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[bookmark: _Toc453599833]Introduction
The development of a Multispecialty Community Provider model (MCP), as referenced in the NHS Five Year Forward View, is the key mechanism by which Wandsworth Clinical Commissioning Group (WCCG) will realise its ambitions for transforming Primary Care and Out of Hospital Care across Wandsworth Borough, in line with the following principles:
· There should be a single integrated model of out-of-hospital care.
· The model should promote collaboration, sharing of resources and multi-disciplinary team working, with integrated IT systems to support communication.
· Patients should have a single care plan, centrally updated and accessible to all relevant professionals.
· Patients are able to see the right healthcare professional at the right time according to their needs and know how and where to access care locally when required.
· The model should seek to empower patients and health care professionals alike.
· There should be a culture of shared learning and best practice so that all patients across the Borough can benefit from innovation.
Specifically, the MCP is the contractual vehicle which will enable WCCG to deliver on the 17 specifications set out in the London Strategic Commissioning Framework for Primary Care.
The MCP sees groups of GP practices working together to deliver a wider range of services, coordinating input from Community Services, hospital specialists and others, and eventually shifting the majority of ambulatory care and outpatient consultations to out-of-hospital settings’ (The King’s Fund, 2015). 
Figures 1 and 2 illustrate the long term vision for the MCP in Wandsworth. The hub sites depicted in Figure 1 will initially consist of virtual networks which serve to enable joined up working across existing services. However, the CCGs estates strategy identifies four potential sites which could be developed to physically support delivery of the MCP in future, pending further scoping and access to national funding streams.
A Lead Provider will be commissioned to deliver the MCP specification for a seven year period starting in April 2017 (with an option to extend for up to a further three years). 
The MCP specification is expected to evolve over time, as learning from the initial service model is captured and evaluated. As such, services will be included within the MCP through a phased approach (see Table 1). Potential providers should note that at this point the CCG is commissioning a Lead Provider to deliver the services listed under Phase 1 in the table. This model will form the infrastructure around which other out of hospital services in Wandsworth can be aligned over the term of the contract.
Once appointed, the CCG will support the Lead Provider to undertake further competitive procurement exercises (in line with the CCGs obligations under the Procurement, Patient Choice and Competition (No.2) Regulations 2013 and Public Contracts Regulations 2015) for the services listed under Phases 2 and 3 in Table 1. 
During the term of the contract (and any extension thereto), it is anticipated that the range of services included in the MCP could expand beyond those listed in Table 1 (in agreement with the Lead Provider and subject to any procurement considerations), as learning from early phases of the development accumulates and recommendations and guidance emerges from the MCP Vanguard sites around the country.
As part of this procurement, potential Lead Providers will be tested on their ability to provide the Phase 1 services, as well as their approach to delivering on the overarching responsibilities and functions listed in Section 3 of this Specification.
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Figure 1. The future service model will take the form of a series of virtual locality-based hubs (or networks), co-ordinated by GPs working collaboratively and out of which an enhanced model of joined up Primary Care, Community Services and other out of hospital functions could operate. The green crosses represent Pharmacies and other Primary Care providers, whilst the amber crosses represent non-acute health centres. Patients would move in and out of the hubs, accessing services in accordance with their needs. 
[image: ]
Figure 2. Shows the tiers of out of hospital care through which patients would flow within the locality based hubs.
	Phase
	Service
	Mechanism

	1.
(Service Commencement on 1st April 2017)
	1. Planning all Care Together (PACT),

1. Primary Care Diagnostics

1. PACT Enhanced Care Pathway

1. Primary Care Quality Contract

1. Learning Disability Primary Care Case Management
	· New contract - existing providers given notice

· New contract - existing providers given notice
· Contract novation - service to remain under existing provider

· New contract - existing contract expires 31st March 2017

· New contract - no existing service

	2.
(Service Commencement on 1st October 2017)
	· Community Adult Health Services (CAHS) 

· Better at Home Service
	· New contract - existing providers given notice

· New contract - no existing service

	3.
(Service Commencement on or after April 2018)
	1. End of Life Care Co-ordination Centre

1. Community based care models for Long Term Conditions:
2. Diabetes
2. Heart Failure
2. Chronic Obstructive Pulmonary Disease (COPD)
(subject to scoping)
	· Contract novation - service to remain under existing provider (as at April 2018)

· New contract - no existing service


Table 1. Shows the services that will be incorporated into the MCP over the term of the contract (see Sections 4 and 5 for further information). The CCG reserves the right to amend the timetable for inclusion of any or all of the Phase 2 and 3 services, within reason, over the term of the MCP contract.
[bookmark: _Toc453599834]AIMS OF THE SPECIFICATION
The development of the MCP in Wandsworth will enable delivery of the following:
· Realisation of the CCGs ambitions around Transforming Primary Care, specifically; enabling achievement of the 17 specifications set out in the London Strategic Commissioning Framework for Primary Care, development of collaborative working between General Practices and empowerment of GPs within their role of care coordinator.
· Ensure that all patients across the Borough have access to a range of local out of hospital services which meet their needs.
· Facilitate the development of joined up care pathways which enable patients to remain healthy at home for as long as possible.
· Address existing inequalities in the delivery of enhanced Primary Care services across the Borough.
· Provision of a platform around which other out of hospital services and partner agencies such as mental health, social care and the voluntary sector can be co-ordinated and integrated.
· Further the development of existing programmes of joint working between Primary Care, Community Services and other out of hospital care providers.
[bookmark: _Toc453599835]Achieving the aims: FUNCTIONS OF THE LEAD PROVIDER
There are a range of clinical services that will be delivered through the MCP. These are described in Sections 4 and 5 of this specification. As referenced in the introduction, at this stage the CCG will only be testing the Lead Provider on their ability to deliver the Phase 1 services listed in Section 4, however the Lead Provider will also have a number of overarching responsibilities for delivery of the MCP over the term of the contract (or any extension thereof), which are split into the following functions:
Service Delivery
· Accountable for delivery of services within the MCP against set KPIs. A number of overarching KPIs will be described in the full MCP Service Specification, issued to qualifying Providers at Stage 2 of this process, further KPIs are set out within the individual clinical service specifications (Sections 4 and 5). The Lead Provider will have overall accountability for reporting and delivery on all KPIs however, it is expected that they will 'flow down' responsibility for some of them e.g. those that are activity based, to any subcontracts that are put in place. The CCG reserves the right to review KPIs on at least an annual basis and incorporate additional KPIs as appropriate, where new services are brought into the model (see Section 5).
· Delivery of all services within the overall budget for the MCP, proactively identifying and managing cost pressures that arise and escalating to the CCG where necessary.
· Ensure there are processes in place for rapid escalation and timely resolution of issues which may affect service delivery.
· Ensure that systems and processes are in place to monitor patient experience and quality of the services within the MCP and respond to feedback, adapting those services where necessary.
· Implement formal channels for managing and reporting complaints and Serious Incidents.
· Ensure that activity reporting mechanisms are in place for each element of the service and that reports can be supplied to the CCG regularly. Format and frequency of reports to be agreed.
· Ensure delivery of equitable services that are accessible for all patients across the Borough (in-line with the entry criteria set out in the individual clinical service specifications).
· Implement any national and local standards that may exist for accessing services, e.g. use of e-referral routes, publication of pathways and forms on DXS and application of the standards in the Accessible Information Specification.
Procurement and Contracting
· Procure and contract for services to be delivered as part of Phases 2 and 3 of the MCP development.
· Responsible for development of any procurement paperwork, process and contractual documentation that is acceptable to the CCG and complies with any procurement and contracting regulations that are applicable to the CCG.
· Undertake consultation with patients, the public and key stakeholders in accordance with CCG requirements, in relation to any planned changes to the way that services are delivered.
· Monitor performance and finances of subcontracts so that they remain within budget and provide assurance to the CCG, in agreed reporting formats on delivery against activity targets and on quality of service delivery. 
· Ensure contractual arrangements with the CCG are 'flowed through' into subcontracts so that Providers of subcontracts are bound by the same terms and conditions as the Lead Provider. To give the CCG assurance on this, the Lead Provider is required to use the standard NHS subcontract (available from: https://www.england.nhs.uk/nhs-standard-contract/16-17/) in contracting with any other Providers for clinical services to be delivered as part of the MCP.
· Follow agreed procurement processes for awarding any subcontracts to Providers, the CCG reserves the right to approve award of all subcontracts.
Transformation and Integration
· Work with the CCG to develop and implement plans to operationalise the 17 specifications detailed in the London Strategic Commissioning Framework for Primary Care.
· Actively work together with other Providers in Wandsworth Borough to ensure joined up and integrated delivery of the MCP services to patients, increasing quality and efficiency of care delivery. These Providers will include but are not limited to:
· General Practices
· GP Federation
· Pharmacies
· Voluntary Sector organisations
· Nursing and  Residential Homes
· St Georges Hospital NHS Foundation Trust
· Wandsworth Social Services
· Public Health
· South West London and St Georges Mental Health Trust
Where possible the CCG will work to embed contractual levers with these Providers which require them to engage and work with the Lead Provider for the MCP.
· Identify opportunities to integrate services within the MCP and across the wider health and social care system and work pro-actively to implement these.
· Identify opportunities for improvements/efficiencies across the services within the MCP and the wider health and social care system and work pro-actively to develop solutions. 
· Support the CCG in delivering QIPP initiatives that are linked to the services being provided through the MCP.
· Engage and consult with staff and other stakeholders across the system (including patients and the public) in order to develop and improve services.
· Engage with the CCG on pathway redesign initiatives and scoping work for including additional services in the MCP in future, as described in Section 5.
Co-ordination of Services
· Oversee the delivery of services across the MCP so that it functions effectively on a day to day basis.
· Act as a central point of contact for reporting and resolving operational issues that arise across services within the MCP, this point of contact should be available 8am - 6.30pm, Monday - Friday, and should be available via telephone and email.
· Take responsibility for implementing system 'enablers' where necessary e.g. data sharing agreements, EMIS templates, setting up virtual MDTs.
· Detail how the services in the MCP will integrate operationally including being responsible for the development or amendment of service specifications where necessary and identifying how staff, systems and processes will work together i.e. through pathway maps.
· Ensure that the needs of out of borough patients are addressed consistently across services within the MCP.
· Act as a central communication point for internal and external messages.
· Implement a rolling communication plan with stakeholders, including staff within the MCP and across other Providers and patients and the public to ensure there is clarity on new ways of working and around systems, processes and methods for accessing services.
Leadership and Management
· Accountable for delivery of all services described within this Specification.
· Lead strategic and operational meetings with internal and external stakeholders to ensure the model functions effectively, that key stakeholders are engaged and that the model is fully embedded in day to day working of MCP stakeholder organisations.
· Define roles and responsibilities of staff within the system, implementing communication plans and training programmes where necessary to ensure all staff 'buy-in' to the model and understand their roles and responsibilities.
· Implement a clear structure of accountability with built in escalation processes and a central point of contact for any issues that might arise.
· Ensure that there is leadership and management presence across services within the MCP.
Workforce Development
· Responsible for recruitment into key roles within the MCP services.
· Identify and address current and future workforce needs, developing and implementing a strategy for creating a sustainable workforce for delivering the MCP.
· Responsible for training and development of staff that operate as part of the MCP.
· Ensure there is an MCP induction pack available for new staff across the various MCP stakeholder organisations, this should include attendance at an MCP training session.
· Facilitate joint training for staff groups that will be involved in the MCP services, considering where dual roles and alternative roles may be utilised.
[bookmark: _Toc453599836]ACHIEVING THE AIMS: SERVICE DELIVERY
This section details the clinical services which will be the responsibility of the successful Lead Provider to deliver in Phase 1 of the MCP (from April 2017). Achievement of any KPIs embedded within the service specifications will also become the responsibility of the Lead Provider and as such it is expected that these KPIs will flow through into any subcontracting arrangements that may be put in place for delivery of the clinical services.
Primary Care Enhanced Services - Planning all Care Together (PACT)
The PACT enhanced service has been delivered by General Practices in Wandsworth for the last 3.5 years. It uses risk stratification at a Practice level to identify patients at risk of a future hospital admission and then incentivises GPs to pro-actively manage their care, using a range of local tools and pathways to help avoid or reduce potential future hospital admission and reduce costs.  
In addition, the specification includes a range of other requirements that support appropriate “shifts” of patient care from secondary care into the community and primary care e.g. DMARD drug monitoring and disease screening and prevention (e.g. bowel cancer screening and falls prevention). 
In developing a future vision for the improvement of patient care through General Practice services in Wandsworth, one of the levers identified was the development of a single provider model for delivery of the PACT specification.  Over the past 9 months, Battersea Healthcare CIC have been responsible for overseeing this delivery and have had considerable success, increasing uptake and activity across the Borough.
By embedding PACT within the MCP, it is envisaged that this success will continue, with the added benefit of facilitating relationships and working patterns across wider stakeholder organisations in Wandsworth, which will enable PACT patients across the Borough to receive an even better standard of integrated care in the community.
Full details of the PACT service delivery requirements can be found in the attached specification.


Primary Care Enhanced Services – Diagnostics
Wandsworth Clinical Commissioning Group (WCCG) have commissioned the following primary care diagnostic services directly with practices for a number of years: 
· 24hr Ambulatory Blood Pressure Monitoring 
· 12-lead Electrocardiogram  
· Phlebotomy  
· Spirometry  
A review of these services was conducted in 2014 and feedback was collated from GPs/practices, patients and WCCG staff.  The conclusion of the review was that the current services were well received but that some amendments were required to update the original specifications. In addition, it was noted that a standardised process across the Borough was key to ensuring the four diagnostic services were available to all patients. Since this review, the following amendments have been made to the specifications, which will be available to the Wandsworth population from 1st April 2016: 
· All four services have been updated to ensure they are in line with current activity and national / local guidance. The specifications have been approved via a rigorous sign off process; 
· The four diagnostic services have been bundled into one overarching specification to ensure a standardised, efficient service overseen by one Provider, which offers continuity of care and is available to all patients across the borough; 
· Agreement that the services will continue to be available at Wandsworth practices.
Similarly to PACT, it is anticipated that embedding delivery of these diagnostic services within the MCP, will enable patients across Wandsworth to receive a more holistic, joined up out of hospital service which is consistent in terms of accessibility and quality, regardless of the practice they are registered with.
The overarching specification for delivery of this service is embedded below. Detailed requirements for delivery of the individual diagnostic specifications are contained within this document.
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Enhanced Care Pathway
The Enhanced Care Pathway (ECP) is an integrated proactive approach to delivering care for frail older adults.  It brings together a range of health and social care professionals to provide joined up effective care planning and delivery and to act rapidly when care needs escalate.
The Enhanced Care Pathway is currently being delivered by Battersea Healthcare CIC (BHCIC) via a three year contract which is due to finish on 31st March 2019. 
Terms are in place within the contract in order that once the Lead Provider for the MCP has been identified, the contract will novate from BHCIC to the Lead Provider of the MCP, who will subsequently be required to enter into sub-contracting arrangements with BHCIC to continue to deliver the Enhanced Care Pathway until at least 31st March 2019. Agreement to participate in this subcontracting arrangement will be obtained from potential Lead Providers of the MCP as part of the procurement process. This will be incorporated into the pass/fail criteria for the procurement at Stage 2.
It is anticipated that subject to successful delivery of the contract over the next three years, the MCP Lead Provider (via consultation and agreement with the CCG) may wish to extend the term of the Enhanced Care Pathway contract with Battersea Healthcare CIC, to fit in with the term of the contract for the MCP and/or any other subcontracts that may be held by the Lead Provider as part of this service.
Detailed information on the Enhanced Care Pathway can be found in the service specification embedded below:


Primary Care Quality Contract
Since1st April 2016, Wandsworth CCG has had delegated responsibility for holding and monitoring GP Practice contracts. The CCG also has a responsibility to assist and support NHS England to secure continuous improvement in the quality of primary medical services. A duty which has to be balanced to take account of the conflict between practices as CCG members and commissioners and practices as providers of primary care. 
In 2016-17 a primary care Quality Contract, “Improvement of Quality across Local General Practices” is being delivered by Battersea Healthcare CIC. This contract was developed to consolidate and build on existing quality programmes. It utilises a more targeted approach and enables early identification and resolution of potential gaps in quality, supporting practices to deliver high quality care for their patients.  
The contract operates at a borough wide as well as individual practice level, encouraging GPs to work together collaboratively, sharing learning and best practice to develop a sustainable, holistic and high quality model for primary care. 
The MCP Lead Provider will need to work closely with the Wandsworth GP practices to deliver the services within the MCP, as such they will be well placed to take on and deliver the Quality Contract from April 2017 onwards, as it requires close working relationships with the practices in order to deliver ongoing improvement in primary care quality. 
As such this contract will fall under the Lead Provider of the MCP to deliver from April 2017, subject to achievement of in year outcomes by the incumbent Provider and agreement of recurrent funding by the CCG.


Learning Disability Primary Care Case Management
People with learning disabilities die younger and have poorer health than the general population. These differences are, to some extent, avoidable and as such, they represent health inequalities. The Wandsworth Joint Strategic Assessment (JSNA) 2014 reported that by 2020, the number of people with a learning disability in Wandsworth is projected to increase by 10% from an anticipated population of 5,500 in 2012. 
The MCP Learning Disability Primary Care Case Management Function will deliver a service that is able to integrate the health needs of people with learning disability with that of the general population, thereby reducing the current health inequalities. The service will support the CCG’s vision to redesign patient care in Wandsworth for those with long term conditions, enabling users to live more independent lives, remain within their own homes, and prevent unnecessary hospital admissions.
Information regarding the Learning Disability Primary Care Case Management service and the role of the MCP Lead Provider can be found in the service proposal embedded below:


[bookmark: _Toc453599837]ACHIEVING THE AIMS: EVOLUTION OF THE SERVICE
During the course of the development of the MCP model it has become apparent that there are a wide range of additional clinical services that could be delivered through the model, resulting in an improved patient experience and better joined up care. 
In order to incorporate these services, detailed scoping work will be required in the short to medium term, in collaboration with the Lead Provider and it is therefore envisaged that the initial version of the MCP which rolls out in April 2017 will serve as an infrastructure around which these other services can be integrated and aligned over time.
It is anticipated that the following services will be incorporated into the MCP over the term of the contract. As set out previously, the Lead Provider for the MCP will be expected to undertake procurement exercises for each of these services, in line with the procurement regulations to which the CCG is expected to adhere. These services and the planned phasing for their inclusion in the model are also summarised in Table 1.
[bookmark: _Toc453599838]Phase 2 Services (Included in the MCP from October 2017)
Community Adult Health Services (CAHS)
Wandsworth CCG’s model for Community Services is transformational and essential. The Community Adult Health Services (CAHS) model seeks to improve the delivery of care for people in their own homes or at an appropriate clinical setting by linking systems and health professionals from health, social care and the voluntary sector together to enable staff to work more effectively. CAHS has now been operating for two years. 
It is the intention of Commissioners that the CAHS service will form part of the MCP from October 2017. Once identified, the Lead Provider for the MCP will work to undertake a competitive tender process for CAHS, in order to identify the most capable subcontractor for the service and ensure they are in a position to take over the existing CAHS service from the incumbent Provider on 1st October 2017, following a handover period.   
The CAHS service forms an integral part of the CCGs strategy to transform Primary Care and Out of Hospital Care across the Borough. Incorporating CAHS within the MCP under a Lead Provider model will facilitate the development of integrated working across health services in the Borough enabling the provision of better quality joined up care to our more vulnerable cohorts of patients. Detailed information on the CAHS service can be found in the specification embedded below.


Better at Home Service
Better at Home is a new support service that will enable an individual to remain independently in the community and help them to adjust back at home following admission into hospital, whether for an elective or non-elective admission. The service will aim to support the individual through three key functions;
1. Remaining Independent
2. Third Sector Support
3. DIY at Home
These functions are described in further detail in the specification embedded below. Having given due consideration to relevant procurement guidelines, the MCP Lead Provider is encouraged to look at a Third Sector Provider for the delivery of this service, to align with the principles set out in Wandsworth CCG’s commissioning intentions.


[bookmark: _Toc453599839]Phase 3 Services (Included in the MCP after April 2018)
End of Life Care Co-ordination Centre
An “End of Life Care” (EOLC) patient is someone who has an advanced, progressive and incurable illness and, whilst acknowledging that making a prognosis is difficult and imperfect, is likely to die within the next 12 months.  Supporting families and carers of patients with end of life care needs is an important element of caring for this group of patients.  
The primary aim of the End of Life Care Coordination Centre is to improve the coordination and utilisation of EOLC services, thereby providing more joined-up care for patients, their families/carers and freeing-up clinical time for health and social care professionals caring for this group of patients.
It is envisaged that the MCP Lead Provider will take over responsibility for the EOLC Coordination Centre contract with effect from 1 April 2018. The “mechanics” of this proposed arrangement, are explained further in the proposal embedded below. It is anticipated that this will be the first stage of integrating key end of life care services within the MCP whilst a range of other EOLC provider contracts will continue to be held by the CCG for the foreseeable future.  Over time and as the MCP develops, discussions will take place with a view to including more specific EOLC services under the MCP umbrella where this will provide easier integration of services and care.


Community Based Care Models for Long Term Conditions (LTCs)
The CCG is currently undertaking a programme of redesign for diabetes services across the Borough with the aim of improving care for this cohort of patients. The intention is to achieve this improvement by moving the focus of diabetes services out of the hospital, to be led by primary care with the support of diabetes consultants and diabetes specialist nurses, creating a streamlined, smooth care pathway.
The integrated service will provide both specialist and generalist diabetes care through personalised care planning, enhancing primary care provision and supporting patients to proactively manage their condition.
The specialist diabetes consultants leading the service will be based in the community, supported by a team of specialist nurses working in an MDT model alongside the community nursing and geriatrician to build capability in primary care. 
The service will dovetail into the systems and ways of working developed through the MCP and through collaborative working will enhance service provision in primary care through education and support, standardising primary diabetes care across Wandsworth. 
Subject to further scoping and consideration of relevant procurement guidelines, it is anticipated that the community based model for Diabetes care will be included in the MCP as part of Phase 3. Pending success it is expected that the model will be extended to cover other Long Term Conditions such as Heart Failure and Chronic Obstructive Pulmonary Disease.
ASSURANCE PROCESS FOR PHASE 2 and 3 SERVICES
It must be noted that detailed specifications for some of the Phase 2 and 3 services are yet to be developed and the Lead Provider will be required to engage with the CCG and other local Providers during the scoping work for each service to ensure it can be integrated effectively. 
The Lead Provider will also be required to pass through a series of gateways or checkpoints, in order to take on responsibility for delivery of these additional services. These gateways are likely to consist of the following:
a) Provision of Documentary Evidence
The Lead Provider will be required to submit the following documentation regarding each service to the CCG for the purposes of assurance. This documentation may be worked up in collaboration with the CCG but must be owned by the Lead Provider:
· Service specification including KPIs for the service and a performance management framework.
· Procurement documentation including timetable (where relevant).
· Contractual documentation including governance/monitoring arrangements.
· A project plan detailing how the service will integrate operationally with the MCP and the expected benefits.
· A detailed service implementation plan.
· Evidence of stakeholder/user engagement in planning for inclusion of the service within the MCP.
b) Interview:
The Lead Provider will attend an interview with commissioners and key stakeholders of the service. The aim of the interview will be to assure the CCG and stakeholders regarding the Lead Providers understanding of the service and on their approach to procurement, contracting and implementation.
c) Key Performance Indicators:
The Lead Provider will have to demonstrate delivery against KPIs for existing components of the MCP model. This will be assessed on an ongoing basis throughout the term of the contract.
The CCG reserves the right to amend this gateway process and/or the timetable for inclusion of any or all of these additional services within reason, over the term of the MCP contract.
Additionally, if the Lead Provider fails to deliver on any elements of the 'gateway process' described, the CCG may take the decision to remove the service element in question from the MCP model, at which point it will longer fall within the remit of the Lead Provider to deliver.
d) CCG Sign off:
The evidence gathered through gateways a-c described above will be subject to signoff via an internal CCG governance process, to be determined. 
[bookmark: _Toc357664598][bookmark: _Toc409545759][bookmark: _Toc453599840]Patient Coverage
Patients must have access to the services in the MCP as per the needs based entry criteria set out in the individual service specifications – Sections 4 and 5. 
The Lead Provider will be required to ensure that access to these services is equitable, regardless of which GP practice the patient is registered with. 
[bookmark: _Toc453599841][bookmark: _Toc409545754]CONTRACT
The MCP Lead Provider will be required to sign up to the terms in the NHS Standard Contract 2016/2017 (with any national amendments or variations issued by NHS England). The Lead Provider will (save where agreed otherwise in writing in accordance with the NHS Standard Contract 2016/2017) be required to use the NHS Standard Sub-contract in setting up arrangements with any and subcontractors for the MCP services to be delivered through the MCP. The NHS Standard Contract and subcontract are available from: https://www.england.nhs.uk/nhs-standard-contract/16-17/
Subject to further development, as described in Section 5, the MCP specification will operate for the duration of seven years from 1st April 2017 until 31st March 2024, with an optional extension for up to a further three years until 31st March 2027. 
Any amendments to the contract or service specification during that time period will be agreed between the Commissioner and Provider. As the service model is embryonic, the Provider will be expected to demonstrate flexibility and a creative approach to ensure key deliverables can be met (see Section 10). 
There will be a review of this specification by Wandsworth Clinical Commissioning Group (WCCG) on at least a six monthly basis to inform on-going commissioning decision-making.  
The contract start date (Effective Date) will be confirmed.
[bookmark: _Toc409545775][bookmark: _Toc453599842]Budget
The financial envelope for delivering the MCP is fixed and ultimately covers delivery of a range of clinical services. Table 2 shows an approximation of the annual budget for each service within the MCP, based on current activity and staffing levels.
	MCP Financial Phasing
	Annual Funding for MCP (£000's)

	
	

	MCP Services (Phase 1)
	Service Delivery

	Planning all Care Together (PACT)
	 £                2,111 

	Diagnostics
	 £                   521 

	Enhanced Care Pathway (ECP)
	 £                1,000 

	Primary Care Quality Contract
	 £                     75 

	Learning Disability Primary Care Case Management
	 £                     50 

	Management
	£                   400

	Total
	 £                4,158 

	
	

	Future Services (Phase 2)
	Service Delivery

	Community Adult Health Services (CAHS)
	 £             15,990 

	Better at Home Service
	 £                   161 

	Total
	 £             16,151 

	
	

	Future Services (Phase 3)
	Service Delivery

	End of Life Care Co-ordination Centre
	 £                   655 

	Total
	 £                   655 

	
	

	Grand Total
	 £             20,964 


Table 2. Annual budget shown is based on achievement of 100% KPIs and utilisation of 100% of budget envelope for management.
[image: ]Table 3. Annual budget shown is based on achievement of 100% KPIs and utilisation of 100% of budget envelope for management.
The fixed annual budget for delivery of clinical services within the MCP is £20,564,000. It is stipulated that 100% of this funding must be utilised for clinical service delivery at agreed tariffs and employment of clinical staff as detailed in the individual service specifications (Sections 4 and 5). 
An additional budget envelope of between £350,000 and £400,000 will be available to the Lead Provider for management costs in each year of the contract. As such the maximum budget available in Year 1 of service delivery is £12,233,000 (this reflects the phasing of CAHS and the Better at Home Service into the MCP in the second half of the year).
To ensure fairness and transparency throughout the procurement process, bids from all providers will be evaluated on the basis of the maximum budget in Year 1 of £12,233,000.
There may be a slight variation from these figures and the Commissioner will confirm the actual budget to the Provider upon contract finalisation.
Providers should be aware that if the financial envelope is exceeded at any point during the term of the contract, the Commissioner will not be held liable for any additional cost for the delivery of the MCP services. The Lead Provider will need to have robust systems in place for the identification of cost pressures, which should be escalated to the CCG. The Lead Provider will be expected to manage any cost pressures that might arise within the overall budget of the MCP.
It is recognised that the cost of delivering some elements of the MCP is likely to be dependent on the successful TUPE of existing staff and recruitment of new staff into posts to operationalise the service. The Commissioner therefore reserves the right to be refunded on any under-spend in year throughout the term of the contract. Alternatively, negotiations will need to take place as to how the Provider may use the under-spend in another way to deliver the outcomes required. 
The contracting authority and the successful provider will review the contract price together at the start of each contract year, in light of inflationary pressures and NHS expectations in regard to austerity and financial controls.
[bookmark: _Toc357664643][bookmark: _Toc409545780][bookmark: _Toc453599843]Governance
The Provider is responsible for ensuring that it has appropriate clinical and information governance in place that ensures the following is carried out:
· Clinical records and safety netting systems are developed and maintained.
· Annual patient satisfaction surveys are carried out.
· An effective patient complaints procedure is in operation.
· [bookmark: _Toc357664668][bookmark: _Toc357664645]Critical incidents are reported to the Commissioner (Significant Events/Serious Untoward Incidents).
· An information governance framework is in place that complies with NHS requirements, including management of security and confidentiality of patient information.
[bookmark: _Toc453599844]Quality Assurance
The Provider is responsible for ensuring adequate internal quality controls exist to ensure day-to-day consistency in the delivery of the service requirements under this specification.  This includes ensuring there are adequate records and reporting systems and selection and appropriate training of staff.
The external quality controls will be provided by the Commissioner monitoring this specification. 
[bookmark: _Toc453599845]Other Information
The following points should be noted by potential Providers:
· The Provider will have access to and be trained on the Sollis Clarity software (which uses the Johns Hopkins Adjusted Clinical Groups (ACG®) System to identify patients at high risk and forecast future healthcare utilisation) or other similar tools as agreed with the Commissioner.
· Delivery of the PACT and ECP specifications requires the development of patient registers to ensure appropriate patients receive the requirements of various specifications. Patient registers should be reviewed and updated on a monthly basis.  Risk stratification software, clinical judgement / local patient knowledge or analysis of recent unplanned admissions and A&E attendances should be used to help identify which patients to include on the PACT Enhanced Care Pathway.
· The Provider will need to have in place or demonstrate how they will set up data sharing agreements with key stakeholder organisations across Wandsworth in order to deliver the requirements of a number of the clinical services within this specification. These data sharing agreements will be subject to sign off by the CCG.
· Wandsworth CCG has committed to developing a central patient record system across the Borough using EMIS Web software. Providers will need to be familiar with this software or demonstrate how they will develop an expertise in this area.
· Providers are responsible for all costs associated with the use of I.T. systems including obtaining access to EMIS and any I.T. support requirements that the delivery of the MCP might entail.
[bookmark: _Toc453599846]Key Performance Indicators (KPIs)
The Commissioner has considered the outputs that they wish to achieve through the delivery of the MCP and these are reflected in a set of KPIs which will be published at Stage 2 of this process. It is recognised that the MCP is a new model of care which will result in a significantly new way of working across organisations. As such, many of the deliverables in Year 1 involve the setting up of systems and processes. WCCG has developed targets that increase throughout the financial year to reflect incremental expectations on deliverables as the model becomes more embedded.
5-10% of the annual budget for the MCP will be retained by the commissioner and will be payable to the Lead Provider at the end of each financial year, pending delivery against KPIs. The exact percentage will be considered and agreed with the Lead Provider following the procurement process.
Additional KPIs are embedded within the individual clinical service specifications (detailed in Section 4) and achievement of these will also be the responsibility of the Lead Provider.
The KPIs which are linked to the 5% financial incentive will be refined with the Provider during the contract negotiation process.
[bookmark: _Toc453599847]Quality Innovation Productivity Prevention (QIPP)
A number of the services included within the MCP Specification are expected to generate a QIPP saving to the CCG through a reduction in secondary care activity, which results in reduced costs. As such, a target reduction in secondary care activity will be included in the KPIs for the Lead Provider of the MCP. Delivery on these targets will be linked to the financial incentive described above.
All Providers of large contracts commissioned by the CCG are subject to an annual QIPP. Although this has not been applied to the MCP in Year 1, due to the model being in development, it is anticipated that a non-cash releasing QIPP will be applied in future years. It is expected that this QIPP saving will be generated through more efficient delivery of integrated services within the MCP and will be re-invested into service development. The CCG reserves the right to retain or reinvest QIPP savings as necessary across the health system, as and when priorities become apparent.
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Service Oversight of Delivery of Planning all Care Together (“PACT”)
Specification

Commissioner Lead Andy McMylor/Katie Denton/Sue Tappenden

Provider Lead

Period

Date of Review There will be a review of this “oversight” specification on an annual

basis. (The full PACT specification will be reviewed on at least a 6
monthly basis to inform on-going commissioning decision-making).

: Population Needs

e The CCG has commissioned the Provider to deliver the full PACT service specification for the registered
population of Wandsworth;

e Asingle contracted Provider will reduce the considerable administrative burden placed on the CCG
through historically having 42 individual contracts for delivery of the full PACT specification to
Wandsworth residents;

e The CCG does not have effective contractual levers to ensure a whole population, integrated and
coordinated delivery of the service requirements by all General Practices, resulting in negative impact on
access to care and increasing inequality of access for patients;

e The Provider is contracted to ensure that the full PACT service requirements are delivered in a
coordinated and integrated manner with primary care services;

e Itis anticipated that the full PACT specification may be delivered via appropriate subcontracting
arrangements to the most appropriate and capable subcontractors as may be acceptable to the CCG;

2. Outcomes
2.1 NHS Outcomes Framework Domains & Indicators
Domain 1 Preventing people from dying prematurely v
Domain 2 Enhancing quality of life for people with long-term J
conditions
Domain 3 Helping people to recover from episodes of ill-health or J
following injury
Domain 4 Ensuring people have a positive experience of care v
Domain 5 Treating and caring for people in safe environment and N
protecting them from avoidable harm
2.2 Local defined outcomes

Delivery of the specification requirements will be assessed by the CCG against 2 key criteria:
e Delivery of equitable care for all PACT-identified patients across Wandsworth;
e Quality of care provided (based on audit and evidence of best practice development).

The outcomes performance framework is embedded below.






fiil}

DRAFT 16 17
Performance Framew

3.1 Aims and objectives of service

The overall aim of the full PACT specification is to achieve the overarching outcomes for the Wandsorth CCG
objectives of:
e Meeting the needs of patients and providing a better patient experience;

e Improved quality of clinical care;
e Improved efficiency in provision of care, e.g through reduced utilisation of secondary care resources

e Greater integration of service delivery.

The Commissioner requires that all patients (and carers) in Wandsworth who are targeted under the full
PACT service specification benefit from the services that are to be provided. The Provider is required to
ensure that this happens in an equitable and efficient way with focus on breadth and depth of coverage
across the whole of Wandsworth, both geographically and in terms of patient group. The CCG expects this to
be approached, at least partially, through facilitating “coordinative behaviour” amongst other providers of care
(whether sub-contracted or otherwise) to work as a single system for the population whilst holding a clear and
recognisable formal role in overseeing resource allocation.

Additionally, this specification has been constructed with the following principles in mind:
e To focus on improving care for the most vulnerable patients, especially those with comorbidities;

e To ensure complete and “joined-up” patient coverage across Wandsworth;

e To ensure an integrated approach to care planning through requiring (sub-contracted) care providers
to access, utilise and update information contained within the patient’s primary care record in the
delivery of the requirements contained within this specification;

e Where possible, to minimise the administrative burden for (sub-contracted) care providers through
automated reporting and payment;

e To embed meaningful performance outcome measures to assist the evaluation the specification and
ensure security of funding in the future.

3.2 Service description/care pathway

e The detail of the requirements of the full PACT service specification (2016/17) can be found within the
embedded document. This specification is subject to 6-monthly review and change on an annual basis.
The role of the Provider is to ensure that the requirements of the full PACT specification are delivered in
an equitable and efficient way with focus on breadth and depth of coverage across the whole of
Wandsworth, both geographically and in terms of patient group.
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e The Provider is responsible for the accurate collection of activity from (sub-contracted) care providers in
relation to delivery of requirements of the full PACT specification. This includes activity undertaken prior
to 1 April 2017 that remains outstanding;

e The Provider is responsible for ensuring accurate payment to (sub-contracted) care providers for activity
undertaken in delivering the requirements of the full PACT specification, within the budget agreed with the
CCG. This includes reconciliation of and payment for activity undertaken prior to 1 April 2017 that
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remains outstanding;

e The Provider is responsible for appropriately initiating and ensuring an effective response to day to day
communications to and from GP Practices, patients and other individuals and organisations associated
with the delivery of the full PACT specification. This includes any unresolved queries/communications
arising activity prior to 1 April 2017 that remains outstanding/unresolved,;

e The Provider is responsible for initiating and managing any necessary GP/care provider engagement
required for the effective delivery and development of the full PACT specification, including changes to
the specification;

e The Provider is required to participate in any evaluation of the PACT activity as required by the
Commissioner, including the provision of requested data;

e The Provider is responsible for ensuring the provision of all PACT-specific IT and systems support to GP
Practices/(sub-contracted) care providers.

3.3 Population covered
All patients registered with a Wandsworth GP.

3.4 Any acceptance and exclusion criteria and thresholds
None
35 Interdependence with other services/providers

In order to ensure consistency in care delivery for patients and to support a smooth transition within a new
contractual framework, the CCG requires the new Provider to work collaboratively with GPs to enable them to
continue to deliver the requirements to patients until (at least) 30 September 2017. This avoids the potential
for mid-year changes in service provider, considered to be detrimental to patient care.

The Provider is expected to work with other relevant care providers across the wider health and social care
system in the delivery of quality and efficient services to patients.

The following points should also be noted by the Provider:

e The Provider will have access tofinstall and been trained on the Sollis Clarity Software (which uses the
Johns Hopkins Adjusted Clinical Groups (ACG®) System to identify patients at high risk and forecast
future healthcare utilisationl) or other similar tools as agreed with the Commissioner;

o Delivery of the full PACT specification requires the development of patient registers to ensure appropriate
patients receive the various specification requirements. Patient Registers should be updated on a
monthly basis and regularly reviewed. "Risk stratification" software or clinical judgement / local patient
knowledge or analysis of recent unplanned admissions and A&E attendances should be used to help
identify which patients to include;

e The NHS England Avoiding Unplanned Admissions Enhanced Service Specification 2016/17 (AUA ES)
provides the potential for overlap with some areas of care provided within the specification. This has
been addressed for 2016/17 within Service Requirement 1. The Provider is required to ensure that the
application of requirements of the AUA ES and any subsequent NHSE (or other Commissioner) service
requirements are carefully reviewed and any potential overlap addressed;

e A number of EMIS templates have been developed to provide an “aide memoire” for clinicians/Health
Care Professionals (HCPs) delivering the specification requirements as well as providing an automated
means of collecting activity directly;

e A range of supporting resources have been collated to support the delivery of the requirements of the
specification. The Provider is required to ensure that the range of available resources is constantly
reviewed and improved and that all supporting documentation is easily accessible and up-to-date;

e Coordinate My Care (CMC) is being fully utilised in Wandsworth to support the care of End of Life Care
patients. Providers are required to continue to utilise CMC in the delivery of this specification;

1 See www.acg.jhsph.org for more details.




http://www.acg.jhsph.org/



e The Provider is required to utilise any future and relevant systems and processes in the delivery of the full
PACT specification as required by the Commissioner.

Any costs associated with the utilization of associated systems and processes should be discussed and pre-
agreed with the Commissioner e.g. License costs.

4. Applicable Service Standards

4.2 Applicable local standards

4.2.1: The CCG data spreadsheets and reporting fields used for the collation and reporting of PACT activity
must not be altered in any way by the Provider or sub-contractors without prior discussion and the express
permission of Commissioners. These resources are linked to a wider out of hospital evaluation process;

4.2.2: A Governance and Contract Review Structure for PACT will be developed by the CCG. The Provider
is required to adhere to and fully participate in the requirements of this framework that is over and above the
fixed contract management and governance mechanisms set out within the General Conditions section of the
NHS Standard Contract. The CCG Governance and contract Review Structure for PACT for 2016/17 is set
out in the embedded document. It requires attendance of the Provider at monthly meetings. The meetings
will be formed of 2 parts: Contract management (activity/finance) and Quality. Details are set out in the
document below:

Governance and Contract Review Structure for PACT Contract 2016/17

The General Conditions section of the NHS Standard contract includes the mechanism for contract
management and governance. These conditions are fixed and not open to variations.

Prior to the start of the contract the GP Federation must provide documents as pec section 1A of the contract
particulars e.g. indemnity arrangements. In addition, the completion of the governance and regulatory section
of the contract and sight of the necessary named policies need to be complete.

There will be ad hoc internal meetings within the CCG. These meetings will involve the following teams as
appropriate:

e Primary care development
e Quality

e Business Intelligence

e Finance

The outcomes of these meetings will feed into the regular contract monitoring and review meeting held with
the GP Federations and CCG

Membership of the Contract Monitoring and Review Meeting Group (CCG/GP Federation)
The membership of the Contract Review Group will consist of the following core members:

e CCG Contract Manager (Chair)

e CCG Service Development Manager

e Fed Service Manager

e Fed CEO

e Clinical Lead

Representatives from CRGs, Finance, Information Governance, Performance etc. may be identified and
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asked to attend on an ad hoc basis as required.
Frequency of Meetings

Meetings will take place once a month initially and papers will be circulated in advance of the meeting. A
quorum of 4 members must be present to constitute a valid meeting, of which there must be a minimum of
one representative from each organisation.

Standard Agenda Items

Notes of the last meeting agreed
Matters arising

Transitional progress to include
Contractual assurance

Issues and Queries

Payments

Service update (KPI dashboard)
Complaints

Financial update

Risk register

AOB

4.2.3: Whilst payment is based on outcomes, there is in any event a financial budget cap in respect of the
total amount the Commissioner has available to spend on the delivery of this specification. This financial
budget cap is simply in place because it is not possible to accurately predict the exact numbers of patients
that may be treated under this specification (e.g. the number of registered carers in Wandsworth is far lower
than the actual likely number of carers etc).

If the financial budget cap is reached the Commissioner reserves the right to suspend this specification and
not thereafter be responsible for making any further payments to the Provider under the terms of this contract.
The Provider will be responsible for confirming to the Commissioner that the budget cap has been reached
and should cease all activity under the contract. The Commissioner does not anticipate that the financial
budget cap will be reached. If in the event that the budget cap is exceeded, the Commissioner will not be
liable for any additional payments to the Provider.

4.2.4: The Provider shall adhere to the CCG'’s relevant policies as will be naotified in the specification, and
agree to abide by any future amendments of these policies which may affect the provision of the Service.

4.2.5: The Provider shall work effectively with other entities within the healthcare sector, including but not
limited to Clinical Commissioning Groups, General Practices, Community Services, Acute Trusts, Local
Authorities, private and voluntary sector organisations as required.

4.2.6: The Provider shall fully integrate with the local healthcare system to deliver services based on local
community requirements, which are sensitive and responsive the range of need within the locality, and which
are based on clinical need, sensitive to diverse people and cultures, such as those from ethnic minorities,
those with disabilities, those with long term conditions and mental illness and which encourages continuity of
care.

Applicable quality requirements

» Applicable Quality Requirements (See Schedule 4 Parts [A-D])






e The Provider is responsible for ensuring that the requirements of the specification are met through
delivery of care by appropriately trained and effective practitioners;
e The Provider is responsible for ensuring that it has appropriate clinical and information governance in
place that ensures the following is carried out:
» Clinical records and safety netting systems are developed and maintained,;

» Annual patient surveys are carried out;
» An effective patient complaints procedure is in operation;
>

Critical incidents are reported to the Commissioner (Significant Events/Serious Untoward
Incidents);

» Aninformation governance framework is in place that complies with NHS requirements, including
management of security and confidentiality of patient information;

e The Provider is responsible for ensuring adequate internal quality controls exist to ensure day-to-day
consistency in the delivery of the service requirements under this specification. This includes ensuring
there are adequate records and reporting systems and selection and appropriate training of staff.

e The external quality controls will be provided by the Commissioner monitoring this specification. Further
external quality controls will be delivered through the Peer Review processes contained within the full
PACT specification.

» Applicable CQUIN goals (See Schedule 4 Part [E])

Not applicable

0. Location Of Provider Premises

The Provider's Premises are located at:
TBC
The full PACT specification should be delivered at appropriate premises that are convenient for patients.

7. Individual Service User Placement

N/A
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Service ‘ Primary Care Diagnostics

Commissioner Lead Andrew McMylor / Dr Nicola Jones

Provider Lead

Period ‘

Date of Review June 2017

1. Population Needs

Wandsworth Clinical Commissioning Group (WCCG) have commissioned the following primary care
diagnostic services directly with practices for a number of years :

e 24hr Ambulatory Blood Pressure Monitoring
e 12-lead Electrocardiogram

e Phlebotomy

e Spirometry

A review of these services was conducted in 2014 and feedback was collated from GPs/practices, patients
and WCCG staff. The conclusion of the review was that the current services were well received but that
some amendments were required to update the original specifications. In addition, it was noted that a
standardised process across the borough was key to ensuring the 4 diagnostic services were available to all
patients. Since this review, the following amendments have been made to the specifications, which will be
available to the Wandsworth population from 1% April 2016 :

- All 4 services have been updated to ensure they are in line with current activity and national / local
guidance. The specifications have been approved via a rigorous sign off process.

- The 4 diagnostic services have been bundled into one over arching specification to ensure a
standardised, efficient service overseen by one Provider, which offers continuity of care and is
available to all patients across the borough.

- Agreement that the services will continue to be available at Wandsworth practices and that the
Provider is responsible for service delivery for these diagnostic pathways.

Please see individual service specifications for further details (Appendices A — D).
2. Outcomes
The outcomes of the 4 primary care diagnostic services are:

e Coverage: The 4 services will be available to all WCCG patients who meet the specification
acceptance criteria, regardless of where they live in the borough. For patients who require diagnostic
services that are not offered by their registered practice, a robust referral process will be in place to
ensure the patient is referred to the service at a neighbouring practice. This pathway will ensure that
patients have access to the 4 diagnostic services in a primary care setting, close to their home.

e Quality: The Provider will deliver standardised and quality assured primary care diagnostic services,
which meet the requirements set out in the individual service specifications.

e Positive patient experience: Patients should have a positive experience of the services they
access. As well as offering a quality service, the Provider should also make improvements to the
service through patient feedback, minimise waiting times and where appropriate, assist with
integrated care packages for complex patients by liaising with other care Providers.






Scope

Please see the individual service specification in Appendices A — D for the scope of the services. In addition
to adhering to these service specifications, the Provider will be required to establish and manage formal
contractual agreements with the each of the practices delivering the services in scope.

Finance and Activity

The Provider will be paid for the actual activity performed (tests performed / patients bled) which is coded
within EMIS using the Read codes set out in the individual service specifications. After the month end, The
Provider will extract data from EMIS Web which will be the data used to calculate payment.

It should be noted that adjustments are made to practices at the end of each financial year for any under or
over payments. The new provider will be required to work with the existing provider to manage the
adjustments for 2016/17 at the start of their contract term, and also assist any new provider at the end of the
contract term by providing relevant data/information for the financial year prior to the end of the contract.

In addition, a performance framework incentive, measured by Key Performance Indicators (KPIs) has been
devised to support delivery of the 3 outcomes listed in section 2. Details of the KPIs can be found in section 4.
The payment schedule for the KPIs will be discussed and agreed as part of the contract negotiations with the
successful bidder.

If the service Provider feels that they are at risk of exceeding the maximum contracted activity for the year,
they must provide details of the year to date activity and expected year end activity to WCCG in writing as
soon as this becomes apparent. WCCG will then respond to the Provider in writing of its response to this
notification and discuss with the details with them during the next scheduled review meeting.

The table below provides the expected annual activity for each of the services, which has a total annual
contract value of £521,356.

Service Detail Annual | Total Total

Activity | Costs Costs
2016/17 2017/18

Spirometry Annual activity for tests 7,532 £135,576 £135,576

£18 per test

24 Hr ABPM | Annual activity for tests 4,075 £81,500 £81,500

£20 per test

Phlebotomy | Annual activity per patient bled 81,200 £203,000 £203,000

£2.50 per

test

ECG Includes annual ECG activity and 6,330 £101,280 £101,280

£16 per test | reports from St Georges Hospital
Contract Total £521,356 £521,356

Quality Assurance

Prior to commencement of the service, the Provider must demonstrate that it will offer a quality assured
service and that it meets the specific requirements set out in sections 3 and 5 of the individual service
specifications. This will be done by completing schedule 1. Thereafter provision of quality assurance will be
supplied to WCCG as detailed under section 5. WCCG reserves the right to seek evidence from the Provider
following submission.

Serious Incidents

The Provider will follow NHS England’s Serious Incident Framework (2013) and WCCGs local guidance in
dealing with significant untoward events. All relevant incidents should be reported to WCCG in line with this
guidance.

Accessibility and Convenience
The Provider will offer a choice of appointment times to patients during surgery opening hours.
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The Provider will offer appropriate assistance and make reasonable adjustments for patients and carers who
do not speak, read or write English or who have communication difficulties, in order to:;
e Minimise clinical risk arising from inaccurate communication;
e Support equitable access to healthcare for people for whom English is not a first language; and
support effectiveness of service in reducing health inequalities.
Provide interpreting services for people who do not understand and speak English;
Provide written information including information in other languages and in ‘Easy Read’ format.

Confidentiality

The service must be, and be known to be, strictly confidential. A written Confidentiality Policy should be
prominently displayed and made available to service users. Staff should be able to demonstrate an
understanding of the Policy and process and be able to communicate this to clients using the service.
Confidentiality must be maintained throughout the patient’s visit, including the minimal use of names in public
areas, such as the reception or waiting areas. In order to maintain confidentiality, no information should be
sent to the patient’'s home address unless the client expressly wishes this. Care should be taken to ensure
that information is not shared with anyone else without the patient's consent. Issues of child protection
overrule the right to confidentiality; however the patient should be informed if other agencies are to be
involved. The Provider will be expected to demonstrate that the collection, storage and transfer of information
to other services, including that in electronic format is secure and complies with any data protection
requirements.

Consent

The Provider will be expected to operate a policy for obtaining consent that complies in all respects with the
requirements of National Minimum Standards and the Private and Voluntary (England) Regulations 2001 and
any other relevant guidelines.

Competent consent is understood in terms of the patient’s ability to understand the choices and their
consequences, including the nature, purpose and possible risk of any treatment (or non-treatment). In
assessing competence the Service Provider needs to refer to the Department of Health (DOH) Reference
Guide to Consent for Examination or Treatment (2001).

Patient Experience

The Provider will have arrangements in place to actively seek feedback from patients on the services they
have received and have a process to use this feedback to inform service delivery. The Provider will have in
place an NHS validated patient experience survey in order to systematically collect feedback from patients
who have accessed the services included within this specification and will include the results of the responses
within the quarterly patient experience report.

The Provider should have in place an effective Complaints Procedure and be able to monitor the incidence
and outcome of all complaints and investigations regarding the service. An aggregated complaints report
should be provided to WCCG on a quarterly basis to show number and nature of complaints.

IM&T
The Provider must provide such IM&T Systems and infrastructure as is necessary to support the delivery of
the Service, contract management and business processes.

The Provider must have in place appropriate, secure and well managed IM&T Systems which properly
support the efficient delivery of the Services and comply with specific requirements and the underpinning
standards and technical specifications, specifically:

e Common law duty of confidence;
Data Protection Act 1998;

Access to Health Records Act 1990;
Freedom of Information Act 2000;
Computer Misuse Act 1990; and
Health and Social Care Act 2001.

The Provider must have a designated Caldicott Guardian and lead for Information Governance and must
meet the requirements of the NHS Information Governance Toolkit. Providers will ensure that appropriate
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security and confidentiality measures are in place for the handling and transit of data at all times.

All patient related information flows should be electronic. Where this is not currently possible, the Provider
must commit to implementing such transfers or interfaces as they become available. Where appropriate
Providers must have an IM&T Systems disaster recovery plan to ensure service continuity and prompt
restoration of all IM&T Systems in the event of major systems disruption or disaster.

IT equipment must be of up to date standard with N3 connection, EMIS Web license, booking system and
must be compatible with GP clinical systems. The cost of all IT equipment will be the responsibility of the
Provider.

4. Applicable Service Standards

The key performance indicators for this service will be split into the following 3 specific aims :

- Coverage of services
- Quality of services
- Patient experience

Please note that for reporting purposes, specific patient identifiable data should not be sent to WCCG. Where
the Provider is asked to summarise specific patient care (for example, for KPI 3.3) patients should be listed as
a,b,c etc.

A high level summary of the outcome frame work currently being devised is outlined in the table below. The
KPI detail, reporting requirements and timings will be discussed and agreed with the successful bidder as part
of the contract phase.

KPI | Outcome Evidence / Indicator Frequency
1 Demonstrating coverage of services : A report providing details of Quarterly
patients accessing the

-Patients can access the services, service.

close to their home

-Ensuring exceptions are recorded The Provider must keep

accurately (for example, if a patient evidence of exceptions,

eligible for a primary care diagnostic which may be subject to

service attends an acute appointment audit by WCCG.

instead)
2 Demonstrating quality of services : A report providing details of Quarterly

the referrals (for example,
-Meetings the requirements set out in date of referral, date of

the individual specifications appointment etc.)
3 Ensuring a positive patient experience | A report summarising patient | Quarterly
of the services : feedback (for example, the

number of patients who
-demonstrating how patient feedback provided feedback, key areas

is obtained (for example, service to be discussed with WCCG
feedback, complaints process, wait etc.)
times etc)

-demonstrating how patient feedback
is reviewed and actioned

5. Applicable quality requirements
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. . reporting that the Provider has
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: followed the NHS
action taken by the
) England framework.
Provider.
Location Of Primary Care Diagnostic Services
All premises and equipment to be used must be subject to proper maintenance, the responsibility for the
provision of suitable premises and equipment will be with the Provider and must be relevant to the service,
including as a minimum:
1. Premises must be DDA compliant either ground floor or with lift access if not;
2. Premises to enable safe and convenient patient access in relation to transport links;
3. Adequate seating to enable all patients to sit while waiting, including chairs for patients who have
difficulty sitting low down.
4. WOC facilities should be provided;
5. Have access to interpretation and translation services;
6. Ensure that all premises and equipment to be used is subject to proper maintenance;
7. Decontamination and clinical waste disposal as appropriate;
8. Toilet access (DDA compliant);
9. Hand-washing facilities for Provider/patients;
10. Non-slip flooring;
11. Patient changing facilities/curtain area;
12. Storage facilities for consumables.

7. Provider Location

The Provider’s premises are located at:






TBC

The full primary care diagnostics specification should be delivered at appropriate premises that are
convenient for patients.






Appendices

Appendix A : 24 Hour Ambulatory Blood Pressure Monitoring Specification
(Plus Related Documentation)
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Service Specification Appendix 1 Appeﬁxz Appendix 3 Patient
24hrABPM Final.doc 24hrABPM Hypertens4nhraepM patient DieInfo 24hrABPM Instru

Appendix B : 12 Lead Electrocardiogram Specification
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Service Specification
ECG Final.doc

Appendix C : Phlebotomy Specification
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Service Specification
Phlebotomy Final.doc

Appendix D : Spirometry Specification
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Service Specification
Spirometry Final.doc
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1 PACT ENHANCED CARE PATHWAY SPECIFICATION

2 INTRODUCTION

The Provider will be commissioned to deliver a specification for a three year period starting
in 2016/2017. The PACT Enhanced Care Pathway requires facilitation of multi-organisational
working to deliver the pathway successfully. The Provider will therefore be required to lead
on wider stakeholder engagement on an ongoing basis to deliver care to patients with
complex long term conditions that are often frail and vulnerable and becoming increasingly
dependent on health and social care services within the community.

As part of the Primary Care enhanced contract, Planning All Care Together (PACT), there is
a requirement for GPs to undertake a comprehensive 45 minute care planning exercise on
patients that are deemed to be in the high risk cohort group who are experiencing long term
conditions, many of which have significant health and social care needs. It is widely
accepted that these patients are at greater risk of unplanned non-elective admissions.

Their high risk is often evidenced by the fact that there are multi-organisations involved in
providing care for these patients with complex needs, however care is often delivered with a
disparate approach. Delivering care in this way increases the patients risk of admission due
to the fact that there is no joined up care plan process between Community Services and
Primary Care for managing patients with complex conditions.

The intention of the PACT Enhanced Care Pathway is to enable more effective collaborative
working across Community Adult Health Services (CAHS) and Primary Care through
integrated care planning for the most vulnerable group of patients.

The Provider will receive the majority of referrals into this pathway from local GPs when they
initiate their 45 minute PACT consultation but there may be some referrals from CAHS who
will refer any patients that they feel would benefit from an enhanced level of care.

3 IDENTIFICATION AND PLANNING CARE

Patients will be identified via an assessment process which will involve risk stratification
using Sollis Clarity data analytics. Once identified, a universal care plan will then be
developed between the GP, patient and family members, where appropriate, setting realistic
and personalised goals

Once referred into CAHS the patients GP will be required to engage with the wider
Multidisciplinary Team (MDT). The MDT will include representatives from Primary Care,
CAHS, Social Services, Mental Health and the Voluntary Sector.. The care planning process
will continue with the support of a visiting Consultant Geriatrician who will be present at all
the weekly MDTs held in four localities.

East (Southfields Group Practice)
North (Stormont Health Clinic)
South (Tooting Health Clinic)
West (Westmoor Clinic)
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The delivery of the care plan will be overseen by a key worker who is a health or social care
professional working as part of the CAHS team. The key worker will periodically review the
goals and update the professionals involved to address physical, social and psychological
issues as required to maximise the patient’s independence wherever possible. The care
planning approach will allow for a number of disciplines to work together to utilise each
other’s skills and knowledge base through attendance at regular MDT meetings whilst at the
same time avoiding any unnecessary duplication in services which has been raised as an
issue at the present time.

The PACT Enhanced Care Pathway will also be aligned with the acute Trusts and in
2016/2017 a specific focus will be placed on the Provider of this pathway working with St
George’s University Hospital NHS Foundation Trust (SGUHFT) to establish early and
supported discharge planning. The discharge planning process will be overseen by a
Consultant Geriatrician who will continue to follow the patient up once in the Community
though attendance at weekly MDT meetings where the patient’s care and ongoing needs will
be discussed and reviewed. The Provider will be required to work in partnership with CAHS
colleagues and the acute Trust to oversee the PACT Enhanced Care patients are
discharged safely back into the Community environment.

In addition, the PACT Enhanced Care Pathway will also support some patients in nursing
and residential homes who are identified as being at high risk of A&E attendance which
could lead to a hospital admission. The pathway will be available to these patients to deliver
the same comprehensive level of care planning to ensure an equitable service can be
delivered for those at high risk.

Escalation Plan

The care planning process will also ensure that every care plan has an escalation element
so that patients and/or or their carers are aware of what to do in an emergency situation
should there be a deterioration in the patient's condition. The aim of the escalation plan will
be to support the patient to contact appropriate community services from CAHS or the PACT
Enhanced Care Pathway. This will alert appropriate members of the MDT to carry out an
urgent assessment with the aim of avoiding an acute A&E attendance or unplanned
admission to hospital wherever possible. This may include the support of the Rapid
Response function of the pathway which will serve to deliver a two hour rapid response
clinical assessment.

Rapid Response

Rapid Response will be a stand-alone clinical service that responds to patients within 2
hours to address deterioration in a patient’s condition. The service will be provided by clinical
staff such as GPs and Advanced Nurse Practitioners who will work with other members of
the CAHS and PACT Enhanced Care team to provide rapid support to allow the patient to
remain safely at home and avoid unnecessary admission into hospital.

This service will be available to all patients over 18 years old who are registered with a
Wandsworth GP living within 0.5miles of the Wandsworth borough border as well as those
on the PACT Enhanced Care Pathway. The Rapid Response team will be aware of these
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high risk patients and their escalation plans. The Provider can consider the best way to
deliver this service for patients both in their own home and nursing home environment.

The Provider of the PACT Enhanced Care Pathway will need to develop a pathway between
London Ambulance Service (LAS) to promote this service so LAS are aware of the Rapid
Response team and are able to contact them instead of the default position of conveying the
patient to hospital. In addition the Provider will need to develop relationships with local
nursing/residential homes in Wandsworth so that they are aware of and contact the Rapid
Response team, where appropriate, to assess the patient’s condition instead of phoning LAS
as the first port of call.

The Rapid Response team will also support the Older People Advisory Liaison (OPAL) team
and the Acute Admission Avoidance (AAA) pathway based in Brysson Whyte clinic to
provide an in-reach service to support patients back home into the community by providing
surveillance/follow-up for several days until the patients are more clinically stable.

The Rapid Response service will need to operate during core working hours from 8am —
6pm Monday to Friday. However the operating hours can be negotiated if the Provider
considers different hours will be more effective

Flagging of PACT ECP patients and reqistered lists

The PACT Enhanced Care Pathway cohort of patients (approximately 500) will be identified
from the 1% April and will be an agreed and recognised cohort across Primary Care and
CAHS. The cohort will have been identified from Primary Care and CAHS’s high risk patient
groups through Sollis Clarity risk stratification data. This cohort will account for the top 2% of
patients in Wandsworth that are at highest risk of a non-elective emergency admission.

From the 1% April the Provider will be responsible for holding and maintaining the register of
PACT Enhanced Care patients and ensuring the patient list is reviewed and refreshed
weekly. This review of the registered list of patients must be performed weekly in
collaboration with the CAHS management team to ensure the list remains current.

All Enhanced Care Pathway patients will be flagged on individual IT systems that
organisations are using in order to easily identify these patients. The flag will alert health and
social care professionals that the patients is on the Enhanced Care Pathway and has an
integrated care plan stored on EMIS.

The Provider will be responsible for ensuring that any new patients on the ECP register are
flagged on the individual IT systems. The organisations and IT systems that will have an
ECP flag are SGHUFT (Cerner), Social Services (Frameworki), Primary Care (EMIS) and
Community Services (Rio).

Care Plan Template

All patients on the PACT Enhanced Care Pathway will have a care plan in place which will
be held electronically on the Primary Care IT system EMIS. St George’s University Hospital
NHS Foundation Trust (SGUHFT) have agreed that they will only use the EMIS system for
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updating care plans and progress notes for this cohort of patients in order to facilitate more
integrated working. Wandsworth Clinical Commissioning Group (WCCG) is in the process of
arranging additional licences and are working with EMIS and SGUHFT to enable this
integrated approach to working to progress effectively.

The CCG has been working with Primary Care and CAHS to develop an integrated care plan
which will be completed by the patients registered GP. A copy of the care plan will be made
available for the patient and their relatives for their information and to understand their
personalised plan and escalation procedures.

The Provider will be required to encourage the registered GPs to complete the same
universal care plan template held on EMIS to promote consistency across all GP practices
completing the PACT care planning consultation.

There will be an exemplar care plan for GPs to refer to which will provide guidance on the
completion of these care plans.

Pharmacy Reviews

As part of the initial care planning consultation process GPs will have an opportunity to refer
a patient for a Medicines Use Review (MUR). It is intended that all patients on the PACT
Enhanced Care Pathway will have a Medicines Use Review completed expediently through
a pharmacy service embedded within the pathway. The Provider will be given the freedom to
develop this element of the pathway and consider the most efficient and effective way they
wish to do this by utilising local pharmacy services within the local community.

Weekly Multidisciplinary Team meetings (MDT)

Registered GPs that have referred a patient into CAHS via the PACT Enhanced Care
Pathway will be asked to attend an MDT either in person or virtually (operational process to
be developed between the Provider and CAHS) to discuss the care plan that they have
initiated and engage in ongoing MDT discussion.

The Provider will be required to work with CAHS and facilitate GP attendance to the MDT
meetings across the four locality MDTs within the borough. The completion of care plans and
attendance at MDTs for the PACT Enhanced Care Pathway patients forms part of the
existing PACT contract for local GPs.

Ongoing Developments

The Provider will be required to engage with other Commissioners and local Providers on
ongoing initiatives that are being implemented over the next few years. This includes the
following

e The development of the Acute Admission Avoidance pathway at Queen Mary's
Hospital Roehampton
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Single point of access for reablement services
Discharge planning process for patients with complex long term conditions

4 TERM

Subject to the above, the Enhanced Care Pathway specification will operate for the duration
of three years from 1% April 2016 until March 31 2018. The specification may be subject to
minor amendments during that time period, which will be agreed between Commissioner and
Provider as the pathway is embryonic and may therefore require minor adjustments. The
Provider will be expected to demonstrate flexibility and a creative approach with the pathway
model to ensure key deliverables can be met (see section 10).

There will be a review of this specification by Wandsworth Clinical Commissioning Group
(WCCQG) on at least a six monthly basis to inform on-going commissioning decision-making.

The contract start date (Effective Date) will be confirmed.

S5 OPERATING HOURS

In year 1 the operating hours will be from 8am — 5pm Monday to Friday. In subsequent years
(2 and 3) the operating hours will be negotiated with the Commissioner.

6 AIMS OF THE SPECIFICATION

The overall aim of the Enhanced Care Pathway specification is to contribute to the
overarching Wandsworth CCG objectives of:

Meeting the needs of patients and providing a better patient experience.

Improved quality of clinical care.

Improved efficiency in provision of care delivered across multi-organisations which
will lead to a reduced utilisation of secondary care resources.

Greater integration of service delivery across multi-organisations

Reduction in non-elective emergency admissions for the most vulnerable group of
frail patients with long term conditions.

Additionally, the specification has been constructed with the following principles in mind:

To ensure complete and “joined-up” services that deliver an equitable level of care
for the residents of Wandsworth, both for patients living in their own home and
nursing/residential homes

To ensure an integrated approach to care planning through the facilitation of multi-
disciplinary care plans, many of which will be commenced by Primary Care;

To minimise the administrative burden for care providers between Primary Care and
CAHS through the sharing of a universal care plan which can be shared on the EMIS
IT system.
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To embed meaningful performance outcome measures to assist the evaluation of the
specification and ensure security of funding for the pathway in the future which will
form part of the future Multi-specialty Community Provider (MCP) model.

7 ACHIEVING THE AIMS

This specification supports the CCG in achieving the above aims by requiring the Provider/s

to:

Actively work together with all other Providers including the following key
stakeholders:

Primary Care

Community Adult Health Services (CAHS)

Acute hospital colleagues

Social Services and independent Social Ccare Providers
Voluntary Sector

Mental Health

Health-Watch and patient representatives

The Provider will be required to demonstrate that they can deliver the following:

Actively identify and assess the most vulnerable and needy patients with long term
conditions and multi-comorbidities. The majority of these patients are likely to be
housebound due to their complexity although this is not an essential qualifier to be
referred into this pathway.

Support Primary Care to identify the high risk patient group through the use of risk
stratification software (provided by Sollis Clarity).

Support Primary Care to commence the process of completing a care plan which
other organisations can use to deliver a joined up approach to care for the patient.

To provide a Rapid Response clinical assessment for patients who are deteriorating
within the community to develop a plan to support them and their carers to remain at
home. This service will be available for patients 18 years and over (not just PACT
Enhanced Care Pathway patients).

To work with Primary Care to engage carers in the care planning process at the initial
point of consultation with the GP when the care plan is initially generated.

Encourage referrals of appropriate patients to the Wandsworth Integrated Falls and
Bone Health service

Ensuring appropriate referrals are made to the Wandsworth End of Life Care
Coordination Centre at the same time they are referred into the ECP pathway.
Support and promote patient education and patient self-management.

Invest in the education and training of healthcare professionals delivering the service
and consider the ongoing educational and developmental needs of the evolving
workforce to deliver the ECP pathway and the future MCP model.

To facilitate engagement of Primary Care in regular weekly MDTSs either virtually or in
person.

To actively engage with nursing home staff in ensuring patients in nursing and
residential homes receive an equitable service to that available in the community and
support staff within homes to ensure their educational and training needs are met.
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8 PATIENT COVERAGE

The Commissioner requires that all patients and carers in Wandsworth who are identified as
needing the input of a wider MDT and would benefit from this level of service can access the
Enhanced Care Pathway. The Provider is required to deliver the pathway as detailed in this
PACT Enhanced Care pathway Specification. The Provider is required to ensure that this
happens in an equitable and efficient way with focus on the breadth and depth of coverage
across the whole of Wandsworth.

For 2016/2017 the Provider will focus on a cohort of patients that have been identified
across Primary Care and CAHS as a group who are at high risk of a non-elective emergency
admission. The number of emergency admissions in 2015/16 will be collected and used as
baseline activity for patients in this cohort. This activity data will be reviewed again at the end
of 2016/2017 and used to compare against baseline. This among other measures will
support Commissioners to consider if integrated working across Primary Care and CAHS
along with the production of personalised care plans and escalation plans can support the
reduction of unnecessary A&E attendances and hospital admissions.

The Commissioner is aware that the successful delivery of this pathway will be fully
dependent on the Provider developing positive and cohesive working relationships with other
Partner agencies such as CAHS, Social Services, Mental Health and the Voluntary Sector.
Forming a collaborative approach to working is therefore essential as well as supporting and
facilitating effective working relationships across multi-agencies.

9 BUDGET CAP

The financial envelope required for the PACT Enhanced Care Pathway is fixed and
ultimately covers a range of functions of care to be delivered via the pathway.

The Provider will be responsible for providing these functions of care to deliver the pathway
and ensure the pathway is embedded in practice. However as stated it is imperative that this
pathway is not developed in isolation to CAHS, Social Services, Mental Health and the
Voluntary Sector as these partner agencies are pivotal to the success of the PACT
Enhanced Care Pathway.

The Commissioner has defined the functions of care that will need to be delivered and these
will be aligned with key performance indicators attached to each of the functions which are
felt to be imperative to the successful delivery of this pathway.

If the financial envelope is exceeded, the Commissioner will not be held liable for any
additional cost for the delivery of this pathway. The additional cost will be the responsibility of
the Provider of the PACT ECP to meet.

Whilst subject to in-year confirmation, the Commissioner anticipates that the total budget for
2016/17 (year 1) will be £886,618. In subsequent years (2 and 3) the total annual budget will
be £1,000,118. There may be a slight variation from this figure and the Commissioner will
confirm the actual budget to the Provider upon contract finalisation.

To ensure equal opportunities, all bids from Providers will be evaluated on the basis of an
£886,618 budget in year 1. It is recognised that the cost of delivering the PACT Enhanced
Care Pathway is likely to be dependent on the recruitment of staff to operationalise the
pathway. The Commissioner therefore reserves the right to be refunded on any underspend
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in year or negotiations will need to take place as to how the Provider may use the
underspend in an alternative way to deliver the pathway.

Commissioners will need the Provider to report regularly on the progress of recruitment and
actions that are being implemented to fulfil the requirements on the specification.

Commissioners recognise that recruitment of specific staff groups within the NHS can be
challenging at times due to the national shortage of trained staff. Commissioners are
therefore willing to work with the Provider of the pathway to consider creative opportunities
and alternative approaches that can be adopted to deliver the pathway and meet the key
performance deliverables as listed in section 10.

Table 1.0: Guidance on functions to be delivered via the pathway and associated
budget

Function Description of function to be delivered via pathway

Enhanced  Care | This post holder will give the team the direction for delivery of
Pathway lead the pathway and take responsibility on a day to day basis for
overseeing the operational implementation of the ECP by

Approximate ensuring all staff are clear on their roles and responsibilities.

budget: £60,061
This post holder will oversee the day to day running of the
ECP pathway and, due to the embryonic stage of the ECP,
work with Commissioners to feedback and amend the
pathway as required. They will be responsible for leading on
the developmental work for sharing care plans and supporting
the work to flag ECP patients on the IT systems across health
and social care whilst a fully integrated system is unavailable.

Phlebotomists /| The function will provide phlebotomy services for patients in
HCA service to | the PACT Enhanced Care Pathway. The function will also
provide provide support for housebound patients with an increasing
phlebotomy need who are currently being managed by their GP without
service and flu | any additional intervention from CAHS.

vaccinations . . .
An element of the work will therefore include preventative and

Approximate proactive screening as directed by GPs. This may include
budget: £59,398 taking routine bloods for monitoring purposes.

Phlebotomy services will provide an in-reach service into
nursing/residential homes.

The function will also concentrate efforts to increase flu
vaccinations for over 65 housebound patients.

Wound care | There is a recognised gap in community nursing and practice
Tissue Viability | nursing to manage more complex wound care for both
function housebound and more ambulant patients that attend practices

. for wound care.
Approximate

budget: £57,334 The Provider will be required to consider workforce issues
associated with the management of wound care across
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community and general practice in Wandsworth and consider
a proposal to develop new and efficient ways for practice
nurses to work with community nurses. The current workforce
is currently compromised due to capacity issues and gaps in
staff training and competency to undertake more complicated
wound care. An example of a key focus area of opportunity
may be around developing skills and confidence in specific
procedures such as compression bandage training.

The Provider would be required to conduct the scoping
exercise in year and inform Commissioners as to proposals
that could be delivered to address these ongoing issues in
community practice

Rapid Response
(RR) function

Approximate
budget:

Year 1 £340,500
(part year Q2-4)

Year 2 & 3
£454,000

The RR budget could be used flexibly and creatively by the
Provider to appoint, for instance, GPs or Advanced Nurse
Practitioners (ANPs) to deliver a rapid response clinical
assessment of patients aged 18 years and over These
patients may or may not be known on PACT /ECP.

The RR team will be a resource aligned to Primary Care and
will manage all urgent clinical reviews within 2 hours to avoid
unnecessary A&E attendances and admissions. They will
have referral rights into the Acute Admission Avoidance (AAA)
pathway based at QMH for an urgent assessment by the
Consultant Geriatrician. They will also attend urgent visits at
local nursing/residential homes to avoid the home calling LAS
as an initial response.

Health & Social
care Coordinators
roles

Approximate
budget: £296,991

These post holders (untrained professionals) will work across
Primary Care and Community Services and will work with
GPs to develop the initial care plan and be part of the 45
minute consultation for any patients that they intend to refer
into the wider CAHS service for MDT involvement and
assessment. They will ensure that the care plan generated
from the initial PACT consultation is incorporated into the
MDT and becomes an integrated care plan. They will
therefore work across Primary care, CAHS and with the wider
Community service team. There will be opportunity for these
post holders to be aligned to Primary Care across the four
Wandsworth localities.

The posts will support the key workers (trained professionals)
to review and update patient goals and feedback to Primary
Care by promoting efficient communication. They will also
support communication between Secondary Care and
Community Services if a patient is admitted.

Pharmacist

function to
conduct Medicines
Use Reviews

The Pharmacist can support GPs when they undertake the
PACT 45 minute care planning consultation to assist with an
early Medicines Use Review. They can then liaise with the 2 x
CAHS Pharmacists to continue with ongoing medicines
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(MUR) reviews as part of the care planning process.

Approximate
budget: £57,334

Training The training budget can be used by the Provider to deliver
joint care plan training between all relevant health and social
Approximate care organisations.

budget: £15,000

The budget cap for year 1 is £886,618 (reflective of part year effect for Rapid Response) and
for year 2 and 3 it is £1,000,118.

10 KEY PERFORMANCE INDICATORS (KPIS)

The Commissioner has considered the outputs that they wish to achieve through the delivery
of the pathway. It is recognised that this is a new pathway which will result in a significantly
new way of working across organisations so many of the deliverables in year 1 involve the
setting up of systems and processes. The Commissioner has therefore developed Key
Performance Indicators (KPIs) with targets that increase throughout the financial year to
reflect incremental expectations on deliverables as the pathway becomes more embedded.

The Commissioner is keen to consider a percentage of the overall budget being aligned to
the delivery of certain KPIs. This percentage will be considered and discussed further with
the Provider in the near future.
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Table 2.0: Key Performance Indicators

DELIVERABLE OUTPUT TIMEFRAME

ECP PATHWAY DEVELOPMENT

A monthly audit of randomly selected PACT ECP
patient Care Plans (20 per month) to measure
performance around development of integrated
ECP Pathway Operational Lead to jointly care plans.
oversee, with CAHS Operational Lead,
development of integrated care plans. Audit should identify (as a minimum):
Q1: agree audit tool with the
Commissioner;

e Care plans will initially be developed by the | 1. Is there a GP Care Plan on EMIS (i.e. has

1 GP and then become integrated with a PACT consultation taken place)? Q2 : begin monthly audit process;
jointly agreed management plan across 2. Does the GP Care Plan meet good practice Q3/4: ongoing reporting.
CAHS and Primary care through the MDT standards as per exemplar?
process; 3. Date GP Care Plan initiated,;
e EMIS will be the IT system used for 4. Confirmation that the MDT integrated care plan
sharing care plans and progress notes process started;
5. Date MDT process started;
6. Confirmation an integrated Care Plan is on

EMIS.

ECP Pathway Operational Lead to oversee | 1. Monitor and encourage the participation of GPs

the attendance of the following staff to
engage with the weekly MDT held in the
four localities across the Borough :

in the integrated care planning process for
PACT ECP patients as agreed with the
Commissioner;

Q1: agree monitoring and reporting

2. Ensure that directly managed staff (Health and framework:

e Patient's Named GP/PACT consultation Social Care Coordinators, ECP Pharmacist etc) Q2: start m’onthl reporting:
GP (as required to discuss their specific participate in the integrated care planning 3)4_ naoin ry rE[)in 9
patients (see PACT Specification for detail process; Q3/4: ongoing reporting.
around attendance); 3. Provide a monthly report of attendance at MDT

e Health & Social Care Coordinators;
e Pharmacist for ECP.

meetings across the 4 localities in a format
agreed with the Commissioner.
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The ECP Operational Lead to oversee
ensuring that all referrals to the MDT will be

Q1-Q4: 100% of referrals to be triaged

triaged on suitability for inclusion into the ; gg:/ee?orefe[rrizg ?:te”i V;[[tgrﬁon;?éss'opoiréss of and response sent to referrer within
Enhanced Care Pathway within two working | = P ging sy P two working days from receiving the
L responding to referrer.
days from receiving the referral. referral
Q1-Q4: ongoing monthly reporting.
, , 1. Agree flagging process with Practices; Minimum % of PACT ECP500
ECP Operational Lead to oversee ensuring " : . .
all PACT ECP 500 patients have a universal 2. Elzzu;ﬁ a:ié?,:,tlflelfzﬁgliﬁczggo have a flag gal'c!eSngos/W|th aflag on EMIS:
flag on the EMIS system as an alert that this plus any year, j 0
. . 3. Provide a monthly progress/status report for Q2: 75%
patient is in the ECP 500 cohort. e _
Commissioners. Q3: 90%
Q4: 100% including new referrals.
. 1. Agree referral criteria with commissioner;
The ECP Operational Lead to oversee a 2. Agree process with CAHS to develop and Q1: Criteria and processes agreed;

jointly owned ECP 500 register with the
CAHS Operational Lead

agree ongoing PACT ECP patient register/new
referrals.

Q2-4: Ongoing monthly reporting

RAPID RESPONSE GP SERVICE (DIRECTLY MANAGED)

100% of referred patients (who meet the
eligibility criteria) to receive a visit and
assessment within 2 hours.

Monthly activity reporting to include (as a

minimum):

1. Number of referrals

2. % of eligible patients visited within 2 hours
3. Exception/issue reporting

Q1-Q4: ongoing monthly reporting.

Minimum % of eligible patients visited
and assessed within 2 hours:

Q1: 60%

Q2: 75%

Q3: 90%

Q4: 95%+

100% of eligible patients referred to the
service to have follow-up contact/visit
(every 24 hours) for 3 consecutive days to

=

Active marketing of service;
Monthly activity reporting to include (as a
minimum):

Q1: Develop/agree a marketing plan
with Commissioner and implement
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monitor patient’s clinical status

e Number of referrals
o 9% followed up for 3 days
e Exception/issue reporting

Minimum % of eligible patients
followed up for 3 days:

Q2: 60%
Q3: 80%
Q4: 90% +

All patients seen by the Rapid Response
team and are deemed to require an onward

Monthly activity reporting to include (as a
minimum):

e Number of referrals

Q1-Q4: ongoing monthly reporting.

Minimum % of eligible patients
referred within 4 hours:

8 referral to the Quick Start Social care % referred within 4 h
service, are referred within 4 hours from the * ore er_re .W' n OL.”S Q2: 60%
initial Rapid Response assessment. * Exception/issue reporting Q3: 80%
Q4: 90% +
1. Active marketing of service;
2. Monthly activity reporting of Nursing Home
referrals to Rapid Response service to include .
_ _ (as a minimum): Q_l: Develop/a_gree a mquetmg plan
The Rapid Response team to re-establish with Commissioner and implement
and embed the Rapid Response pathway in -
9 Nursing Homes to support the reduction of * s;tmu:)ee:)?:]retz‘grrals from Nursing Homes Q1-Q4: ongoing monthly reporting.
LAS callouts. ¢ Number of patients seen by Rapid
Response service conveyed to hospital by
LAS
o Exception/issue reporting
The Rapid Response team to provide an in- | 1. Active marketing of service; O1: Develop/agree a marketing plan
reach service to support the Older People 2. Monthly activity reporting of referrals to Rapid witﬁ Comm!ossi?)ner and im Iergepnt
10 Advisory Liaison service (OPAL) and the Response service from OPAL and AAA P

AAA pathway (subject to it being
recommissioned and as agreed with the
Commissioner) to facilitate safe discharge,

pathway providers to include (as a minimum):

e Number of referrals

Q1-Q4: ongoing monthly reporting.
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follow-up and surveillance of patients once
in the community.

e Nature of need
e Exception/issue reporting

HEAL

TH & SOCIAL CARE COORDINATOR FUNCTION (DIRECTLY MANAGED)

1. Development of a recruitment plan;
2. Monthly reporting of number of Coordinators in

Q1: Development of a recruitment
tracker for Coordinator posts;

11 Recruitment tracker post Q2-4: On going monthly reporting of
progress
Monthly activity reporting to include (as a Q1-Q4: ongoing monthly reporting.
100% of patients referred into the PACT minimum): Minimum % of PACT ECP patients
ECP have an identified and named Health 0 . . with a named H&SCC:
12 & Social Care Coordinator (HSCC) to ° lf&(ggéc-r ECP patients with a named
support the delivery of their Care Plan .« E toni . Q2: 60%
xception/issue reporting Q3: 80%
Q4:90% +
PHLEBOTOMY SERVICES AND FLU VACCINATION (DIRECTLY MANAGED)
. 1: Development of a recruitment
1. Development of a recruitment plan; Q ;
13 Recruitment tracker 2. Monthly reporting of Phlebotomist/HCA track('ar for Phlebotom|st/HCA .
recruitment proaress Q2-4: On going monthly reporting of
prog progress
o : : Q1-Q4: ongoing monthly reporting.
100% of housebound patients referred to m%?mtljyma;c_:tlwty reporting to include (as a
the Phlebotomy and Flu Vacc Service who ' Minimum % of eligible patients who
14 are over 65yrs and/or suffering from a Number of eligible referrals received: have received a Flu Vacc:

chronic disease (and not on the CAHS
caseload) and have consented receive a flu
vaccination.

o % of eligible patients who have received a
Flu Vacc
o Exception/issue reporting

Q2: 60%
Q3: 80%
Q4: 90% +

PHARMACY SERVICE (DIRECTLY MANAGED)

15

Recruitment tracker

1. Development of a recruitment plan;

2. Monthly reporting of Pharmacist recruitment

Q1: Development of a recruitment
tracker for Pharmacist
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progress

Q2-4: Ongoing monthly reporting of
progress

16

17

18

Develop and deliver a pharmacy service
that provides a medicines review for PACT
ECP patients as part of the care planning
process:

e Within 5 working days of a GP referral of a
PACT ECP patient to the Pharmacy
service, contact is made with the patient to

Management of dedicated
training/education for joint care planning
across multi-agencies budget (£15k pa)

Describe how patient satisfaction for a
random selection of the PACT ECP patients
will be evaluated

Active marketing of service;
Monthly activity reporting of referrals to the
Pharmacy service to include (as a minimum):

N

e Number of referrals from GPs

e 9% of patients contacted within 5 working
days

e Exception/issue reporting

Quarterly reporting on spend to include (as a
minimum):

¢ Amount of spend;

¢ Nature of spend;

e Qutcomes

The Provider will be required to work in a
collaborative way with Commissioners who have
already commenced work reviewing patient
satisfaction and views on the CAHS service over
the previous 2 years.

Q1: Develop and agree
referral/patient pathway with
Commissioner;

Q1: Develop/agree a marketing plan
with Commissioner and implement

Q2-4: Ongoing monthly reporting.

instiiate a medicines review.

Subject to agreement with the

Q1: Develop process of evaluation
Q2: Implement questionnaire for
baseline information (30% of
caseload)

Q3: As above (30% of caseload)

Q4: Review and re-issue
guestionnaire (entire 60% of caseload
to be re-evaluated)
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GOVERNANCE

The Provider is responsible for ensuring that it has appropriate clinical and information
governance in place that ensures the following is carried out:

12

Clinical records and safety netting systems are developed and maintained.

Annual patient satisfaction surveys are carried out.

An effective patient complaints procedure is in operation.

Critical incidents are reported to the Commissioner (Significant Events/Serious
Untoward Incidents).

e An information governance framework is in place that complies with NHS
requirements, including management of security and confidentiality of patient
information.

QUALITY ASSURANCE

The Provider is responsible for ensuring adequate internal quality controls exist to ensure
day-to-day consistency in the delivery of the service requirements under this specification.
This includes ensuring there are adequate records and reporting systems and selection and
appropriate training of staff.

The external quality controls will be provided by the Commissioner monitoring this
specification.

13

OTHER INFORMATION

The following points should be noted by potential Providers:

The Provider will have access to and be trained on the Sollis Clarity software (which
uses the Johns Hopkins Adjusted Clinical Groups (ACG®) System to identify patients at
high risk and forecast future healthcare utilisation®) or other similar tools as agreed with
the Commissioner.

Delivery of the specification requires the development of patient registers to ensure
appropriate patients receive the requirements of various specifications. Patient registers
should be reviewed and updated on a monthly basis. Risk stratification software, clinical
judgement / local patient knowledge or analysis of recent unplanned admissions and
A&E attendances should be used to help identify which patients to include on the PACT
Enhanced Care Pathway.

A number of EMIS templates have been developed to provide an aide memoire for
clinicians/Health Care Professionals (HCPs) delivering the specification requirements.

' See www.acg.jhsph.org for more details.
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e A range of supporting resources have been collated to support the delivery of the
requirements of the specification such as the PACT care plan prompt questions. The
Provider is required to ensure that the range of available resources is constantly
reviewed and improved and that all supporting documentation is easily accessible and
up-to-date.

o Coordinate My Care (CMC) is being fully utilised in Wandsworth to support the care of
End of Life Care patients. Providers are required to continue to utilise CMC in the
delivery of this specification.
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14 APPENDIX 1 -PACT PATHWAY

THE PLANNING ALL CARE TOGETHER PATHWAY

This flowchart represents the
planned care pathway for
identified for inclusion within PACT by patients who are receiving
varying degrees of
intervention as part of the
Planning All Care Together
pathway

Members of the MDT hub?

Community Matrons

{ DEVELOPMENT OF CARE PLANS AND ESCALATION PLANS ] Patients Registered GP
CAHS GPs
O ZAN N

PATHWAY 1 PATHWAY 2 PATHWAY 3 Consultant Geriatrician

i ‘ ‘ Rapid Response CAHS GPs

Specialist Nursing (including
Heart Failure, Respiratory,
Tissue Viability and Diabetes
nurses)

Occupational Therapists
Physiotherapists
Speech and Language

Pharmacy

Voluntary Sector
Social Care Officers

Social Workers

Mental Health

End of Life Coordination Centre

surveillance list

5

WEEKLY MDT REVIEW OF CARE PLANS AND APPROPRIATE REVISIONS MADE |
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1) Introduction
The vision of NHS Wandsworth CCG is: “Better care and a healthier future for Wandsworth”

The vision for Primary Care in Wandsworth is that ‘Over the next five years, Wandsworth CCG will
work with General Practices to ensure services are high quality and accessible to the local
population and to ensure patients are pro-actively supported to maintain their health and remain
safely at home for as long as possible’.

Since April 2013, NHS England has held and monitored GP Practice contracts. However the
Health and Social Care Act stated that CCGs have a responsibility to assist and support NHS
England to secure continuous improvement in the quality of primary medical services. This duty
has to be balanced to take account of the potential conflict of practices as CCG members and
commissioners and practices as providers of primary care services.

The single common definition of quality for the NHS encompasses three parts, care that is safe,
effective and provides as positive an experience as possible. These three areas can be defined
further as:

Patient Safety: commissioning high quality care which is safe, prevents all
avoidable harm and risks to the individual’s safety; and having systems in place to
protect patients

Patient Experience: commissioning high quality care which looks to give the
individual as positive an experience of receiving and recovering from the care as
possible, including being treated according to what the individual wants or needs,
and with compassion, dignity and respect; listening to the patient’s own perception
of their care

Clinical Effectiveness: commissioning high quality care which is delivered
according to the best evidence as to what is clinically effective in improving an
individual’'s health outcomes. Making sure care and treatments achieve their
intended outcome

This simple definition was first set out in High Quality Care for All in 2008, following the NHS Next
Stage Review led by Lord Darzi. This definition is now enshrined in legislation.

Within Wandsworth CCG the main vehicle for engaging practices in quality improvement has been
through the Members Development Programme (MDP), along with other borough wide initiatives.
However participation in these schemes is voluntary and smaller practices, who have less resource
and capacity to flex their workforce have traditionally found it harder to engage. This means that
they may not benefit to the same extent from the education, shared learning and other quality
improvement opportunities available.

In line with the transforming primary care agenda and the with the expectation that from April 2016
Wandsworth CCG will take on responsibility for General Practice contracts the CCG is looking to
support practices to address variation through delivery of the quality agenda.

Taking a borough wide approach to delivering some of this work, through a single Provider working
collaboratively with practices, will ensure all practices have access to the expertise and support to
achieve improvements in the delivery of high quality primary care (Appendix A). This will support
the development of the Multispecialty Community Provider (MCP) model for Wandsworth, which
will see GPs working collaboratively to develop a sustainable, holistic and high quality model for
primary care.
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2) Aims and Objectives

Improve overall standards of quality

Reduce unwarranted variation in primary care quality across Wandsworth
Address CCG quality areas: Patient Safety, Patient Experience, Effectiveness
Ensure equality of delivery of the agenda across the whole of Wandsworth
Hold individual practices to account for delivery of specific quality areas
Identify and address quality issues at an early stage

Develop collaborative working and shared learning between practices

3) Outcomes

Demonstrate improvement in specific, identified quality areas at a Wandsworth wide and individual
practice level through supporting and enabling practices to deliver, to include specific areas
identified through the Local Quality Tracker (Appendix B) that may include:

Childhood immunisations: Preschool booster age 5
Flu vaccinations: Under 65s at risk

Severe Mental lliness physical health checks

GP recorded patient smoking status

Blood pressure recording

Friends and Family Test

4) Delivery

The delivery of this quality agenda will be through a single Provider working collaboratively with
practices across the borough. The Provider will be required to ensure that this happens in an
equitable and efficient way, at least partially, through facilitating “coordinative behaviour” amongst
practices to work and deliver a single system for the population whilst holding a clear and
recognisable formal role in overseeing delivery of the agenda.

The Provider will:
Ensure delivery of this specification across all practices in Wandsworth

e Provide assurance to CCG of delivery of specific areas
Create a culture of quality assurance and shared learning e.g. learning from CQC
inspections
Administer and develop the Education Coordinators and Quality Coordinators
Use and develop the Local Quality Tracker
Implement the Practice Support Team
Organise and run development events

5) Delivery Areas

This quality agenda will be delivered under the umbrella of four main areas set out in further detalil
below:

Patient Safety

Patient Experience

Clinical Effectiveness

Workforce
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5.1)

Patient Safety

Patient Safety: high quality care which is safe, prevents all avoidable harm and risks to the
individual’s safety; and having systems in place to protect patients.

The Provider will deliver:

5.2)

A consistent approach to dealing with and learning from Serious incidents and incidents
A consistent approach to, and assurance standards are met with regard to Infection
Control and Health and Safety

Assurance that all practices are meeting Safeguarding standards, including but not
limited to completion of training, DBS checks, alerts, Safeguarding Vulnerable Adults
and Child Safeguarding leads

Standardised policies available to practices

Patient Experience

Patient Experience: high quality care which looks to give the individual as positive an
experience of receiving and recovering from the care as possible, including being treated
according to what the individual wants or needs, and with compassion, dignity and respect;
listening to the patient’s own perception of their care.

The Provider will deliver:

5.3)

A consistent approach to dealing with and learning from Complaints

A consistent approach to applying and assurance on delivery of the Accessible
Information Standard (http://www.england.nhs.uk/ourwork/patients/accessibleinfo-2/)
Assurance that patient experience and feedback is captured, reviewed, learnt from and
issues addressed (including but not limited to Friends and Family Test, Patient
Participation Groups, NHS Choices)

Training and development of practice staff to deliver a positive patient experience

Clinical Effectiveness

Clinical Effectiveness: high quality care which is delivered according to the best evidence as
fo what is clinically effective in improving an individual’s health outcomes. Making sure care
and treatments achieve their intended outcome.

The Provider will:

5.4)

Create a culture of quality assurance and shared learning e.g. learning from CQC
inspections

Utilise the Local Quality Tracker and Practice Support Team to identify potential issues
and support practices to identify solutions, and develop and implement action plans

Workforce

The Provider will:

Support and coordinate the Education Coordinators

Support and co-ordinate the Quality Coordinators in each practice, working with the
CCG to develop the role over the course of the year

Provide assurance that practices are aware of an have a plan for staff revalidation
Provide assurance that there is a programme in place to identify and deliver the training

required by practices including engaging in the Education Committee meetings held by
Wandsworth CCG

Page 5 of 9



http://www.england.nhs.uk/ourwork/patients/accessibleinfo-2/



6) Enablers

There are a number of enablers already in place or in development that the Provider and Practices
will be expected to utilise and to support delivery of the quality agenda.

6.1) Practice Support Team

The Practice Support Team, has been created to provide additional support to practices, with
regard to quality. It is a multidisciplinary team (GPs, Practice Managers, Practice Nurses) with
experience of primary care, education and embedding quality, to ensure all practices are
supported to provide high quality primary care services

The team are able to facilitate discussion within practices, to identify areas of good practice
and also areas where improvements could be made. The team will then be able to support the
practice to identify and implement actions for improvement. This may include linking in with
other teams or services which will be able to provide expert advice and support.

They will also look to share best practice across Wandsworth.

The Provider will:
o Administer the Practice Support Team providing support and development to the team
members, recruiting additional members as required
¢ Organise visits by the team to practices identified as requiring support
Work with practices to identify issues and potential solutions, develop action plans
¢ Follow up on delivery of action actions, offering additional support from the team where
required

6.2) Local Quality Tracker

The local quality tracker had been developed, pulling together information and data from a
variety of sources. The aim is to provide an overview of how practices are delivering services,
and their engagement with quality improvement schemes. This will help to identify, in
conjunction with existing quality measures and other available data, practices that may need
additional support.

The tracker will be updated and reviewed on a regular basis to identify areas of concern
Wandsworth wide as well as individual practices that may need support.

The Provider will:

e Use the Local Quality Tracker as a starting point to identifying practices where there
may be quality issues. This will be used in conjunction with local knowledge and
information to identify practices that may benefit from the involvement of the Practice
Support Team or other appropriate support

6.3) Practice Development Events

The current practice development events held as part of Members Development Programme
will be continued. These will offer the opportunity for practices to work together, offer peer
support and review of specific areas, share learning as well as delivering education and
development in relation to the quality agenda.

The Provider will:

e Facilitate a series of six events over the year on topics identified with regard to the
needs of delivering the quality agenda
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7) Monitoring and Reporting — KPIs and Performance Framework

The Provider is responsible for the accurate collection of activity in relation to delivery of
requirements of this specification.

The Provider will:

e Work with the CCG to develop an appropriate reporting framework
e Report to the agreed framework

8) Governance

e Progress reporting: Wandsworth CCG Delivery Group, Wandsworth CCG Quality Group
e Oversight: Wandsworth CCG Primary Care Transformation Group

9) National Standards

The service must be provided in accordance with the service specification, the National Standard
NHS Contract and all other applicable national standards of service quality and clinical
governance. The Provider must ensure that its proposals will be fit for purpose and comply with
the aims and objectives described in the specifications and, as a minimum, must comply with any
standards set by or through the following (as may be amended or revised from time to time):

Care Quality Commission Fundamental Standards;

National Institute of Health and Clinical Excellence (NICE) Guidelines;
National Service Frameworks relevant to the services;

Data Protection Act;

Freedom of Information Act;

Equality Act;

General Medical Council guidance on Good Medical Practice (2013);
RCGP Guidance on Good Medical Practice 2008;

National Quality Requirements for relevant services;

Any applicable primary care requirements and standards.

10) Applicable local standards

The Provider shall:

¢ Adhere to WCCG'’s relevant policies as will be notified in the specification, and agree to abide
by any future amendments of these policies which may affect the provision of the Service
o Work effectively with other entities within the healthcare sector, including but not limited to
Clinical Commissioning Groups, General Practices, Community Services, Acute Trusts, Local
Authorities, private and voluntary sector organisations as required
o Fully integrate with the local healthcare system to deliver services based on local community
requirements, which are responsive to the range of needs within the locality, are based on
clinical need and are sensitive to diverse people and cultures, such as those from ethnic
minorities, those with disabilities, those with long term conditions and mental iliness and which
encourages continuity of care

11) References
e NHS Next Stage Review High Quality Care for All (Department of Health, 2008c)
o Wandsworth CCG General Practice Commissioning Strategy Development (December 2014)

NHS Five Year Forward View (October 2014)
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Appendix A - Model

Quality Contract

Diagnostics

Provider

] [ Experience ] [ Effectiveness ] [ Workforce ] [ Joint Working ]
Local Quality Practice Practice
Tracker Support Team Development

Practice Practice Practice Practice

GP

Additional
Services

Referral

Core Contract
Management

QOutcomes Prescribing
Framework
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Appendix B - Local Quality Tracker

West Wandsworth Battersea Wandle
3 4 5] e 7] g il o s 4 s e A o o 1] u] 1w i o] d 4] 5] e A e[ o 1] 1] 1] a3 1a] 1] 6] 7] 1g] 19] 20] 2

QOF 2013-14

Blood Pressure 78%)| 84%| 73%)| 85% |####| 75% |###H#E| 99%| 82% |#i## | ##HH##| 89% 68%)| 80% |####]| 92%| 98%| 96%| 79%| 94%)| 83% |####| 87% | 4% | ## | #iH#| 97%)| 85%| 0%| 92%)| 92%| 87%) 79%
General Recording Smoking
Practice Status 89%| 88%)| 72%| 80%| 92%| 86%)| 91%| 85%| 84% 79%| 78%]| 81%) 91%| 93%| 73%)| 82%| 24%| 83%| 86%)| 90%| 87% 47%| 83%| 83%)| 84%)| 84%| 90%| 92%)| 77%| 84%| 96%| 90%) 81%| 87%| 87%)| 82%)| 86%| 67%| 76%| 86%| 85%| 84%)
Outcome SMI Physical Health
Standards Check (d1+d2) 171] 172) 108| 176| 179| 186| 173| 86.9 186 180| 169| 166| 170 175| 174| 177| 163| 174| 157| 163| 184 200| 165| 144| 177| 159| 150 180| 142| 135| 75| 185| 154| 188| 188| 183| 183| 200| 144| 175( 150| 11|
NHS England
Flu Vaccine [Under 65 at risk (ST
Uptake 2014/15 55%) 36%| 43%)| 40%| 50%| 42%| 62%) 45%| 25%| 53% 37%| 57%]| 31%) 43%| 48%| 41%) 43%| 46%| 48%| 47%) 31%| 49% 53%| 41%]| 48%) 40%| 43%| 42%)| 48%) 36%| 51%|- 70%| 55%)| 38%| 50%| 47%]| 50%) 59%| 52%| 50%)| 46%)| 41%]
NHS England
Childhood  [Age 5 - Pre school
Imms booster (2nd) 59%| 83%) 64%| 68%| 75%| 95%) 82%| 44%| 67% #i#HHE| 86%| 66%| 56%)| 73%)| 64%| 56%| 79%| 59%)| 58%| 67%| 69% #i#HHE| 78%| 82%| 85%)| 78%)| 67%| 62%| 33%| 70% 81%| 96%)| 67%| 75%| 85% | ###| ####| 69%( 81%)| 73%)| 74%]
Friendsand [August 2015
Family Test  [(% would recommend) |No dg 97%| 79% 70% 87%|###H#] 97% No dg 88%| 80%| 86%| 85%| #### 76%| 63%]| 89%)| 63%| ### No dg 80%| 97%|####|No dg 96%| 97%| 92%|N/A | 92% 7% | ##| 83% | #itH#| #itH#t 81%)| 73%| 75%
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Service Specification for the Learning Disability Primary Care Case Management Function.pdf
Service Specification for the MCP Learning Disability Primary Care Case
Management Function

1. Local Context

1.1. Health Needs of People with Learning Disability

The Wandsworth Joint Strategic Assessment (JSNA) 2014 reported that by 2020,
the number of people with a learning disability in Wandsworth is projected to
increase by 10% from an anticipated population of 5,500 in 2012. Of the 5,500, it is
estimated that 1342 adults with learning disabilities are known to services. This
represents approximately 23% of the total number of people with a learning
disability.

The JSNA (2014) indicated that people with learning disabilities are in poor health
compared to the general registered population in Wandsworth. They are more likely
to have a higher rate of obesity, coronary heart disease, and respiratory disease,
hearing impairment, dementia, and osteoporosis. These result in health inequalities
between the two groups.

People with learning disabilities often have physical and sensory disabilities in
addition to learning disabilities. Their learning disability means that they will also
have difficulties with communication.  They are also more likely to have other
conditions such as epilepsy and autism, for example people with Down’s syndrome
are at higher risk of developing dementia and of developing it earlier than the general
population’. Due to these factors, individuals with learning disabilities also have
much higher levels of challenging behaviour and mental health problems?® Their
learning disability also means that they will struggle with, and therefore need support
with, everyday activities, organising and managing their lives and their home
environment as well as with relationships.

There is disparity between those identified through GP registers and the number
receiving social services through the council social service department or the
number of recorded on provider’s clinical system. Amalgamating these sources will
result in a comprehensive register allowing identification of those not registered with
a GP and therefore not had a health check.

1.2. Health Inequalities

People with learning disabilities die younger and have poorer health than the general
population. These differences are, to some extent, avoidable. As such, they
represent health inequalities. These inequalities are the result of the interaction of
several factors including increased rates of exposure to common ‘social
determinants’ of poorer health (e.g., poverty, social exclusion), experience of overt

L Alzheimer’s Society (2010) Learning Disabilities and Dementia. alzheimers.org.uk/factsheet/430.
? Heyvaert. M, Maes. P, Onghena et al. 2010) A meta-analysis of intervention effects on challenging behaviour among
persons with intellectual disabilities





discrimination and barriers people with learning disabilities face in accessing health
3
care”.

Two and a half times the proportion of people with learning disabilities live in areas of
highest deprivation (relative to Wandsworth) compared to least deprived such as
Latchmere and Roehampton.

Some health inequalities relate to the barriers that people with learning disabilities
face in accessing health care and health screening. These barriers are well
documented in numerous reports such as Death by Indifference, which detailed the
deaths of six people with learning disabilities while in the care of the NHS and the
Disability Rights Commission’s report Equal Treatment. More recently, the national
policy Supporting People with a Learning Disability and/or Autism who Display
Behaviour that Challenges including those with a Mental Health Condition which
provides clarity on “what good looks like” for health, social care and housing
services for people with learning disability and/or autism.

1.3. Planning All Care Together (PACT)

As part of Wandsworth CCG primary care transformation programme, GP Practices
are commissioned to provide enhanced services to the most vulnerable and needy
patients especially those with learning disability comorbidities, housebound, resident
in Nursing Homes, dementia/stroke patients, those within 5 years of a receiving a
cancer diagnosis and stable haematology patients.

1.4. NHS England Directed Enhanced Learning Disabilities Health Check Scheme

NHS England commissions GP Practices to deliver the Directed Enhanced Learning
Disabilities Health Check Scheme to implement the government’s commitment to
reducing the incidence of co-morbidities and premature deaths for people with
learning disabilities. The enhanced service is designed to encourage practices to
identify all patients aged 14 and over with learning disabilities, to maintain a learning
disabilities ‘health check register’ and offer them (and carers where applicable) an
annual health check which will include producing a health action plan.

1.5. Transformation of Wandsworth specialist community learning disability
services

Wandsworth CCG is facilitating the transformation of community specialist learning
disability services provided by St George’s Hospitals University NHS Foundation
Trust and South West London and St George’s Mental Health Trust through a
Service Improvement Development Programme (SDIP) which is anticipated to
deliver the following functions:

¢ Single Point of Contact for the Integrated Community Learning Disability
Services

e Care coordination and case management of patients at risk of inpatient
admission

http://www.rcgp.org.uk/learningdisabilities/~/media/Files/CIRC/LD%20Commissioning/RCGP%20LD%20Commis
sioning%20Guide%20v1%200%202012%2009%2024%20FINAL%20pdf.ashx





e Joint care plans and multi-disciplinary professional teams supporting patients
with complex needs

e A shared clinical system

e Specialist interventions - therapies, psychology, occupational therapy,
physiotherapy and speech and language therapy

¢ Personal Health Budgets for people with learning disability

2. Service Model

2.1. Service Description

The MCP Learning Disability Primary Care Case Management Function will ensure
that Wandsworth CCG commissions a service that is able to integrate the health
needs of people with learning disability which is poor when compared to that of the
general population whereby reducing the current health inequalities. The service will
support the CCG’s vision to redesign patient care in Wandsworth for those with long
term conditions, enabling users to live more independent lives, remain within their
own homes, and prevent unnecessary hospital admissions.

The potential service offer will include:

e working with primary care and community learning disability services to identify
service users with complex needs

e provide advocacy for people with learning disability and their carers

e coordinate and facilitate access to primary care services such as annual health
checks, routine appointments, opticians and specialist dental services

e ensure that there is focus on areas of deprivation such as wards of Latchmere,
Graveney and Roehampton that have the highest proportion of people (GP
registered population) with learning disabilities living in them.

e ensure that primary care makes reasonable adjustments and making information
accessible to service users and their carers

Below are proposed descriptions of the local tiers which includes the MCP Learning
Disability Primary Care Management:

e Tier 1 encompasses interventions provided to people with learning disability
their carers and families by primary care, education, social services and
voluntary sector organisations. It is tier of service that serves the general
health, social care and educational needs of people with learning disabilities.

e Tier 2 includes community services such as adult weight management, learning
disability, podiatry, falls prevention, memory assessment and supported living
accommodation that provide targeted interventions to people with learning
disabilities.

e Tier 3 is highly specialised element of community learning disability service and
includes case management, care coordination and specialisation such as
epilepsy, dementia, challenging behaviour, dual diagnosis and developmental
disorders. These services are for individuals whose learning disability makes
it difficult for them to access mainstream NHS funded services.





e Tier 4 comprises community based inpatient placements, often a step down
from specialist/forensic inpatient services. Specialist inpatient services for
people with learning disabilities ranging from assessment and treatment
services to high secure forensic services.

_ Low
Hi inten
gh sity Inpatient service and long stay community

placements (hospital assessment and
treatment services)

Int

cialist Community Learning Disability Services — Acute
n, Health and Mental Health / CAMHS (Transition) &
imary Care Case Management Function

General Community Services

Tier 2 (mainstream)

ractices, Opticians
tal services

2.2.  Eligibility Criteria

The case management support will be available to people of all ages with leaning
disability and/or autism who display behaviour that challenges including those with a
mental health condition.

People with learning disability and at least ONE long term condition such as
coronary heart disease, and respiratory disease, hearing impairment, dementia,
osteoporosis and epilepsy: identified through GP annual health check and caseload
of the community learning disability teams. This may also include patients who have
been discharged from inpatient unit through the NHS England Care and Treatment
Review* (CTR).

2.3. Interdependence with other services

The Primary Care Case Management Function will not duplicate the work of the new
Integrated Community Learning Disability Service. It is expected that it will

3. Key deliverables for the MCP

CTRs are been established to support people of all ages who are at risk of admission into inpatients in specialist mental
health or learning disability hospitals, in inpatient specialist mental health or learning disability hospital, NHS Continuing
Healthcare funded and have a dual diagnosis of learning disability and/or mental health problems





Year 2017/18:

e Establish baseline information for number of people with learning disability
requiring intensive primary care case management

e Triangulation of Community Learning Disability Register and GP Practice Down
Syndrome Quality Outcome Framework (QOF) to ensure that a single reqister
reflect local prevalence of people with learning disability

e Develop mechanism for capturing GP Practice annual health checks for people
with learning disabilities. Baseline will be agreed with the provider in Year 2018/19

e Care plans are completed and include health improvement targets identified
during the annual health check.

e Data on access to wider primary care/community services are captured including
evidence of reasonable adjustments in place.

e Develop the interface between the Integrated Community Learning Disability
Service

Year 2018/19:

e Demonstrate success in Year 2 with proposal for service improvement plan
agreed with commissioners. Proposal to include service delivery model that will
include primary care services such as Wandsworth GP Practices, optometrists
and dental services.

e Every patient with a learning disability on the GP QOF register will have an Annual
Health Check and a joint primary and community care plan. The care plan will
identify how any physical and mental health needs will be met.

Year 2019/20:

e To be developed with the MCP Provider
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1. Introduction

This is a specification for Community Adult Health Services and describes the services that
will be delivered in the borough of Wandsworth.

Wandsworth Clinical Commissioning Group’s model for Community Services is
transformational and essential. The Community Adult Health Services (CAHS) model seeks
to improve the delivery of care for people in their own homes or at an appropriate clinical
setting by linking systems and health professionals from health, social care and the voluntary
sector together to enable staff to work more effectively. CAHS has now been operating for
two years.

It is the intention of Commissioners that the CAHS service will form part of the wider
Multispecialty Community Provider (MCP) model. The Lead Provider for the MCP will
undertake a tender process to procure this service from late autumn with a view to awarding
this contract to a host Provider for CAHS. Wandsworth CCG is in the process of strategically
developing the wider community services and therefore the successful Lead Provider for the
MCP will be required to work in partnership with wider organisations such as the acute
sector, Voluntary Services, Community Services, Social Care and Mental Health to develop
ongoing pathways.

With the increasing health and social need in our aging population the centre of gravity for
care needs to shift to people’s homes and away from locations such as secondary care. Our
population expect this and the health and social care economy demands it. However, if
people are going to be cared for out of hospitals we must commission and deliver improved
community systems for this to be safe.

Improving access between primary care and community services has been a central theme
for the transformation of Community Adult Health Services but even more important has
been ensuring interlinked systems between secondary and community care to ensure timely,
safe transfer from hospital to home to address the rising tide of avoidable admissions in all
our local hospitals. This integration is essential for patient’'s safety and experience and the
ongoing financial feasibility and sustainability of the entire health and social care system.

It is apparent to observers of health and social care that community services have
traditionally been commissioned in an ad-hoc and reactive way. This current service and the
way they have been designed form an integral part of an entire whole systems approach
which includes secondary and primary care transformation and cannot be uncoupled. CAHS
is an ambitious model of care but improving community services’ ability to deliver care is vital
and therefore radical solutions are essential.

Clinically led commissioning for health & social care integration presents an exciting
opportunity to implement new ways of working together for our patients. The past two years
have been an opportunity for more collaborative working amongst organisations. An
example of this are the team of Social Workers and Social Care Support Workers that are
aligned to CAHS and form part of the multidisciplinary team in the community. The team
have clearly demonstrated successful integrated working and have been able to make a
valuable contribution to services delivered by CAHS.

How the Model Operates
The CAHS way of working is intended to subvert the traditional medical model where care is

delivered by teams dedicated to a specific operational or disease pathways which so often
leads to silo working and fragmentation of services.
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This model of care is holistic and facilitates the capacity to meet a person’s care needs
wherever possible and for it to be delivered by any member of any team that has the
capacity and capability. Patients’ needs are met by delivering care via activities referred to
as ‘functions of care’.

Functions of Care Approach

The Functions of Care are:

e Access and Coordination

e Facilitated and Supported Discharge
Maximising Independence
Complex Case Management
Scheduled and Ongoing Care
Specialist Input

It is essential to good clinical care that specialist services and disease specific pathways are
recognised within these functions of care, ensuring that pathway care is still recognised as
necessary and important especially as certain pathways are considered specialised. It is
therefore essential that the CAHS specification is viewed as an evolving document and that
the Provider of CAHS will work creatively and flexibly with the MCP Lead Provider and
Commissioners to ensure the overall service can be developed so that the wider MDT in the
Community works in an integrated way with acute colleagues such as Consultant
Geriatricians and Diabetologists. This will ensure appropriate and comprehensive pathways
are developed and supported in the Community.

Care within the CAHS model embraces the person rather than expects them to fit to a rigid
pathway in order to have their care needs met. The functions are aligned around the person
and react to their individual multi-factorial needs.

Figure 1: Patient Overview of the System

For when | need
to regain my

independence
Specialist For when | need For when | need
Input care and support I I care and support
from an expert in a that is co-ordinated

particular field and planned

SIGEGITNEGELLE To meet all my For when I've
(oL LIGReEIEY  ongoing care and I I been in hospital Il g
support needs and need support [[2H4ELG

to get home safely

The diagram below further expands on how the functions of care will operate to deliver the
care patients need and how the functions will be accessed by professionals who rely on
community services to assist them in keeping people safe and healthy at home.
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Figure 2: Community Services Functions Overview
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2. Overarching Aims and Objectives of CAHS

accesstorecords

e To provide a fully integrated, multi-professional, community-based service to meet

people’s urgent and on-going health care needs.

possible.

Wandsworth Community Services Specification

To reduce service fragmentation and ‘hand offs’ in an individuals’ care pathway.

To dissolve complicated referral pathways, difficult access criteria and silo services.
To foster a “yes service” culture focussed on the needs of patients.

To enable patients to remain well and independent in their own home wherever
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e To be a single point of contact accessing all available community care services,

professionals and including volunteers.

To deliver person-centred, multidisciplinary, skilled and seamless care.

To provide pro-active and anticipatory case management which is patient centred.

To provide a reactive service delivering acute interventions when necessary.

To be a platform providing access for all stakeholders: secondary, primary, voluntary

sector care providers as well as patients and their families and carer.

o To facilitate safe and rapid discharge home if an admission is ever necessary.

o To facilitate closer working relationships once again between Community Nursing and
Primary Care as they previously existed by having a named nurse linked to every
practice.

The Community Adult Health Services (CAHS) must address the following needs within the
Community:

e Improving access to community services via a single point through an Access &
Coordination hub for all patients and health and social care professionals who need
assistance to maintain care for people in the community.

e Providing a complete service that has the necessary resources to provide full
multidisciplinary care in patient’s own homes via an outreach service, integrated with
primary, secondary, social & voluntary care agencies

e Enabling seamless and timely discharge from hospitals to home and interlinking
between secondary, primary and community care systems. Community services must
provide an in-reach service to facilitate effective and timely discharges

Geographical Coverage and Patient Caseload

Community services will be available to all relevant patients registered with a Wandsworth
GP living within ¥2 mile of the Wandsworth borough border. The four geographical Locality
teams in Community Services will be aligned to each of 42 GP Practices in Wandsworth. All
patients living in Lambeth registered with a Wandsworth GP will receive community nursing
services from the community services team that deliver care to Lambeth residents, a
separate contract exists for this service provision.

Wandsworth GPs with patients living beyond ¥zmile outside the borough are advised that
they need to encourage their patients to register with a more local GP to ensure they can
receive adequate a timely community services. The service is available to all patients aged
18 years and over who are housebound.

Housebound people are defined as those who may be able to mobilise around their
immediate environment, but for whom a home visit is the only practical means of enabling
the person to access the service 'face-to-face’. People may be housebound on a short term,
temporary basis (for example post-surgery, during an acute illness or if dying) or they may
be housebound on a long term basis.

The Service must ensure that all such people can access services. For temporarily
housebound people, this would be until such time as the person is able to attend clinic based
services or their GP surgery. Home-based support for potentially vulnerable people who are
functionally housebound must be delivered through integrated locality working; this includes
providing support in care homes. The Service should be set up to ensure that access to
services and support is improved, and as a result the Service should not exclude people who
would otherwise not access care by another means.

The majority of the CAHS caseload are 65 years and over.
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3. Detail of Systems and Processes - Meetings

Meetings are considered essential and part of the daily routine of the team to ensure
handover of ongoing patients care needs, to maintain effective oversight of staff and to
robustly oversee and monitor the ongoing functionality of the whole system.

Regular meetings are an essential feature of community services structure and the
experience of undertaking them has demonstrated its immense value in improving
communication. Occurrence and minimum attendance registers for the meetings below will
be monitored. The Provider will be required to incorporate the following meetings within their
operational delivery.

Community services will operate a management system with accountability for different staff
groups within the varying functions. The Locality Managers are required to work with primary
care, social care, mental health and voluntary sector colleagues as required to address
activity and operational issues for their Locality on a daily basis.

Daily Handover Meeting

There will be a daily morning handover 7 days a week, 365 days a year where core
members of the Multidisciplinary Team (MDT) on duty will discuss and coordinate care as a
locality team.

¢ Based in each of the four locality/estates

e Face-to-face where possible or virtual via teleconferencing where not.

e There needs to be a clear and consistent structure to the daily meeting consistent
across all four locality teams.

e This meeting should be succinct and should last approximately 30-45 minutes.

e The overall purpose is to update the team with changes in a patients’ condition
overnight and assess and assign the team’s tasks for the day.

Attendance Required

e Locality Team Manager — responsible for the operational delivery of the team

e Assistant Locality Team Manager — deputy to Locality Team Manager

e Senior Administration Manager — coordinates administration for MDTs

¢ Occupational Therapist and Physiotherapist — Maximising Independence (Therapy
and Rehabilitation)

¢ GP — Complex Case Management — clinical lead for patients on CCM caseload

e Social Worker — Complex Case Management — employed by Local Authority but
aligned to CAHS

e Community Nurses — Scheduled & Ongoing Care

¢ Facilitated and Supported Discharge Coordinator — one for each locality

e Specialist Nurses — 1 from each specialism including Respiratory, Heart Failure,
Diabetes, Tissue Viability, Dementia and Continence

¢ Mental Health Nurses — employed by the Mental Health Trust but aligned to CAHS

Roles & Responsibilities of Team Members
e The Locality Team Manager (Chair) remains responsible for prompt time keeping,
the record of attendance and ensuring all updates are entered on the white board in

the office and appropriate amendments are made. Where relevant, reference must
be made to the shared care plan on the white board.
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e The Facilitated and Supported Discharge function (F&SD) will update the team
on any proposed discharges into the locality for that day and any information they
need, dependent on which function will be taking over the coordination of the
patient's care. The F&SD Coordinators must make contact with the acute wards
within 24 hours of admission to advise them of the key worker responsible for the
care of the patient in the community so the wards can liaise directly with the key
worker to obtain specific information The coordinators must also liaise with the acute
wards to plan expedient and safe discharges.

e Business Continuity Representatives from each function will report any capacity
issues due to unplanned sickness absence/leave to the Locality Manager enabling a
rapid solution to be implemented and for management to be able to consider whether
it is necessary to move staff from other Localities to cross cover and if that is not
possible as a final resort invoke the business continuity procedure for Community
Services Wandsworth.

Weekly Multidisciplinary Team (MDT) Meeting

There will be a weekly MDT meeting. The MDT meeting will be held in the Locality offices
and attended in person wherever possible. Attendance of core team members will be a
monitored KPI due to the importance of such a meeting which will be pivotal to the delivery
of integrated care. Where it is not possible for key members of the MDT to attend, a
teleconference system must in place for staff to attend virtually.

The objective of the MDT discussion

The MDT meeting will focus on the most complex patients. The objectives of the MDT are to:
o Review patient goals and ensure appropriate movement between functions and to
wider whole system (e.g. to patient’'s GP or secondary care).
e To facilitate effective working between the functions.

Patients to be discussed will be timetabled appropriately to allow for best use of staff
resources. If a patient has a shared care plan held on EMIS (maost complex patients only)
this must be updated on the EMIS system during the MDT meeting.

Core Members — full attendance at the four Locality MDTs is essential and the CAHS
Provider will be monitored against a Key Performance Indicator recording weekly
attendance

e  Community Adult Health Services (CAHS) GP — Chair

e Consultant Geriatrician — Employed by St George’s University Hospital Foundation
Trust (SGUHFT) with an SLA between the MCP Lead Provider and SGUHFT
overseeing the operational input from the acute Consultant Geriatrician team to
community services

Locality Manager

Occupational Therapist and Physiotherapist — Maximising Independence

Matron — Complex Case Management

Social Worker — Complex Case Management

Specialist Nurses — Respiratory, Diabetes, Heart Failure, Tissue Viability, Dementia
and Continence

e Pharmacist

e  Community Nurses

o Wandsworth Registered GPs — to discuss their most complex patients

e  Community Mental Health Nurse — Employed by the Mental Health Trust
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o Palliative Care Nurse — Employed by Trinity Hospice and aligned to the End of Life
Care Coordination Centre

e Voluntary Sector — Employed by a Voluntary Sector organisation but aligned to
CAHS

Structure

There should be a consistent structure to the MDT meeting which will be adopted by all four
locality teams. There should be an operating process/checklist that all MDTs should follow to
ensure consistency of approach between the Localities.

The chair (CHAS GP) of the meeting will be responsible for:
¢ Providing structure and engaging all staff present to participate appropriately.
e Leading on a review of patient goals and agreeing management plan.
e Timely running of the meeting to ensure it is productive especially when staff are
scheduled to attend within a given time slot to discuss their patients

Figure 3: Weekly MDT Configuration
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4. Key Worker Concept

Key Workers for Patient, Family and Carers

Every patient referred to the CAHS service will be assigned a key worker who will be the
main point of contact for any queries that the patient or family and carers may have. The
overriding care need of the patient will determine the most appropriate professional to be
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assigned as the key worker. All patients and their carers must know who their individual key
worker is and how to contact them in an emergency.

For example:

Overriding Need Professional assigned to key worker role
Decreased mobility Physiotherapist/Occupational Therapist
Clinical instability Matron/Senior Nurse and/or GP

Social Care Needs Social worker or Matron/Senior Nurse

Identifying Risk Levels in Patients

Patients may require CAHS services for the following reasons:
e Housebound
o Limited mobility

This will reduce their access to clinics based in the community or secondary care.

Patients will be stratified according to whether they are considered high, medium or low
clinical risk. Depending on their stratification they will have different levels of input by
community staff. This will be monitored closely and levels of clinician input will be adjusted
accordingly.

In order to identify the most complex patients across primary care and CAHS, a risk
stratification tool called Sollis was used to identifying those patients that will require more
integrated care from a wider MDT.

Figure 4: Risk Groups

Hieh Risk Patient Groun
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Physiotherapists Occupational
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Low Risk Patient Group

Community Patients in this category are at low risk of

Nurses admission to hospital are receiving non-
complex care and are clinically stable.

* N.B. It should be recognised that health and social care professionals delivering care to
patients in the medium and low risk groups must at all times consider regular review of their
patients as to whether they need to be escalated into the PACT ECP cohort due to the
increasing complexity of their needs.

Psychologists Patients cared for in this category
are deemed to be at greater risk of
detericration but may only require the

input of 1 x professional such as a specialist
nurse due to a leng term condition.

These patients have a moderate risk of
admission to hospital.
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All patients across the different risk groups should be considered for self-management to
learn the skills and techniques so that they are empowered to take control of their care. All
staff should encourage the use of the care plan as a tool for the patient to take ownership of
their care to reduce any further deterioration in their condition.

5. The Functions of Care

Community care will be grouped around the functions as outlined below. This section
presents a summary of each function.

1) Access & Coordination

This function describes the systems by which all stakeholders will access community health
and social services and how these requests for assistance are responded to.

e For health services, the calls for assistance will be triaged by the 111 Provider (who
currently provide the call-handling for 111 and Wandsworth Single Point of Contact
(SPoC) service) who then transfer to a centralised Access and Co-ordination hub
within each locality. This Access and Co-ordination hub will be staffed by co-
ordinators who will have intimate knowledge of services and functions within the four
localities and be able to access the care needed directly with the appropriate staff.

e For social services the current call-handling systems will remain the same. The
access team will however pass any relevant calls to the CAHS Social Work team that
are a dedicated workforce of Social Workers working alongside CAHS in the
community who provide a service for the CAHS caseload, especially those patients in
the Complex Case Management function.

Figure 5: Access to Community Services

Referrers Patient NHS Social Care
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Access l MHS 111 I I Staff I
and Triage Patient Number only
number
Electronic Direct transfer
referral transfer to Locality Team
I to Locality Team l

N 2

I Community Locality Teams
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Coordination Wandsworth Wandsworth Tooting &
Furzedown

2) Facilitated and Supported Discharge (F&SD)

This function will ensure that the Facilitated and Supported Discharge team will provide an
end to end service and will up follow patients for a two week period to ensure they are safely
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settled back into their own home environment. This will ensure discharges from hospital can
occur as soon as possible and at a time appropriate to the patient and their families. The
team will provide an in-reach element and work closely to support the hospital wards
planning for discharge. The F&SD team will help facilitate comprehensive discharges by
liaising with the CAHS team in the community setting with each locality having their own
F&SD nurse who will work with them.

The core staff for this function will be experienced community nurses who are specifically
employed in this role. In the event of leave and sickness the F&SD nurse will be required to
cross cover each other to continue to support the discharges.

In addition to facilitating discharges (including into step down services) from the acute
setting, CAHS will be required to in-reach to the community beds at Ronald Gibson House
and on the Mary Seacole ward at Queen Mary’s Hospital, Roehampton (QMH) to facilitate
early supported discharges. They will be required to work closely with the staff in these
inpatient units.

Daily Complex Discharge Review

There is a scoping exercise currently being undertaken between community services,
SGUHFT and social services to consider the implementation of a daily complex discharge
meeting to discuss the most complex patients requiring discharge.

It is envisaged that every morning key members from the acute team within SGUHFT will
facilitate a daily meeting to discuss complex discharges. It is expected that SGUHFT will
have approximately 90 - 100 ongoing complex discharges every week that will require multi-
professional involvement and collaborative working to plan and arrange services for
discharge. Itis likely that the daily complex discharge reviews will require the community
F&SD nurse and the Locality GP to attend and form part of MDT team as both roles are
central to the success of discharges.

The F&SD staff will liaise with the wards within 48 hours of admission to commence early
discharge plans and avoid unnecessary delays. The final operating process for this has not
yet been defined but will be completed by October 2016.

Figure 6: Hospital Discharge and Community Discharge Teams Pathway
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3) Maximising Independence (Ml)

Maximising Independence for people wherever possible is expected to be an overarching
ethos throughout community services. Every professional should be considering how their
involvement is enabling a patient to live as independent life as possible.

The Maximising Independence function is where the responsibility to provide and support
rehabilitation and reablement lies. It is primarily led by physiotherapists and occupational
therapists and continually bridges health and social care boundaries. The MI function will
also provide a service to patients residing in Nursing Homes.

The MI team provide both urgent assessments and routine assessments for patients at
home and have specific key performance indicators set around access times. For urgent
referrals a telephone triage should take place within 24 hours of referral and the patient
should be seen within 72 hours. For routine referrals the patient should to be seen within 3
weeks.

In addition, there are Speech and Language Therapists (SLTs) within the CAHS service who
provide early assessments for patients with swallowing difficulties, many of whom have had
a stroke. Urgent referrals to the SLTs should be triaged by telephone within 24 hours of
referral and the patient should be seen within 48 hours. For routine referrals the patient
should to be seen within 3 weeks.

At the present time the strategic direction of travel is to develop one referral pathway to
access reablement services. The CCG is currently working with the Local Authority to
develop this pathway.

Figure 7: Maximising Independence (MI) Pathway
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4) Complex Case Management (CCM)

This function supports a truly multi-disciplinary platform to deliver home based care for those
patients identified as the most vulnerable on the joint caseload between CAHS and primary
care. This function was inspired by the previous Community Ward model. It intends to deliver
a more consistent and co-ordinated service to a vulnerable cohort of patients through a
wider MDT team providing holistic care to the patient and families. CAHS will be responsible
for facilitating partnership working with other Providers through the coordination of effective
MDT meetings.

The patient’s care will be overseen by a key worker and will be delivered by a core MDT
team which includes a CAHS GP, the patient's own registered GP, community matrons,
social workers, mental health nurses and a voluntary sector coordinator who will form part of
the core CAHS team. The CAHS social workers will continue to be employed by Social
Services but it has been agreed with Commissioners that the team will remain aligned to
working with CAHS.

Patients will be identified using a predictive risk modelling tool - the current risk stratification
tool used for this purpose is Sollis Clarity. Health professionals will review the initial findings
to verify that the tool is correctly identifying the patient’s level of complexity.

90% of records held by social services have NHS numbers so they can identify their most
complex patients with high social care needs. All patients considered complex and requiring
multi-professional involvement will have a personalised care plan developed by the MDT
team. The care plan will have an escalation plan and will direct the patient and their relatives
on what to do in an emergency situation and when there is deterioration in the patient’s
condition.

It will be these patients who will form the majority of the discussions at the weekly MDT
meetings. They will be a recognised cohort of patients and will be managed in a specific way
through the Planning All Care Together Enhanced Care Pathway (PACT ECP). See
appendix 1 for greater detail as to how this pathway will operate and the input required from
CAHS to deliver an integrated pathway of care amongst multi-agencies.

Figure 8: Complex Case Management Pathway
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5) Scheduled and Ongoing Care (S&OC)

In addition to the patients with complex long term conditions there will be many other
patients on the CAHS caseload who are more clinically stable and will be managed
independently by the community nursing workforce and primary care. These patients will not
require as much input as the patients with complex long term conditions.

Community nursing (Scheduled & Ongoing Care) will continue to work closely with the
patients registered primary care GP to assess the patients’ needs and whether there is a
requirement to step up the level of intervention. If the patient’s health and social care needs
have increased, the GP and Community Nurses should refer the patient to the CCM function
for wider MDT support.

To ensure effective communication is maintained at all times between primary care and
community nursing it is essential that the following occurs:

o Every Practice must have a senior named community nurse (band 6 minimum) who
acts as a clinical lead and assumes overall responsibility for the patients in the
practice. They will be the point of contact for the GPs to discuss any patients or any
adjustments to care plans.

e Every Practice must be given a mobile phone contact number for the named nurse
aligned to their practice and, where required, a pager number.

¢ The named nurse will be required to attend the GP Practice meeting at least once a
month to discuss any operational concerns related to community services and to feed
back to primary care any concerns raised by their teams to ensure smooth running of
the overall service.

¢ The named nurses will be required to promote ongoing communication by attending
primary care Locality meetings for the practices that they are responsible for every
quarter.

Community Nurses and Primary Care will continue to work collaboratively together to
continue to develop services to meet the needs of the residents of Wandsworth and
recognise the role and contribution each other provides.

Figure 9: Community Nursing (Scheduled and Ongoing Care) Pathway
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6) In-reach into Nursing Homes

The CAHS service will be required to in-reach into local Nursing Homes in Wandsworth and
is funded to provide a dedicated team of clinicians to work in partnership with nursing home
staff to support patients in the homes that are on the PACT ECP as well as other residents
requiring input from community services.

The dedicated Nursing Home in-reach team will include the following posts:

e Continence Nurse — the Continence Nurse will work directly with the Nursing Homes
to consider the training needs of staff, particularly around catheter care, and also to
look at product provision. The post holder will therefore oversee assessments for the
appropriate continence products. In addition, the post holder will become familiar with
patients who may be on the delirium pathway. Patients on the delirium pathway will
benefit from early supported discharge with an individualised care plan and this is
something which the Continence Nurses will be able to support with.

o Consultant Geriatrician — the Consultant Geriatrician will attend MDT discussions at
each of the Locality hubs (there will be a named Geriatrician assigned to each hub)
to support the development of the care plan, respond to queries from primary care
and in-reach into the patient’s usual place of residence alongside the patient’s
registered GP.

e Respiratory Nurse — the Respiratory Nurse will work directly with the Nursing Homes
to consider the training and education needs of staff, particularly around respiratory
conditions. There is a high incidence of patients over 75 years of age being conveyed
and admitted into hospital for respiratory conditions. The post holder will therefore
focus on addressing that need.

e Speech and Language — the Speech and Language Therapist will visit patients in the
community both in their own homes and in Nursing Homes to assess those patients
who have difficulty swallowing as there is a risk of them choking which could
potentially lead to pneumonia. The post holder would concentrate specifically on this
aspect of the service to ensure respiratory complications do not arise.

e Nursing Home Liaison Nurse - The Nursing Home Liaison Nurse will deliver training
and ongoing educational support to Nursing Homes and act as a bridge between
Nursing Homes and community services, assisting them to access services and
understand what is currently accessible to patients in the homes. The post holder will
also work closely with the BACS team to identify target areas in the homes as well as
work with the Continuing Health Care (CHC) team to ensure that the CAHS F&SD
team are aware of CHC patients and where they may be able to assist in supporting
them to return home safely.

The CAHS team’s approach will be one of partnership and support with the care home. The
CAHS team will be required to discuss PACT ECP patients at the weekly MDTs and ensure
these patients have a shared care plan held on EMIS that the wider MDT team including the
nursing home staff develop and are aware of. The CAHS service will need to establish and
maintain relationships with the care/nursing home managers and communicate clear
information regarding Community Adult Healthcare Services available and referral pathways
for all care home residents.
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The Nursing or Care Home will continue to maintain their own patient records including care
plans as is required by their regulator and to support the appropriate delivery of care with in
the care/nursing home.

Commissioners will facilitate the development of a PACT ECP shared care plan that is
shaped to meet the specific needs of care homes in partnership with care home providers
and other partners.

In the meantime, the PACT ECP shared care plan will be held on EMIS for the use of
primary care and CAHS staff. Primary care and CAHS will work in partnership with the
nursing home staff to develop the care plan. The care / nursing home will have a copy of the
shared care plan and any changes to the care plan made by primary care / CAHS will need
to be communicated and discussed in a timely way with the care / nursing home.

The CAHS team in-reaching into the local Nursing Homes will require remote access to
update records and review EMIS records. The team will be supported by the patient’'s own
GPs and the Consultant Geriatricians (employed by SGUHFT) as and when required.

It is essential that the CAHS service recognise that these patients are an extension of the
CAHS caseload and must be managed in a consistent manner and receive an identical
service to the patients receiving domiciliary care in their own homes in the community

All patients will need to have an allocated key worker and will require a personalised care
plan including escalation plans that are developed in partnership with the staff in the homes,
a copy of which is held in the home and on EMIS. Any updates need to be communicated

A scoping exercise is currently being conducted to map the current levels of healthcare
provision into Nursing Homes across the Borough. CAHS will be required to work with
Commissioners and care home providers to develop the Nursing Home in-reach team and
how they will work in subsequent years. This will be subject to the findings of the scoping
exercise and review of evidence based good practice.

CAHS are expected to support the development and delivery of a service model that will
provide co-ordinated input from existing generalists and specialists of multiple disciplines
and providers in partnership with social care professionals and care home staff to ensure
effective healthcare for individual residents and effective support for care homes

Ongoing Education and Training Programmes for Nursing Home Staff

The staff in the home will be supported by the Nursing Home Liaison Nurses (two in total).
The staff in these roles will work with the homes to identify ongoing training needs for trained
staff and carers. The Nursing Home Liaison Nurses will work with the Battersea Healthcare
CIC (GP Federation) who support education needs for the Wandsworth healthcare
workforce. Together training programmes can be developed to meet the educational needs
of the staff working in the homes

The Nursing Home Liaison Nurses will support and promote evidence based best practice
and continuous improvement within the homes in partnership with care home staff.

7) Specialist Nurses and Specialist Input (SN & SI)
Specialist Nurses will be employed in sufficient numbers to support patient care in their own

homes. The Specialist Nursing team will include:
o Diabetes Specialist Nurses
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e Heart Failure Nurses

o Respiratory Nurse Specialists
e Tissue Viability Nurses

¢ Continence Nurses

In addition, there will be specialist Dementia Nurses that will be employed by South West
London and St George’s Mental Health Trust. The Nurses will be aligned to the four Locality
teams and will attend MDT meetings. They will use their specialist skills and knowledge to
support the MDT to manage patients with Dementia and other Mental Health conditions.
Clinical supervision sessions for these staff will be provided by the Mental Health Trust

8) Planned Care Out-reach Services

Specialist nurses will be required to provide services to patients in their own home including
patients who are in resident in Wandsworth Nursing Homes. There is a requirement for
specialist nurses to attend clinical and commissioning forums as their roles develop over the
subsequent years and to engage with any service development and redesign work that is
commissioned to improve service delivery.

There is a plan for specialist nurses to work much more closely with Specialist Consultants
as planned care services are redesigned to provide more tier 3 activity within the community.
Diabetes will be the initial specialist area of focus for 2016/17 and a developed model will be
ready to launch from April 2017 following an earlier scoping exercise.

The new diabetes service will provide services dedicated to the needs of the patient. The
service will focus care around the MCP model of wrapping services around the individual
within a community setting creating a streamlined, smooth care pathway. The whole system,
integrated service will provide both specialist and generalist diabetes services through
personalised care planning and supporting patients to proactively manage their condition.

The specialist diabetes consultants leading the service will be based in the hospital whilst
outreaching into the community supported by a team of specialist nurses working in an MDT
model alongside the community nurses and geriatricians. Strong links with services such as
podiatry will be essential in ensuring a whole system approach to care.

The service will dovetail into the locality based hubs and through collaborative working will
enhance service provision in primary care through education and support, standardising
primary diabetes care across Wandsworth.

The MCP Lead Provider will be required to commission this model of working from a new
Provider. Other specialist areas of clinical practice will be designed and developed following
the new diabetes model.

9) Other Key Services aligned with CAHS
Quick Start Home Carers

The Quick Start Home Care team are a team of Social Carers that are employed by the
CAHS Provider. They will deliver a four hour fast track service to provide a social care
package for patients that have an escalated social need and without which would end up
being admitted to hospital due to a social care breakdown. Quick Start Home Care is an on
call service and will be the main priority of the Social Carers. However, if the carers do not
have an ongoing caseload to attend to then they will provide support to all the other
functions of care particularly Scheduled and Ongoing Care and Complex Case
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Management. The service will commence on 1 October 2017. The service will be available
to patients who reside in the community as well as patients who are due to be discharged
from A&E and AMU in SGUHFT and other acute Trusts such as Kingston, Chelsea &
Westminster.

Voluntary Sector

The Voluntary Sector will also be aligned to work closely with CAHS and will have specific
roles within Community Services to support settling patients back home upon discharge from
hospital. They will also provide a befriending service and support patients experiencing
social isolation. There will be a separate specification for this service which clearly outlines
how the service will align to CAHS especially in relation to the F&SD and the CCM function.
The MCP Lead Provider will be responsible for overseeing the close working of CAHS and
the Voluntary Sector

End of Life Care

It is essential to deliver effective end of life care in people’s own homes wherever possible.
The service is provided by the End of Life Care Coordination Centre located in Trinity
Hospice. A Senior Coordinator and carers support patients and their families by providing a
night sitting service. The End of Life Care team in Wandsworth will be fully aligned to
Community Services and work closely with the CAHS community nurses to deliver the
crucial End of Life Care that is required to meet the needs of patients in their last few weeks
of life.

6. Out of Hours Provision — across all functions

It is essential that all services are provided 24 hours a day, 7 days a week.

GP Out of Hours services will be will be provided by the 111 Provider and delivered
according to their contract. There will be improved communication about vulnerable patients
between community services and the Out of Hours services. CAHS staff are required to
complete and maintain special patient notes for Out of Hours GPs to refer to when visiting is
required. The special note should be completed for all complex patients on the PACT ECP
caseload. The note should inform the Out of Hours doctor what the escalation plan is for
managing the patient as these patients are at high risk of a sudden deterioration in their
condition.

All End of Life Care patients should have a yellow folder in the house advising the doctor on
call of the management plan and wishes of the patient especially in terms of location as to
where the patient wishes to die.

Nursing staff within CAHS provide a 24 hours a day, 7 days a week service based on a shift
pattern. Visits to patients should be flexible and adjusted appropriately according to patient
care needs.

The social services Emergency Duty Team operates an out of hours service to support the

community nursing team. The CAHS team should give patients the emergency number for
social services should they require assistance out of hours.

7. Key services in Wandsworth Community Services —
integral to the success of CAHS
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Acute Admission Avoidance (AAA) Pathway at Queen Mary’s Hospital

The AAA pathway based at Queen Mary’s Hospital (QMH) is an admissions avoidance
pathway. The service is led by a Consultant Geriatrician who will review deteriorating
patients in the community who are registered with a Wandsworth GP. Patients will be seen
within a few hours of referral to the service. On occasions where appropriate and deemed
safe for the patient to wait for a review, the patient can be booked to attend the AAA
pathway within a few days of referral.

Once in QMH there is an opportunity for patients to receive a full suite of diagnostics which
are readily accessible on site. If required, the deteriorating patient can be admitted into a
step up bed in QMH where possible, avoiding an acute attendance to A&E leading to an
unnecessary admission

The CAHS team will work closely with the staff working in the AAA pathway and will have
direct referral rights into the service. The CAHS team will also support the AAA staff in
supporting patients back into the community if an admission is not required. The CAHS team
will work together to ensure the patient has sufficient services in the community to facilitate a
safe transfer and to manage them in the home environment.

Step Up Bed Based Services QMH

Wandsworth Clinical Commissioning Group commission 21 beds at QMH for patients
registered with a Wandsworth GP. These beds should be used as step up beds for when a
patient requires rehabilitation or clinical stabilisation. The number of beds are limited and
therefore they must be utilised carefully and appropriately.

The CAHS team will need to liaise with the Provider that manages these beds and work with
the MCP Lead Provider to ensure there is a daily review of the patients on the CAHS
caseload. This is particularly important to ensure that patients in the community have access
to step up beds, particularly PACT ECP patients.

This will avoid unnecessary non-elective admissions to acute beds when a higher level of
clinical intervention is not required.

The Daily Complex Discharge meeting will be held at SGUHFT and used to discuss and
prioritise transfers into these beds. The CAHS team will lead the discussions and will work
with the MCP Lead Provider to ensure they have oversight that the QMH community beds
are being utilised appropriately at all times.

For year 1 of this contract the MCP Lead Provider will be required to work in partnership with
SGUHFT to review the utilisation of these beds and develop appropriate referral criteria and
pathway. This will ensure there is sufficient capacity for primary care to refer these patients
to the step up beds at QMH for rehabilitation. The new pathway must be established and
operationalised within year 1.

Day Hospital at QMH

As part of the proactive element of the AAA pathway there will be a geriatric assessment
outpatient clinic held at QMH. This service will be a planned assessment and will include
input from a Consultant Geriatrician, a full work up using on-site diagnostic facilities and an
MDT assessment for patients referred from primary care. This is available to all PACT
patients’ not just PACT ECP patients. In year 1 of the contract the MCP Lead Provider will
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be required to work with SGUHFT to redesign the service in line with the needs of the MCP
model.

GP Rapid Response Service — led by Battersea Healthcare CIC (GP Federation)

The Rapid Response service is a GP led model which responds to referrals to assess
deteriorating patients within 2 hours. The service is available for all patients aged 18 years
and over who are at risk of a non-elective admission. Referrals will be made predominantly
by CAHS staff, local GPs and the London Ambulance Service. The CAHS team will need to
work effectively with the Rapid Response GP service to ensure appropriate referral to the
service if an urgent assessment is required.

In addition, the Rapid Response GPs will also refer the patient back to community services
for additional care and support if they feel the patient is safe to remain at home. CAHS wiill
need to respond expediently to ensure a sufficient service is available to manage the patient
at home to avoid an unnecessary admission to hospital, increasing the level of intervention
and care package for the patient where necessary.

Intermediate Care Bed Based Service at Ronald Gibson —led by Brendoncare

Wandsworth CCG commission 16 intermediate care beds from Brendoncare at the Ronald
Gibson House nursing home for Wandsworth patients likely to benefit from a time limited
period of rehabilitation.

The Intermediate Care Bed Based Service (ICBBS) is provided by the Brendoncare
Foundation (BCF) at Ronald Gibson House (RGH) in conjunction with the CAHS team and a
Locality GP employed by the CAHS Provider working in partnership with Wandsworth
Department of Education and Social Services Department (WDESS).

Brendoncare (the provider at Ronald Gibson House) provides accommodation, hotel
services, nursing and care services.

CAHS will provide:

o Atherapy in-reach service (TIS) principally physiotherapy and occupational therapy
functions and coordination and patient flow management,

e Enhanced skilled registered nursing interventions (when required for identified
patients through CAHS),

o Weekly dietetic input subject to individual patient referral

e Manage referrals and pre admission assessments (through CAHS and the
Facilitated and Supported Discharge Function (FSD)/Trusted Assessors).

e Medical cover is provided by an ICBBS GP (present at the home 3 hours a day
Monday — Friday) and SGUHFT consultant Senior Health Medicine will lead weekly
MDT meetings

A social work resource is assigned to the beds to support timely discharge planning and
throughput. Please refer to the full ICBBS specification for details.

Brendoncare as responsible provider need to agree to accept the referral this decision is
made in discussion with the TIS (and the ICBBS GP when appropriate). The CAHS Provider
will support the development of appropriate community referral pathways.

BCF and CAHS Provider are jointly responsible for ensuring a high level of occupancy and a

short average length of stay, for the ICBBS whilst ensuring the health and safety of admitted
patients.
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8. Information Technology

EMIS is the computer system the Provider will be expected to use for community services in
due course. This system is already being used across primary care and CAHS for the most
complex patients on the CCM function as well as for the PACT ECP patients who have a
shared care plan. The remainder of the CAHS caseload records are held on RIO.

The CAHS Provider will be required to migrate to full usage of the EMIS system in stages to
ensure there is an IT system that is able to integrate care planning across community
services and primary care. There is also a portal system currently used by secondary care
that is able to access and view EMIS data but is unable to view the RIO system. Therefore
the EMIS system or a version of this is considered the most practical system to facilitate
integrated care.

Robust Information Governance will be of paramount importance in the safe use of computer
systems. The Provider will be required to demonstrate compliance is met according to
required policies and procedures outlined by Commissioners.

Mobile devices/technology will be utilised throughout community services. At present a
proportion of CAHS staff have mobile devices in place. The Provider will be required to
increase the use of mobile devices and equip their staff with them to deliver care and update
records remotely.

9. Estates

Having the appropriate buildings to work from is fundamental to the effective provision of
community services. The Provider will be expected to work with Commissioners as the
community estate is reviewed over the coming years to align with the Five Year Forward
View and deliver the Multispecialty Community Provider model of which CAHS will be
significantly involved. Over the next 2-3 years the requirements will become clearer as the
estate is scoped out. The CAHS Provider will need to commit to engaging with the Lead
Provider of the MCP to develop this work further.

It is particularly important that in the scoping of the estate the co-location of the CAHS
workforce, in particular the Community Nursing team, is thought through. These teams
should be considered carefully to foster effective ongoing working relationships between
community nursing and primary care.

There is also an intention to reduce the use of fixed office space wherever possible and
support CAHS to work more remotely, therefore hot desking will be used more readily and
staff will use mobile devices to update patient records whilst out in the community rather

than being required to return to base to undertake this. This will ensure that there is an
increase in patient/staff facing time and staff can work in the most productive way possible.

10. Further Expectations of Provider

Safeguarding Adults at Risk

It is essential that this is regarded as ‘everyone’s business’ throughout health and social
services. The Provider will be required to have a robust process in place to ensure this is
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central to every intervention. The Provider will be required to work closely with social
services colleagues who will lead any necessary investigations once alerts have been made
by the Provider. All staff will be required to undertake level 1 safeguarding and Prevent
training and all clinical staff will be required to undertake level 1 and level 2 safeguarding
training. The Provider will be required to ensure the CAHS staff comply with the Care Act
2014 and comply with all local and national guidance associated with caring for adults at risk

Staff Employed by Provider

The MCP Lead Provider should specify the banding and competency requirements of the
posts within the CAHS contract. The MCP Lead Provider is encouraged to work with the
Commissioner to outline the required posts and banding. However the Commissioner is
happy to accept flexibility within the roles, professions and banding as long as the Provider
can demonstrate that staff have the necessary skills for the role.

The Provider will ensure that all staff employed are suitably vetted and qualified to perform
their roles within each function and have the necessary skills and competence to deliver the
care associated with their role.

Staff will be required to undertake mandatory training as determined by the Provider. In
addition the Provider must ensure that staff are provided with appropriate training to fulfil
their roles safely and competently.

The Provider must have sufficient Human Resource (HR) policies and procedures to address
any issues relating to staff competence, capability and conduct. The Provider must ensure
that there is sufficient Human Resource support to advise on the recruitment of new roles to
form part of the expanding CAHS team as well as the outreach team from the acute setting
such as Consultant Geriatricians and Diabetologists colleagues.

The Provider must be able to demonstrate how they are a good employer. The Provider
should conduct an annual staff satisfaction survey, record appraisal rates and retention rates

Risk Management

Appropriate risk management must be resourced, delivered and monitored. The Provider
must maintain risk registers to record risks appropriately and transparently and this
information should be readily shared with Commissioners at the monthly Clinical Quality
Reference Group (CQRG).

The Provider will also be responsible for developing relevant recovery/action plans to
address the risks. The Provider is required to demonstrate a willingness to work with
Commissioners by working in partnership to consider risks together. Commissioners will
support the Provider to review the service model if there is found to be fundamental
operational issues arising with aspects of the service which is impacting negatively on
service delivery and therefore increasing risk to patient care.

Contracts Management

The MCP Lead Provider is expected to monitor all the sub-contracts within the MCP contract
on a monthly basis alongside the Providers of these services. These meetings should
review, as a minimum, activity/performance against the contract and the key performance
indicators. Membership of these meetings should include the operational leads for these
services.
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The key performance indicators for each sub-contract should include at least one indicator
regarding Patient Reported Outcome Measures (PROMSs). The sub-contracts should include
both rewards/incentives, for example CQUINSs, and penalties.

Clinical Quality Review Group (CQRG)

A monthly meeting for commissioners and providers to review the clinical quality of the
service will be held.

Membership

e Commissioning Lead for Older People Services (WCCG)

e Provider Lead for Operations and Contracts (MCP Lead Provider)

e Provider Clinical Lead (MCP Lead Provider)

¢ Commissioning Lead for Clinical Patient Safety and Clinical Governance (WCCG)

¢ Director of Nursing and Clinical Governance for Community Nursing (Community
Service)

¢ Medical Director (Community Services)

¢ Locality Mangers

¢ Patient Representative from Healthwatch

¢ Representatives from other departments/services may be invited to attend as
appropriate

Quorum — At least four members of the group including either the Medical Director or the
Director of Nursing and Clinical Governance, a Commissioning Lead for Community
Services and Older Peoples Services, and a Commissioning Lead for Clinical Patient Safety
and Clinical Governance.

Points for discussion/review:

e Patient safety incidents.

e Serious Untoward Incidents including unexpected deaths within community services.

e Trends which require urgent remedial action and the implementation of any clinical
action plan.

e To review and approve policies in relation to the performance management of quality
issues within Providers.

e To review Make a Difference alerts (MAD) that are occurring in the community.

¢ Provide an overview of any joint open complaints and progress in addressing them
(patient non-identifiable) considering any trends and addressing with appropriate
action plans where required.

¢ Provide an overview of any joint clinical investigations that are currently open.

¢ Review patient satisfaction feedback.

e Provide an overview of open safeguarding incidents under investigation (patient non-
identifiable).

o To review any day to day operational issues that could raise a risk to patient safety.

¢ Review of staffing- skill mix to provide assurance to the commissioner that current
levels are safe for caseloads being managed and that they comply with any
evidence-based and workforce assurance tools.

e Close monitoring of recruitment trackers to address vacancies

Clinical dashboard: A clinical quality dashboard will be monitored jointly between the

Provider and the Commissioner The group will scrutinise Provider performance against the
community services contract. The Provider will also be required to expediently share
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evidence of any required risk assessments and recovery plans. The membership for this
group will be reviewed regularly and amendments made as required.

Operations Reference Group Meeting

There should be a monthly meeting to formulate measures of performance and jointly
monitor progress against expectations and to address any unforeseen issues developing
either financially or operationally during the ongoing major transformation of community
services which are integral to the Multispecialty Community Provider model. Many of CAHS
KPIs will be interdependent on the CAHS team working in a collaborative manner with other
Providers to deliver the service in an effective manner. This is particularly important for
successful MDT meetings and care planning to ensure care is delivered in an integrated
manner.

It is essential over the next few years that these meetings are maintained as the MCP model
continues to evolve. Feedback from staff will help inform the developing model and allow for
regular adjustments to practice as needed. An example of this may be to review how
effectively the weekly MDTs are operating and what can be done to improve overall
productivity

Membership
e Lead for Commissioning and Operations (MCP Lead Provider)
e Clinical GP Lead for Community Services MCP Lead Provider )
e Lead for Older Peoples services (WCCG)
e Provider Lead for Business Development for Community Services (CAHS Provider)
e Provider Lead for Contracts for Community Services (CAHS Provider)
o Project Managers where necessary for Community Services (CAHS Provider)
e Divisional Chair (CAHS Provider)
e Medical Director (CAHS Provider)

Quorum — At least four members of the group need to be present and this must include any
of the below. However, this must include a minimum of 2 Provider staff and 2 Wandsworth
CCG staff:

Lead for Commissioning and Operations (MCP Lead Provider)

Lead of Older Peoples services (WCCG)

GP Clinical Lead for Community Services (MCP Lead Provider)
Divisional Chair or Director of Operations (CAHS Provider)

¢ Head of Business Development for Community Services (CAHS Provider)

A business and performance dashboard and risk registers will be developed, maintained and
monitored and shared for the group for discussion.

Infection Prevention

All staff will be required to use appropriate infection prevention procedures and the Provider
will need to demonstrate appropriate training and monitoring of this. Staff will be required to
comply with all national guidelines related to infection control and all local policies. Infection
control reports and audits generated by the Provider will be shared periodically with
Commissioners at the CQRG.

Complaints

The Provider must be able to evidence a robust and responsive system to deal with
complaints. Complaints must be responded to within 15 working days and exceptions to this

Wandsworth Community Services Specification Page 25





recorded with the reasons for delayed responses. The overall trends in complaints will be
shared at the monthly CQRG and response times for meeting the 15 working day target
must be shared with Commissioners. The Provider and Commissioner will work in
partnership to consider the trends in complaints and where considered necessary adjust the
service model to address complaints and improve service delivery.

11. Conclusion

Redesigning the way our population is cared for by our health and social services is
essential. We can no longer afford to provide care that is designed for the benefit of the
service rather than the patient. Providing a platform for specialist secondary care expertise
and mental health services to access the community services and enabling community
expertise to reach into secondary care is essential if our population are going to stay healthy
and independent at home.

The CAHS service in its current form is an integral part of the MCP model and the Provider
will required to work alongside the Lead Provider of the MCP to transform community
services and to support this work as it evolves over the next few years as greater focus will
be dedicated to bringing services closer to the patients home wherever possible.

The CAHS team is pivotal to the facilitation of effective multidisciplinary working to deliver
seamless care to the residents of Wandsworth requiring health and social care services.
This ongoing transformational change to services over the next few years within the
community requires ambition, creativity, courage and determination from both
Commissioners and Providers alike.
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12. Appendix 1 — Planning All Care Together Enhanced
Care Pathway (PACT ECP) Standard Operating Procedures

Process for referring PACT ECP patient into CAHS

Patient identified as part of
PACT ECP 500 cohort

—

Practice provides CAHS

P
o

named contact with NHS
number of ECP 500 patient/s

v

GP conducts PACT
consultation and develops
care plan

v

Patient flagged on EMIS as
PACT ECP 500 patients

'

H&SC worker assigned to the
patient.

'

H&SC worker informs CAHS of referral

L

care plan

b

HE&SC worker and CAHS

v

arrange GP attendance at "
MDT within 10 days of
referral

CAHS named contact

informed of NHS numhber of

ECP 500 patient/s

CAHS informed of completed

care plan by H&SCW

,

H&SC worker and CAHS
arrange GP attendance at
MDT within 10 days of
referral

'

CAHS review the care plan
within 24 hours of referral.
Patient is allocated a key
worker and contact is made
to arrange a visit. This must
be before the MDT meeting.

'

CAHS update the EMIS care
plan and progress notes

GP and CAHS staff attend the

scheduled MOT to share the

care plan and participate in
the MDT discussion

L J

v

Patients are provided with a
schedule of visits based on
their care plan and goals. All
visits are recorded on EMIS

progress notes and care plan.
A copy is given to the patient.
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Process for referring patients into Rapid Response service

Patient over 18 years, living
within 0.5 miles of the
Wandsworth boundary

identified as requiring Rapid

Response services

v

Telephone call to Rapid
Response triage number to be
followed by electronic referral

v

Rapid Response GP
dispatched within 2 hours to
assess the patient

L J

L J

F

Option 1 - Maintain the
patient safely at home
with appropriate referrals
to the wider MDT
including Rapid Response
social Worker (Quick
Start)

Option 2 = Refer the
patient to QMH to be seen
in the Brysson Whyte
clinic by a geriatrician to
consider admission to a
community bed or
discharge back home with
support from the RR GPs
and wider MDT

'

3-5 day follow-up from the
RR team and the H & 5C
worker to ensure the
patient clinically stabilises

Option 3= Refer the
patient to the acute
setting to A&E if their
condition requires this

L 4

RR team will update the EMIS
record and confirm the
outcome of their intervention
to the referrer within 24
hours of referral

L 4

Patients are provided with a
schedule of visits based on
their care plan and goals. All
visits are recorded on EMIS
progress notes and care plan.
A copy is given to the patient.
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Process for discharge planning for PACT ECP patients

H & SC worker sent list of
PACT ECP patients that have
been admitted overnight

PACT ECP patient is admitted

to hospital

”
-

1

CAHS are notified within 24
hours that a PACT ECP patient
has been admitted to hospital

'

CAHS share the list of PACT
ECP patients that have been
admitted overnightwith the H

& SC worker

!

H & SC worker and CAHS key
worker liaise and agree a plan
to in-reach into the ward
within 24 hours of notification
of admission. Provide contact
details to the ward discharge
coordinator,

v

H & 5C worker and CAHS key
worker to attend acute MDT
meetings as required

v

H & SC worker and CAHS key
worker must liaise with the
ward to ensure that all
patients at the point of
discharge have a clear
discharge plan

All patients from the PACT
ECP cohort to have a 2 week
follow up post discharge to
oversee the discharge plan

and ensure resources
dedicated to discharge are
sufficient

v

Care plans and progress notes
must be updated on EMIS to
share with the wider MDT and
Primary Care GPs
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13. Appendix 2 — Key Stakeholders

Wandsworth Clinical Commissioning GroUp ........ooeiiiriiiiii e WCCG
Multispecialty Community Provider ...........ccooiiiiiiii e MCP
Community Adult Health ServiCes ....... ..o CAHS
St George’s University Hospital NHS Foundation Trust ..., SGUHFT
Wandsworth Borough Council ..., WBC (Local Authority)
L Out of Hours Provider
AGE UK Voluntary Sector
Wandsworth Healthwatch ..., Patient Representative
Brendoncare ...........c.ooiiiiiiiiii Ronald Gibson House Rehabilitation Provider
Wandsworth Public Patient Involvement Groups .........c.oooiiiiiiiiiiiiiee e PPI
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14. Appendix 3 — Glossary of Terms

Functions of care within CAHS:

ACCESS & COOrdINALION ...\t e e A&C
Scheduled and ONGOING CAre ........oviiiiii i e S&OC
Complex case ManageMENt .. ... CCM
Facilitated and Supported discharge ... F&SD
Maximising INAEPENAENCE ... ... e MI
Specialist Nursing and input ... ... SN & SlI

Other terms:

Acute Admission Avoidance Pathway ..........c..ccoiiiiiiii AAA
Queen Mary’s Hospital (Mary Seacole ward) ...................coene. Step Up Community Beds
Rapid Response GP service............. Provided by Battersea Healthcare CIC via local GPs
Quick Start Home Care service .................. Provided by CAHS Provider via Social Carers
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Better at Home Service v0.6.pdf
Better at Home service

The Community Adult Health Services (CAHS) model works to improve the delivery of care for people
in their own homes by interlinking systems and health professionals from health, social care and the
voluntary sector together to enable staff to work more effectively. It is the intention of
Commissioners that the CAHS service will form part of the wider Multispecialty Community Provider
(MCP) model.

The MCP Lead Provider should look at a Third Sector Provider for the delivery of this service to align
with the principles set out in Wandsworth Clinical Commissioning Group’s commissioning intentions.

Description of service

Better at Home is a new support service that will enable an individual to remain independently in
the community and help them to adjust back at home following admission into hospital, whether for
an elective or non-elective admission. The service will aim to support the individual through three
key elements;

1. Remaining Independent

e This function will support the patient at home through the use of volunteers who
will be in place for up to 6 weeks post hospital discharge to help the patient with
everyday jobs.

e This will involve a needs assessment on the individual at their home within 3 days of
discharge to determine their needs and highlight any further support that may be
required.

e Volunteer jobs will include light shopping and housework, preparing light meals,
going for a walk and dropping in for a chat.

e The service will be required to work closely with the CAHS team, particularly the key
worker and discharge coordinator, who will follow up the patient up to 2 weeks
post discharge to ensure that any needs/goals identified by the service are
documented on the care plan.

e This function will also work with the patients’ GP to identify any preventative
measures that the patient would benefit from to mitigate the chances of an
admission in the first instance e.g. befriending.

2. Third Sector Support

e This function will be required to work with Community Services to identify patients
on the caseload who would be suitable for third sector services.

e Third sector services could include regular attendance at a social club to avoid
becoming isolated as many of these patients will be lonely and/or experiencing
depression due to debilitating long terms conditions.

e For more active patients, there are other alternatives such as chair based yoga,
Nordic walking, mindfulness and other community based services.

e The function is expected to gather intelligence about the latest third sector and
Public Health interventions.

e This function is also expected to refer internally to the Remaining Independent and
DIY at Home teams. It is essential that patients, even if housebound, can be
supported by the third sector within their own home.





3. DIY atHome

Budget cap

This function will deliver a small repairs DIY service to ensure appropriate adaptions
are made to the patients’ home so that they can remain in the community or regain
their confidence which can often be lost due to a hospital stay.

The team would be responsible for conducting small repairs to the property and to
aide the OT team in installing specialist equipment which may be key to the
patient’s recovery at home.

It is widely recognised that a cluttered, unsafe home environment can result in
delayed discharges from hospital even if a patient is clinically fit. Therefore a further
element of this team would be to aid more expedient hospital discharges by
removing furniture and decluttering the homes of those who live alone and cannot
be discharged until unnecessary furniture has been moved in order for specialist
beds and equiptment to be installed.

The budget cap to deliver the Better at Home service is £161,000. The Provider will be responsible
for providing the functions described above to deliver the full service.

The MCP Lead Provider should work with the Local Authority to identify further funding
opportunities to contribute to the running and further development of this service. It is essential
that both health and social care services work together perhaps with a view to pooled budgets to
expand on such services in the future. Areas of development could include a shopping delivery
service and a befriending services.

Commissioners would therefore welcome the Lead Provider to consider opportunities for more
aligned and integrated working with the Local Authority or other Third Sector services in the future
to enhance the Better at Home service.

Better at Home Pathway

Pt at home

N

Third Sector Support &
Admitted to

hospital

l

Discharge meeting

GP review nn
——"* Remaining Independent

& DI at Home

DIY at Home &

—

N

Remaining Pt at home

Independent

Comrmunity
Pt at home .
Services

l

Reviewed at MDT Third Sector

Support

Key
=Primary Care

=Acute

= Community
=Third Sector
=Patient
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Case Study

Mrs Smith is an 84 year old lady who lives alone. She used to go out regularly to socialise with her
friends from church but since she fell over last year and fractured her wrist she hasn't felt confident
on her feet. She also has COPD, diabetes and mild depression. Mrs Smith visits her GP as part of an
annual consultation and they have a discussion about her worries and concerns. The GP develops a
care plan with Mrs Smith and they agree that she would benefit from some form of third sector
support. The GP refers Mrs Smith to the Better at Home service.

Within a week, a Third Sector Support coordinator rings/visits Mrs Smith to discuss her needs. They
decide that attending a local social club and going to a chair based yoga class would help Mrs Smith
to feel less isolate and build up some physical strength. Mrs Smith enjoys attending her classes and
makes several friends. A few months later Mrs Smith falls at home and is taken to hospital where it
is discovered that she has fractured her hip and requires an operation.

While recovering from her operation, the discharge team visits Mrs Smith on the ward to assess her
condition and needs. At the discharge meeting, the team decide that Mrs Smith would benefit from
the securing of her banister at home through the installation of a grab rail as well as some aides in
the bathroom to reduce the risk of Mrs Smith having another fall. This will allow Mrs Smith to work
on her balance and recovery whilst having the reassurance that the necessary adaptations needed to
help her recover have been provided by the DIY at Home team.

To further support Mrs Smith, the Remaining Independent team have sent volunteers who will help
with small tasks including light meal preparation and cleaning for a period of 6 weeks. There will also
be a needs assessment conducted post discharge to highlight any further needs Mrs Smith may
have. The service works closely with coordinators in CAHS to ensure Mrs Smith is provided with
ongoing assistance for at least 2 weeks post discharge to capture any needs in her care plan. The
service will then work with Mrs Smith’s GP to ensure that she is put in touch with the relevant third
sector services and is provided with appropriate support to avoid her falling again.

Objectives

The aim of the Better at Home service is to support older people to live as independently and as well
and as long as possible in the local community. The objectives are:

e To work with Community Adult Health Services (CAHS) and the Enhanced Care Pathway,
allowing Wandsworth patients to experience a truly integrated service where the health,
social and voluntary sectors all work together.

e To support older people by providing appropriate advice and information for additional
support services that are available to them.

e To provide older people with preventative support measures that will reduce feelings of
isolation.

¢ To deliver DIY services to older people so that they can remain independent and safe at home.

¢ To facilitate hospital discharge and help older people getting out of hospital.

KPIs
The key performance indicators of the Better at Home service are:

¢ % of CAHS MDT meetings attended by the Provider of this service to promote integration with
the wider Community Multidisciplinary Team.





Target = 75% (minimum)

e % of individuals referred for third sector support assessed within 1 week of referral.
Target =70%

* % of DIY at Home jobs (hospital discharge) completed within 48 hours of referral
Target = 90% (minimum)

¢ % of DIY at Home jobs completed within 2 weeks of referral
Target = 80% (minimum)

e % of individuals referred for Remaining Independent measures assessed within 2 weeks of
referral

e % of individuals referred for Remaining Independent (hospital discharge) measures assessed
within 24 hours of referral

The KPI targets are an example of the minimum targets values that the MCP Lead Provider should
commission a Provider to deliver. The Lead Provider should also develop a minimum data set and
activity targets with the targets increasing each quarter as the service develops and becomes
established. The Lead Provider should work with the Commissioner to define the minimum data set
and activity levels, using the Commissioner’s experience and knowledge of similar services.
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EOLC for MCP v2.pdf
END OF LIFE CARE SERVICE WITHIN THE MCP v2

CONTEXT

An “End of Life Care” (EOLC) patient is someone who has an advanced, progressive and incurable illness and,
whilst acknowledging that making a prognosis is difficult and imperfect, is likely to die within the next 12
months. This includes patients with cancer and non-malignant conditions. Supporting families and carers of
patients with end of life care needs is an important element of caring for this group of patients.

Locally, End of Life Care is often described as a “virtual service”. This is because the broad spectrum of end
of life care, for both the patient and their family/carers, is not delivered by any one provider within the
wider health and social care system. It is provided by a range of individuals from within a range of
organisations, all of whom must come together to provide an individualised package of care for each patient
they come across. The range of potential providers of care includes primary care, acute hospitals,
community services, specialist palliative care services, hospices, London Ambulance Service, out of hours GP
services, 111, social services and the voluntary sector.

The EOLC system is, therefore, complex and a range of different pathways and operating frameworks,
developed with Providers by the EOLC Clinical Reference Group, are in place. As such, the MCP lead
provider will be key in supporting the ongoing integration of key service providers (who sit within the MCP)
with the wider EOLC system to optimise the quality of care for end of life care patients and their
carers/families.

THE PLAN FOR END OF LIFE CARE SERVICES WITHIN THE MCP

It is envisaged that the MCP Lead Provider will take over responsibility for the EOLC Coordination Centre
contract with effect from 1 April 2018. The “mechanics” of this proposed arrangement are explained further
below. This will be the first stage of integrating key end of life care services within the MCP whilst a range of
other EOLC provider contracts will continue to be held by the CCG for the foreseeable future. Over time and
as the MCP develops, discussions will take place with a view to including more specific EOLC services under
the MCP umbrella where this will provide easier.integration of services and care.

THE EOLC COORDINATION CENTRE

The primary aim of the Coordination Centre is to improve the coordination and utilisation of EOLC services,
thereby providing more joined-up care for patients, their families/carers and freeing-up clinical time for
health and social care professionals caring for this group of patients. Difficulties with understanding and
coordinating the complexities of an EOLC system is both a nationally and locally recognised issue that led to
development of the EOLC Coordination Centre model and successful application to fund a 2 year pilot. The
service is currently provided by Royal Trinity Hospice and the pilot ends on 31 March 2017. Both an external
and internal evaluation process are currently underway to review the pilot’s impact on outcomes for
patients, their families and health and social care professionals, to identify any cost savings to the system
and use lessons learnt to review the model to inform future commissioning.

It is anticipated, subject to agreement to fund, that the EOLC Coordination Centre will be re-commissioned
on a recurrent basis with effect from 1 April 2017. Following an open procurement process, it is likely that a
3 year contract will be awarded to a Lead Provider who may then sub-contract with other providers for the
delivery of elements of the whole service. Subject to agreement on the future operating framework and
financial envelope, it is anticipated that the re-commissioned service will involve 4 elements:





e (Care Coordination, provided through a team of Care Coordinators (currently employed by Royal Trinity
Hospice) who approve, organise and coordinate packages of care at home, including fast-track
continuing care (CHC), specialist equipment and ensuring access to all appropriate services;

e Daytime Health and Personal Care, currently provided via sub-contract by Marie Curie Health and
Personal Care Assistants for CHC fast-track patients as well as by carers from local care agencies. The
cost of the current small Marie Curie HPCA team is subsidised by Marie Curie and provides an alternative
to agency care;

e Community nursing provided through a dedicated EOLC community nurse, (currently via a sub-contract
with St George’s) offering patients extra support, advice and care and supporting the wider community
nursing teams in caring for their EOLC patients eg rapid response for symptom relief;

e Qvernight Planned Nursing Care provided by Marie Curie staff (this is not a new service to the pilot but is
organised through the Centre). This key service (currently £55k per_annum) is currently directly
commissioned on an annual basis from Marie Curie by the CCG, although managed on a daily basis by
the Head of the EOLC Coordination Centre. Discussions need to-take place to agree whether also
including this contract under the MCP “umbrella” with effect from 1 April 2027 will be beneficial to
patient care and service integration.

ROLE OF THE MCP LEAD PROVIDER

Subject to agreement for the reprocurement of the EOLC Coordination Centre from 1 April 2017, it is
envisaged that the MCP Lead Provider will take over the commissioning role from the CCG with effect from 1
April 2018. It is likely that a 3 year contract will. be awarded to the EOLC Coordination Centre Lead Provider
with effect from 1 April 2017 and so the existing contract would novate to the MCP Lead Provider for the
remaining 2 year period.

The MCP Lead Provider will be required to ensure the effective performance of the EOLC Coordination
Centre Lead Provider (ie performance management against a set of agreed KPIs agreed as part of the
contract and with the CCG). Additionally and importantly, the MCP Lead Provider will be required to ensure
the effective and efficient integration of all end of life care services that fall under the MCP “umbrella” but
also their integration with services and providers outside of the MCP who form part of the wider EOLC
system in Wandsworth. The MCP<Lead Provider will be expected to continually develop, propose and
implement innovative and effective mechanisms for doing so, in agreement with the CCG.

In order to_support the development of the MCP Lead Provider’s understanding of the EOLC system in
Wandswaorth and their initial and future role in integrating end of life care services across the wider local
EOLC system, the MCP Lead Provider will be expected to attend the End of Life Care Clinical Reference Group
meetings. These take place every 6 weeks and provide a forum to bring about effective transactional and
transformational change in how end of life care services are delivered to patients. This will be included as a
KPI.

BUDGET ENVELOPE

As described above, the processes for review of the EOLC Coordination Centre pilot, agreement to re-
commission and procurement have not been completed. As such, it is only possible to provide an estimate
of the contract value for delivery of the EOLC Coordination Centre services described above, based on the
current pilot and learning to date. The contract value is expected to be in the region of £600k per annum
but is subject to confirmation. If included, the Marie Curie Planned Night Service budget is an additional
£55k (currently but also subject to change).
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Year 1 

(2017/18)

Year 2 

(2018/19)

Year 3 

(2019/20)

Year 4 

(2020/21)

Year 5 

(2021/22)

Year 5 

(2022/23)

Year 6 

(2023/24)

Year 7 

(2024/25)

Year 8 

(2025/26)

Year 9 

(2026/27)

Year 10 

(2027/28)

MCP Services (Phase 1)

Total 

Budget

Total 

Budget

Total 

Budget

Total 

Budget

Total 

Budget

Total 

Budget

Total 

Budget

Total 

Budget

Total 

Budget

Total 

Budget

Total 

Budget

Planning all Care Together (PACT)  £       2,111  £     2,111  £     2,111  £     2,111  £     2,111  £     2,111  £     2,111  £     2,111  £     2,111  £     2,111  £     2,111 

Diagnostics  £          521  £        521  £        521  £        521  £        521  £        521  £        521  £        521  £        521  £        521  £        521 

Enhanced Care Pathway (ECP)  £       1,000  £     1,000  £     1,000  £     1,000  £     1,000  £     1,000  £     1,000  £     1,000  £     1,000  £     1,000  £     1,000 

Primary Care Quality Contract  £             75  £          75  £          75  £          75  £          75  £          75  £          75  £          75  £          75  £          75  £          75 

Learning Disability Primary Care Case Management  £             50  £          50  £          50  £          50  £          50  £          50  £          50  £          50  £          50  £          50  £          50 

Management  £          400  £        400  £        400  £        400  £        400  £        400  £        400  £        400  £        400  £        400  £        400 

Total  £       4,158  £     4,158  £     4,158  £     4,158  £     4,158  £     4,158  £     4,158  £     4,158  £     4,158  £     4,158  £     4,158 

Future Services (Phase 2) (6 months) (Full year)

Community Adult Health Services (CAHS)  £       7,995  £  15,990  £  15,990  £  15,990  £  15,990  £  15,990  £  15,990  £  15,990  £  15,990  £  15,990  £  15,990 

Better at Home Service  £             81  £        161  £        161  £        161  £        161  £        161  £        161  £        161  £        161  £        161  £        161 

Total  £       8,076  £  16,151  £  16,151  £  16,151  £  16,151  £  16,151  £  16,151  £  16,151  £  16,151  £  16,151  £  16,151 

Future Services (Phase 3) (Full year)

End of Life Care Co-ordination Centre  £              -    £        655  £        655  £        655  £        655  £        655  £        655  £        655  £        655  £        655  £        655 

Total  £              -    £        655  £        655  £        655  £        655  £        655  £        655  £        655  £        655  £        655  £        655 

Grand Total

12,233 £      20,964 £    20,964 £    20,964 £    20,964 £    20,964 £    20,964 £    20,964 £    20,964 £    20,964 £    20,964 £   

Financial Phasing (£000s)

MCP Finances
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