Review the Bracknell and Maidenhead Urgent Care
Centres, the Slough Walk-in centre and East
Berkshire Out of Hours Services and commission
new service models

e Review the impact of all of our resilience and out of
hospital investments from 2015/16 and 2016/17 .

e Review of the impact of the recently commissioned
AIRS service in Bracknell, Ascot, Windsor and
Maidenhead populations with a view to extending
the service to Slough from April 2017

e  Work with our local Acute Providers to expand the
use of ambulatory care pathways, and agree a local | ®
price for this activity .

e Revise our approach to the management and use of
the directory of service (DOS)

e  Work with South Central Ambulance Service (SCAS)
to implement the recommendations from the .
national review of Ambulance Services

e Work with providers to ensure that national quality
indicators, best practice and standards are
embedded within the contracts for 17/19

New 111 service launched in September 2017
with the implementation of the new integrated
clinical hub — this will be further developed during
the course of the contract. Direct booking into
OOHs in EB went live during October 2017 and
plans are in place to extend this to urgent care
centres and walk in centres during 2017/18
Developed the Out of Hospital strategy with wider
partners and bringing together the urgent and
emergency care, integrated care and the primary
care strategy to enable alignment and better
outcomes for patients from greater integration of
services

AIRs extension to Slough from September 2017
Emergency ambulatory care services were
expanded to 7 days a week from October 2017
and financial arrangements have been agreed
across the STP

A review of the DOS has taken place to ensure
that all services are represented on the DOS and
that dispositions into pharmacy, OOHs, UTCs and
other local services are utilised fully rather than
directing patients to A&E

SCAS mobilisation of Ambulance Response

Through the Frimley System Joint A&E Delivery
Board, work together with all partners to deliver
the transformation of urgent and emergency
care across the 7 pillars of transformation: 111
on line, 111 calls, ambulance, Urgent Treatment
Centres (UTC), GP access, hospital and hospital to
home. These plans will be monitored monthly
and outcomes reported through a bespoke
Alamac dashboard.

As current contracts come to an end, continue
the review of the Bracknell and Maidenhead
Urgent Care Centres, the Slough Walk-in centre,
East Berkshire Out of Hours Services, and GP
extended access to agree a model of services
that supports our Out of Hospital Strategy and
under market testing (subject to procurement
advice) and commence the commissioning
process for new service models

Deliver the national integrated urgent care
specification through the extension of the clinical
hub, DOS development and direct booking in and
out of hours to meet national trajectories




In 2017/18 We Said We Would We Have In 2018/19 We Will

Programme (ARP) will go live October 2017
All urgent and emergency care services are
contracted for using NHS Standard Contract which
includes  comprehensive  quality  sections.
Contracts are monitored on a monthly basis




Primary Care

Our Primary Care Strategy is to develop a transformed and sustainable model of general practice for east Berkshire, improve overall access to general practice appointments
and realise the opportunities and benefits set out in the general practice forward view through delegated commissioning. We are working with our member practices as
providers to develop how they will work together across GP Federations and clusters. This programme of work is alighed to the STP General Practice Transformation work.

We Have

In 2017/18 We Said We Would

In 2018/19 We Will

Transition of delegated authority for the
Primary Medical Services contracts to the
CCG from NHS England

Invest in General Practice transformation
enabling practice to work differently
together to develop services such as
proactive care for housebound patients
using appropriate skill mix and integration
with other teams

Commission extended hours general
practice services for all patients in East
Berkshire for evenings and weekends as
population needs require.

Commission a single quality scheme to
replace the current locally commissioned
services to include atrial fibrillation,
complex case management, and near
patient testing

Support the use of technology in primary
care to support self-care, patient
communication, reduction in DNAs and
public health screening/prevention
improvement

Develop social prescribing across general

Maintained our Delegation transition on plan with
NHS England for completion in March 2018
Invested in General Practice transformation
enabling practice to work differently together to
develop services such as proactive care for
housebound patients using appropriate skill mix
and integration with other teams

Commissioned extended hours general practice
services for all patients in East Berkshire for
evenings and weekends as population needs
require

Commissioned a single quality scheme to replace
the current locally commissioned services to
include atrial fibrillation and near patient testing
(Commission the complex case management
service from General Practice by December 2017)
Developed an approved Primary Care Strategy
across the CCGs

Launched the Practice Resilience Programme
supporting practices in identifying areas requiring
greater resilience within their practice and
providing through GPFV investment funding for
improvement and developing resilience for the
future

Support the use of technology in primary care to
support self-care, patient communication,
reduction in DNAs and public health
screening/prevention improvement

Develop social prescribing across general
practice to widen the support for patients and
carers

Commission a practice resilience programme to
support all practices

Commission complex case management that will
also include and support social prescribing
Commission a visiting service to ensure proactive
care for housebound and care home patients
using appropriate skill mix on a population basis
Develop infrastructure plans to support the
Primary Care Strategy for the sustainability of
general practice services, including estates
assessments, workforce development with the
STP and technology aligned with the Connected
Care programme

Invest further in General Practice sustainability
through the local delivery of the General Practice
Forward View aligned to the Primary Care
Strategy




In 2017/18 We Said We Would We Have In 2018/19 We Will

practice to widen the support for patients e Developed and implemented the Time for Care

and carers Programme that will support practices in
e Commission a practice resilience task force developing greater efficiency, taking forward
to support practices in crisis innovation and provide skills and resources into
e Commission specimen collection to support practices
7 day services, support interoperable e Piloted various models of Social prescribing
primary care/general practice records and working in partnership with social care, public
identify professional resources to support health and the voluntary/community service
the realisation of the estates and other e Commissioned specimen collection to support 7
infrastructure proposals day services, support interoperable primary

care/general practice records and identify
professional resources to support the realisation
of the estates and other infrastructure proposals
being considered by NHSE to create capacity in
general practice




Mental Health & Learning Disabilities

The CCGs are committed to transforming locally commissioned services, co-produced with people with lived experience of services, their families and carers, in order to ensure
sustainability as well as delivering the key priorities outlined in the Five Year Forward View for Mental Health.

We Have

In 2018/19 We Will

Reduce the numbers of learning disability
assessment and treatment unit beds

Implement the Learning Disability Community
Intensive Support service

Re-scope the role and function of the Learning
Disability Community Teams

Develop the market for local placements and
support for people with mental ill health, LD and/or
autism thereby reducing the number of out of area
placements. We will de-commission the Out of
Area Placement Brokerage Service provided by
BHFT with effect from 1 April 2017 and intend to
provide this service in house

Expect a learning disability liaison nurse function to
be provided at Wexham Park in line with other
providers

Expect the prescribing of antipsychotics to be
reduced in all care settings

Develop a locally commissioned service to improve
the quality of learning disability health checks in
primary care

Commission consolidated acute based mental
health liaison services

Review Community Mental Health Teams and work
with partners to jointly commission a transformed

Reduced the numbers of learning disability
assessment and treatment beds and
commissioned a community intensive support
service

Supported some people with learning disabilities
to move into their own homes using the HOLD
scheme and Transforming Care Partnerships
Commissioned a placement review team in house
to review the quality and appropriateness of
people who are in placements funded through
section 117 aftercare. This will include looking at
the prescribing of antipsychotic medications for
people in these placements

Commissioned an improved service for psychiatric
liaison and crisis at Wexham Park Hospital and
reviewed the Crisis Response and Home
Treatment Teams locally. We have also increased
the provision in Street Triage service

Successfully obtained funding to support IAPT’s
services work with people who have long term
conditions and have operationalised this service,
including working closely with the community
nurses to support people more psychologically
Commissioned Healthmakers a group of
volunteers who have long term conditions

Continue to work with the transforming care
partnership to support people with learning
disabilities to live better lives locally. This will
include working with the community teams

Work together with the local authority and
voluntary sector locally to develop the market for
local placements and support for people with
mental ill health, LD and/or autism

Continue to develop plans to ensure people with
Learning Disabilities and mental health issues
receive good quality physical health care and the
checks they require and enhance the learning
disability liaison service at Wexham Park

Further explore new models of care for people
who are experiencing a mental health crisis to
continue to improve the quality of care and choice
available

Redesign the ‘front door’ to mental health
services (common point of entry — CPE) and
monitor the impact on Community Mental Health
Teams and other parts of the system

Continue to work with our partners to reduce the
numbers of people who need acute inpatient care
or long term placements many of which are out of
area. Develop a pathway of care and support for




In 2017/18 We Said We Would

We Have

In 2018/19 We Will

model of community mental health provision
Review the current Crisis Response Home
Treatment Teams and commission a new model of
urgent and emergency care for mental health users
Expand the Increasing Access to Psychological
Therapies (IAPT) service. Expand the psychology
intervention community nursing pilot (PINC) across
the 3 CCGs in line with the IAPT expansion
programme

Continue to increase dementia diagnosis rates and
review post diagnostic support for people with
dementia. Developing dementia friendly practices
and expanding the service for younger people with
dementia from 2 to 5 days

Review the existing Friends in Need service with a
view to expand this to Slough and Bracknell and
Ascot CCGs

Review the Street Triage pilot and explore the
potential for continuation in conjunction with Local
Authorities

offering support to others

Commissioned a Young People with Dementia
service improving the support available to people
when initially diagnosed

Improved the Dementia diagnosis rates locally
Expanded Friends in Need services across all three
boroughs to support people who are socially
isolated

people with dementia that is equitable across the
CCG’s

Develop our current limited Individual Placement
Service (IPS) with support from our colleagues in
our STP footprint. This will facilitate an increase in
the numbers of people accessing the IPS and the
numbers of people gaining meaningful
employment




Children’s and Maternity Services

Our aim is to commission high quality evidence based mental and physical health services which are fully integrated, inclusive, accessible, timely, and responsive and informed
by the needs expressed by children and young people.

We Have

Commission a fully NICE compliant community
eating disorder and perinatal services

Work with our providers to implement the
recommendations from Better Births

Review the Children’s and Young Persons
Transformation pilots and make recommendations
on future commissioning

Continue to reduce CAMHS waiting times across all
pathways

Work with partners to ensure that our collective
responsibilities for children with special
educational needs and disabilities are met
Commission upstream support to children and
young people and their parents before they
develop a mental health disorder

Received funding and commissioned NICE
compliant eating disorders service for children
locally and a perinatal service

Commissioned a number of CAMHs
transformation projects e.g. Kooth online,
counselling services to support children wellbeing
Developed and published ‘The Little Book of
Sunshine’” CAMHs resource

Reduced waiting times and improved access for
CAMHs

Reduced the number of young people we are
sending out of area for specialist hospital
treatment for their mental health needs

Worked with our local partners to support the
SEND agenda

Developed with partners across STP a local
maternity transformation plan

Review the CAMHS Transformation Projects to
assess their impact

Work closely with local authorities to commission
children’s services more collaboratively

Assess the need for an ageless Autism and ADHD
service and the impact this could have for local
people

Work more collaboratively to further the impact
we have for young people with special
educational needs and disabilities

Continue to work with providers in implementing
recommendations from Better Births as detailed
in the local maternity transformation action plan
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NDIX B

Slough Clinical Commissioning Group: Plan on a Page

e

The population profile differs from the national picture with a larger proportion of
children aged 0 to14 and younger adults aged 25 to 44, but a smaller proportion of

< The recorded prevalence of cardiovascular diseases, @ancer, respiratory diseases, chronic
kidney disease, depression and dementia is lower than the national prevalence rates

~

Our high level priorities for the next two years are

rDevelm:;ntransﬁ:nrrnad model of |
| general practice |

Reduce unwarranted variation in
hommmesand the use of money )

(Im;rove the use of technology for online consultations and sharing records

(Provi de information about early diagnosis and screening for cancers

Support people at risk of developing diabetes and offer all diabetics the 8 care processes,
structured education and group consultations

Commission integrated community based MSK, Eye, Neurology, Cardiology, Respiratory and
Dermatology services

(Prevent crisis and escalation of
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g (Implement an integrated care record

health issues, through early *5 (Increase clinical input to NHS 111 calls. Stream patients to the most appropriate service in A & E)
identification and treatment I - - - -
g (Improve arrangements for discharging people from hospital

Improve urgent on the day ) ; Mental health - develop services for children and young people, people in a crisis and those
responsiveness of services and with long term conditions, depression and anxiety and eating disorders. Focus on physical
| response to those in crisis ) 'g' health
p N & Focus on the physical health of people with a learning disability and support them in the
Ensure that mental health receives 8 community

as much attention as ial

healt phys (Improve support to people who have been diagnosed with dementia

\ S

(Improve matemnity services

{ = = A’

Develop integrated services across (Commission integrated teams for people with complex conditions

| the NHS and social care )

(Deliver personal health budgets, self help and self care programmes

™

Give people support tolive

(Provide 24/7 support and share care records for people at the end of their lives

A R A AT AT A S A A,

c
=] adults aged 45 and over. 28% of the CCG's total registered population is under 19 and comparator CCG group. The recorded prevalence of diabetes is higher. Mental health
_?_5_ %+ 5 of the lower super output areas in the CCG boundary are in the 20%most deprived disorders are marginally higher than England, but lower than the comparator CCG group
> nationally +% The CCG had 8,144 potential years of life lost (PYLL) considered amenable to
8' “ Life expectancy at birth for men is 78.5 years, which is significantly worse than the healthcare in 2012-14. This rate of 2,460 PYLL per 100,000 registered population is
a. national figure of 79.2 years. Life expectancy at birth for women is 82.7 years, which significantly higher than the national rate. Ischaemic heart disease was the main cause
% is similar to the national figure of 83.0 years of PYLL in the CCG at 36.0% y
Opportunities Improved outcomes in cancers, matemity, gastro-intestinal, neurology, trauma and injury, diabetes, dementia and leaming disability
for improvement Opportunities to spend money more wisely in: neurology, respiratory, genito-urinary, gastro-intestinal and endocrine
a aYd h a 5 & &
- - Improve access to general practice and integrate other services and develop capacity and < I will be given the information | need
Ensure patient rights under the skills to stop myself getting ill and will have
 NHS Constitution are upheld ) more control if | do

What will the impact be?

< 1 will be helped to give up smoking or
drinking too much alcohol, | will be
helped to lose weight and get active

< I will be more likely to go to the correct
service first time and avoid a health aisis

«* 1 will only have to tell my story once
and all the relevant services will have
up to date information about me

<+ Ifl1 am a parent or carer | will have
information to help anyone | am caring
for if they are sick or hurt

< 1 will be less likely to stay in hospital
longer than | need to

<+ 1 will be more likely to have earlier
diagnosis and treatment for circulatory
disease, dementia, diabetes, cancer
(particularly bowel and breast) and
hypertension

< If I have a learning disability or mental
ill health, 1 will also be checked for
physical health problems and will be
more likely to be cared for doser to home

< 1 will be more likely to live longer
despite any health problems
(particularly cancer)

3}
2

i : < If 1 am a mother, | will be more likely to
Mhy ives and look after their Encourage people to stop smoking, increase physical activity, reduce alcohol consumption, have a better experience of matemity
(conditions / L and reduce their weight services
- o N »
— \

themselves and stay healthy
8
[
%

4 Engagement of communities and patients to give people the skills and confidence to look after

< Development of our workforce to deliver new models of care
4 Development of the public estate to make the best use of public resources and deliver our new models < Robust quality and safeguarding procedures

% Use of technology to support patients and clinicians in becoming more effident, ensuring
patients have to tell their story only once and can look after themselves
4 Becoming a system with a collective focus on the population




